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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 6 October 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)
Lucy Flanagan LF Chief Nursing Officer
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:
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 Non-Executive Director (NED)
Val Jones VJ Executive Assistant (For the minutes) 
Frances Martin FMa Non-Executive Director (ANED)
Frank Myers, MBE FM Associate Non-Executive Director (ANED) 
Andrew Parker AP Chief Operating Officer
Grace Quantock GQ Non-Executive Director (ANED)

The Chief Medical Officer (CMO) had received an email from a Consultant in 
Anaesthesia and Intensive Care Medicine around the exemplary treatment of a very 
young patient in the Emergency Department who was then moved to ITU. He went 
on to give the background to the case and the stages of treatment. Various teams at 
the Queen Elizabeth Hospital have been incredibly impressed with the treatment and 
care provided here.  The Consultant felt that were it not for the exemplary and 
professional treatment and care provided by our teams at all stages during this 
patient’s stay in Hereford, they would not be alive today. The Chairman noted the 
phenomenal efforts to save a young person’s life. 

The Employee of the Month award was presented to Katie Bryant, Junior Nurse. The 
Chair read out the reasons why Katie had been nominated for this award.

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

Minute Action

BOD01/10.22 Apologies for Absence

Apologies were received from Jon Barnes, Chief Transformation and Delivery 
Officer.

BOD02/10.22 Quorum

The meeting was quorate.
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BOD03/10.22 Declarations of Interest

There were no new declarations received. 

BOD04/10.22 Minutes of the meeting held 1 September 2022
.

Resolved – that the minutes of the meeting held on 1 September 2022 be 
confirmed as an accurate record and signed by the Chairman.

BOD05/10.22 Matters Arising and Action Log

BOD14/03.22 – Freedom To Speak Up – There was a session held in the Board 
Workshop this morning on this. The Chairman thanked the Freedom To Speak Up 
Guardian for all of her hard work. 

BOD07/09.22 – Quality – The Chief Nursing Officer (CNO) advised that we were not 
in time to add new technology to support in falls prevention to the Falls Week agenda 
but was happy to facilitate the NEDs Safety Walkabouts. 

Resolved – that the Action Log be received and noted. 

BOD06/10.22 Chief Executive’s Report

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

(a) The new Health and Social Care Secretary sets out her “Plan for Patients” – 
This plan was released last week and pulls together a number of priorities, 
with a number of plans already in place in the Trust. This states that 
individuals should be able to have an appointment within two weeks with a 
GP and if urgent on the same day, setting out the additional capacity to 
achieve this.  The GP workforce required for this will be a challenge for the 
NHS. The Integrated Care Boards will have oversight of this. 

(b) The Secretary of State also reiterated her A, B, C, D priorities. This sets out 
the plan for our patients and was released last week. This pulls together a 
number of existing commitments that were captured in other documents and 
an indication of some of her priorities, including the focus on Primary Care 
and Primary Care access.  A – Ambulances – There are some handover 
delays with some ambulances waiting up to twelve hours to offload patients 
in Accident and Emergency. B – Backlogs – There are seven million patients 
on the waiting list, many waiting for outpatient activity. We need to address 
this over a difficult winter. The plan sets out some investment for waiting list 
performance and surgical hubs. C – Care – There has been an 
announcement of the creation of an Adult Social Care Discharge Fund of 
around £500m. This is likely to be routed through the Better Care fund. The 
challenge will be the finding the workforce to spend this money on. D – 
Doctors and Dentists - Focus on access to NHS Dentistry and seeking to 
change policy changes to improve the workforce situation by removing some 
of the barriers.
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(c) Trust and Group Strategy Refresh – A very positive session was held a few 
weeks ago reviewing this from a Wye Valley Trust perspective. This was a 
very useful session to take stock of this strategic wheel diagram (included 
within the report). Having sat in all three Workshops, the CEO felt that all 
three Trusts are still finding this a very relevant strategy but we need to 
accelerate some of the work, particularly around integration and prevention 
which we will bring to a future Public Board meeting. There has been good 
staff and stakeholder engagement around this. 

(d) Annual General Meeting – This was a very good event particularly in the 
context of the pressures that we faced over the last year with some really 
good service level developments. The videos are also available on our 
website to view. 

(e) More from our Great Teams – Update from the Integrated Care Division – An 
update was provided this morning in our Board Workshop around our Primary 
Care Networks (PCN). The Locality Teams will move to be line managed by 
our GP Federation PCN Strategy Director, whilst remaining part of our 
Division. This is a one workforce approach to the challenges we incur. It is 
very positive to see the expansion in frailty and the appointment of the Frailty 
Consultant. Our Ward Discharge Workers play a key role in discharge, but 
this is everyone’s responsibility to ensure we discharge our patients in a 
timely way. 

(f) Mrs Martin (NED) noted that the pressure that the system is under currently 
should not be underestimated and that staff are doing the best that they can 
for our patients. This is about partnership and doing the very best that we can 
for the people of Herefordshire with our patients, families and communities 
helping us to help them. We understand how tough it is and support our teams 
through this. 

(g) Ms Quantock (NED) noted the new data that the new Health and Social Care 
Secretary has published. This is about informing patients by publishing data 
on how many appointments each GP does and length of wait to enable 
choice. Ms Quantock questioned how this enabled patient choice and if the 
complexity of appointments is taken into account along with disadvantaged 
areas. The CEO advised that all evidence shows that if you measure 
something it enables you to understand the variations more. One of the big 
themes is around the variation in the NHS and that we have never actually 
measured in the NHS the amount the amount of patient contact in Primary 
Care. This might help the public understand that they can access their GP 
quite rapidly and prevent unnecessary visits to Accident and Emergency 
(A&E) and might demonstrate to people that Primary Care are doing a better 
job that is realised. 

Resolved – that the Chief Executive’s Report be received and noted. 
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BOD07/10.22 Integrated Performance Report

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

a) The Managing Director noted the importance of delivering on our activity plan 
and had recently received the Regional benchmarking against the 2019/20 
plan and for the last two weeks we have been in the Top Three for the Region 
in terms of delivering against this. We are actually doing really well, not as 
well as we originally set out, but this was a very ambitious plan particularly 
given the challenges in urgent Care. 

b) The Managing Director spent some time shadowing a Junior Doctor on the 
Acute Medical Unit yesterday, with the staff in A&E working in really difficult 
circumstances but were really compassionate and caring. There were times 
when there were not ideal circumstances for staff to be working in or for 
patients, with a lot of pressure being put on our staff. 

c) This week we have put in place a new Proactive Boarding Policy which the 
Chief Operating Officer (COO) has been reviewing for the past few weeks 
and engaging with staff. This is something that the Region has suggested that 
all Trusts should be doing. This means that we know that we will have a 
number of discharges during the day and on the basis of the number of 
expected discharges, we will start to move a number of these patients out of 
the Emergency Department (ED) into the wards. This will mean at times that 
there will be more patients on wards than there are beds to reduce the 
pressure on ED. This is the least worst option that we have. This is not ideal 
but we have broadly increased out bed capacity by around twenty five beds. 
There has been a lack nationally of workforce funding and planning for a 
workforce that is large enough in Health and Social Care. The NHS and Social 
Care have reached the tipping point where we are having to do things that 
were previously felt to be unacceptable. 

d) Workforce and Recruitment and Retention - Forty four international nurses 
have passed their OSCE exams this week. They are well supported by our 
teams and are achieving high levels of success in their exams. There is also 
a Business Case on the agenda around growing our own staff and ensuring 
good career pathways for our Healthcare Support Workers (HCSW) to go on 
to train to be Registered Nurses or Therapists and also how we can help 
support our staff with the cost of living increases. We have 20% vacancy rates 
for our HCSW and we turn over around this rate every year. This is not 
something that we had an issue with five years ago as this was a workforce 
that we could always recruit to. This is now an issue as we are paying lower 
wages than in other areas. If the Business Case is approved, this is a big shift 
in how we recognise, train, support and reward this really important 
workforce. 
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e) The CEO noted that the Proactive Boarding Policy is guidance from the 
Region that we do this on a proactive basis. We need to ensure that we look 
at risk ourselves and support clinical judgement alongside policies as there 
will be times when this is not the right thing to do. When we are in a better 
place, we need to review this and whether there is a better solution. We will 
have to manage system risk over this winter as well as risk to individual 
patients. 

f) Mr James (NED) found it very helpful in the report to have the four priorities 
highlighted (Recruitment and Retention, Emergency Flow, Productivity and 
Backlogs and Patient Experience). This then enables us to focus our attention 
on these areas where everything in the NHS is a priority.  

g) Mr James (NED) wanted to acknowledge the paragraph in the report around 
the pressures that staff are under and the very difficult decisions that they are 
having to make and that we are clearly supporting our staff. He felt that it was 
important that the Board of Directors are also acknowledging and supporting 
staff making those difficult decisions. There is also a public dimension to this 
as well who will be seeing this and experiencing this and we need to ensure 
that we communicate to them what we are doing and why. The Chairman 
reiterated the Board of Directors support for the difficult decisions and the risk 
assessments that our frontline colleagues are making on a daily basis. The 
Managing Director agreed that communication is part of this and some of this 
is around how staff explain this new process to our patients. 

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

BOD08/10.22 Quality 

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

(a) There are an increasing number of outbreaks of Covid, particularly in our 
Community Hospitals and acute wards. We are seeing an increasing number 
of Covid cases largely being driven by outbreaks and the recent national 
easing of restrictions. We know that this strain is extremely contagious but 
positively we are not seeing the significant illness that we saw early on in the 
pandemic. 

(b) In the Midlands we are seeing an increasing number of Flu A cases. 
Herefordshire is usually one to two weeks behind, and the CNO urged 
everyone to have their Covid and flu vaccines when offered. We have started 
running our vaccine programme over the last month and have seen a positive 
uptake from staff. 

(c) C-Diff Outlier Status – The planned inspection by NHSI was deferred in 
September due to her Majesty the Queen’s funeral. We have been advised 
that they will now visit for their re-inspection on 25 October. Two colleagues 
are coming from the NHSI and will be joined by Public Health England 
colleagues. We have shared in advance our Quality Improvement Plan 
associated with C-Diff and they are satisfied that this includes all the elements 
that they would expect. 
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(d) The CNO advised positively that we have supported the funding for an 
Antimicrobial Pharmacist. Pharmacist roles are difficult to recruit to but we 
believe that this is an exciting role that we will easily recruit to. Next week we 
are rolling out our Antimicrobial Ward Rounds with a Consultant 
Microbiologist participating in this. We believe that these two actions will help 
us reduce our C-Diff infections. 

(e)  The CMO registered his concern with the Board of Directors a few months 
ago around our increasing mortality statistics. This situation is now more 
stable and we have seen some improvements in our HSMR. This is the lowest 
rate for the Foundation Group and we are midrange for our SHMI. 

(f) We are taking a slightly different approach to how we approach mortality. Our 
Out Of Hospital deaths have increased and our In Hospital deaths remain 
average. We are using Yeovil as a comparative Trust who have lower figures 
for their Out of Hospital deaths but similar In Hospital deaths. We are 
analysing these figures. 

(g) Mr Cottom (NED) noted that it was within the report that we are not meeting 
all the deadlines for our action plans and queried whether we should be 
concerned that staff are not meeting these. The CNO advised that the actions 
plans are reviewed at the Monthly Infection Prevention Control meeting. 
Some actions have slipped due to the pressures on our small Infection 
Prevention team but none of the actions that have slipped represent a 
significant risk.

Resolved – that the Quality Report be received and noted.

BOD09/10.22 Activity Performance

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

(a) Our Urgent Care pathways continue to be under significant pressures. The 
teams are focused on reducing ambulance handovers and delays and 
improving our figures. We are working on surge and escalation plans which 
are being finalised through consultation at the Trust Management Board. 
These options will allow our clinical and operational teams to create capacity 
as we move into what could be a very challenging winter whilst protecting our 
elective care for as long as we can. 

(b) We are coming to the end of our 100 Day Discharge Challenge across 
Herefordshire and are evaluating our plans in producing our next steps with 
our action plan. We have four Discharge Co-ordinators in post currently with 
the rest in post by the end of the month. They will be a key element to the 
discharge planning at the start of the process at the Front Door and on our 
Acute Floor. They will be present at ward rounds and Multi-Disciplinary Team 
(MDT) meetings for each ward to support the team and discuss the progress 
of each patient. Other actions include undertaking demand and capacity 
planning with our Community ACPs and our Hospital At Home team and 
Social Care with our discharge to access capacity. 
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We are also in development with our Foundation Group Information Lead 
around the system discharge dashboard which will allow us to show live 
demand and capacity across the system for medically fit patients at our Acute 
and Community sites to capacity available in Health and Social Care.

(c) Other challenges that we face are our 28 and 62 day performances which are 
not where we want them to be. Our 28 day performances are a particular 
challenges at the moment. The main issues are the increase in our cancer 
referrals, 25% increase year to date so far compared to 2019/20. There is a 
particular increase in lower and upper GI with an average 120% increase on 
2019/20. The main issues there are our capacity and workforce absences 
and vacancies leading to difficulties filling some of our weekday sessions. We 
are increasing our Nurse Endoscopists and increasing the PAs for some of 
our Endoscopists to undertake more activity as well as increased weekend 
working. We are also increasing our CT capacity during September which 
was previously a major issue but will be mitigated as we go into October. 

(d) We are working with our Operational and Clinical teams and there are some 
themes there. With the recruitment of our MDT and Cancer Trackers this 
should reduce as we move forward. Last week, we saw our 62+ day cancer 
patients reduce from 200 to 150. We are seeing real dividends from some of 
the work being carried out. 

(e) Stroke SSNAP Data – We have achieved a Grade B for the fourth quarter in 
a row. We are one of two top Trusts in the Region to achieve this standard 
which is a real credit to the team. 

(f) The Managing Director has asked the teams for the outcomes on stroke as 
we are achieving good results, particularly if we are getting patients on the 
pathway early enough and managing their pathway well. We need to see what 
their outcomes are as we should be seeing better outcomes from this. 

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

BOD10/10.22 Workforce

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

(a) We are still ensuring that health and wellbeing remains the prime objective 
for the Trust. The Human Resources Department continues to support and 
coach managers with sickness absences in a fair and compassionate way. 

(b) This week is our annual Health and Wellbeing week where we are running a 
number of events supported by our external partners. 

(c) We are expanding our international recruitment programme along with our 
ICS colleagues. 

(d) The new career pay and progression pathway for our Healthcare Support 
Workers will have a significant level of impact on these staff and we have a 
significant apprenticeship levy for our administrative staff. 
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(e) This month is Black History month and also the Freedom To Speak Up month. 
We are promoting a zero approach to any form of discrimination across the 
board. We are also highlighting the benefits of speaking up and giving staff 
the courage to speak out. 

(f) Retire and Return – We are working with the Foundation Group and have 
refreshed our guidance which has gone out to staff. We are also planning to 
hold quarterly seminars on pensions and retirement which will create a 
compassionate environment where staff can flourish. 

(g) The Chairman advised that for staff who are considering retiring and 
returning, there are considerable benefits with a more flexible way of working 
alongside the financial benefits. The Chairman asked that he is copied into 
any communication that goes out around retiring and returning.

(h) The Managing Director noted that we have been hoping that all the hard work 
shows an improvement in our metrics and this is the first time in eighteen 
months that we have seen a reduction in vacancies and a reduction in our 
turnover rate which is a positive start. 

(i) The CEO noted in his report around the announcements of some more 
flexibility around pension recycling and has asked the National Team for more 
guidance around this as this needs to be applied consistently across the NHS 
and will hopefully enable more staff to stay who are leaving due to tax 
reasons. 

 GE

Resolved – that:

(A) The Workforce Report be received and noted. 

(B) The Chief People Officer will copy the Chairman into any 
communication that goes out around retiring and returning. 

 GE

BOD11/10.22 Finance Performance 

The Chief Finance Officer (CFO) presented the Finance Performance Report and the 
following key points were noted:

(a) Despite all the pressures experienced, from a financial perspective at this 
point in time, we are only marginally off where we would expect to be and the 
pressures that we are experiencing are not having a materially adverse 
impact on our numbers. 

(b) We know that the second half of the year will be more challenging. Our CPIP 
and productivity are planned to achieve more savings and there is still 
uncertainty around the Elective Recovery Fund mechanism. 

(c) We are undertaking a review this month in the Trust and across the Integrated 
Care System to take a stock check view on some of the risks that we know 
about on the financial side and what this means in terms of the forward look 
through to the year end and into the next financial year. 
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(d) Agency spend remains at a similar level with a slight improvement in month 
and remains around 12 to 13% of the pay bill. This is above the nationally set 
ceiling but the actions we have put into place and the re-establishing of our 
Nurse and Medical Agency Reduction Board programmes and the new 
contract with our Master Vend are showing some early improvements. 

(e) Cost Improvement – We have delivered £3m of savings to date. The risk 
adjusted forecast stands at about £7.5m. There is still a gap in relation to the 
overall plan and we are continuing to look for further opportunities to close 
this gap and this will form part of the midyear review process. 

(f) Productivity – We have good oversight at the Productivity Board and the Trust 
Management Board. There has been some success in the standardising of 
our Theatre session lengths and revising some of our clinic templates. We 
are now reviewing the financial quantification of these improvements and 
continue to build on the success we have seen over recent weeks at standing 
up more elective activity. 

(g) Capital – We have spent £2.2m and we continue to manage the challenging 
funding level.  Our cash balances remains stable. 

(h) Better Payment Practice Code Performance – following a review with our 
External Auditors of the calculation methodology, we have made an 
adjustment to that methodology to ensure that it remains in line and 
consistent with national guidance. This has meant that we have seen a dip in 
performance as we have applied this adjustment and we are expecting that 
to continue improving. 

(i) Mr James (NED) noted the good news regarding nurse recruitment and the 
Healthcare Support Worker career progression but wondered if it was 
possible to say how these intersect and predict what impact this might have 
on agency spend and what the financial position might be at the end of the 
year. The CFO advised that the midyear review will start to tell us this. We 
will have to make some assumptions but we can check whether these are 
still on track or whether there is any variation, but this will feed through in the 
forecast. 

(j) Mr Cottom (NED) highlighted the sharp increase in medical agency this year 
compared to last year and felt that it would be more useful to have more 
certainty around the Elective Recovery Fund than have a cost per case 
arrangement. The CFO advised in terms of medical agency, there was a 
detailed discussion held at the Executive meeting this week looking at some 
of the controls around this and getting into the detail. Many of these are hard 
to recruit areas and we have tried numerous times to recruit to them and are 
left with limited options. We are also strengthening some areas of visibility 
and control which we hope will make improvements. 

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

BOD12/10.22  Standing orders and Standing Financial Instructions Refresh 2022

The CFO presented the Standing Orders and Standing Financial Instructions (SFI) 
Refresh 2022 and the following key points were noted: 

(a) The revised or proposed revised SFI are included in the report with the 
tracked changes to show the proposed amends. This is a refresh rather than 
a complete rewrite and largely picks up on areas that required clarification 
and to align financial approval levels across the groups. These went through 
Audit Committee and were endorsed. 

(b) One change was discussed at the Audit Committee around further clarity in 
terms of the total value and application of the SFIs which have been made. If 
approved today, the intention is to cascade directly to those who have 
delegated budget authority and to offer training and support to ensure that 
colleagues across the organisation understand their responsibilities. 

(c) Mr Cottom (Chair of the Audit Committee and NED) confirmed that the 
Committee were happy with the changes and there were some key 
improvements in financial controls in them. 

(d) The Chairman thanked all the staff involved for their hard work in achieving 
this update. 

Resolved- that Standing Orders and Standing Financial Instructions Refresh 
2022 be received and approved.  

BOD13/10.22 Board and Committee Dates 2023

The Associate Director of Corporate Governance presented the Board and 
Committee dates 2023 and the following key points were noted: 

(a) These dates have been approved by the Committee Chairs. 

(b) It was noted that the end of year Audit Committee and Board of Directors 
meeting dates may change due to external factors.  

Resolved – that the Board and Committee Dates 2023 be received and 
approved. 

ITEMS FOR NOTING AND INFORMATION 

BOD14/10.22 Safer Staffing Report

The CNO presented the Safer Staffing Report, which was taken as read, and the 
following key points were noted: 

(a) The fill rates have greatly improved from earlier in the year. We are still heavily 
reliant on agency and our temporary workforce to achieve this. 

(b) As previously alluded, we have successfully recruited international nurses 
with one hundred on track to be in post by the end of the year. We are still 
seen as an exemplar site for international recruitment. 
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(c) We are hoping to take advantage of a recent offer from Health Education 
England to increase our international recruitment during Quarter 4 of next 
year.

(d) We are still however predicting at the end of December a 46 WTE Registered 
Nurse vacancy factor in frontline services. Our vacancy factor is actually 
larger than this but this factors in turnover at the current rate, recruits that we 
know about and the international recruits that are coming in and hopefully 
being able to take advantage of the recruitment offer from Health Education 
England. With our sickness levels, we know that we are higher than average 
in the NHS. 

(e) We are currently working on a set of performance indicators to bring back to 
the December Board. 

(f) The Board of Directors approved the new contract for our Master Vend last 
month with a new rate card in September. We have been running a shadow 
month with the Master Vend, the CNO and the Deputy Chief Finance Officer 
meeting to review performance of fill rates at the appropriate tiers. This is 
showing early promise with further work required to eradicate Thornbury 
completely.

(g) We have engaged with colleagues in Mental Health Services around reducing 
our reliance on our Registered Mental Health nurses and they are going to 
produce a checklist for us and also a clinical point of contact during the day 
(Monday to Friday) to help with our decision making and alternative options. 

Resolved – that the Safer Staffing Report be received and noted. 
 

BOD15/10.22 Quarterly Patient Experience Report

The CNO presented the Quarterly Patient Experience Report and the following key 
points were noted: 

(a) There is still a lot of work required to reduce the backlog of overdue 
complaints, with large numbers in the Medical and Surgical Divisions, none 
in the other Divisions. There are plans by the Divisions to clear the backlog 
by the end of October providing operational pressures allow for this. 

(b) As has been alluded to previously, we are reviewing the data for response 
times to complaints to present this more meaningfully to Board. We have 
trialled this with the Medical Division in a workshop with the Managing 
Director this week. Currently, 75% of complaints are responded to within 35 
days (just missing the 30 day deadline in our Policy). The remaining 25% are 
taking anything from 35 days to 56 days.  We will adopt these measures 
across all divisions for future reports. 

(c) We still have some work to do around the culture, attitude and behaviour 
around the complaints process. Often complainants are being advised by 
staff to go to the Patient Advice and Liaison Service rather than being dealt 
with directly at the time. We need to ensure that our staff are equipped to deal 
with complaints directly. 
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(d) Positively there have been less complaints coming back unresolved – we are 
obviously getting it right first time for complainants and answering their 
concerns raised. 

(e) We now have a bespoke survey in place for Inpatients, District Nursing and 
Outpatients. This enables us to focus on the themes that come through 
complaints and through these surveys. 

(f) We undertook the text messaging pilot in Outpatients for the Friends and 
Family test. We have now extended this contract and rolling out the text 
messaging to all services, eg Inpatients, Outpatients and ED. In addition we 
will be able to send a further text with a link to our local bespoke surveys and 
to invite individuals to respond to this survey. 

(g) The CNO noted the number of volunteers who cover a diverse number of 
roles across our service and in particular the success of the young volunteer 
workforce. We have also recruited thirteen of these individuals into 
substantive posts which fits with our growing our own workforce and showing 
what a great place the Trust is to work.

(h) Ms Quantock (NED) wanted to check, regarding patient complaint times, why 
we are not getting traction on this or whether complainants want anything to 
be happening in the interim. The CNO advised that the key to this is what we 
are trialling already around having a telephone call with the complainant 
immediately to find out exactly what they want which is key to preventing 
developing a backlog. We are seeing early success in Surgery with many 
concerns being dealt with in a timely way after a telephone call rather than 
them developing into a lengthy complaint. These improvements are intended 
to prevent a backlog of complaints and to enable a more timely response. 

(i) Mrs Twigg (NED) noted that communication is still a huge reason for 
complaints which is a broad subject with many broad answers and felt that it 
would be useful to have a further breakdown included on what this means. 

(j) Ms Quantock (NED) felt that more of a breakdown around themes, 
behaviours and values of staff was useful and whether these need addressing 
outside of the original complaint. It is important for patients that we get this 
right first time to prevent a bad view of our system and possibly problems with 
attendance. 

(k) Mr Myers (ANED) questioned whether we could use the data from the text 
messaging service for more general communication at a later date, although 
this may not be possible due to GDPR. 

(l) The CNO advised that a proposal is being presented to the Trust 
Management Board around opening up our visiting arrangements beyond our 
pre-pandemic measures so they are less restrictive and more in line with 
other Trusts locally and in the group. This is hoped to support improved 
engagement with families, patients and their careers in a more timely way 
and help with communication. 

 

Resolved – that the Quarterly Patient Experience Report be received and noted. 
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BOD16/10.22 Digital Programme Update

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

(a) This is a very busy period for the Digital Team and the CFO thanked all those 
involved in the roll out of the Inpatient Clinical Noting system which went live 
on 26 September. This was a significant change for many front line 
colleagues which was positively received overall. There have been some 
challenges but the Implementation Team have been very proactive in seeking 
solutions. Support is in place 24/7 for an initial period, supporting over four 
hundred staff in the first ten days. 

(b) Regarding the financial aspects of digital, we do continue to submit 
expressions of interest whenever funding opportunities arise to try to ensure 
that we can prioritise more of these schemes in the future. 

(c) The CMO advised that in terms of the roll out of the Inpatient Clinical Noting, 
we have 170 Consultants of which only three or four raised safety concerns, 
largely hardware issues, which were successfully managed by the teams 
immediately and effectively. The remaining staff are rising to the challenge of 
dealing with a new system and we need to continue listening, reacting and 
supporting these staff as we move forward. 

(d) The Chairman asked the CFO to thank the team for all their hard work and 
the CMO to thank all of our colleagues for undertaking this challenge and 
working through any issues that arise. 

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

BOD17/10.22 Winter Planning 2022/23

The COO presented the Winter Planning 2022/23 presentation, which was taken as 
read, and the following key points were noted: 

(a) The concept of our Winter Plan this year is to address the five key areas of 
harm: harm to patients waiting for Care/Residential Homes in their 
Community, harm for patients waiting for an ambulance to offload to our ED, 
patients waiting in our ED for a timely assessment in the treatment area (we 
are one of the best for our figures in the country for this element), patients 
waiting a considerable time in ED (this is the largest element of harm for this 
Trust), harm in terms of patients waiting to be discharged and the harm of 
patients waiting to be discharged and the risk of hospital acquired functional 
decline. 

(b) The ICS Winter Plan is awaiting final sign off. We met as a Place based 
System in the summer to develop this plan, (Taurus, Health and Care Trust 
colleagues, Herefordshire Council and Powys Healthcare). 
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(c) We are improving our Community and Place based schemes, eg our 
Integrated Community Response Hub (we have amalgamated our District 
Nursing team with our CIRA team which has increased our operating hours 
for District Nursing. We have just implemented our ability for our CIRA team 
to pull 999 calls waiting on the Ambulance Command and Control System 
stack to enable us to respond with our Community and Frailty Teams going 
out rather than having to wait for an ambulance response. We are just getting 
funding for an End Of Life Co-ordinator who will be able to support end of life 
urgent response with referral through our CIRA team. 

(d) We have also worked with Taurus to enhance our virtual GP support to our 
Urgent Two Hour Response Team and our Hospital At Home team have 
increased their capacity over the winter period to increase our Outpatient 
antibiotic therapy and to increase our discharge capacity. We have also 
increased our nMAb (neutralising monoclonal antibody) service for 
medication for our vulnerable Covid patients.

(e) We are currently working with the West Midlands Ambulance Service around 
how we manage acute respiratory infections in the Community and offering 
support and guidance to ambulance crews who respond to patients who are 
at risk of respiratory infection and how we manage them through our 
Community Teams or onward support and guidance through Secondary Care 
Consultants. 

(f) We are also looking at implementing a Virtual Ward which is support for 
patients who would otherwise be in hospital to receive acute care monitoring 
and support at home for approximately twenty to twenty five beds by January 
2023. These patients will be referred to our Virtual Ward Team via the Co-
ordination Hub who would otherwise have been admitted to hospital or would 
remain in hospital but who can now receive early discharge support through 
the use of remote monitoring and daily multi-disciplinary team ward rounds 
with Acute Physicians, Community Teams, Primary Care and a response if 
required from face to face teams in the Community.  We are also looking at 
an increase to our urgent two hour response through our frailty pathways and 
how we can improve our Therapy provision in the Community by diverting 
away from some of our Community Hospital resource.

(g) We are keeping open our escalation beds on the second floor and also 
increasing our Acute Site frailty pathway support through our Frailty Same 
Day Emergency Care but also through an increase in the Frailty Geriatricians. 
Two new Frailty Geriatricians have joined the team. We are also working on 
our Modern Ward Round and our 100 day discharge challenge.   

(h) During this period, there are National and Regional Command Centres in 
place. There is comprehensive reporting and cascading of information from 
local to national teams and then local teams back up to national teams. We 
are also planning to implement a local and regional view of demand and 
capacity across providers and visibility of pressure across the System to 
inform decision making. This will be alongside our well established Gold and 
Silver calls across the week with System Partners. 
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(i) This will be a very challenging winter, which has already started. We do have 
a very responsive partnership in Herefordshire alongside the flexibility and 
commitment of our teams. 

(j) Mr Myers (ANED) was interested in exploring the Virtual Wards concept and 
wanted to understand the logistics of how this is going to work in more detail. 
The Chairman noted that there will be a future Board Workshop around this 
to ensure that all the NEDs are fully sighted on this but in the meantime the 
COO will circulate any relevant information. 

(k) Mr Cottom (NED) advised that during the break out discussions held on the 
Strategy Away Day, the main area of concern discussed was getting 
Domiciliary Care right and recruitment into Social Care and questioned how 
we are proceeding with getting support to get this in place. The Managing 
Director advised that as the COO noted, there is a Systemwide Plan around 
how all partners work together. The Home First element of this is something 
that we been working on together for some time which has improved retention 
of these staff, with around half the number of vacancies now. With our 
encouragement, Hoople are now going out to agency with the first four 
agency staff starting last week. They are also filling in when home care is 
failing and keeping staff on their books for longer. In terms of the national 
monies becoming available, some of this is being dedicated towards the 
Social Care workforce and retention payments. The Council are looking at 
how to work with providers to support the retention of staff with financial 
incentives. The other part of this is around capacity and block booking on 
Nursing Home beds, with a number of beds vacant due to the lack of 
workforce. This is being undertaken in a very open way and they are open to 
challenge but this will not solve the fundamental workforce issue that we 
have. 

(l) With the current workforce challenges, Mr James (NED) wondered whether 
with part of the monies becoming available, whether there is any scope for 
voluntary sector support for those that do not need care but need some 
practical support, ie whether this money could be used in more flexible ways. 
The Managing Director advised that the infrastructure is in place but there is 
still more that we can deliver. It is not necessarily just around finance, but 
about growing the Community Networks. The Chairman highlighted that we 
are still waiting for confirmation of how much money will become available 
and what we can use this for. Due to this money arriving late in the planning 
cycle it is difficult for the organisation to come up with solutions in a short 
timeframe. The CEO agreed that we are still awaiting the local allocation of 
funds but this will be quite permissive around improving discharge pathways. 

 

 
 AP

Resolved – that:

(A)  The Winter Planning 2022/23 presentation be received and noted. 

(B) The Chief Operating Officer will circulate any relevant information 
around the virtual wards to the Non-Executive Directors for 
background. 

 AP
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COMMITTEE SUMMARY REPORTS

BOD18/10.22 Audit Committee 15 September 2022

Resolved – that the Audit Committee Summary Report 15 September 2022 be 
received and noted. 

BOD19/10.22 Charity Trust 15 September 2022

Resolved – that the Charity Trustee Summary Report 15 September 2022 be 
received and noted. 

BOD20/10.22 Integrated Care Executive 12 September 2022

Mrs Martin (Chair of the Integrated Care Executive and NED) presented the 
Integrated Care Executive Summary Report 12 September 2022, which was taken 
as read, and the following key points were noted: 

(a) We are continuing to try to make our services as joined up as possible, with 
access to urgent District Nursing services now linked into our Two Hour 
Urgent Response. This will enable better use of resources and easier for 
professionals and other key staff to contact us. There is really good progress 
in One Herefordshire as a single workforce aligned around a single 
assessment care and support plan for patients. 

 

Resolved – that the Integrated Care Executive Summary Report 12 September 
2022 be received and noted. 

 

BOD21/10.22 Foundation Group Strategy Sub-Committee 30 August 2022

Resolved – that the Foundation Group Strategy Sub-Committee Summary 
Report 30 August 2022 be received and noted. 

BOD22/10.22 Quality Committee Summary Report 25 August 2022

Mr James (Chair of the Quality Committee and NED) presented the Quality 
Committee Summary Report 25 August 2022 and the following key points were 
noted: 

(a) The CNO noted that the paper alludes to the Maternity Continuity Of Carer 
plan discussed at Quality Committee and provided an update that since that 
meeting, there has been a national announcement that the target and 
trajectory for Continuity Of Carer as a model has been removed and plans 
are for local consideration where staffing allows. 

Resolved – that the Quality Committee Summary Report 25 August 2022 be 
received and noted.  

COMMITTEE MINUTES

BOD23/10.22 Audit Committee 16 June 2022

Resolved – that the Audit Committee minutes 16 June 2022 be received and 
noted. 
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BOD24/10.22 Charity Trustee 21 July 2022

Resolved – that the Charity Trustee minutes 21 July 2022 be received and 
noted. 

BOD25/10.22 Quality Committee – 28 July 2022

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

BOD26/10.22 Any Other Business

There was no further business to discuss. 

BOD27/10.22 Questions from Members of the Public

There were no questions from members of the public received. 

BOD28/10.22 Date of next meeting

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

AGENDA ITEM ACTION LEAD COMMENT
BOD10/10.22
Workforce
06.10.22

(B) The Chief People Officer will copy the Chairman into 
any communication that goes out around retiring and 
returning.

GE Ongoing. 

BOD17/10.22
Winter Planning 2022/23
06.10.22

(B) The Chief Operating Officer will circulate any relevant 
information around the virtual wards to the Non-Executive 
Directors for background.

AP Completed – Link sent on Virtual Wards for 
NHS England. 

ACTIONS IN PROGRESS
N/A N/A N/A N/A
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Report to: Public Board
Date of Meeting: 01/12/2022
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) Autumn Funding Statement and Planning Guidance 

The much awaited Autumn Statement on public spending set out an overall increase in NHS 
funding of £3.3bn in each of the next two years. The assumptions behind this aim to deliver 
a real terms increase in NHS spending of 2%. This falls significantly short of the figure of 
£7bn which was set out as required by NHS Chief Finance Officer, Julian Kelly in their recent 
Board meeting. He and Amanda Pritchard, NHS CEO have however accepted that this 
allocation should be ‘sufficient’ to allow the NHS to fulfil its key priorities. The acceptance of 
a lower settlement can be explained by an improved forecast of inflation set out by Chancellor 
Jeremy Hunt facilitated by a broader package of public spending and taxation plans. The 
DHSC budget will rise by 1.6% in real terms in 2023/24 and by 1.1% in 2024/24 – this 
compares to an average of 3.7% over the life of the NHS.

An important supporting plan was a greater than anticipated investment in Social Care 
through local authority allocations. Combined with savings and the delay of the 
implementation of the care cap reforms, this is expected to provide an additional £7.5bn over 
the next two years. 

Although lacking in detail, an announcement was also made that NHS capital would be 
‘funded as promised’.

The national team are now in the process of converting these headlines into more detailed 
plans and commitments. The new Secretary of State has already made a commitment to 
focus the NHS on a smaller number of key targets, and whilst this is welcomed he also made 
it clear that he will have higher expectations of their delivery alongside likely consequences 
if they are not. We have subsequently been given an expectation that the NHS Planning 
Guidance for 2023/24 will be published before Christmas, probably on 19th December.

2) NHS England Governance Consultation

In my report to the Trust Board meeting in July 2022, I informed the Board that NHS England 
had commenced an important consultation exercise on significant updates to provider 
governance.  The final versions have now been published and I have included web-links in 
the sections below.

The new ‘Code of Governance for NHS provider trusts’ will replace the NHS Foundation 
Trust Code of Governance which was last updated in 2014.  For the first time, the Code will 
apply to all NHS Trusts.  The Trust Secretary will undertake an annual review of the Trust’s 
compliance against the Code and a report will be submitted to the Audit Committee in March 
of each year and Trust Board in April of each year.  Subsequently compliance of the Code’s 
provisions will be declared in the Trust’s Annual Report.

The ‘Guidance on good governance and collaboration’, issued under the NHS provider 
licence, sets clear expectations of collaboration by NHS Trusts and Foundation Trusts and 
the governance characteristics that trusts must have in place to support this.

The ‘Addendum to your statutory duties – reference guide for NHS foundation trust governors 
– system working and collaboration: role of foundation trust councils of governors’ has also 
been published but is not applicable to the Trust.
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NHS England has also commenced a consultation exercise on the NHS provider 
licence.  The NHS provider licence was first introduced in 2013 and is held by all NHS 
foundation trusts as well as independent sector providers unless exempt. NHS trusts are 
currently exempt, but recent statutory changes will require them to be licenced with a date to 
be confirmed post consultation, likely April 2023. A separate licence for NHS Controlled 
Providers was introduced in 2018.  Much has changed since the provider licence was first 
introduced in 2013. In particular, the current licence reflects a very different statutory and 
operating environment based around economic regulation and competition rather than 
system working and collaboration between providers. Our proposed changes will bring the 
licence up to date to reflect current statutory and policy requirements and support providers 
to work effectively as part of integrated care systems. In addition, changes brought in under 
the Health and Care Act 2022 (“2022 Act”) mean that NHS trusts will no longer be exempt 
from holding a licence. While in recent years we have worked to align our approach to the 
oversight of NHS trusts and foundation trusts, including through operating a ‘shadow’ licence 
regime for NHS trusts, changes will need to be made to the licence before it can be issued 
to NHS trusts.   

3) NHS Providers Conference 
 

On the 15th and 16th of November I attended the Annual NHS providers conference in 
Liverpool. On day 2 I took part in a panel discussion on the importance of using formal 
Improvement methodologies in both organisational and system context. The Group approach 
to Improvement is seen by many as a good example of how quality, service and cost 
improvement can be embedded within the culture so that it becomes the way that we do 
things and everyone’s business. There was also a great deal of interest in how we celebrate 
and share best practice across the group and learn from things that go less well as well as 
the things that are deemed a success. 

The Conference provided many opportunities to learn from other Trusts on a wide range of 
issues and to listen to national leaders and politicians about what our priorities will be for the 
coming months. There was much talk about the impending national workforce strategy with 
a promise of publication before then end of the financial year. A key element of this will be 
the supporting investment plan which will be heavily influenced by the public spending plans 
set out in the Autumn Statement. Below is an overview of some of the main conference 
addresses summarised by NHS providers:

Expanding trusts' spheres of influence - reducing health inequalities as providers, 
system partners and anchor institutions. 

 A panel discussion on health inequalities brought together leaders from across the health 
and voluntary sector to discuss how trust leaders can use their influence to achieve this ‘once 
in a generation opportunity’ to transform the health of communities. Sarah Hughes, chief 
executive of the Centre for Mental Health, and Jabeer Butt OBE, chief executive of the Race 
Equality Foundation, outlined the pervasive nature of health inequalities, and highlighted the 
vital work of the voluntary sector in supporting underserved communities in ways that build 
trust and improve outcomes. Patricia Miller, chief executive of Dorset Integrated Care Board, 
called on trust leaders to be courageous in their work to influence system change and make 
health equity a reality across the health and care system, and Dr Bola Owolabi, national 
director for the health inequalities improvement programme at NHS England highlighted 
positive steps that trusts are already taking to achieve meaningful improvements in the health 
of marginalised communities.  
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Keynote speech from shadow secretary of state for health and social care 

Wes Streeting, shadow secretary of state for health and social care set out what we should 
expect from a Labour government. He opened with the message that Labour would work 
with trusts to deal with current pressures, and would take the long-term decisions to make 
the NHS ‘fit for the future’. He highlighted the need to build the NHS workforce and said 
Labour will focus on the 3 'Rs': recruitment, retention and returners. He spoke about his 
personal experience as a cancer patient and said more investment is needed in early 
intervention, prevention and social care. 

Radical innovation for a resilient health service 

Professor Pali Hungin OBE, Dr Julian Sheather and Chris Hopson took part in a discussion 
about the types of innovation required across the NHS to boost its resilience. The panel 
considered the clinical, ethical and political challenge of ensuring the NHS can meet patient 
need, and how innovations in medical technologies will transform the relationship between 
clinicians and patients. Health leaders reflected on the need for an appropriately funded 
NHS, the difficulty of meeting the public’s expectations of the service given current funding, 
and how healthcare resource allocation at a national and local level may have to change in 
the future.

Keynote speech from the secretary of state for health and social care Steve Barclay

Secretary of state for health and social care Steve Barclay set out his key priorities for the 
NHS against an 'extremely difficult backdrop' of economic challenges exacerbated by the 
pandemic and the war in Ukraine. He highlighted that his top priorities included addressing 
workforce issues and backlog recovery, delayed discharge and primary care access. He 
went on to confirm that the £500m discharge fund previously trailed by government will soon 
be distributed. Steve went on to discuss the importance of capital investment in the NHS and 
investing in technology to improve patient outcomes. He told trust leaders that he has been 
batting on the NHS' behalf in negotiations with the chancellor ahead of the fiscal statement 
which was announced on the following day.

Inclusive leadership for a resilient NHS 

A panel discussion on inclusive leadership brought together colleagues from across health 
and social care, drawing on the 'Leadership for a collaborative and inclusive future' review's 
recommendations. Christina Quinn, director for leadership and management review 
implementation at NHS England and Tracie Jolliff, head of inclusive leadership and 
development at NHS England acknowledged the wealth of good practice to be shared across 
systems and organisations, alongside the drawing on lived experience, acknowledging that 
racism causes harm and equipping leaders with the anti-racist language and skills to tackle 
inequalities. Tricia Pereira, director of operations at Skills for Care spoke of the need to 
recognise inclusive leadership as a lifelong journey. She shared examples of existing 
initiatives in the social care sector to drive meaningful change. Peter Reading, co-chair of 
the Disabled NHS Directors Network noted the challenges highlighted by Workforce 
Disability Equality Standard (WDES) data and the business case for embedding equality, 
diversity, and inclusion (EDI). Matthew Taylor, chief executive of NHS Confederation, spoke 
of the need to see all work through the lens of EDI and remaining vigilant to new challenges 
that may exacerbate inequalities.
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Keynote from NHS England chief executive Amanda Pritchard

In her keynote address, NHS England chief executive Amanda Pritchard began by reflecting 
on the busy year the health and social care system has had as it moves to strengthen 
integration, but emphasised that is it providers who are at the heart of the NHS and "at the 
sharp end" of pressures. Amanda went on to discuss the challenges the NHS faces ahead 
of winter, stating they have become increasingly complex over the course of the pandemic. 
However outlined examples of how trusts continue to deliver for patients. She talked about 
improving access to care, and delivering more care in the community, including through the 
addition of community diagnostic centres. She announced a national roll-out of fast-track 
testing of cancers by expanding access to diagnostic scans across GP practices. Addressing 
finances ahead of today’s fiscal statement, Amanda said that it is right that the NHS should 
look at making efficiencies where it can. She pointed out the NHS has many vacancies that 
it cannot fill, resulting in increased expenditure on agency staff, due to the ongoing workforce 
crisis. Amanda said the forthcoming NHS workforce plan would need to be updated regularly 
for it to remain accurate. In her closing remarks, Amanda told trust leaders they "have the 
power and permission to continue to drive innovation and to lead the reforms to create the 
NHS of the future".  

4) National Provider Collaborative Innovators Programme

NHSE have announced an opportunity for systems and providers to participate in a new 
Provider Collaborative Innovators scheme. Their aim is to support sustainable improvement 
in the quality and efficiency of patient care across the country through collaboration and 
clinical leadership. This will provide hands-on support for 7-9 selected provider collaboratives 
to accelerate the benefits they can deliver for their populations. This will then provide a 
platform and community of practice to help spread the benefits to every area. Together with 
the Association of Groups (AoG) I have been working with the national team to support and 
encourage the development of provider collaboratives. Last August we featured in the 
national guidance describing the important role that provider collaboratives can play in 
supporting ICSs to meet their core purpose. There appears to be a degree of confusion in 
some quarters about how provider collaboratives can work alongside ICSs. The national 
team have a clear and helpful view on this. ICSs have the responsibility to ensure local 
integration of health and care and that we focus our collective efforts on both delivery and 
prevention. Provider Collaboratives help to declutter the provider landscape and introduce 
solutions which help to spread best practice, reduce unwarranted variation, improve 
efficiency and organisational resilience and capability. Both can therefor coexist in the current 
delivery model of the NHS. The national team will therefore still encourage the development 
of provider collaboratives and Groups which in many cases will cover bigger geographical 
footprints than the ICSs they work in. 

NHSE now want to accelerate the pace so that more people and communities can gain the 
benefits of greater provider collaboration through this ‘innovators’ programme. The key 
benefits of becoming a provider collaborative innovator will be access to development and 
improvement support. This will be dedicated support based on what collaboratives want to 
achieve, and may include for example, direct support on strategic planning, programme 
management, building partnerships across systems, good governance and mutual 
accountability, using data and digital to drive change. Involvement will also help those 
involved to play a greater role in leading service transformation and shaping national policy. 
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Selected systems and collaboratives will be empowered and supported to take advantage of 
new flexibilities under the Health and Care Act 2022. This will test models of joint decision 
making or ICBs delegating commissioning functions to provider collaboratives.  They will 
seek to ensure that selected Innovators represent all stages of development, ranging from 
emerging but ambitious to those that are more mature and ready to test delegation. They will 
also seek to select at least one collaborative in each region, to support ways of working 
together across ICSs of different size, geographies and priorities, and look to work with those 
who are likely to have the greatest impact for their populations. 

We are therefore considering whether the Foundation Group should put forward a proposal, 
possibly linked to the opportunity to take on delegated commissioning responsibilities. 
Whether or not we are successful, we plan to stay close to this work. As mentioned earlier, 
the AoG has held a series of meetings with the national team leading on provider 
collaboration. I have taken part in these meetings and will soon also be taking over the 
Chairing of the CEO forum which oversees the AoG.  Sir David Dalton, who has chaired 
these meetings to date, will still remain a key member of the AoG.

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

Clinical Support Division Update – November 2022

Outpatients
The Outpatient team are continuing to support specialities with the restoration of outpatient 
activity e.g. evenings and weekend clinics and increasing Minor Operations sessions.  The 
team are continuing work with the clinical teams to maximise room utilisation and minimise 
short notice cancellations.  This is being supported by the outpatient transformation project 
work stream which is developing well.  Staff morale has been improved by developing staff 
and the General Manager and sisters are visible and available within outpatients which has 
led to some excellent feedback from both staff and patients. 

The Plaster room are now fully recruited with a “grow your own” model now in place.  The 
Phlebotomy team are in the process of moving across to OP and we will be working with both 
teams to look at improved ways of working to support Phlebotomy services across the Trust 
and community. 

The Referral Management Centre have gone live with re-introducing eRS, with a plan for the 
other specialties to be rolled out by March 2023.  They are continuing to implement Advice 
and Guidance specialty-by-specialty with ICS colleagues. 

The Referral to Treatment Team are continuing to support the teams to manage long waiting 
patients, ensuring their pathways are tracked and recorded accurately.

Cancer Services
The Cancer Services team continue to support the Trust Cancer teams in the reduction of 
the cancer backlog and to improve performance against the cancer targets. A deep dive into 
cancer performance has been conducted which has identified a clear action plan. The main 
issues identified continue to be diagnostic capacity and the increased number of referrals. 
Three more pathway navigator roles have been appointed funded by the Cancer Alliance; 
previous navigator roles have shown a decrease in patients waiting above 63 days and 
improvement in 28 day performance. 
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A new Cancer of Unknown Primary (CUP) and Malignancy of Unknown Origin (MUO) service 
has been launched at WVT as a new referral service for both inpatients and outpatients. The 
service has support from an Oncologist, as well as virtual attendance at the CUP/MUO MDT 
at Cheltenham. This continues to benefit patients by a reduction in numbers of emergency 
presentations with undiagnosed cancer, faster diagnosis and treatment and improved 
survival for CUP/MUO patients. 

Haematology have been successful in recruiting locums (substantive posts out to advert) 
which has enabled us to re-open to new referrals in November. We are also working with 
surrounding Trusts to repatriate some patients.  In the coming weeks we are looking at an 
ICS solution for the service with a workshop booked with members of the team from WVT 
and WHAT.  

Diagnostic Services
Progress on digital diagnostic transformation has continued, most notably with the successful 
October go live of CRIS Communicator – this software now enables the smooth electronic 
escalation of the radiology reports, with processes for acknowledging receipt of reports. 

A Business case was approved in May Trust Board for additional 3 Radiologists; 2 out of 3 
positions have been filled – one of them being due to the success of having supported one 
of the Trust Radiologists through Specialist CESR registration.  

A further business case has been approved to develop the Interventional Radiology service 
– we aim to have appointed by 31st March 2023 to enable a more productive and expanded 
service from 1st April. 

The WVT Radiology team continue to work closely with ICS colleagues and the internal WVT 
project group to deliver bids towards national transformational projects and funding for 
Community Diagnostic Centre has initially been agreed. 

The Radiology team have continued to deliver capacity significantly higher than that of 2019, 
which has enabled backlogs and waiting times to be significantly reduced with waiting lists 
circa 95% within 6 weeks. There does remain a significant challenge delivering MRI capacity, 
due to the number of substantive vacancies (>50% vacant) and the international skills 
shortage. Finally, since the last report, there has also been notable effort and focus made 
towards optimising cancer diagnostic referrals in order to improve the 28 day cancer target, 
which has seen CT colon booking times reduce from four to now within two weeks. 

Pharmacy
Recruitment into Pharmacist and Pharmacy Technician roles has been a major issue across 
the country as the expansion of Pharmacy roles in GP practices has continued.  Our 
Pharmacy department has been working with other colleagues across Herefordshire to 
develop initiatives to grow our own pharmacy workforce and attract staff in to the county. 
“One Herefordshire Pharmacy” collaborative has now been formally launched and is already 
showing green shoots of success; the first Pharmacist recruited into WVT in 12 months 
arrived in October and more in the pipeline. We continue to skill mix and develop our 
Pharmacy Technicians and Assistants to the top of their licence so all staff are empowered 
and valued.

A knock-on-effect of the shortage of Pharmacists has been the impact on the aseptic 
production service within Pharmacy. This service prepares and clinically checks, amongst 
other medicines, the chemotherapy for our Oncology and Haematology patients. To safe 
guard the continuation of this vital service, this area has been prioritised and we have also 
worked with Pharmacy colleagues within the ICS, partnering counties and at a regional and 
national level to ensure the service is supported and maintained.
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Pathology
Staffing continues to be a major issue in Histopathology and Microbiology at Consultant level. 
The Trust are continuing to explore all avenues to recruit staff and both areas have taken on 
Specialist CESR trainees who will be starting in the next few months.  We are also engaging 
with Medical Recruitment to look at retained agency to assist in these difficult to recruit areas 
and hope that networking and digital pathology may provide a solution in the future.

Networking with Coventry and Warwickshire Pathology Services and colleagues in 
Worcester is progressing slowly.  We are working to purchase a shared laboratory 
information management system (LIMS) across the emerging network.  This should also 
allow seamless flow of information and samples across sites and will hopefully allow sharing 
of consultant workload to reduce the risk previously described.

Wye Valley will be the first Trust in the West Midlands to go-live with digital pathology.  The 
system (once completely functional) should revolutionise the way histopathology reporting is 
done.  It will speed up the time for diagnosing cancers and facilitate Consultant-to-Consultant 
giving us locally a more timely access to expert second opinions.

6) Going the Extra Mile Awards – May 2022

Employee of the Month – Verena Flatt, PA Medical Division (nominated by Jenny 
Connaughton)

“Verena regularly demonstrates all of the Trust values as part of her role within the Medical 
Division and if this application were successful, it would be a long time coming for V, who 
regularly goes the extra mile to support her colleagues and the Division.

• In recent months, there has been a number of staffing gaps within the Medical Division 
Management offices, whilst waiting for new starters to arrive in post.  During this time V has 
done all that she is able to do to support the Division with these gaps - often without being 
asked, to support her colleagues.

• As the new starters have arrived in post V has supported heavily with training and mentoring 
her new colleagues – again V has volunteered this all herself and our new starters are so 
very appreciative of all of her assistance; nothing is ever too much and she instils respect by 
ensuring no-one ever feels anxious or that they are asking “a silly question”.

• V is known as the “font of all knowledge” throughout the Division (not just the Medical 
Management side!) and she often gets phone calls from many WVT staff from other areas, 
including both clinical and admin staff to ask for advice around processes, system advice 
(including her second to none expert knowledge on Integra and ESR) or any other queries 
that they can be sure that V will know the answer to.

• V is always accountable – as per the above point, if V does not know the answer she will be 
sure to find out and follow-up with the person who had the query.  All of this is always done 
with a smile.

• V is warm, approachable and always compassionate.  She is often someone who all within 
the Management team naturally gravitate to for advice or often just a sounding board during 
what has often been for all, a very intense 18+ months.

• V has stepped up to support other Divisions as and when needed when there have been 
staff absences, in addition to continuing to ensure that her own workload is managed 
appropriately – as always again V is happy to do this and nothing is ever too much trouble.

Finally, V is so very much appreciated by all of the staff within the Medical Division 
Management offices for all that she does for us. V is our “GEM” every day of the week and 
we would really like for her to be recognised as the vital cog that she is within the Division.  
We would be lost without our V!”
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Team of the Month – Nursing Team, Ashgrove Ward (nominated by a 
member of the public)

“I would like to express my gratitude to the Ashgrove Ward team.  This is because they gave 
my aunt excellent care while she was in the hospital.  All the staff that I have mentioned 
provided above and beyond for my aunt.  She sat in the chair smiling, washed and dressed, 
and talked with the staff.

Throughout the course of my aunt's illness, I was kept informed.  I am impressed by the 
staff's friendliness and welcome, and I can tell that they are working well as a team.  Their 
cooperation is due to the fact that they assist one another when assistance is required.  I 
believe that they deserve credit for the work they perform even when they are short-staffed; 
they are always there to help support the patients in their care.

All patients seem to be receiving excellent care on the ward.  The ward is very clean and 
tidy.  Despite my dislike of hospitals, this has nothing to do with the amazing care of the 
Ashgrove team.  I am motivated to nominate this team because they work in a compassionate 
environment. 

The ward staff is always happy and willing to assist, even when they are busy and possibly 
understaffed.  It is evident that there is a great deal of teamwork and team spirit within the 
ward, which is very evident to observe. 

I am over the moon to see the progress of my aunt due to the high level of care the ward and 
medical team have given to her.  The joy to see the colourful and bright aunty that I know 
and love come back is amazing to see and I am so grateful to the ward for this.  I don’t know 
what else to say but a massive thank you to each and every member of the team.”

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 experi-

ence.  

The implementation of the proactive boarding policy and improvement in home first recruitment have provided some respite to the front door 

teams and improvement of some metrics; in particular release of ambulances from ED and over 12 hour waits for admission. However,  it is 

inevitable that pressure will  increase again as the winter respiratory viruses and  start of the cold weather season aligned with the cost of 

living impact on our population begins 

The welcome, albeit late ,release of the  promised £500m for social care  will provide around £1.4m for Herefordshire. For the remainder of 

the year. We have been working  with our One Herefordshire partners in anticipation of the release of resources and have a number of 

schemes ready to go. These include  working closely with the voluntary sector and home care  as well as more traditional increased re-

sources to  social care and  increased clinical resources. The final submission for spending plans is required by December 16th. 

Patient safety in our urgent care system remains my highest concern and priority. 

Despite the pressure on our beds we have (with the exception of one day) maintained our ring-fence of elective beds and the theatre produc-

tivity work is bearing fruit with  more to come. The out patient productivity work is not yet making the impact of reduced cancellations and in-

creased utilisation, and continues.  Metrics for delivery of activity and cancer performance are all encouraging. 

We plan to re-balance our bed base again over the Christmas period to co-locate more of the medical outlier patients and consolidate surgi-

cal patients, which should enable better care of the medical outliers and throughput. 

Quality committee this month reviewed the national patient survey from 2021 and the results were somewhat disappointing. However a lot of 

work has been ongoing over the course of the year in line with our trust objectives and the 2022 survey is currently being distributed. Whilst 

the results will take a long time to get back to us, the successful implementation of the text based Friends and Family survey is already get-

ting higher levels of feedback  and  will facilitate a more continuous approach to feedback to clinical teams. 

We have seen slight increases in both vacancies and turnover this month after two months of improvement. 

The RCN ballot for WVT RCN members was just below the threshold for industrial action that has been planned nationally for the  end of the 

month. Other union ballots are anticipated in the coming weeks and we ae engaged in ICS working groups.  Whilst our staff have not opted 

for strike action there is evidence that they are voting with their feet and the number of registered nurses leaving in October was entirely re-

sponsible for  the increase in turnover we have seen. Early indications are that our action on health care support worker retention with the 

new deal has stemmed the flow and turnover has reduced since the announcement. We will need to act  in a similar way for our registered 

nurses to retain them with better pay and career prospects. 

Better management and contractual arrangements with our master vend supplier of temporary nursing staff has reduced our agency spend 

this month on both nursing and medical staff and is part of an improving trajectory.  

Whilst our cost improvement and productivity plans are  not on target we are broadly on plan year to date to deliver our financial plan. 

 

Jane Ives 

Managing Director 
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Our Quality & Safety – Executive Narrative 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Lucy Flanagan 

Chief Nursing Officer  

Quality  

In October 2022 the Trust were to subject to an unannounced CQC inspection. The focussed inspection include a review of the 

Safety and Well Led domains in Surgery and Safety within Medicine. The Trust anticipates receiving the draft report in December 

2022 for checking and enable us to generate a full action plan. Immediate actions were taken after the inspection based on the 

verbal feedback provided at the time.  

 

Patient Experience 

The Trust has developed a ‘mini’ inpatient survey based on the areas of concern in previous national inpatient survey reports. This 

mini survey is being completed with inpatients by our volunteers during November. The national in patient survey for 2022 will be 

undertaken on all discharges during the month of November 2022. The mini survey should provide us with some insight to the 

feedback we are likely to receive in the  next national report and allow us to commence improvement initiatives proactively.  

The text messaging for family and friends commenced on 1 November 2022 and this report includes some early feedback. 

 

Patient Safety 

The Trust has recruited it’s first two Patient Safety Partners, meeting the national strategy requirements. The partners are piloting 

the role and being introduced to the patient safety governance structures and work streams. The role will be evaluated throughout 

the year to ensure we are making sure our PSPs are having a valuable input to patient safety improvements.  

 

Infection Prevention and Control 

The Trust received a follow up inspection from NHSI in October 2022—this is the subject of a separate report  and will be dis-

cussed at Board 

 
David Mowbray 

Chief Medical Officer 

 

3/30 30/183



Quality and Safety – Mortality  

We are driving this measure because: 

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

Data  
SHMI (NHS Digital) June 2021 to May 2022                                                   HSMR  August 2021 to July 2022      

 

  

 

 

What the chart tells us: 

 The latest SHMI, as reported by NHS Digital for the period from June 2021 to May 2022, shows Wye Valley NHS Trust at 108.8, which is an overall reduction of 0.6. Both the in and out of hospital 
mortality rates have also reported significant reductions.  

 The HES based SHMI, which is a tool used for providing a provisional rate in advance of the national reports, shows a slightly higher SHMI for the period from July 2021 to June 2022 at 112.1.  

 The latest HSMR, which is for in-hospital deaths only, reports a reduction of 1.9 to 109.6 for the period from August 2021 to July 2022, and returns to within ‘as expected’ levels. 

 Our in-hospital crude mortality rate remains below the mean, with the latest month for October 2022 at 1.34% for all admissions, reporting a 0.59% reduction. 

 The latest clinical coding key indicators report a significantly lower than expected score for the percentage of patients flagged for palliative care. This will have an in-direct impact on our overall 
mortality rates. In addition, the depth of coding for both live and deceased patients is below the peer mean.  

Key Actions: 
Overall, this month has shown some encouraging reductions in the key mortality indicators, especially the out-of-hospital part to the SHMI. Here are some of the key actions this month:    

 Based on the initial findings from our recent Out of Hospital and COPD mortality audits, a cross Foundation Group meeting is being arranged to discuss local approaches to palliative care coding 
in order to better understand how we can improve this area and further support the reduction in our mortality indicators.   

 In response to the higher than expected Sepsis mortality rates, a recent audit was undertaken of sepsis cases, and the findings highlighted several potential contributing factors including both data 
and clinical care. A clear action plan has been developed by the team to address the issues, including systems to monitor progress and performance of the pathway.  

 With the continued rising mortality rates for #NOF, an initial deep dive into the latest performance indicators will be undertaken to understand where an audit would be best placed to focus upon, 
i.e. pre surgery, or recovery and rehabilitation.  
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Quality and Safety – Mixed Sex Accommodation Breaches 

We are driving this measure because: 

The Trust remains an outlier for the number of mixed sex accommodation breaches month on month.  

  

  

  

 

 

Performance and Actions  

 The SPC chart shows the number of MSA breaches reported monthly from January 
2018– October 2022.  

 Prior to June 2020 the Trust reported an average of 16 breaches per month.  

 Cohorting patients during the pandemic and time patients spent in AMU were the 
reasons for the significant increase in breaches from June 2020 onwards.  

 From June 2020 there has been a spike in number of breaches every 3-4 months. 
Based on this we are predicting an increase over the months of November and De-
cember.  

 Whilst guidance for managing COVID and numbers of cases has reduced, breach 
numbers have not returned to pre-pandemic levels. 

 AMU continues to report the highest number of breaches by area. This suggests the 
pressure in ED, high number of admissions  and delayed discharges is contributing 
to the breach position and it was not COVID alone that created the increase in 
breaches.   

 Our breach numbers results in the Trust being an outlier nationally.  

 Divisional analysis of breach reasons is required to identify any areas for improve-
ment.  

 The principles for MSA breaches have been agreed with the commissioner and at 
Quality Committee previously— the associated policy is currently being updated, 
this will enable a relaunch of the policy and associated data capture 

Risks: 

There  is a risk that the overall pressure of inpatient services is creating the need to cohort 

patients in mixed accommodation which could have a negative impact on the patients ex-

perience whilst in our care.  

What the chart tells us:   

The Trusts initial deterioration correlates with the pandemic, however at the point guidance was relaxed and COVID cases reduced, the Trust is still reporting breaches 

much higher than pre-pandemic levels.  
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Quality and Safety – Friends and Family test 

We are driving this measure because: 

The Trust aims to improve patient experience and this is a Quality priority for this year, part of our strategy to improve experience is to receive, and more importantly act 

upon patient feedback in a timely way.   

TMB approved a business case to adopt text messaging for the national friends and family test and this was rolled out to all services (excluding ED) on 1st November 

2022 
  

 
Performance and Actions  
This snap shot of data shows the following: 

 The image shows that the overall rating for the Trust is positive.  

 The response rate (24%) means that around one in four patients con-

tacted gave us feedback. 

 This response rate is higher than the national average.  

 Prior to implementing the text messaging service our response rate 

achieved only 6%.  

 Training is being rolled out to all areas to enable access to the perfor-

mance dashboards to directly access both quantitative and qualitative 

feedback.  

 We are in a position to add our localised surveys to the texting service—

these surveys focus on locally agreed questions that are areas that re-

quire improvement 

Risks: 

None identified as this is a snap shot of information, 2 weeks into roll out.  We 

envisage being able to access meaningful information across our services 

when the process is fully embedded 

What the chart tells us:   
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Our Performance – Executive Narrative 

 

 

 

 

 

 

 

 

Andy Parker 

Chief Operating Officer  

 

As reported last month, during October we implemented our “Enabling Proactive Flow” Standard Operating Procedure [SOP] in order to re-
duce congestion in our Emergency Department [ED] by moving patients to wards at defined times during the day even if beds is not immedi-
ately available for patients in order to maintain constant emergency flow.  
 

ED congestion is one of the greatest challenges to delivering safe, high quality, urgent and emergency care and poses an unacceptable risk 
to patient and staff wellbeing. There is an association between ED congestion and excessive amount of time for Ambulance offloads and 
the significant risk of those in the community waiting for timely emergency Ambulance assistance.  
 

This is not a action the Trust has taken likely and whilst our patient flow and management of medical fit for discharge patients across our 
health and social care system remains challenging it is a necessary action to mitigate and balance risk over this winter period.  
 

As I write this update, three quarters of the way through November, we are seeing improvements in de-congesting ED. 
 

So far, we have seen the number of patients waiting in ED for over 12 hours reduce to levels not seen since September last year,  our Am-
bulance handover delays over 1 hour reduce to 4.5% of all Ambulance conveyances, a significant reduction to the 10% seen in August this 
year, and our average time for patients to “clinically proceed” on their pathway out of ED to below 3 hours due to increased clinical capacity.  
 

The operational management and learning from the implementation of this SOP is discussed with clinical teams within the Divisions and at 
the Trustwide Tactical Operations Group in order to learn from experiences and incidents. Adapting this SOP from its current in-hours re-
quirement to a seven-day process along side our winter and surge plans will be required as we approach the traditional months of increase 
demand across the Urgent and Emergency Care [UEC] system.  
 

Our delayed discharges still remain a concern, although the last few weeks, both our delays for patients awaiting discharge to Discharge 
Pathways 1 to 3 have improved, along with a reduction in some of our long length of stay patients, capacity in HomeFirst remains an issue.    
 

We have started to see an improvement in the Home First vacancies with agency staff being utilised to boost capacity. Hoople are setting 
up a process to move the agency staff into substantive posts.   
 

Work is in progress for us to better identify Pathway 0 , patients requiring no input for health or social care, delays and issues .Work is in 
progress to provide a refresh of our Right to Reside [R2R] recording, reporting and how the outcomes of this can support flow at ward level. 
The current focus is training our ward discharge coordinators to complete R2R daily. We will then focus on those areas without a discharge 
coordinator to support the ward staff to accurately record the position. 
 

This month I have included  a slide on our Theatre Utilisation along with some of the recent feedback from the Getting it Right First Time 
[GIRFT] review of the Integrated Care System  [ICS] and Trust`s Theatre Productivity, when compared to Regional and National Trusts, and 
how we compare against pre-pandemic levels and  how the further actions to improve and maintain Theatre Utilisation [Touch time vs 
planned session time] at 85%  or greater, along with other key “best practice” areas for elective care  
 

There are some clear improvements we are making with Theatre Productivity, along with National Benchmarking, and  although on the pa-
tient numbers that at treated on our elective pathways each month this is less than 19/20 when we review the  complexity and case mix of 
the patients through Value-based Weighted Activity [VWA] across over night elective, day case, outpatient procedures activity for acute spe-
cific Treatment Function Codes [TFCs] we are consistency over 100% activity when compared  against the corresponding month in 19/20.  
 

The recommendations shared via the GIRFT team are key Productivity work streams are within are transformational work and are vital com-
ponents for  operational planning. 
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Operational Performance – Urgent and Emergency Care [UEC] / ED Performance 

We are driving this measure because: 
The National 4 Hour Standard requires all patients to be seen, treated and either admitted or discharged within four hours of presentation at the Emergency Department where 

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

 
  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Performance and Actions  
 6,056 people attended ED in October which was 371 more than September. The daily av-

erage attendance was 195 with a range of attendances in month was 171 through to 243. 

11 days had 200 or more attendances which was 2 more than last month. 

 1,728 ambulances conveyed to the Trust in month which was 123 more than last month. 

That equated to 55.7 per day. The range in month was 43 to 69 with 12 days having 60 or 

more conveyances which was 5 more than September. 

 Ambulance handover delays over 1hr were 7.3% of all conveyances. 44.1% of all ambu-

lance conveyances had a handover within 15 minutes which was the strongest perfor-

mance for the past three months. This is within the top quartile of English Trusts  

 43.4% of all emergency inpatient activity was discharged with 0 LOS in September.. Per-

formance has been above 40% since January.  

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

 Continue to scope and recruit to our Virtual Ward offering to provide 15– 20 virtual beds, 

estimated delivery in Quarter four 22/23  

 Establish Value Patients Time Board in December to monitor progress around our Mod-

ern Ward work to deliver transformational and cultural change around flow  

 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. Patients in our Hospital 

beds awaiting support at home or via Care / Nursing homes peaked at almost 60 patients in mid-October 

 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 

performance started to suffer. Improved performance seen again from December 2020 to March 2021 but coinciding with reduced volumes of attendances.  

Assurance Variation Data Quality Mark 

   
The system is expected 

to consistently Fail the 

target 

Special cause variation - 

cause for concern 

(indicator where LOW is 

a concern) 

Reasonable Assur-

ance 
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Operational Performance  – Cancer Performance—28 Days Fast Diagnosis Standard /  62 days First Treatment  

[September 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, within 28 days of be-

ing urgently referred by their GP for suspected cancer and 85% start first treatment within 62 days. 

  

 

 

 

 

  

  

 

 

 

 

 

 

 

 

 

Assurance Variation Data Quality Mark 
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Reasonable  
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Performance and Actions  

Referrals  

 Cancer referrals up 11% compared with 19/20. This is an additional 1049 referrals. 

 High numbers of referrals in Lower Gastrointestinal [GI], 121% increase, over 600 pa-

tients, 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. 

28 Day Faster Diagnosis standard  

 Seven pathways failed to meet the target. Breast, Head and Neck, Lower GI, Lung, Sar-

coma, Skin, Upper GI and Urology.  

Main Specialties impacting on performance reduction: 

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

Endoscopy bookings remain around 4 weeks. Computerized Tomography Colonoscopies  

[CTCs]   Diagnostics update provides more detail  

 Chief Operating Officer and Cancer Manager to meet with each speciality to discuss 

action plans on the 8th December.   

62 First Treatment Standard  

 Three pathways met the 85% standard. These were Breast, Haematology and Skin.   

 Further deep dive meeting arranged in December to ensure previous set actions have 

been met and agree further ones to improve the standard  

 Improvements in long waiting patients over 62 days decreased from over 200 to under 

150 

Risks: 

 Cancer referrals continuing to remain  above 19/20 levels  

 Endoscopy and radiology capacity still remains to be an issue.  

What the charts tells us:   

 28 Day faster diagnosis =  Performance against this target was 50% and remained below the target of 75%.  

 62 day Treatment standard = The Trust performance was 67.1% against a target of 85%.    9/30 36/183



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 

waiting time clock starts and stops fairly and consistently. The maximum waiting time for non-urgent, consultant-led treatments is 18 weeks for English patients and 26 weeks 

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

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

  

  

  

 

 

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 

Performance and Actions  
Activity summary: 

 During October Outpatient [OP] appointments were 102.6% above 19/20  

 Elective inpatient activity was 13% above 19/20  

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

surgery to reduce long waiting patients and workforce challenges. Particularly areas of con-

cern are Ophthalmology, General Surgery, Dermatology, Haematology and  Orthopaedics.  

Actions to address around increased Productivity: 

 The Pre-Operative team are planning a pilot of the mini screening tool to assist in streamlin-

ing consultations into virtual, Nursing and Medical 

 Increased focus on specialties booking out further and requesting earlier pre-operative as-

sessment through Theatre Scheduling meetings  and the Trustwide Patient Tracking List 

[PTL] meetings  

 Trust wide Productivity Board in place to monitor progress across Divisions both transitional 

and transformational  

 Focus on reducing Theatre cancellations using “best practice” established from Foundation 

Group learning  

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.  

 Increase in overall referrals, for 22/23, at 5% compared with 19/20. 17% increase in October.  

What the chart tells us:   

 Performance against English RTT standards in October was 61.1%, an 0.8 % increase since last month. English RTT has remained in the low 60s% during 22/23  

 Performance against the Welsh RTT standards in August was 70%. An increase of 1.5% from last month.  

 Unfortunately we had one patient waited over 104 weeks in  October. Patients waiting longer than 78 weeks continue to decline on a month on month basis. 
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Operational Performance  – Theatre Performance  

We are driving this measure because: 

Theatre utilisation is vital to ensure optimal use of operating theatre capacity and resources, maximising operating theatre performance and avoiding cancelled operations in order to 

provide high quality health care to patients admitted for surgery. To  build on work highlight by the “Getting It Right First Time” [GIRFT] team and aim to be a national exemplar in this 

area and achieve 85% for session utilisation.  

  

                                           Theatre Utilisation  

  

  

 

 

 

 

 

 

Assurance Variation Data Quality Mark 

 

 

 
The system is expected to 

consistently Fail the target 
Common cause variation 

Reasonable  

Assurance 

Performance and Actions  

GIRFT summary: 

 WVT now in the top / 4th quartile of English Trusts for Theatre Utilisation [GIRFT chart at-

tached is from July 22]  

 WVT in the top / 4th Quartile of English Trust for procedure that should be undertaken as Day 

Cases as recommended by GIRFT and the British Association of Day Case Surgery [BADS]  

 WVT in the 3rd Quartile for the number of cases on a 4hour Theatre session  

Current Actions to improve Theatre Utilisation to >85% 

 Activity Scheduling and Review, including: 

Theatre Scheduling Meeting incorporating review of previous week’s activity in place 

Operational  Theatre Activity Review recording in place 

Engagement with Specialty management and Clinical Teams to review of theatre activity challeng-

ing specialty activity where required 

 On the Day Productivity, including: 

Schedule commenced for GMs/DGMs and project leads to attend theatres at beginning and end of 

surgery to discuss transformation opportunities with Surgeon, Theatre Team Leader and Anaesthe-

tist 

Theatre templates increased from 210 to 240 minutes and all day sessions merged to maximise 

capacity.  

Team working for productivity e.g. Consistency of theatre team , clear roles & responsibilities and 

agreed plan for the day (rest / meal breaks) 

Risks: 

 UEC flow and impact on Elective capacity 

 Workforce challenges to meet  Theatre Template due to recruitment of substantive and 

Locum staff and high levels of staff absence.  

What the charts tells us:   

 Theatre Utilisation has improved for 22/23, overall, compared with 19/20. With the last two months increase exceeding the same months in 19/20.  

 GIRFT data for July 22, when Theatre Utilisation was a challenged month, shows WVT at in the top of the third quartile of English Trusts. This position is likely to im-

prove for the next reporting period.  11/30 38/183



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  
In month; 

 Diagnostics achieved 116% of 19/20 activity in October with a significant reduction .  

 The percentage of patients waiting greater than 6 weeks also saw a 10% drop. 

Imaging: 

 Magnetic Resonance [MRI] achieved over 120% of 19/20 activity last month. Negotiation taken place for 
the staffed MRI van to return 1 week per month end of Nov-March. 

 Computerized Tomography [CT] scans achieved over 140%  of 19/20 activity last month. Increased CT 
Colonography [CTC] for patient needing investigations for bowel cancer and improve our cancer perfor-
mance and waiting times are now at 2 weeks.  

 Additional insourced radiographer option working well to cover vacancies in both CT and MRI 

Echocardiography: 

 Achieved  over 226% of 19/20 activity last month. Additional insourcing has provided ongoing support 
along with additional sessions through substantive staff.  

Endoscopy: 

Remains an area of high concern. Although overall Endoscopy capacity remains above 19/20 levels at 
106% the pressure on cancer referrals [as described previously] is impacting on our endoscopy services. 

Actions: 

 Risk assessment on delaying some surveillance patients  

 Locum appointed in Gastroenterology to increase Endoscopy sessions  

 Booking capacity per list have increased 

 Clinical Lead explore opportunities for outsourcing to Droitwich  

Risks: 

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

 Loss of Mobile MRI in the Autumn. Mitigation being planned  

 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.  

 

Assurance Variation Data Quality 

 

 

 
The system is expected to 

consistently Fail the target 
Common cause variation 

Reasonable  

Assurance 
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Our Workforce – Executive Narrative 

 
  

In view of potential strike action over the next 6 months, a WVT working group is in place with local union reps and divisional representatives work-

ing on a WVT wide plan to mitigate against potential strike action by trade unions. The RCN ballot wasn't successful but we are awaiting the results 

of other ballots in November/December. WVT is also engaged in ICS and NHS wide industrial action planning meetings to ensure appropriate ac-

tions are in place to protect services for patients.  

With operational pressures NHS wide, WVT and other trusts continue to experience difficulties in attaining workforce kpis. Staff turnover remains 

above the target and sickness absence continues to be above our target due to an increase in covid cases, winter ailments and employees experi-

encing difficulties due to mental health conditions.   

Actions being taken in addressing workforce kpis are analysed through comprehensive divisional HR reports at  F&PE meetings. HR business part-

ners lead divisional recruitment & retention groups and have challenge boards where progress with workforce kpis are discussed on a regular basis. 

Improving recruitment, reducing staff turnover and reducing sickness absence remain high priority areas for HR. All HRBPs continue to play an ac-

tive role in supporting line managers to attain workforce kpis. The WVT recruitment & retention group and health & wellbeing group with divisional, 

OH and HR representatives are reviewing and exploring any further actions to support WVT. 

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. The WVT 

career & pay progression framework for band 2 hcsws is being implemented and is largely seen as positive. We are meeting new recruiters in order 

to review proposals to address our hard to fill clinical vacancies by expanding international recruitment and recruiting to different roles.  We are 

working with finance colleagues on a detailed WVT workforce bridge analysis of all new posts over the past 2 years. 

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. Work is progressing as planned with the e-rostering project and electronic job planning for clinical staff across the 

Trust.   

 

 

Geoffrey Etule 

Chief People Officer 

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

Rolling 

12 

Months 

Target 
Thresh-

old 

Turnover (% - Rolling 12                                   

Turnover 10.6% 11.2% 11.1% 11.6% 11.8% 12.2% 12.7% 12.9% 13.6% 14.0% 14.5% 13.7% 13.6% 14.2% 13.0% <=10% >15% 

Substantive Vacancy (% - In                                   

Substantive Vacancy Rate – 8.6% 8.6% 8.4% 8.7% 9.4% 9.3% 9.4% 8.9% 9.1% 10.2% 11.2% 10.4% 9.0% 9.4% 9.5% <=5% >10% 

Agency Spend (% - In Month)                                   

Agency Spend % Pay Bill 9.3% 8.4% 8.0% 8.9% 8.4% 9.0% 8.7% 13.1% 13.2% 11.8% 11.2% 13.2% 10.4% 9.6% 10.5% <=6.4% >11.4% 

Sickness (% - In Month)                                   

Sickness Absence Rate 4.9% 5.8% 5.4% 6.1% 7.9% 6.9% 7.4% 7.4% 5.5% 6.5% 6.7% 5.3% 5.4% 6.2% 6.4% <=3.5% >8.5% 

Appraisals (% - In Month)                                   

Appraisal – All 87.3% 74.0% 76.2% 77.4% 76.7% 76.9% 75.8% 73.3% 72.3% 72.2% 70.2% 69.8% 69.7% 71.5% 73.5% =>85% <80% 

Training (% - In Month)                                   

Core Skills 91.7% 89.8% 89.6% 89.9% 89.5% 89.5% 89.4% 89.3% 89.4% 89.3% 88.7% 88.5% 88.7% 88.5% 89.2% =>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. 

  

  

  

 

 

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 

Performance and Actions  
    We continue to address vacancies in clinical areas largely through international recruitment, 

enhanced use of social media and working with recruitment agencies. In addition to the WVT 

recruitment & retention group, all divisions now have working groups in place to address re-

cruitment & retention concerns.  

    We are exploring a strategic arrangement with DWP/jobcentreplus where job seekers can be 

automatically registered on our bank so they can receive basic training and employment clear-

ance in readiness for job opportunities. 

     Phase 2 of the support worker recruitment campaign with Hoople is now live and this won the 

Hereford Times Healthcare award. WVT is also supporting Hoople in developing an interna-

tional recruitment campaign for Home First support staff by March 2023. 

     WVT is actively engaged in ICS wide collaborative workforce projects including international 

AHP recruitment, return to practice, refugee programme, reservists and ICS wide recruitment 

fairs to showcase and recruit to our vacancies. 

    80 new international nurses will be in post by December 22 and we are on track to recruit 115 

nurses by March. Notification of a successful bid for NHSEI funding for 15 more international 

nurses has been received by the Trust.  

    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 con-

tinue 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 monthly WVT work shadowing pro-

grammes, regular WVT presence at jobcentreplus centres, Herefordshire wide recruitment 

fairs. We are also launching WVT recruitment ambassadors where employees can volunteer 

to promote WVT career opportunities.  

Risks:  

 Clinical vacancies and Band 2 HCSW vacancies 

What the chart tells us:   

The rolling 12 month position remains fairly consistent across the period between October 2021 and May 2022, although deteriorated in June and July 2022 but has im-

proved in the three months.  

Oct-

21 

Nov-

21 

Dec-

21 

Jan-

22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

Sep-

22 

Oct-

22 

8.6% 8.4% 8.7% 9.4% 9.3% 9.4% 8.9% 9.1% 10.2% 11.2% 10.4% 9.0% 9.4% 
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Our Workforce – Turnover 

We are driving this measure because: 

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

  

  

  

 

 

Performance and Actions  
The overall rolling 12 month turnover at Trust level is now at 14.2% for November 2021 to 
October 2022,. This is largely due to operational pressures and clinical vacancies NHS 
wide leading to increased workloads which contributes to an increase in staff turnover. 
HRBP led divisional recruitment & retention working groups in all divisions provide monthly 
updates at the HRD supported WVT recruitment & retention group where local actions are 
reviewed and information on WVT and  NHS wide good practice to aid retention is shared.  

In Oct we lost 24 nurses & midwives compared to 7 in Aug and 6 in Sept due to worklife 
balance & relocation. This contributed to the increase in turnover rates. 

We are seeing a reduction in turnover rates for HCSWs as we lost 4 in Oct compared to an 
average of 10 in previous months. As part of the workforce strategy to grow and retain our 
staff, the new WVT band 2 career & pay progression framework to band 3 roles is being 
implemented by December. We currently have  49 FTE vacancies and we anticipate that 
with the new pay & 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 in 2023 to 
ascertain the feasibility of employing more band 6 nursing staff which has been shown to 
aid retention significantly. The project to employ 115 new international nurses and mid-
wives is on track. We currently have 97 FTE nursing vacancies and it is anticipated that 
this will be reduced to circa 60 vacancies by March mainly through international recruit-
ment.  

Actions being taken to aid retention includes new seminars 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, A workforce planning officer recruited 
through the ICS to support WVT workforce projects should be in post by January.  

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 couple of months, before rising again this 

month 

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 

Oct-21 
Nov-

21 

Dec-

21 
Jan-22 Feb-22 

Mar-

22 
Apr-22 

May-

22 
Jun-22 Jul-22 

Aug-

22 
Sep-22 Oct-22 

11.2% 11.1% 11.6% 11.8% 12.2% 12.7% 12.9% 13.6% 14.0% 14.5% 13.7% 13.6% 14.2% 
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Our Workforce – Sickness 

We are driving this measure because: 

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

reliance on temporary staffing namely agency.    

  
  

  

  

 

 

Performance and Actions  
    Sickness in October was 6.2% and this is largely due to covid, mental health conditions and 

winter ailments. Absence now stands at 5.25% in November with a significant reduction in 

covid cases from 1.61% to 0.37% 

    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 and monthly F&PE reports cover key actions being 

taken to address absence (reasons for absence, costs, hotspots, compliance with return to 

work interviews, sickness trends, sickness reviews, policy trigger points etc). Case confer-

ences with Occupational Health on complex cases are also in place and a weekly absence 

trend line report for the entire Trust is monitored at operational meetings.  

     We continue to promote the mental health hub and WVT wellbeing interventions for staff and 

Halo leisure onsite sessions. The WVT menopause staff group and flexible working group 

are now in place and reviewing areas where more support and guidance can be offered to 

staff. 

    Mental  health conditions and covid remain 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 the ICS wide OH review is 

due for completion by March 23.  

    WVT has received notification of a successful bid from NHS Charities to pilot a part time staff 

physiotherapist and  part time staff wellbeing officer for 12 months  

 

Risks: 
  

What the chart tells us:   

The rolling 12 month position shows a fluctuating picture peaking in January of both years across the period between November 2020 and October 2022, this is mainly due 

to Covid related absences. 

Assurance Variation Data Quality Mark 

 

  

The system is expected to 

consistently Fail the target 
Common cause variation Reasonable  

Assurance 

Oct-

21 

Nov-

21 

Dec-

21 
Jan-22 
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22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

Sep-

22 

Oct-

22 

5.8% 5.4% 6.1% 7.9% 6.9% 7.4% 7.4% 5.5% 6.5% 6.7% 5.3% 5.4% 6.2% 
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Our Workforce – Appraisal 

We are driving this measure because: 

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

  
  

  

  

 

 

Performance and Actions  
 

    Operational pressures continue to have a significant impact on WVT and NHS wide man-

agement capacity to complete performance appraisals. The modified and streamlined ap-

praisal form is being used by line managers in holding wellbeing appraisal conversations 

with staff. This will continue to be reviewed at F&PE meetings in 2022/23.  

 

    Divisional leaders are required to ensure outstanding performance appraisals are completed 

and this is being reviewed at monthly F&PE meetings. 

Risks: 

  

What the chart tells us:   

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

months. This is primarily due to the challenge of maintaining standards with significant operational pressures, however it has increased slightly this month. 

  

  

   

Assurance Variation Data Quality Mark 

 

  

The system is expected to 

consistently Fail the target 
Common cause variation Reasonable  

Assurance 

Oct-

21 

Nov-

21 

Dec-

21 

Jan-

22 
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22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

Sep-

22 

Oct-

22 

74.0% 76.2% 77.4% 76.7% 76.9% 75.8% 73.3% 72.3% 72.2% 70.2% 69.8% 69.7% 71.5% 
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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. 

Risks: 

  

What the chart tells us:   

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

marily due to the challenge of maintaining standards with significant operational pressures.  

  

   

Assurance Variation Data Quality Mark 

   

The system is expected to con-

sistently pass the target 

Special cause variation—cause 

for concern (where low is a 

concern) 

Reasonable  

Assurance 

Oct-

21 

Nov-

21 
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21 
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22 
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22 

Apr-

22 

May-

22 
Jun-22 Jul-22 

Aug-

22 

Sep-

22 

Oct-

22 

89.8% 89.6% 89.9% 89.5% 89.5% 89.4% 89.3% 89.4% 89.3% 88.7% 88.5% 88.7% 88.5% 
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Wider Workforce & Organisational Development Update—Dec 2022 

 

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

 ICS Workforce Developments  

 International AHP recruitment—collaborative project ICS wide to recruit 36 international AHPs by March 2023 (radiographers, OT, podiatrist) 

 Industrial Action —weekly ICS wide meetings to review and discuss actions required to ensure minimal disruption to patient care  

 Recruitment & Retention—ICS wide rolling recruitment & retention campaign launched and WVT represented at Worcester racecourse  

 

Health & Wellbeing  

 Halo Leisure– new weekly onsite exercise classes for staff and wellbeing consultations across all sites . Over 1100 staff wellbeing clinics with Halo in past year 

 Connecting Staff with nature — good involvement from staff and WVT report to be produced by February  

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

sion for line managers  

 

Equality, Diversity & Inclusion (EDI) 

 NHS Disability Month being promoted with stories, articles and seminars to help create a healthy culture and working environment 

 Anti-Bullying Week (14—18 November) promoted and celebrated at WVT with reminders of our zero tolerance approach to bullying  

 NHS England, NMC, NHS Confederation combatting racial discrimination resources disseminated to staff to promote good relations  

 

Organisational Development  

 WVT workforce bridge analysis—conducting a comprehensive review  with finance colleagues on all new posts at WVT in past 2 years 

 MH First Aid training – 104 MH first aiders in the organisation. 

 MH Line managers awareness – 193 managers trained in mental health awareness  

 Civility Saves Lives – 127 members of staff have attended a session to-date 

 WVT leadership development programme for medical staff being developed with Dr Robbie Dedi  
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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 in early stages but has now commenced. 
 

The financial position at the end of month 7 (October) was a deficit of £4.118m. This was only marginally behind the current plan with an over-

all adverse variance of £85k.   The position included c.£5.7m of core level Elective Recovery Fund income.  This income was planned to 

match levels of elective recovery which are not currently being fully achieved and which under the original planning guidance would have been 

subject to partial clawback. The position has now nationally changed given the wider non elective pressures on the NHS.  However the posi-

tion is still somewhat fluid and in this respect is being monitored closely at both a Trust and Herefordshire & Worcestershire System level.   
 

There are three key elements of financial performance requiring particularly close monitoring each month: 

 Agency and temporary staffing costs - Although these remain exceptionally high in the year, the charts in this report evidence the 

start of the expected reduction trend and this is a very positive message for the month.  It will be important to closely monitor this trend 

each month to ensure it continues to move downwards. 

 Cost Reduction - The Trust has  an ambitious cost improvement delivery target of £11.8m (this included an additional stretch target 

of £1.5m). The delivery position has been relatively static this month with a gap of £3.8m current state outturn forecast. There is also 

concern regarding the level of non recurrent items in the forecast as this creates an even larger recurrent shortfall as we commence 

the 23/24 planning round.  Nevertheless the Trust is on track to achieve and deliver £8m of in year savings of which £3.4m (1%) is 

recurrent. 

 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 wider non elective pressure on the Trust.   

Tackling these key issues are key to successfully mitigating financial risk and delivering the financial plan. 

 

Capital 

The Trust has spent £3.3m during the first seven months of the year.   The constrained capital funding (£4.5m excluding national pro-

grammes), significantly reduces the schemes that can be progressed and the plan includes a £0.6m slippage assumption to meet the con-

firmed funding sources. We continue to seek additional sources of capital funding for critical programmes. 

 

Cash 

The Trusts cash balance at the 31 October 2022 was £19m, representing a decrease since prior financial year but 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 92.6% of in-

voices within 30 days in October.  This represents an improvement on the prior months based on the revised calculation methodology follow-

ing a review by external audit. 

 

 

Katie Osmond 

Chief Finance Officer 
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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 7 (October) was a deficit of £4.118m.  This was 

only marginally behind the current plan with an overall adverse variance of £85k. 

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

pacity and unfilled vacancies.  Although also includes exceptional agency values 

— 11.7% of total pay costs (including substantive staff pay award).  This is driv-

en 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.£5.7m of accrued Elective Recovery Fund income which presents a 

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

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

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

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

£3.8m 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 £8m.  

Risks: 

Key Financial risks  

 Core System ERF (50% of £9.8m)  

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

 CPIP Cost Efficiency (£1.4m 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 though key 

risks still exist which are being closely monitored and managed. 

STATEMENT OF COMPREHENSIVE INCOME - To Month 7  - 31st October 2022 - 2022/23

VARIANCE
2022-23 IN

ANNUAL CUMULATIVE CURRENT
BUDGET BUDGET ACTUAL VARIANCE MONTH

£000 £000 £000 £000 £000

Contract Income 262,376 153,238 151,830 (1,408) (203)

Excluded Drugs 22,821 13,312 12,982 (331) 82

Non Contracted Activity (NCA's) 1,399 816 797 (20) (7)

Other Income for Patient Care 9,543 5,615 5,459 (156) (25)

Donations For Non Current Assets 400 233 0 (233) (33)

Other Non Patient Income 7,491 4,473 4,357 (116) 220

COVID Funding 7,087 4,322 4,193 (129) (16)

 Total Operating Income 311,118 182,010 179,617 (2,393) 17

Pay Expenditure 195,745 114,238 112,862 1,376 171

Non Pay Expenditure 79,128 47,201 46,539 662 (193)

Excluded Drugs 23,189 13,486 13,638 (152) (80)

 Total Operating Expenditure 298,063 174,924 173,039 1,885 (102)

 EBITDA 13,056 7,086 6,578 (508) (85)

Depreciation 10,897 6,011 6,062 (51) (42)

Interest Receivable 131 83 237 154 43

Interest Payable on Loans 260 151 159 (7) (1)

Interest Payable on PFI 6,288 3,668 3,668 (0) (0)

Dividends on PDC 2,731 1,593 1,593 0 1
 

Operating Surplus/ (Deficit) (6,990) (4,255) (4,667) (412) (84)

Donated Assets Adjustment (381) (222) (550) (328) (169)

Adj. financial performance retained Surplus/ (Deficit) (6,610) (4,034) (4,118) (85) 84

YEAR TO DATE

(1,716)

(4,284)

(1,692)

(2,369)

(3,237)
(3,746)

(4,118)
(4,622)

(4,966)

(5,521)
(6,050)

(6,610)
(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    

  

  

 

 What the chart tells us:  

  

  

   

Agency represented 11.7% of total pay costs year to date.  This benchmarks poorly, and is  above 

the NHS Agency Cap Ceiling.  There is still a considerable way to get back to an acceptable base-

line trend on commercial agency.   

 Nursing agency: expenditure remained flat in month although is on a downward trend 

from the exceptional peak value in M5. Increased control actions through NARP, together with 

the new Master Vend contract have shown improvement in the last two months. 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 still, at present show this trending to £13.7m.  This is unaffordable and it is 

very positive to see the start of the effect of the corrective action now beginning to influence the 

trend down.  

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

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

bank typically still involves premium rates, even if marginally lower than agency on average. 

Having peaked early in the year the trend is overall also moving in the right direction (but re-

mained flat in month).  The Trust spent £12.2m in the prior year (2021-22) and an extrapolated 

sum from the year to date would currently equate to £14.6m outturn. Again increased central 

controls have been introduced to further influence down the level of rates currently being paid. 

 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 = 1] Re-established  NARP and MARP;  2] New contract 

with Master Vendor;  3] Increased controls on temporary Medical Staffing hourly rates; 4] Assur-

ance on advance and complete roster planning and 5] Full and robust implementation of Allo-

cate workforce management, capacity and rostering system. 

 Increased workforce gaps resulting in greater requirement for temporary workforce. 

 Supply and Demand price pressures  

 What the chart tells us: 

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

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

agency provision. 
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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 mone-

tised 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 £4.643m of savings year 

to date and is £0.5m behind plan. The current outturn forecast for the year is £8m of which 

c£3.6m is recurrent, which would leave a shortfall of £3.8m for the year.  In addition as  a large 

proportion of in-year savings are non recurrent this potentially leaves as much as £8.4m short-

fall leading into the start of the planning round for next financial year.  

 

Although the above represents a very significant adverse variance from plan, in our year to 

date finances the full effect of this is non recurrently being offset by elective capacity slippage 

(also non recurrently).  Assuming the initial start of a downward trend continues on Agency 

through the work of NARP and MARP this will provide significant cost avoidance and reduce 

the level of the underlying deficit. 

 

The risk adjusted gap of £4.1m consists of £1.4m (cost out) + £0.9m productivity + £1.5m fur-

ther stretch.  This is currently resulting in a significant risk for the second half of the year and 

with a budget profile which puts 64% of the target in the last 6 months.   Focus continues 

through the F&PE meetings, and a refreshed monthly CPIP meeting to maximise delivery in 

year, and development of recurrent schemes to support 2023/24 planning. 

Risks: 

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

tion - Refreshed monthly CPIP meeting, increased focus and management time. Progress 

will be closely monitored and routinely reported to the Board. 

 What the chart tells us: 

Whilst good progress has been made in developing the CPIP programme, there remain a 

number of opportunities still to be converted into deliverable schemes, particularly recurrent 

schemes to mitigate the financial risk of underachievement against this programme. 
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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. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Care must be taken when comparing WAU’s reported in different places, as data sources must be consistently applied and 

will vary.  The graphs here apply the WAU methodology to the same defined data sources consistently each month so may 

be compared as a trend (and across the Foundation Group).  

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

planned levels of activity, including this productivity improvement not only drives re-

covery of the elective backlog, but also supports our ability to earn Elective Recov-

ery Funding (ERF).  The ERF mechanism is complex, though broadly calculated on 

the basis of delivery of 104% of the value of the 19/20 activity.   

The month 7 KPIs demonstrate that elective activity year to date remains behind 

plan though has been on an improving trajectory. This gives us a degree of risk as-

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

 Month 7 includes £5.7m of accrued 104% system ERF.  There remains a risk of 

clawback during the second half of the year, though this is felt to be low risk.  

 To date 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 again.  This indicates cost moved at a higher rate than weighted ac-

tivity increased.  This is a long term trend measure, however as productivity im-

proves we would expect to see a reduction in the cost per WAU . 

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 fenc-

ing elective capacity. 

 Under delivery against the 6% productivity assumption resulting in inability to ful-

ly monetise productivity valued in the plan at £2.5m.  Mitigation - Activity plans 

and additional capacity resource have recently been reviewed to facilitate mone-

tising planned improvements where possible.  

What the chart tells us:   

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

larly 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    

 What the chart tells us:   

  

  

   

Capital: Year to date expenditure is £419k less than the plan for that period. This is 

primarily due to the fees for Elective Surgical Hub (TIF2), CDC profiling and donated assets.  

Digital schemes are running ahead of plan at present but are not projected to over-spend at 

year-end. Expenditure of £458k in October includes: 

 £252k on the continuation of the development of the EPR/EPMA systems; 

 £35k on Elective Surgical hub fees; 

 £38k on HDU; 

 £28k on e-rostering. 

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

position worsened in October due to the quarterly PFI payment.  The revised Better Pay-

ment Practice Code indicates a continued improvement in October.  

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. 
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Our Finance – Statement of Financial Positon 

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 liabil-

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

Performance and Actions    

 What the chart tells us:   

  

  

   

General 

The table identifies the statement of financial position as at 31 October 

2022 against the plan. 

Non-Current Assets 

The SoFP YTD position reflects the inclusion of finance lease assets as 

per IFRS 16 resulting in an increase from the previous month. 

Current Assets 

Accounts Receivable increased by £5.8m compared to the previous month 

due to the PFI unitary charge prepayment and associated VAT recovery. 

Cash held reduced by £11m due to the PFI payment and a reduction in 

trade payables. 

Current Liabilities 

Current liabilities reduced by £4.8m compared to last month due to manual 

and GRN accruals.  Net current assets reduced by £2.25m. 

Non-Current Liabilities 

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

bilities and IFRS16 lease liabilities. 

Taxpayers Equity 

The I&E reserve reflects the deficit for the year to date. 

Forecast 

The forecast position includes a revised estimate of the value of IFRS 16 

assets and liabilities compared to the previous month.  

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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Responsible 

Director
Standard Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Numerator Denominator

Year to 

Date v 

Standard

Trend - Apr 2019 

to date

WVT Latest 

month v 

benchmark

National or 

Regional

Pass/

Fail

Trend 

Variation
DQ Mark

28 day referral to diagnosis confirmation to patients 
Chief Operating 

Officer
75% 62.0% 61.9% 56.9% 47.2% 54.0% 50.1% 502 1002 55.1% 69.5%

2 Week Wait all cancers
Chief Operating 

Officer
93% 91.8% 98.4% 94.1% 92.8% 87.8% 87.3% 834 955 91.9% 75.6%

Urgent referrals for breast symptoms
Chief Operating 

Officer
93% 70.5% 100.0% 100.0% 94.4% 100.0% 85.7% 24 28 89.2% 70.9%

Cancer 31 day diagnosis to treatment
Chief Operating 

Officer
96% 85.1% 88.3% 83.3% 88.0% 89.5% 89.1% 90 101 87.4% 92.1%

Cancer 62 day pathway: Harm reviews - number of breaches over 104 days
Chief Operating 

Officer
4 3 6 6 9 5 33

Cancer 62 days urgent referral to treatment
Chief Operating 

Officer
85% 70.5% 68.0% 66.9% 63.8% 65.2% 67.1% 51 76 66.9% 61.9%

Cancer 62-Day National Screening Programme
Chief Operating 

Officer
90% 0.0% 66.7% 0.0% 100.0% 100.0% 2 2 72.7% 68.5%

Cancer consultant upgrade (62 days decision to upgrade)
Chief Operating 

Officer
85% 76.9% 66.7% 18.2% 47.4% 88.0% 61.9% 7 11 65.1% 72.9%

Cancer: number of urgent suspected cancer patients waiting over 62 days
Chief Operating 

Officer
Plan 133 86 109 159 148 197 135

Community Service Contacts - Total
Chief Operating 

Officer
v 2022/23 96% 105% 96% 96% 102% 96% 105% 27476 26134 99%

Urgent Response > 1st Assessment completed on same day (facilitated discharge & 

other)

Chief Operating 

Officer
80% 100% 100% 100% 100% 100% 99% 100% 120 120 99.8%

Urgent Response > 1st Assessment completed within 2 hours (admission prevention)
Chief Operating 

Officer
70% 80.0% 83.3% 78.1% 70.3% 72.7% 81.1% 88.2% 45 51 79.5% 84%

% emergency admissions discharged to usual place of residence
Chief Operating 

Officer
90% 88.3% 89.1% 89.7% 91.2% 89.9% 89.2% 89.7% 2027 2259 89.6% 91.8%

A&E Activity
Chief Operating 

Officer
Plan 97.5% 104% 102% 103% 99% 97% 107% 6056 5673 101%

Ambulance handover within 15 minutes
Chief Operating 

Officer
95% 40.8% 51.6% 45.0% 36.5% 38.3% 44.1% 42.1% 661 1728 42.6% 24%

Ambulance handover over 60 minutes
Chief Operating 

Officer
0% 6.0% 2.3% 5.5% 9.2% 10.0% 6.8% 7.3% 115 1728 6.7% 18%

Non Elective Activity - General & Acute (Adult & Paediatrics)
Chief Operating 

Officer
Plan 84.9% 90% 96% 83% 87% 86% 93% 2054 2205 88%

Same Day Emergency Care (0 LOS Emergency admissions)
Chief Operating 

Officer
>40% 38.5% 39.6% 38.2% 39.4% 39.1% 40.6% 41.5% 938 2259 39.6% 35%

A&E - Percentage of patients spending more than 12 hours in A&E 
Chief Operating 

Officer
15.9% 14.0% 15.8% 18.1% 18.7% 19.8% 16.6% 1007 6056 17.3%

A&E - Time to treatment (median)
Chief Operating 

Officer
1:35:16 1:26:58 1:42:20 1:42:12 1:30:52 1:46:52 1:38:03 01:49

A&E max wait time 4hrs from arrival to departure
Chief Operating 

Officer

Time to be seen (average from arrival to time seen - clinician)
Chief Operating 

Officer
<15 minutes 00:37 00:37 00:38 00:39 00:40 00:25

A&E Quality Indicator - 12 Hour Trolley Waits
Chief Operating 

Officer
0 269 249 234 318 282 296 322 1970

A&E - Unplanned Re-attendance with 7 days rate
Chief Operating 

Officer
3% 1.8% 2.2% 2.2% 1.9% 1.5% 2.3% 1.9% 118 6056 2.0% 8%
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Latest Month
Latest Available Monthly 

Position

In development - to be reported next month

Type Item Description

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

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

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

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

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

Trend Variation Common cause variation

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

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

Performance Against Target (Status) Activity Performance Only

Meeting Target Over 5% above Target

Not Meeting Target 5% above to 2% below Target

More than 2% below Target to 5% below Target

Over 5% below Target

Example
Overall KPI Rating 

Key

Is there a named responsible person apart from the person who produced the report who can sign off the 

data as a true reflection of the activity? Has the data been checked for validity and consistency?
No Assurance

Is the data available and up to date at the time someone is attempting to use it to understand the data. 

Are all the elements of information needed present in the designated data source and no elements of 

needed information are missing?

Limited 

Assurance

Are there processes in place for either external or internal audits of the data and how often do these 

occur (Annual / One Off)?

Reasonable 

Assurance

Are there robust systems which have been documented according to data dictionary standards for data 

capture such that it is at a sufficient granular level?

Substantial 

Assurance

Data Quality Assurance Questions

S - Sign Off and Validation

T - Timely & Complete

A - Audit & Accuracy

R - Robust Systems & Data Capture
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Referral to Treatment - Open Pathways (92% within 18 weeks) - English Standard
Chief Operating 

Officer
92% 61.8% 63.8% 63.2% 61.7% 61.1% 60.3% 61.1% 12075 20652 60.3%

Referral to Treatment - Open Pathways (95% in 26 weeks) - Welsh Standard
Chief Operating 

Officer
95% 65.7% 64.6% 66.8% 68.8% 68.7% 68.5% 70.0% 2711 3873

Referral to Treatment Volume of Patients on Incomplete Pathways Waiting List
Chief Operating 

Officer
22568 22722 22820 22988 23368 23813 24525

Referral to Treatment Number of Patients over 52 weeks on Incomplete Pathways Waiting 

List

Chief Operating 

Officer
0 1223 1102 1050 1179 1229 1228 1336 369417

Referral to Treatment Number of Patients over 78 weeks on Incomplete Pathways Waiting 

List

Chief Operating 

Officer
0 216 143 99 81 72 68 98 48615

Referral to Treatment Number of Patients over 104 weeks on Incomplete Pathways 

Waiting List

Chief Operating 

Officer
0 72 30 0 0 1 0 1 2343

GP Referrals
Chief Operating 

Officer
2019/20 99% 104% 110% 99% 115% 114% 110% 3496 3169 107%

Outpatient Activity - New attendances (% v 2019/20)
Chief Operating 

Officer
2019/20 105% 107% 104% 96% 108% 106% 99% 4353 4395 104%

Outpatient Activity - New attendances (volume v plan)
Chief Operating 

Officer
Plan 100% 94% 91% 96% 110% 88% 91% 4353 4774 95%

Total Outpatient Activity (% v 2019/20)
Chief Operating 

Officer
2019/20 107% 110% 104% 102% 111% 104% 103% 15672 15275 106%

Total Outpatient Activity (volume v plan)
Chief Operating 

Officer
Plan 107% 97% 95% 109% 129% 95% 103% 15672 15180 103%

Total Elective Activity (% v 2019/20)
Chief Operating 

Officer
2019/20 91% 97% 90% 85% 91% 86% 89% 2426 2711 90%

Total Elective Activity (volume v plan)
Chief Operating 

Officer
Plan 84% 83% 78% 86% 86% 75% 84% 2426 2900 82%

BADS Daycase rates
Chief Operating 

Officer
Actual 82% 84% 84% 84% 1482 1757 83.0% 78%

Elective - Theatre Productivity (% Booked sessions used)
Chief Operating 

Officer
95% 96.3% 98.1% 96.0% 93.0% 94.7% 94.2% 97.3% 286 294 95.6%

Elective - Theatre utilisation (%)
Chief Operating 

Officer
85% 78.8% 81.4% 77.4% 71.6% 67.4% 75.8% 79.1% 75.9% 74%

Cancelled Operations on day of Surgery for non clinical reasons
Chief Operating 

Officer

10 per 

month
10 14 12 8 8 14 24 90

Diagnostic Activity - Computerised Tomography
Chief Operating 

Officer
Plan 115% 126% 126% 139% 135% 138% 146% 3103 2120 132%

Diagnostic Activity - Endoscopy
Chief Operating 

Officer
Plan 102% 114% 100% 95% 98% 99% 123% 816 665 104%

Diagnostic Activity - Magnetic Resonance Imaging
Chief Operating 

Officer
Plan 122% 87% 93% 96% 103% 123% 129% 1287 1000 107%

Waiting Times - Diagnostic Waits <6 weeks
Chief Operating 

Officer
<1% 51.4% 46.9% 48.2% 45.6% 44.1% 39.5% 29.2% 1710 5853 29.8%

Maternity - % of women who have seen a midwife by 12 weeks and 6 days of pregnancy
Chief Nursing 

Officer
90% 94.7% 96.4% 92.9% 87.0% 96.6% 91.3% 94.0% 142 151 93.5%

Robson category - CS % of Cat 1 deliveries (rolling 6 month)
Chief Medical 

Officer
<15% 14.3% 15.4% 16.9% 19.4% 21.9% 19.7% 20.9% 29 139 20.9%

Robson category - CS % of Cat 2 deliveries (rolling 6 month)
Chief Medical 

Officer
<34% 57.4% 55.3% 56.9% 59.7% 58.7% 58.2% 61.9% 109 176 61.9%

Robson category - CS % of Cat 5 deliveries (rolling 6 month)
Chief Medical 

Officer
<60% 82.9% 83.1% 83.5% 85.8% 84.0% 85.0% 86.9% 106 122 86.9%

Maternity Activity (Deliveries)
Chief Nursing 

Officer
v 2021/22 79.6% 116.5% 94.3% 102.7% 87.3% 84.2% 109.4% 151 138 96%

Midwife to birth ratio
Chief Nursing 

Officer
1:26 1:30

Maternity - Breast Feeding at 6 - 8 weeks (Community Midwives & Health Visitors)  - 

Latest Quarter (Q1)

Chief Nursing 

Officer
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In development - to be reported next month
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DNA Rate (Acute Clinics)
Chief Operating 

Officer
<4% 6.2% 6.0% 6.4% 6.5% 6.8% 6.8% 6.4% 1627 23893 6.4% 6.3%

Outpatient - % OPD Slot Utilisation (All slot types)
Chief Operating 

Officer
90% 81.8% 85.4% 83.2% 81.6% 82.8% 82.1% 82.9% 13391 16149 82.8%

Outpatient Activity - Follow Up attendances (% v 2019/20)
Chief Operating 

Officer
v 2019/20 108.0% 111.0% 104.0% 104.0% 112.0% 104.0% 104.0% 11319 10880 106%

Outpatient Activity - Follow Up attendances (volume v plan)
Chief Operating 

Officer
Plan 110.0% 99.0% 97.0% 115.0% 138.0% 98.0% 109.0% 11319 10406 107%

Outpatients Activity - Virtual Total (% of total OP activity)
Chief Operating 

Officer
25% 28.8% 27.1% 26.6% 26.1% 25.1% 25.3% 22.8% 3578 15672 25.9% 21%

Prevention 

long term 

conditions
Maternity - Smoking at Delivery

Chief Nursing 

Officer
14.2% 5.4% 10.6% 10.0% 8.0% 10.5% 10.6% 16 151

Bed Occupancy - Adult General & Acute Wards
Chief Operating 

Officer
<95% 92.9% 88.9% 88.2% 91.3% 92.2% 92.3% 92.9% 272 293 91.2% 96%

Bed occupancy - Community Wards
Chief Operating 

Officer
<95% 94.6% 95.1% 95.5% 93.8% 93.0% 95.2% 86.5% 68 79 93.3%

Mixed Sex Accommodation Breaches
Chief Nursing 

Officer
0 38 65 91 294 133 121 203 945 2858

Patient ward moves emergency admissions (acute)
Chief Operating 

Officer
13.1% 11.6% 12.1% 8.7% 8.8% 9.5% 10.3% 114 1106 10.5%

ALoS - General & Acute Adult Emergency Inpatients
Chief Operating 

Officer
4.5 4.6 4.5 4.1 4.0 4.4 4.6 4.6 7678 1666 4.4 4.2

ALoS – General & Acute Elective Inpatients
Chief Operating 

Officer
2.5 1.7 2.4 2.7 2.6 3.0 2.3 2.0 629 312 2.4 2.7

Medically fit for discharge - Acute
Chief Operating 

Officer
5% 6.0% 6.1% 3.6% 5.4% 7.6% 7.0% 5.7% 565 9923 5.9% 20.6%

Medically fit for discharge - Community
Chief Operating 

Officer
10% 34.9% 41.6% 45.3% 41.8% 43.5% 45.1% 42.3% 960 2271 42.1%

Emergency readmissions within 30 days of discharge (G&A only)
Chief Medical 

Officer
5% 9.8% 9.0% 10.1% 8.7% 9.2% 9.2% 329 3591 9.3% 7.4%

HSMR - Rolling 12 months 
Chief Medical 

Officer
<100 112.0 111.9 111.5 109.6 645 588 103

Mortality SHMI - Rolling 12 months 
Chief Medical 

Officer
<100 109.4 108.8 1147 1054 100

Never Events
Chief Nursing 

Officer
0 0 0 0 0 0 1 0 1

MRSA Bacteraemia
Chief Nursing 

Officer
0 0 0 0 0 0 0 0 0

MSSA Bacteraemia
Chief Nursing 

Officer

Number of external reportable >AD+1 clostridium difficule cases
Chief Nursing 

Officer
44 6 2 3 2 10 0 5 28

Number of falls with moderate harm and above
Chief Nursing 

Officer

2021/22

 (18)
3 3 1 1 3 5 3 19

Pressure sores (Confirmed avoidable Grade 3,4)
Chief Nursing 

Officer
0 2 1 2 0 2 1 2 10

Serious Incidents
Chief Nursing 

Officer
Actual 9 5 7 8 11 8 8 56

VTE Risk Assessments
Chief Medical 

Officer
95% 92.6% 92.4% 92.9% 92.2% 91.3% 90.7% 87.4% 3663 4180 91.0% 95%

WHO Checklist
Chief Medical 

Officer
100% 98.5% 98.4%

% of people who have a TIA who are scanned and treated within 24 hours
Chief Medical 

Officer
60% 52.8% 30.9% 58.3% 64.3% 63.4% 64.8% 58.3% 25 35 55.6%

Stroke -% of patients meeting WVT thrombolysis pathway criteria receiving thrombolysis 

within 60 mins of entry (door to needle time)

Chief Medical 

Officer
90% 75.0% 60.0% 100.0% 100.0% 50.0% 100.0% 100.0% 1 1 70.0%

Stroke Indicator 80% patients = 90% stroke ward
Chief Medical 

Officer
80% 84.6% 91.4% 76.9% 78.6% 84.8% 92.1% 60.0% 18 30 82.5%

Cleaning Standards: Acute (Very High Risk)
Chief Nursing 

Officer
98%

Cleaning Standards: Community (Very High Risk)
Chief Nursing 

Officer
95%

Number of complaints
Chief Nursing 

Officer

2021/22

 (352)
14 32 35 24 24 21 23 173

Number of complaints referred to Ombudsman
Chief Nursing 

Officer
0 0 0 2 0 0 0 0 2

Complaints resolved within policy timeframe
Chief Nursing 

Officer
90% 50.0% 27.8% 42.9% 46.4% 34.6% 34.8% 54.2% 13 24 41.0%

Friends and Family Test - Response Rate (Community)
Chief Nursing 

Officer
30% 0.0% 0.1% 0.1% 0.0% 0.0% 0.0% 0.0% 1 4919 0.0%

Friends and Family Test Score: A&E% Recommended/Experience by Patients 
Chief Nursing 

Officer
95%  Nil Return  Nil Return  Nil Return  Nil Return  Nil Return  Nil Return  Nil Return 76%

Friends and Family Test Score: Acute % Recommended/Experience by Patients 
Chief Nursing 

Officer
95% Nil Return  100.0% 100.0% 100.0% 100.0% 67.0% 100.0% 3 3 94.5% 94%

Friends and Family Test Score: Community  % Recommended/Experience by Patients
Chief Nursing 

Officer
95% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 1 1 100.0% 95%

Friends and Family Test Score: Maternity  % Recommended/Experience by Patients
Chief Nursing 

Officer
95% Nil Return  98.3% 100.0% 96.3% 100.0% 100.0% 100.0% 99.1% 91%

Friends and Family Test: Response rate (A&E)
Chief Nursing 

Officer
25% Nil Return  Nil Return  Nil Return  Nil Return  Nil Return  Nil Return  Nil Return 

Friends and Family Test: Response rate (Acute inpatients)
Chief Nursing 

Officer
30% Nil Return  0.1% 0.1% 0.1% 0.1% 0.7% 0.1% 3 0.2%

Friends and Family Test: Response rate (Maternity)
Chief Nursing 

Officer
30% Nil Return  41.4% 4.3% 19.3% 7.1% 9.6% 18.8% 26 138 16.8%

In development - to be reported next month
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In development - to be reported next month
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Responsible 

Director
Standard Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Numerator Denominator

Year to 

Date

Trend - Apr 2019 

to date

Latest 

month v 

benchmark

National or 

Regional

Pass/

Fail

Trend 

Variation
DQ Mark

Agency (agency spend as a % of total pay bill)
Chief People 

Officer
6.4% 13.1% 13.2% 11.8% 11.2% 13.2% 10.4% 9.6% 12%

Appraisals
Chief People 

Officer
85% 73.3% 72.3% 72.2% 70.2% 69.8% 69.7% 71.5% 2049 2865 72% 76%

Mandatory Training
Chief People 

Officer
85% 89.3% 89.4% 89.3% 88.7% 88.5% 88.7% 88.5% 3103 3507 88% 88%

Overall Sickness
Chief People 

Officer
3.5% 7.4% 5.5% 6.5% 6.7% 5.3% 5.4% 6.2% 200 3229 6% 5%

Staff Turnover Rate (Rolling 12 months)
Chief People 

Officer
10% 12.9% 13.6% 14.0% 14.5% 13.7% 13.6% 14.2% 452 3194 14%

Vacancy Rate
Chief People 

Officer
5% 8.9% 9.1% 10.2% 11.2% 10.4% 9.0% 9.4% 336 3564 9%

Responsible 

Director
Standard Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Numerator Denominator

Year to 

Date

Trend - Apr 2019 

to date

Latest 

month v 

benchmark

National or 

Regional

Pass/

Fail

Trend 

Variation
DQ Mark

Agency spending (£000s)
Chief Finance 

Officer
£2,037 £2,080 £1,839 £1,753 £2,106 £1,803 £1,589 £13,205

Financial efficiency - variance from efficiency plan (£000s)
Chief Finance 

Officer
-£215 -£135 -£204 £60 £102 £6 -£163 -£549

Financial stability - variance from break even (£000s)
Chief Finance 

Officer
-£46 -£164 £140 -£36 -£191 £128 £84 -£85

Latest Month
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Latest Month
Latest Available Monthly 
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Version 1 22020304 

Report to: Public Board
Date of Meeting: 01/12/2022
Title of Report: NHSI Infection Prevention visit 25th October 2022
Status of report: ☐Approval ☐Position statement  ☒Information  ☒Discussion
Report Approval Route: Quality Committee
Lead Executive Director: Chief Nursing Officer
Author: Provide Name and Job Title
Documents covered by this 
report:

1.  Purpose of the report

To provide Board with an overview of the findings from the NHSI infection prevention inspection which 
took place on the 25 October 2022 (letter received 16th November 2022).

2. Recommendation(s)

Board is asked to note the feedback and support the actions being taken to address this

3. Executive Director Opinion1

The outcome of the visit is exceptionally disappointing.  Since the inspection the following actions have 
been undertaken:

• Any practice related issues were dealt with immediately on the day
• Feedback was provided to all teams immediately following the inspection
• Increased surveillance and monitoring of clinical areas by senior nurse and the IPC team
• Detailed and contextual feedback provided to Estates, Monitoring teams and Sodexo to develop 

specific actions to address matters identified during the inspection
• Workshops held with Sodexo partners to develop a joint strategy for Cleanliness improvement
• Support from regional colleagues to review the infection prevention teams annual work 

programme to ensure that the teams priorities will enable improvement in this area
• Support from regional colleagues to review and prioritise the clostridioide infection reduction 

improvement plan
• Review of monitoring and audit functions across IPC, Sodexo and Estates to ensure efficient and 

effective processes for monitoring, oversight and assurance purposes
• Trust campaigns and activity to support World Antimicrobial Awareness week (18-24 November 

2022)
• Commitment to undertake a review of the IPC and Cleanliness Committee functions and reporting 

to enable full engagement and improved Ward to Board reporting

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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Introduction

NHSI visited the Trust on the 25 October for a follow up inspection following previous inspections 
undertaken in October 2021 and February 2022.  The review team consisted of specialist advisors to NHS 
England (NHSE), Hereford and Worcestershire ICB (H&WICB) and UK Health Security Agency (UKHSA).

The review consisted of:
• Trust presentation: Health Care Associated Infection status, Quality Improvement Projects, 

Antimicrobial stewardship, cleanliness. Discussions took place around the presentation.
• Clinical area reviews: six clinical areas were reviewed (four were chosen by the Trust to demonstrate 

good IP practice and two were chosen by the review team for assurance). 
o Frome Ward (Surgical)
o Theatres
o Arrow Ward (Respiratory
o Dinmore Ward (Frailty)
o Redbrook Ward (Respiratory)
o Maternity Ward

• The visit included obtaining visual assurance on standard Infection Prevention practices which 
included but were not limited to: Hand hygiene, PPE, sharps, waste, linen, kitchens, fridge 
temperatures, Visual infusion phlebitis scores, urinary catheter documentation, isolation practices, 
equipment cleanliness, environmental cleanliness, Covid19 practices etc. 

• Feedback: Feedback was provided by all reviewers prior to leaving the Trust. 

Summary findings (as described in the NHSI feedback report)

The review again identified serious breaches in infection prevention practices observed across the six clinical 
areas visited. The three arms-length bodies were in agreement that the practices observed required 
immediate attention to ensure patient safety and reduce risk from Health Care Associated Infection (HCAI).
 
Themes: common areas of concern included (but were not limited to):

• High dust
• Mattress/ pressure cushion ingress
• Dirty commodes/ raised toilet seats
• Dusty crash trollies
• Green is clean stickers used where equipment remained visibly dirty
• No wipes on blood pressure machine
• Storage of items in sluice areas 
• Water drainage of taps and showers 
• Cleanliness of cleaning trolleys - the trollies in use were not considered fit for purpose
• Standard of cleaning afforded by your cleaning contract. 
• Use of Gloves and PPE
• Estates issues and backlog maintenance 
• Roles and responsibilities for cleaning tasks

Feedback for each specific area inspected was also provided.

Following the review Wye Valley Trust has been escalated from AMBER to Intensive Support (previously 
RED) on the NHSE IP escalation matrix.  A further review will be undertaken in 3 months’ time.
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Report to: Public Board
Date of Meeting: 01/12/2022
Title of Report: Safeguarding Annual Reports April 2021 – 31st March 2022
Status of report: ☒Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Quality Committee
Lead Executive Director: Chief Nursing Officer
Authors: Cath Holberry Lead Nurse Adult Safeguarding

Caron Shelley/Hazel French Lead Nurses Children’s Safeguarding
Kirstie Gardner Lead Nurse Children Looked After

Documents covered by this 
report:

Adult safeguarding Annual report 21/22
Children’s Safeguarding Annual report 21/22
Looked After Children Safeguarding Report 21/22

1.  Purpose of the report

To present the annual reports for Adult and Child safeguarding and for Children Looked After covering the 
period 1st April 2021 to 31st March 2022.  The content of the reports are prescribed by the commissioner.

2. Recommendation(s)

Board is asked to approve the submission of the reports to the partner agencies including the Local 
Authority and ICS.

3. Executive Director Opinion1

These reports demonstrate where the safeguarding teams are meeting their statutory duties and where 
there are challenges.  The following points should be noted:

• COVID 19 has continued to present many challenges for safeguarding including necessary 
changes to working practices e.g. hybrid models of service delivery.

• The team has now embedded these new ways of working very effectively to provide online training 
sessions for staff and virtual consultations with children and families whilst maintaining face to face 
assessments where necessary.  

• Overall safeguarding referrals have significantly increased but the teams have worked well in 
partnership with other agencies to protect the vulnerable.

• Liberty Protection Safeguards – implementation delayed with no set date but will have significant 
impact in terms of provision of training for the team.

• Completion of IHAs for Children Looked After in a timely manner has continued to be a challenge 
due to delays in obtaining consent; numbers of Children Looked After & clinic capacity. 

• The significant increase in all Safeguarding and Mental Health Act activity across the Trust in 
addition to the highest number of Children Looked After to date.

• Extension provided for funding for the hospital Independent Domestic Violence Advisor.

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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Adult Safeguarding Annual Report 2021-2022

1.0 INTRODUCTION

1.1. This adult safeguarding annual report outlines the activity and work undertaken by Wye Valley 
NHS Trust (WVT) for the period 1st April 2021 – 31st March 2022. The report demonstrates the 
organisation’s commitment to protecting adults at risk across all services and highlights how the 
Trust manages allegations of abuse and neglect ensuring that safeguarding is integral to everyday 
practice.

1.2. Adult safeguarding is a complex area of practice. The potential patient group is wide ranging 
from people able to self-care to those who are experiencing a short term illness or a long term 
disability. Abuse can happen in any context and takes many forms, some of which may not be 
obvious. It may be an isolated incident, a series of incidents or a long term pattern of behaviour and 
could affect one person or more, whether in someone’s home, in public or in an institutional setting. 
It may be deliberate or the result of negligence or ignorance. The degree or lack of intent will inform 
the response. Therefore it is essential the Trust continues to promote the importance of safeguarding 
as everybody’s business and responsibility.

1.3. The Care Act 2014 set out a legal framework for how local authorities and other agencies should 
protect adults at risk of abuse or neglect. The focus is on personalised and outcome focused care 
with people and organisations working together with an emphasis on putting the adult, their wishes 
and desired outcomes at the centre of safeguarding enquiries. It is about making safeguarding a 
personal experience, recognising the adult as an expert in their own lives, working with the adult and 
not undertaking a process that is done to or for the adult.

1.4. As a partner agency, safeguarding adults is the responsibility of National Health Service (NHS) 
funded organisations and all healthcare professionals working in the NHS have a duty to ensure that 
the principles underpinning adult safeguarding are applied, by delivering safe and high quality care 
and support. Working within the principles of the Mental Capacity Act (MCA) 2005, adult 
safeguarding is based on who can make decisions; adults have a legal right to make their own 
decisions, even if they are unwise, as long as they have capacity to make that decision and are free 
from coercion or undue influence.

1.5. Under the Care Act 2014 an adult at risk is a person aged 18 or over who has care and support 
needs and is experiencing, or at risk of, abuse or neglect and as a result of those care and support 
needs is unable to protect themselves from either the risk of, or the experiences of abuse or neglect.

1.6. Safeguarding practice that preserves an individual’s wellbeing at its core should be underpinned 
by six principles; the outcome being that the adult is treated fairly and able to live a life that is free 
from abuse and neglect and to enable independence, wellbeing, dignity, respect and choice, with 
the ability to easily get the support, protection and services that they need.

1.7. Where abuse is suspected or alleged, Safeguarding Adults: Multi-agency Policy and Procedures 
for the Protection of Adults with Care and Support Needs in the West Midlands (Nov 2019) should 
be used by WVT to ensure a consistent and comprehensive response is provided.
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2.0 KEY ACHIEVEMENTS AND CHALLENGES

2.1. Safeguarding Adults Workforce

2.1.1. There is a requirement that all commissioned services should have within their workforce, 
staff with the expertise and capacity to fulfil a leadership role for safeguarding adults within their 
organisation and to demonstrate they have capacity to provide leadership, guidance and supervision 
across the workforce.

2.1.2. The WVT Lead Nurse Adult Safeguarding (LNAS) has operational and strategic responsibility 
across the organisation supporting multi-professional staff and working in partnership with Adult 
Social Care and other partner organisations. 

The Advanced Practitioner MHA, MCA and DOLS (AP) has been in post since October 2019. This 
post continues to be a key part of the adult safeguarding team and is instrumental in developing the 
service, knowledge, and supporting staff through what can often be legal and complex processes. 

The Adult Safeguarding Practitioner (SP) vacancy was recruited to in September 2020 with the 
practitioner being a welcome addition to the team demonstrating their understanding and 
professional curiosity, which is vital when working in safeguarding.

In January 2020 a Service Level Agreement (SLA) was set up with 2gether NHS Foundation Trust 
whereby the Community Learning Disability Team provided the Learning Disability Service for WVT, 
with a full time Learning Disability Liaison Nurse based on site. The SLA was subsequently 
transferred to the Herefordshire and Worcestershire Health and Care NHS Trust and following a 
positive evaluation of the service in July 2020, it was agreed for this to continue on a permanent 
basis. This post remains under the umbrella of adult safeguarding and has been central to supporting 
this group of vulnerable patients.

2.1.3. Working alongside Covid-19 over the past couple of years presented challenges to the 
collective safeguarding team, but did not change what we did, just how we did it, especially where 
ordinary routes of seeing and speaking with patients were removed in some circumstances. The 
team have remained operational throughout and where able, within Covid-19 restrictions, 
maintained a high visible presence within clinical areas and continued to support and guide multi-
professional staff with all aspects of safeguarding and decision-making. Support and guidance was 
also provided to the WVT community hospitals and community teams.

2.1.4. For the year ending 2020/2021 we reported a 37% increase in safeguarding activity compared 
to the previous year.  For the year 2021/2022 the total number of referrals alone was 696, 
demonstrating a further 22.32% increase compared to 2020/2021. WVT staff have continued to 
appropriately report adult safeguarding concerns and seek advice despite the challenges of Covid-
19 and at a time when it was important to be extra vigilant and pick up early signs that something 
was not right.  
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2.1.5. Making Safeguarding Personal (MSP) remained a high priority during 2021/22 ensuring the 
adult is fully engaged and consulted throughout the safeguarding process and that their wishes and 
views are central to the final outcomes as far as is possible. The adult must be as empowered as 
possible, to have choice and control throughout the safeguarding intervention.

The adult safeguarding intranet page has additional information in relation to MSP.  This had been 
a shift in culture and practice and we continue to recognise the importance of a patient centred 
approach to safeguarding by promoting and embedding the principles of MSP.

MSP should not be a barrier to raising safeguarding concerns.  It has proved challenging at times 
as either the individual is not willing to engage in the process or staff do not feel comfortable to 
discuss some of the more complex issues. This is where support from the adult safeguarding team 
is crucial in helping staff overcome their fears and ultimately achieve an appropriate outcome for the 
individual at risk, working with partner agencies both statutory and non-statutory.
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2.2. Safeguarding Concerns regarding WVT

2.2.1. Of the 696 safeguarding concerns raised during 2021/22, 49 were in relation to pressure 
damage which had developed or worsened during care by this organisation (acquired) equating to 
7.04% of the total and compared to 7.9% in 2020/21. All 49 cases of acquired pressure damage 
were reviewed at the WVT Pressure Ulcer Panel (PUP) and 18 were deemed to have been 
avoidable, with 27 non-avoidable. The outcome of four Serious Incidents remain outstanding at the 
time of writing this report.

Where pressure damage was deemed to have been avoidable, the main themes identified continue 
to be in relation to poor documentation which did not evidence and support practice; inaccurate 
calculation of Waterlow scores with past medical history and special risks not being taken into 
account; poor completion of SSKIN bundles; inaccurate categorisation of pressure damage; 
preventative equipment not being put in place in a timely manner and advice from Tissue Viability 
not being sought at the earliest opportunity. The current digital nurse noting system has also been 
identified as a barrier to contemporaneous documentation. Section 2.6 of this report provides more 
information in relation to PUP.

2.2.2. Pressure damage, whether acquired or inherited, is reported via the adult safeguarding 
process and WVT staff continue to fulfil this requirement.

2.2.3. In addition to acquired pressure damage, 38 further concerns were raised regarding care at 
WVT; this equated to 5.45% of the 696 safeguarding concerns raised during 2021/22. 
Of the 38 concerns, six were Position of Trust investigations where the HR Safeguarding Allegation 
Against Staff policy was followed, with input from the Associate Chief Nursing Officer and Lead 
Nurse Adult Safeguarding, with oversight by the Chief Nursing Officer as Executive Lead for 
safeguarding. Two concerns were passed for investigation as formal complaints; four concerns were 
progressed via the Datix incident reporting process; one concern was passed by the local authority 
adult safeguarding team for a Section 42 enquiry under the Care Act 2014 and subsequently closed.

The number of concerns raised relating to care is higher than those reported in 2020/21 which 
equated to 3.33%. Whilst this is of concern, as previously reported, there was a 22.32% increase in 
safeguarding activity this financial year. The impact of Covid-19 and restrictions on visiting should 
also be considered as a potential contributing factor.

2.2.4. The remaining 25 concerns have been separately investigated and the outcome assessed 
using the red, amber, green rating (RAG) system. Where actions are identified, these are owned 
and monitored by the individual Divisions. The Red, Amber, Green (RAG) rating system is a visual 
cue (based on traffic lights) and highlights concerns where actions are required, with red being an 
area of higher concern.

2.2.5. As part of the internal safeguarding process, any concerns raised about care at WVT are 
automatically highlighted to division managers, along with lead managers from the individual service 
areas. 

2.2.6. The 25 concerns have been broken down into the following 5 categories and RAG rated 
accordingly following investigation.
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2.2.7. The 25 concerns were predominantly in relation to poor communication with family, care 
homes and care agencies with a lack of information sharing appropriate to the ongoing care of the 
patient. Each of these concerns was investigated in conjunction with the relevant Sister/Matron and 
resulted in local learning which was taken forward by the individual divisions and also shared across 
other clinical areas where appropriate.

2.2.8. The LNAS maintains a record of all safeguarding activity, which is reported on a quarterly 
basis to Quality Committee and to the Clinical Commissioning Group as part of the WVT agreed 
safeguarding performance indicators (appendix 1).

2.3. Deprivation of Liberty Safeguards (DOLS) Mental Health Act (MHA) and Mental Capacity Act 
(MCA)

2.3.1. As reported in the last two annual reports and following a period of review, the law 
underpinning MCA practice is to change. The final parliamentary stage of Liberty Protection 
Safeguards (LPS) was completed on 24th April 2019, following this completion, the Liberty 
Protection Safeguards received royal assent on 16th May 2019 and became Law. This new 
legislation repeals the Deprivation of Liberty Safeguards contained within the Mental Capacity Act 
(2005) (MCA).

The review of the current system of DOLS occurred as it was felt that the system needed to change 
and move away from DOLS. This change makes health care providers responsible bodies as well 
as the CCG.  The Local Authority will also remain a responsible body. This will mean WVT will be 
responsible for authorising, monitoring and reviewing their own DOLS.  The law makers felt that 
introducing a simpler process that also involves families would create faster access to assessments.

LPS establishes a process for authorising arrangements and enabling care and treatment which 
result in a Deprivation of Liberty, within the meaning of article 5(1) of the European Convention on 
Human Rights (ECHR), where a person lacks capacity to consent to the arrangements. The 
Government has been working on a draft Code of Practice (COP) and regulations to support the use 
of this legislation.  This was finally released on 17th March 2022 to run for a 12 week consultation 
period ending on the 7th July 2022. The adult safeguarding team is responding to the consultation 
on behalf of WVT.  At present it still remains unclear what the funding and staffing implications will 
be as a result of the change to LPS.

Area of Concern Total Red Amber Green

Discharge Planning/Communication 11 1 7 3

Hospital/CH Provision of Care 5 2 3

Unexplained bruising 1 1

Medications 5 1 2 2

Care by DN’s 3 2 1
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2.3.2. Under the current DOLS legislation, staff are required to complete a mental capacity 
assessment to assess if the patient has capacity to consent to being accommodated in hospital for 
the purpose of receiving care and treatment. If the person lacks capacity in relation to this specific 
decision then a DOLS application is made. DOLS does not authorise the care and treatment for a 
patient and decisions in relation to this, must be subject to separate mental capacity assessments 
which are always time and decision specific.

More emphasis continues to be placed on treating patients initially in their best interests for the first 
24-48hrs of their hospital stay. This follows accepted and expected practice as the detention power 
of DOLS should not be used inappropriately where it is likely a patient will regain capacity within this 
timeframe, therefore, being able to consent to being accommodated in hospital for their care and 
treatment.

The Adult Safeguarding Team maintains a high clinical presence within clinical areas and supports 
multi-professional staff in relation to concerns regarding the MCA and also completion of DOLS 
applications.

2.3.3. Where DOLS applications are made (both Urgent and Standard), these are submitted to the 
WVT Adult Safeguarding team who review the application and then submit it to the Local Authority 
(LA) in which the patient usually resides. The Adult Safeguarding team records and monitors all 
applications via the DOLS safeguarding database.
Between April 2021 and March 2022 WVT submitted 258 DOLS applications to the relevant LA, 
which is comparable with recent years.

2.3.4. The LA is currently the responsible body for the authorisation of DOLS applications, however, 
there has continued to be, over a number of years, a significant national back log of applications and 
outcomes where the LA do not have the resources to undertake assessments within the required 
timeframes. This was one of the factors in the review of DOLS which has resulted in the forthcoming 
LPS.

213 individuals were not assessed by the relevant LA prior to discharge due to a lack of resources;  
with the added challenge of Covid-19 having a significant impact on this in terms of assessors being 
able to visit and review individuals in hospital at a time of ongoing restrictions.

2.3.5. The safeguarding team is also required to make statutory notifications to the Care Quality 
Commission (CQC) in each case once the outcome of the DOLS application is known.  All outcomes 
are also recorded on the safeguarding teams DOLS database and the team fulfilled this requirement 
for all 258 applications.

Area Monitored Number of Patients

DOLS approved (Standard Authorisation) 6

DOLS not approved 1

Discharged prior to being assessed by Local Authority 213

Regained capacity prior to being assessed 9

Died prior to being assessed 21

Other 8

Total = 258
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2.3.6. The Mental Health Act 1983 (amended in 2007) is the law which sets out when a person can 
be admitted, detained and treated in hospital for a mental disorder.  The Act is supported by a 2015 
code of practice.

Since the appointment of the Advanced Practitioner MHA, MCA and DOLS (AP) as part of the adult 
safeguarding team, the WVT Section 5 (2) policy of the Mental Health Act (MHA) has been fully 
implemented across the organisation. As part of the Mental Health Service Level Agreement with 
Herefordshire and Worcestershire Health and Care NHS Trust overseen by the Medical Director, 
the MH consultants support the policy by ensuring that MHA assessments are completed within the 
required timeframes. The implementation of section 5 (2) policy also includes both section 2 and 
section 3 of the MHA.  

The AP liaises with the MH administrator in mental health in relation to all patients under MH section 
to ensure legal processes are followed. The AP also liaises with the appropriate clinical area to 
ensure processes are followed and to offer any additional support with complex and challenging 
patients.

The comprehensive MHA folder developed by the AP to support the Clinical Site Team’s practice in 
facilitating the section process to ensure the legal aspects are met out of hours or when the AP is 
not available is still in use. It remains a very welcome resource and the AP has continued to support 
the team with training. 

The AP maintains a database of all WVT patients subject to a section under the MHA which includes 
developments and outcomes. The AP also works closely with the Herefordshire and Worcestershire 
Mental Health Act Manager to ensure data is comparable and consistent.

MH data is included in all quarterly adult safeguarding reports to Quality Committee and the 
Herefordshire and Worcestershire Mental Health Act Manager produces an annual report of activity 
for WVT. There has been an increase in the number of patients sectioned under the MHA to WVT 
as the availability of mental health beds regionally has been limited (appendix 2).

Having a member of the safeguarding team with a MH qualification has continued to enhance the   
service and provides additional skills to clinical areas and teams. The AP has been very proactive 
in supporting staff.

2.4. Learning Disability Liaison

2.4.1. NHS improvement developed Learning Disability (LD) Standards in 2018 for all NHS Trusts 
to meet. The standards provided a benchmark against which WVT can measure their performance 
in delivering services to people with learning disabilities/autism thereby driving quality improvement. 
The standards reflect the strategic objectives and priorities described in statute, national policies 
and programmes, in particular those arising from Transforming Care for People with Learning 
Disabilities – next steps and the Learning Disabilities Mortality Review (LeDeR) programme. WVT 
must ensure it meets its Equality Act Duties to people with learning disabilities/autism and that the 
wider human rights of individuals are respected and protected, as required by the Human Rights 
Act. Continuing progress from previous years, WVT is delivering high quality services for people with 
a learning disability/autism.  As mentioned in 2.1.2, WVT has a Learning Disability Liaison Service 
for our most vulnerable patients as part of a Service Level Agreement (SLA). The service promoted 
the rights and quality of care for people living with a learning disability to be the same as everyone 
else which includes reasonable adjustments. This included ongoing efforts to identify people with a 
LD via an alert on the electronic record, starting to develop pathways and reinforcing the need for 
good communication via the LD passport. 
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2.4.2. The Learning Disability Liaison Nurse (LDLN) service is now fully embedded within the Trust 
and their links with the community LD team further strengthens the holistic service offered to patients, 
their families and carers. The links between primary and secondary care further ensure equality of 
access to the same healthcare as the general population and achieve the same health outcomes.

The LDLN are highly visible in clinical areas offering practical advice and support to staff especially 
supporting with mental capacity assessments and the best interests process.
The LDLN are involved in mortality/LeDeR reviews, it is important learning from these reviews forms 
part of the training and development for staff and also ties into the LD standards.

2.4.3. The Lead LDLN compiles a separate annual report regarding their activity and developments 
during 2021/22 contained later in this report.

2.5. Hospital Independent Domestic Violence Advisor (IDVA)

2.5.1. During 2019 The West Midlands Police and Crime Commissioner allocated funding to West 
Mercia Women’s Aid (WMWA) for an initial 2 year period to provide a full time IDVA based in each 
acute trust within the region. In the summer of 2019, the WVT IDVA commenced an honorary 
contract, initially based with adult safeguarding and then in the emergency department, until the 
Covid-19 lockdown when they worked from home. 
During 2020/21 the IDVA continued to provide support from home, but also balanced this with 
hospital visits when needing to see particular high risk individuals face to face.  This was supported 
by the adult safeguarding team in terms of co-ordination and liaison with individual patients.

The Covid-19 pandemic identified an increase in domestic abuse nationally.  As a response to the 
pandemic, the funding for the HIDVA service was extended for a further year and has since been 
extended for an additional two years, to be reviewed in April 2024.

2.5.2. For many men and women who experience domestic violence and abuse, hospitals often 
represent the one place where it is possible for them to talk about their experiences safely. 

The role of the IDVA in the hospital setting is to provide independent advice and advocacy to all 
victims of domestic abuse.  They assess the level of risk and invite the individual to explore their 
individual wishes. This might include crisis intervention; helping individuals if they wish to report to 
the police and provide information about legal and civil remedies; arrange ongoing support if the 
victim wishes to seek protection through the criminal and civil justice systems; support patients 
through the Multi Agency Risk Assessment Conference (MARAC) process; act as a central point for 
other involved agencies and enable individuals to access other services provided by WMWA or other 
specialist providers in order to assist the person to understand and come to terms with their 
experiences and move towards a safer future.

The IDVA is also able to offer a bespoke package of support for staff who disclose they are 
experiencing domestic abuse. The IDVA service is confidential and based around the needs of the 
individual.

2.5.3. The IDVA offers information and advice about domestic abuse to WVT staff, which includes 
information awareness and training so that staff feel able and confident to ask patients about 
domestic abuse. Staff have a dedicated number to contact in hours and out of hours.  When the 
IDVA is unavailable, they are able to contact the WMWA 24 hour helpline. There is also a domestic 
abuse page on the WVT intranet which provides additional information and resources.
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2.5.4. The Domestic Abuse Bill received royal assent in April 2021 and will provide further protection 
for the millions of people who experience domestic abuse and strengthens measures to tackle 
perpetrators.  

For the first time in history there will be a wide-ranging legal definition of domestic abuse which 
incorporates a range of abuses beyond physical violence including emotional,  coercive or controlling 
behavior and economic abuse.  

2.6. Pressure Ulcer Panel (PUP)

2.6.1. Pressure Ulcer Panel (PUP) has been running since 2017 and currently consists of tissue 
viability, adult safeguarding, quality and safety, divisional matron, therapy and bladder and bowel.
The Clinical Commissioning Group provide external scrutiny and attend as able.

2.6.2. PUP continues to meet weekly and reviews all Datix incidents relating to pressure damage 
reported for the previous seven days. Where pressure damage has developed or worsened under 
the care of WVT and is potentially avoidable, the panel collectively decides if a serious incident (SI), 
case review (CR) or rapid review is required. The chair also holds round table reviews with specific 
areas where particular concerns are identified. Where a review is required, this is requested by the 
Q&S team and staff are made aware of the timeframes for completion and date on which they are 
required to present the review at PUP. In conjunction with the person completing the review, the 
panel makes a final decision on whether the pressure damage was avoidable or non-avoidable and 
agrees any action plan and timeframes. Completed SI’s relating to pressure damage are also 
reviewed and signed off by the panel.

The format of panel is currently being reviewed along with the terms of reference.

2.6.3. Reviewing all reported pressure damage on a weekly basis ensures WVT is reporting 
accurately to external bodies. Reporting on pressure damage is via the Q&S Team to ensure this is 
consistent and accurate. Figures reported in 2.2.1 of this report have been verified with the Q&S 
team.

2.6.4. PUP also monitors any themes identified from SI’s, CR’s, RR’s and round tables and, 
therefore, targets training and support to the appropriate clinical area. Themes identified have been 
in relation to poor documentation which did not evidence and support practice; inaccurate calculation 
of Waterlow scores with past medical history and special risks not being taken into account; 
inappropriate dressing choices and categorisation of pressure damage and preventative equipment 
not being put in place in a timely manner. As previously reported, the current digital nurse noting 
system has proved to be a barrier to good documentation and communication and is currently under 
review.

2.6.5. Where PUP identifies concerns in relation to external care providers, these are taken forward 
and escalated to the CCG.
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2.7. Overarching Safeguarding Committee (OSC) 

2.7.1. The Chief Nursing Officer (CNO) as the executive lead for safeguarding chaired the OSC 
which incorporates both adult and child safeguarding. The committee usually met bi-monthly where 
quarterly reports and performance frameworks are presented, discussed and areas of concern 
highlighted prior to submission to Quality Committee.  During 2021/22 the CNO reviewed the remit 
of the OSC which is now chaired by the Associate Chief Nursing Officer and meets on a monthly 
basis, which ensures information is shared and concerns addressed and escalated in a timely 
manner.

2.8. Annual Assurance Statement

2.8.1. All partner agencies of the Herefordshire Safeguarding Adults Board (HSAB) are required to 
complete an Annual Assurance Statement when requested by the HSAB. The individual assurance 
statements are completed to satisfy the HSAB that agencies are working together to safeguard the 
people of Herefordshire and improve outcomes.

2.8.2. The statement is written against The Care Act six key principles of empowerment, protection, 
prevention, proportionality, partnership and accountability in relation to Safeguarding Adults. Under 
each key principle there are a number of assurance statements and each organisation is asked to 
state the extent to which they believe their organisation meets each of the standards.

2.8.3. HSAB has not requested assurance statements from partner agencies for the past two years, 
however, it is expected this will be a requirement for 2022/23.

2.9. Domestic Homicide Reviews (DHRs)

2.9.1. DHR’s were established on a statutory basis under section 9 of the Domestic Violence, Crime 
and Victims Act (2004) and came into force on 13th April 2011. The act requires a local multi-agency 
review of care provision and services provided to both the victim and the alleged perpetrator when 
a domestic homicide occurs and is carried out alongside legal/criminal proceedings. The purpose of 
a DHR is not to assign blame or responsibility but to learn lessons and to improve policies and 
practice at a local and national level.

2.9.2. Two Herefordshire DHR’s remain ongoing from 2019/20. 

2.9.3. Scoping documents were requested for three new Herefordshire DHR’s between 2020 and 
2022, which remain ongoing.

2.9.4. A recommendation by the WVT Lead Nurse Adult Safeguarding in relation to one of the DHR’s 
was: ‘A&E introduce a mandatory field into their electronic system so that at triage all adults aged 
18 and over, both male and female, are asked 5 questions which will help identify any potential 
abuse, either domestic or otherwise’. This recommendation is being progressed with input from A&E 
and the WVT IDVA, with implementation expected in the new financial year.

2.9.5. DHR’s are complex and often lengthy.  Partner agencies are required to attend numerous 
meetings throughout the process. Progress on the DHR’s is included in quarterly reports to Quality 
Committee. 
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The LNAS has been involved in all the DHR’s and WVT has fully and appropriately engaged in all 
the DHR’s as a partner agency.

2.10. Safeguarding Adult Review (SAR) and Practice Learning Review (PLR)

2.10.1. The SAR and PLR process is used where there has been multi-agency input into the care of 
an individual person that has not gone according to plan. The aim is to (a) learn from past 
experience, improve practice and multi-agency working (b) engage frontline practitioners and first 
line managers in conjunction with designated staff and safeguarding leads. The involvement of the 
front and first line managers gives a greater degree of ownership and therefore a much greater 
commitment to learning and dissemination of lessons (c) to involve practitioners, their managers and 
safeguarding leads at a learning event which will be independently chaired to facilitate discussion 
and debate. 

2.10.2. Each agency completes a chronology and/or an Individual Management Review (IMR) and 
action plan which feeds into one main action plan monitored by the Herefordshire Safeguarding 
Adults Board (HSAB) Executive Committee who in turn feeds progress to the HSAB Strategic Board.

2.10.3. Two SAR’s were referred for the financial year 2021/22 and multi-agency rapid reviews were 
held with partner agencies in both cases. Progress on the SAR’s is included in quarterly reports to 
Quality Committee.

The LNAS has been involved in all the SAR’s and WVT has fully and appropriately engaged in all 
the SAR’s as a partner agency.

2.11. The Counter Terrorism and Security Act 2015 (CTSA)

2.11.1. The Act received Royal Assent on 12th February 2015 with relevance to PREVENT and 
includes a duty on specified bodies, including the police, prisons, local authorities, schools, 
universities and health, to have due regard to preventing people from being drawn into terrorism. It 
also makes Channel (the voluntary multi-agency programme for people at risk of radicalisation) a 
legal requirement for public bodies so that it is delivered consistently across the country. The 
statutory guidance issued under section 29 of the CTSA became statute on 1st July 2015.

2.11.2. The Act places on health organisation in the exercise of their functions to have ‘due regard 
to the need to prevent people from being drawn into terrorism’.

2.11.3. All health organisations are required to deliver PREVENT training in line with the NHS 
England Prevent Training and Competency framework.

2.11.4. The WVT Local Security Management Specialist/Logistics Manager has responsibility for 
leading on PREVENT for the organisation. 

2.11.5. There is a national requirement for organisations to have 85% of identified front line staff 
appropriately trained in PREVENT at either Level 3 or level 1/2 dependent on role. WVT has 
continued to meet this requirement in relation to level 1/2 and is marginally below the requirement 
for L3; the training figures are available in section 2.13 of this report.
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2.12. Care Quality Commission Inspection

2.12.1. WVT was last inspected by the Care Quality Commission (CQC) in November and December 
2019 with their final report being published in March 2020, just prior to the national lockdown in 
response to the Covid-19 pandemic. During this inspection the CQC identified the Trust must ensure 
patients’ mental capacity assessments are appropriately completed and recorded and that the Trust 
must ensure medical staff meet the Trust target for safeguarding training specific for their role.

2.12.2. There are still some concerns regarding medical staff assessment of mental capacity and 
best interest decisions. The Advanced Practitioner (AP) and Lead LDLN discussed their concerns 
with the Medical Director who arranged additional legal training last year. The Medical Director also 
liaises with mental health colleagues who deliver mental capacity training for medical staff.

2.12.3. The AP undertook a WVT audit of mental capacity in November 2021 which highlighted 
ongoing issues with assessment of mental capacity across all groups of staff. The audit did highlight 
some areas of good practice which are being built on. The AP is also in the process of writing a 
bespoke mental capacity policy to support staff and this will be accompanied by additional training.

2.12.4. The WVT adult safeguarding team continues to support multi-professional staff in clinical 
areas across the Trust, including medical staff, in relation to mental capacity and best interest 
decision making. 

Having the Advanced Practitioner MHA, MCA & DOLS has strengthened the safeguarding team 
both in terms of knowledge and application in practice.

2.13. Training

2.13.1. Training has remained a key priority across the Trust and all staff must receive mandatory 
adult safeguarding basic awareness training with an update every three years. All staff must also 
receive training on mental capacity and DOLS (if applicable to their role) with an update every three 
years. A Trust target of 90% has been set in relation to mandatory training.

2.13.2. During 2021/22 compliance with training attendance continued to be recorded on the 
Electronic Staff Record (ESR) and monitored by the Education and Development Centre. The 
recording of training on ESR provides a ‘live’ record of staff who have joined or left the Trust and 
therefore delivers more accurate training figures.

2.13.3. It should be noted that due to the Coronavirus pandemic and the requirement for staff to 
work differently to provide appropriate care to patients, extensions were granted to allow all staff 
with mandatory training updates due, to fulfil these requirements.
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2.13.4. At the 31st March 2022, training compliance against a Trust target of 90% was as follows: 

2.13.5. It should be noted that Board level safeguarding training was 85.71% at the end of quarter 
one in the current financial year.

Prevent L3 is below the Trust 90% threshold, but almost meets national requirements of 85%.

2.13.6. Face to face training has not been possible over the last couple of years, however, 
appropriate e-learning was in place for all the above required mandatory training.

The adult safeguarding team have continued to support multi-professional staff in clinical practice 
with all aspects of mental capacity, best interests, DOLS and safeguarding.

2.14. Audit

2.14.1. Audit is an important element of HSAB partner organisations working together, and WVT is 
an active member of the Performance Quality and Audit sub group (PAQA). During 2021/22 no multi-
agency audit took place.

As reported in 2.12.3 the AP undertook a WVT audit of mental capacity in November 2021 which 
highlighted ongoing issues with assessment of mental capacity across all groups of staff. The audit 
did highlight some areas of good practice which are being built on. The AP is also in the process of 
writing a bespoke mental capacity policy to support staff and this will be accompanied by additional 
training and follow up audit.

Competence Name Compliance 31st 
March 2022

Deprivation of Liberty Safeguards 84.58%

Mental Capacity 88.43%

Adult Safeguarding L2 90.50%

Adult Safeguarding L3 100%

Adult Safeguarding Board Level TBC

Prevent Level 3 84.07%

Prevent Level 1&2 90.53%
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 2.15. Priorities for 2022/2023

• Provide feedback on behalf of WVT on the consultation of the draft Code of Practice in relation 
to the Liberty Protection Safeguards (LPS) within the required timeframe of 07.07.2022.

• Ensure a plan and implementation programme is in place for WVT to meet the new LPS legislation 
once further information is received and a final implementation date is confirmed; potentially 
October 2023, however this could be further delayed.

• Ensure the principles of the Mental Capacity Act, capacity assessments and Best Interests 
Process are embedded into everyday clinical practice, improving knowledge, application, care 
and recording. 
Launch the new WVT Mental Capacity Policy and flowcharts along with additional training for all 
groups of staff.
Complete a follow up audit in relation to assessment of mental capacity and report findings.

• Build on safeguarding practice to enhance the existing commitment and dedication of the team. 
Ensure the team attend appropriate training opportunities to develop their knowledge and 
expertise.

• Respond to safeguarding issues and concerns that arise, remain vigilant to abuse and neglect 
and recognise the impact of Covid-19 on vulnerable individuals and groups and liaise with partner 
agencies as required in a timely manner. 

• Recognition by the organisation as a whole that safeguarding all our patients is everybody’s 
business and support the development of a confident, informed workforce in relation to their role 
and responsibility regarding adults at risk and safeguarding matters. Safeguarding adults is an 
individual responsibility as well as an organisational priority.

• Ensure the voice and views of vulnerable people and those who support them are heard and 
applied to the safeguarding process to ensure safeguarding is made personal with improved and 
meaningful outcomes for individuals. 

• Continue to raise awareness of self-neglect especially in relation to hoarding using the multi-
agency guidance and clutter index. 

• Support staff to identify adults at risk from domestic abuse, ensuring people are supported and 
referred to appropriate services. Utilise the expertise of the hospital IDVA in relation to disclosures 
of domestic violence and in providing staff training. 

• Fully implement the DHR recommendation as documented in 2.9.4 into the A&E Symphony 
system.

• Fully participate in, review and learn from local and national Domestic Homicide Reviews and 
Safeguarding Adult Reviews. 

• Focus on the impact of the Care Act both strategically and operationally and continue to work 
collaboratively with the main statutory and partner agencies. 

• Maintain delivery of mandatory training ensuring competence meets the required levels.
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3.0 CONCLUSION

Safeguarding and the protection of adults at risk from abuse and harm is everyone’s business. 
Practice around safeguarding, MHA, MCA and DOLS can be complex and challenging and the 
safeguarding agenda is constantly changing and advancing both nationally and locally. As the 
approach to safeguarding evolves, the complexity of decision making increases and, therefore, 
structures and processes must continue to develop in response, in order to safeguard the most 
vulnerable patients.

This Annual Report demonstrates that safeguarding adults remains a significant priority for the Trust 
and offers assurance that the Trust continues to meet its statutory duties as well as constantly 
adapting, changing and exploring ways in which we can improve how we work together to ensure 
the best outcomes for all those who use or come into contact with WVT services.

The Trust has continued to effectively contribute to the safeguarding of adults in Herefordshire during 
the past year, despite a very challenging period for everyone. The Trust has demonstrated there are 
effective mechanisms in place to safeguard adults at risk and to investigate and learn from concerns 
raised about the Trust through safeguarding processes.

WVT will maintain their commitment to be active partners in raising the profile and supporting the 
work of the Herefordshire Safeguarding Adults Board. 

WVT will equally maintain their commitment to work collaboratively with out of county Safeguarding 
Boards.
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Appendix 1 

Y/N Y - Director of Nursing Y - Director of Nursing Y - Chief Nursing Officer
(formerly Di rector of Nurs ing)

Y - Chief Nursing Officer
(formerly Director of Nursing)

Y/N Y Y Y Y

Y/N Y Y Y Y

80% 93.56% 91.97% 91.41% 90.50%

80%
42.86%

commenced June 21
71.43% 85.71% 100%

80% 85.71% 50.00% TBC TBC

80% 91.07% 90.78% 89.97% 88.43%

DOLS Training 80% 87.92% 86.30% 84.35% 84.58%

Prevent Level 1 & 2 80% 90.66% 91.18% 91.01% 90.53%

Prevent Level 3 80% 93.58% 89.86% 84.61% 84.07%

Numbers 1 2 3 0

Concerns raised regarding care at WVT Numbers 11 8 9 4

Numbers

6xC3  1xC4  (total = 6 )
1 x avoidable

5 x non-avoidable/attributable
1 x withdrawn

0 x outcome awaited

10xC3   (total = 10 )
6 x avoidable

4 x non-avoidable/attributable
0 x withdrawn

0 x outcome awaited

12xC3   (total = 12 )
7 x avoidable

4 x non-avoidable/attributable
0 x withdrawn

1 x outcome awaited

21xC3   (total = 21 )
4 x avoidable

14xnon-avoidable/attributable
2 x withdrawn

3 x outcome awaited

Numbers 59 78 56 65

Numbers

0
1
5

47
2
3
1

0
0
5

65
3
4
1

0
0
6

46
0
3
1

6
0
6

45
1
7
0

Numbers 2 0 0 0

Numbers 0 0 0 0

Numbers 2 3 3 5

WVT Board (or sub committee) 
received a report on adult safeguarding

Quarter 4 2021/22
Jan, Feb, MarTarget

WVT Board lead for adult safeguarding

Adult Safeguarding Wye Valley NHS Trust

Indicator
Quarter 1 2021/22

Apr, May, June
Quarter 2 2021/22

July, Aug, Sept
Quarter 3 2021/22

Oct, Nov, Dec

Pressure ulcer developed or worsened 
during care by this organisation

Numbers of SCR/SAR open

Number of SCR/SAR with outstanding 
actions

Number of DHR open

Number of DOLS applications made

DOLS approved
DOLS not approved
Awaiting Assessment
Discharged prior to being assessed
Regained capacity
Died prior to being assessed
Other

Position of Trust Concerns

WVT attendance at HSAB

Adult Safeguarding L2 training

Mental Capacity Training

Adult Safeguarding L3 training

Adult Safeguarding Board Level
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MENTAL HEALTH ACT REPORT Appendix 2

This report follows the commencement of a contract between Herefordshire and Worcestershire 
Health and Care Trust (HWHCT) and Wye Valley Trust (WVT) for the administration of the Mental 
Health Act 1983 since 01 04 2020. This report relates to activity between 01 04 2021 and 31 03 
2022.  

THE MENTAL HEALTH ACT 1983 (MHA) (THE ACT)

The Mental Health Act 1983 (amended in 2007) (available here) is the law which sets out when a 
person can be admitted, detained and treated in hospital for a mental disorder.  The Act is supported 
by a 2015 code of practice (available here). 

All applications for admission are made out to the ‘Hospital Managers’, meaning the organisation in 
charge of the hospital.  In practice, most decisions are delegated to clinicians.  Providers require 
specific registration with the Care Quality Commission to deliver care.  

ALTERATIONS TO THE MHA AND RELEVANT CASE LAW

There has been no case law relevant, nor any changes to legislation involving mental health law 
since our last report.

There are changes approaching which will affect the Mental Capacity Act 2005 (MCA), and 
Deprivation of Liberty Safeguards (DoLS).  DoLS will be replaced by the Liberty Protection 
Safeguards (LPS).  This implementation date is unknown as yet, it is but thought that autumn 2023 
is likely.  An updated MCA code of practice and LPS implementation are out for consultation.  Access 
to the consultation is available (here).

USE OF DETENTION POWERS - TYPES OF COMMONLY USED SECTIONS 

Section 2 detention in hospital for up to 28 days for assessment and/or treatment
Section 3 renewable treatment section which lasts for up to 6 months initially.  Once 

renewed twice, the section duration becomes one year
Section 4 Admission for assessment in cases of emergency where only one doctor is 

available; lasts up to 72 hours.  Can be converted to a section 2
Section 
5(2)

Doctors’ holding power, allows detention for up to 72 hours for the purposes of 
assessment.  Patients must already have been admitted to hospital

USES OF SECTION

Over the past two years, the Trust Hospital Managers have accepted 45 new sections, 

19 in 2020 – 2021 and 26 in 2021 – 2022 
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These are broken into quarters as follows:

TYPES OF SECTION USED BY WARD

SECTION TYPE BY WARD
 AMU Arrow Childrens Frome ICU Lugg Teme Wye Redbrook Garway Total
2 3 1 3 2  1 2 3   15
3   1     1  1 3

5(2) 1   2 1 1 2  1  8
Total 4 1 4 4 1 2 4 4 1 1 26

ADMISSION TYPE BY WARD
DA Direct Admission (where the admission under section takes place directly to the Hospital 

Managers of the Trust)
RG Regrade (where a section is renewed or changes type) during the period of care
RI Regrade from Informal (this is where a section is started after a person has been admitted 

voluntarily.  Usually – but not always – a holding power)
T Transfer (where the section was started whilst the patient was under the care of another 

provider and has subsequently moved to Wye Valley Trust)

ADMISSION TYPE BY WARD
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People who had been admitted to County Hospital prior to being sectioned (RI) comprise over 
three quarters of all sections accepted.  This is in line with the previous years’ figures.
All 3 direct admissions to the County were to the Children’s ward and were subsequently 
transferred to specialist units. 
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Section activity by quarter
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TIME SPENT ON SECTION

In total, patients spent 170 days on section within Wye Valley Trust within the year.  Of those, 62 
days related to the detained children/young people.  

OUTCOMES

OUTCOME OF SECTION
 Total
RC Discharged 10
Declared Invalid 1
Regrade to another section 2
Transferred out (s19) 13
Total 26

There were no open sections as at 31 March 2022.  Seven of the sections discharged by a 
Responsible Clinician (RC) were section 5(2) holding powers.  Of the 13 sections which 
transferred out of WVT care, these patients went to a variety of different hospitals; most often to 
local psychiatric providers, but others went to hospitals elsewhere in the UK or to specialist 
providers.  The section declared invalid was a holding power which, on assessment, did not result 
in any further MHA detention.

GENDER, AGE AND ETHNIC BREAKDOWN OF DETAINED PATIENTS

Of the 23 individuals detained:

• 18 were female, 
• 5 were male (1 identified as male) 
• 3 children/young people (under 18) were detained
• 4 older adults (over 65) were detained
• 17 people were recorded as belonging to the ‘White British’ ethnic group  
• 3 were recorded as ‘not stated/not known’
• 2 were ‘Any other White Background’ 
• 1 was ‘Any Other Black Background’

RIGHTS AND HEARINGS 

Patients who are detained under the Act are encouraged to appeal to the First Tier Tribunal and to 
the Hospital Managers.  Patients are entitled to legal aid for the former, but not the latter. 

The Associate Hospital Managers (AHMs) are delegated the right of discharge by the Hospital 
Managers.  In addition to appeals, the AHMs hold a review when a patient’s section is renewed or 
when a Nearest Relative is barred from exercising their power of discharge.  

Whenever a patient is detained within WVT, they will receive information relating to the section and 
their rights of appeal in accordance with the MHA 1983 and the Code of Practice 2015.
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First Tier Tribunal (Mental Health) (FTT)

Patients can apply to the FTT once in every period of detention and are legally aided to obtain 
representation in doing so.  At certain junctures, the Hospital Managers are obliged to make an 
application to the FTT if the patient themselves has not done so.

Two hearings took place in this year, neither of which resulted in the detention being lifted.

Associate Hospital Managers (AHM)
The AHMs are specially trained lay people who sit on hearings panels and work to ensure that 
patients have hearings on appeal and at the renewal of a section.  No AHM hearings have been 
required
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Safeguarding Children and Young People Annual Report 2021-2022

1. Introduction

This report covers the period April 1st 2021 until 31st March 2022 and details how Wye Valley NHS 
Trust (WVT) is fulfilling its statutory duties to safeguard the welfare of children and young people. It 
sets out a summary of all activity and progress with safeguarding children. We have continued to 
be busy with both increasing activity and also changes in the safeguarding children agenda. This 
report highlights the drive for quality practice which is effective, efficient and continually improving. 
The last twelve months has remained challenging for practitioners due to the continued impact of 
the COVID 19 pandemic on services. Working practices have changed and many practitioners 
have adapted to hybrid modes of working both internally and within the broader Herefordshire 
Safeguarding Children’s Partnership. 

It also provides;

• An overview of the national and local context including influences on safeguarding children 

• Assurance that WVT is compliant with its safeguarding responsibilities

• An outline of priorities for 2022-2023

All NHS trusts are required to have effective arrangements in place to safeguard vulnerable 
children and to assure themselves, regulators and their commissioners that these are working. 
All health providers must be registered with the Care Quality Commission (CQC) and are 
expected to be compliant with the fundamental standards of quality and safety. Two of these 
standards have particular relevance in safeguarding – regulation 11 (consent to care and 
treatment) and regulation 13 (safeguarding vulnerable people from abuse). Additionally, all NHS 
Trusts have statutory responsibilities under Section 11 of the Children Act of 2004 to make 
arrangements that, in discharging their functions, they have regard to the need to safeguard and 
promote the welfare of Children. Section 11 responsibilities are detailed in the Working Together 
statutory guidance, the latest version was published in July 2018. 

These arrangements include;
 

• a clear line of accountability for the commissioning and/or provision of services designed 
to safeguard and promote the welfare of children 

• a senior board level lead to take leadership responsibility for the organisation’s 
safeguarding arrangements

• a culture of listening to children and taking account of their wishes and feelings, both in 
individual decisions and the development of services

• arrangements which set out clearly the processes for sharing information, with other 
professionals and with the Herefordshire Safeguarding Children Partnership named 
safeguarding children professionals – nurse, doctor and midwife

• safe recruitment practices for individuals whom the organisation will permit to work 
regularly with children, including policies on when to obtain a criminal record check

23/50 83/183



• appropriate supervision and support for staff

• employers being responsible for ensuring that their staff are competent to carry out their 
responsibilities for safeguarding and promoting the welfare of children and creating an 
environment where staff feel able to raise concerns and feel supported in their 
safeguarding role

• provision of safeguarding training for all staff including a mandatory induction, which 
familiarises staff with child protection responsibilities and procedures to be followed if 
anyone has any concerns about a child’s safety or welfare

• clear policies in line with those from the HSCP for dealing with allegations against people 
who work with children

In summary this means that WVT has a robust safeguarding children response to:

• Ensure that all children and young people are protected from significant harm. 
• Ensure the welfare of the child is paramount and the voice of the child is central to all 

interventions. 
• Ensure compliance with the West Midlands Child Protection Procedures. 
• Implement national and local guidance in relation to safeguarding. 
• Play an integral part in Herefordshire Safeguarding Children Partnership and various sub 

and task groups. 
• Promote best practice throughout the Trust. 
• To ensure that families and children who require early help interventions are identified and 

supported through multi agency partnerships 

   2. Safeguarding Children Team

2.1. Structure
The Chief Nursing Officer is the Executive Lead for Safeguarding Children and is supported by the 
Associate Chief Nursing Officer who oversees the management of and the work undertaken by the 
team.

Role Whole Time Equivalent

Named Nurse 1 WTE

Named Doctor 1.5 PAs 

Named Midwife 1 WTE

Specialist Nurse Advisors 2 WTE

Safeguarding Practitioner (MASH) 1 WTE 

Safeguarding Team Administrator 1 WTE

*WVT also employs the Sudden Unexpected Death in Infancy Consultant role (working 1 PA per 
week) for the NHS Herefordshire and Worcestershire under a contractual arrangement.
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2.2. Roles 

The work of the WVT Safeguarding Children Team is multi-faceted and relies heavily on 
partnership working, both internally and externally. We strive to deliver a seamless integrated 
service to safeguard children from abuse and neglect. The WVT Safeguarding Children team 
continues to provide a range of activities to support key areas of safeguarding work, embrace 
change, respond to emerging themes and strive to ensure all safeguarding processes are robust 
and effective.

The core functions of the team are to;

• Provide clinical leadership in respect of safeguarding to support high quality safeguarding 
practice

• Offer support for practice development through,
➢ A robust training and development strategy utilising child safeguarding education 

forums, light bite sessions, quarterly newsletters as well as formal training. 
➢ Supervision 
➢ Coaching

• Support and advice on case management, attendance at complex meetings.
• Provide oversight and assurance regarding how the Trust is meeting its obligations in 

respect of Safeguarding Children. 
• To provide oversight and development of policy and procedures.
• To provide challenge and scrutiny of safeguarding practice internally and externally.
• To support staff to provide high quality statements for family and criminal court, (police) and 

if attendance at court is required.
• To undertake internal management reviews and contribute to multi-agency practice 

learning / Child Safeguarding Practice Reviews (CSPR) and ensure the shared learning is 
disseminated to practitioners. 

• To support all NHS providers in relation to child safeguarding in respect of the role of the 
MASH Health Practitioner.

• Support the business of the multi-agency partnership. (see Section 3.2) 

3. Local Drivers. 

3.1. Herefordshire Context

There are approximately 36,000 children and young people under the age of 18 years living in 
Herefordshire.  This is 18.6% of the total population of the area (ONS mid population estimate).

There has been a significant increase in the number of children who are 
subjects of a child protection plan 31/03/22 was 286. (up from 109 March 
2021)

There has also been a significant increase in the total number of referrals 
made to MASH, a total of 3329 (up from 1,080 the previous year)
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This impacts upon the safeguarding team and practitioners in terms of increased workload in a 
number of ways including increased attendance at child safeguarding meetings; provision of MASH 
check responses reports including increased requests for the provision of statements for court; 
provision of urgent child protection medicals and child protection health assessments; increased 
time required to provide effective and reflective child safeguarding supervision and increased 
workload for the MASH health practitioner.  

For further detail of internal performance activity please see appendix 1 and Section 4

3.2. Contribution to the work of Herefordshire Safeguarding Children Partnership (HSCP) 

3.2.1. The Herefordshire Safeguarding Children Partnership (HSCP) is a statutory body 
established under arrangements within Working Together to Safeguard Children 2018 and is made 
up of the three statutory safeguarding partner organisations.

• West Mercia Police, 
• NHS Herefordshire and Worcestershire 
• Herefordshire Council

It is supported by a range of relevant agencies, which include Wye Valley NHS Trust.

3.2 3 HSCP Priorities 2021-2022.

During this period, the HSCP had four strategic priories

Priority Aim

Leadership and Partnership Effectiveness

Through the leadership of the three 
Statutory Partners promote a culture of 
collective responsibility, accountability and 
professional challenge built on guiding 
principles of respect and openness to forge 
an effective Safeguarding Children 
Partnership with strong governance, shared 
work practices and meaningful engagement 
with children and families.

Neglect

To recognise, prevent and reduce neglect 
to improve the safety and wellbeing of 
children and young people in Herefordshire.

Right Help Right Time

To provide children and families with the 
right help and support at the right time 
through a co-ordinated multi-agency 
safeguarding approach.

Child Exploitation

To prevent and reduce child exploitation 
and improve the safety and wellbeing of 
children and young people in Herefordshire.
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3.2.4. Safeguarding children is a multi-agency process and the Trust works closely with colleagues 
across Herefordshire to support the work of the HSCP ensuring that the Trust is represented at all 
its strategic and operational groups and contributes consistently to the work streams for the 
partnership’s priorities. The Safeguarding Children Team also represent WVT within other multi-
agency groups such as Prevent and Deter (for Child Exploitation), Multi-Agency Risk Assessment 
Conferences (MARAC) for high risk domestic abuse cases and on task and finish groups as 
required. 

3.2.5. The Trust ensures work plans are aligned with the Partnership’s priorities and has contributed 
to them during 2021-2022 in a number of ways including;
Leadership  

• WVT has a robust governance structure and process as detailed in Section 4 below.
• WVT NHS Trust Safeguarding Children team provides appropriate representation and 

contribution to:  Executive Support Group, Quality & Effectiveness Group, Development & 
Practice Group, Child Exploitation & Missing Group, MASH Strategic Group and Joint Case 
Review Group. Additionally the Trust has supported the partnership at various task and 
finish and other groups such as the   Performance Data Group, Neglect Strategy Group, 
Prevent and Deter Parts 1 and 11 and the Training Reference Group and, the more 
recently formed, CSPR review of Multi-Agency Action Plans group.

• From 2022 the Associate Chief Nurse commenced representing the Trust at the 
Partnership’s Executive Support Group (ESG). The ESG is the engine room for the HSCP 
and has delegated responsibility to drive the HSCP strategic plan through the operating 
sub-groups.

• The Trust disseminates key messages from the HSCP effectively and in a timely way to all 
our staff through the Trust briefing system and also in a more targeted specific way through 
the Safeguarding Children team administrator and at safeguarding children education 
forums, training and newsletters.

Neglect 
• A member of the safeguarding children team is part of the HSCP task and finish group in 

respect of Neglect helping to develop the revised strategy, action plans and a ‘dashboard’ 
of performance indicators identifying child neglect in Herefordshire to identify trends and 
availability of service provision support and resources needed. .

• Safeguarding team members contributing to the delivery of HSCP neglect /Graded Care 
Profile 2 (GCP2) training

• Provision of single agency GCP2 training within WVT for key staff groups and provision of  
refresher training  

• Facilitating the embedding of GCP2 is ongoing through child safeguarding supervision and 
regular up-dates to staff

• An audit was completed on neglect and babies born during the first year of the pandemic 
and was chaired and authored by a member of WVT safeguarding children team on behalf 
of HSCP. 

27/50 87/183



Right Help Right Time
• A member of the safeguarding children team attends all the key groups that support this 

priority which include Development and Practice, MASH strategic partnership and 
operational groups, and the Joint Case Review group.

• The internal Level 3 training offer includes specific training on Right Help Right Time to 
ensure staff understand and can apply the Right Help Right Time levels of need guidance; 
can make appropriate and high quality referrals to the appropriate safeguarding services 
and understand and adhere to the Partnership’s Resolution of Professional Disagreement 
Policy. 

• A team member helped the partnership to develop and deliver a multi-agency training 
programme as part of her role in the training reference group.

• A member of the safeguarding children team led an NHS wide audit examining the quality 
of referrals made to MASH and how the Partnership’s threshold guidance is applied by the 
referrer. (See Section 4.3 below for more detail).

• A member of the safeguarding children team delivered a presentation on how to use the 
Resolution of Professional Disagreement Policy effectively to a multi-agency audience for 
HSCP which received excellent evaluations. This was also delivered to WVT practitioners 
through safeguarding education forums.

• Ensuring practitioners are aware of and utilise the new Signs of Safety model of practice. 
One of our safeguarding advisors has completed the 5 day full course, all team members 
and key Level 3 staff (e.g. Public Health Nursing) have attended the 2 day training. The SC 
supervision template which we use to record child safeguarding supervision has been 
revised to allow for the Signs of Safety framework to be considered during discussions. We 
have also delivered workshops on the Signs of Safety at our quarterly Safeguarding 
Children Education Forum. 

• All the team have undertaken “Understanding Perplexing Presentations” and developed an 
internal training package to Trust staff.  

Exploitation 
• A member of the safeguarding children team attends and supports both the Strategic Child 

Exploitation/Missing Sub Group and also the Prevent and Disrupt group. 
• A process of intelligence gathering to support the Prevent and Disrupt group is in place and 

the use of the intelligence form has been disseminated through the WVT safeguarding 
children education forums and individual safeguarding supervision. 

• Child Exploitation awareness is included in all levels of mandatory training and bespoke 
sessions have been delivered to individual teams and at the safeguarding education forum. 

• Children who have been assessed as at medium to high risk of Child Exploitation are 
reviewed by 4 weekly Multi-agency Risk Management meetings chaired by the Local 
Authorities Child Exploitation Team. WVT staff attend these meetings as appropriate. 
Minutes of these meetings are uploaded by the Safeguarding administrator to Maxims and 
EMIS so all staff seeing the child are aware.

• Delivery of training on contextual aspects of safeguarding
• Contributed to the development of peer on peer abuse guidance. Following this there was a 

peer-on peer abuse multi-agency audit that our team were involved in. 

WVT contributed to the CSPR Thematic Review of Peer on Peer Abuse and developed a single 
agency action plan. This is monitored through our governance processes. The action plans from 
previous learning reviews are monitored through the same processes.
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Peer on Peer CSPR - What we did? 

• Disseminated the findings at an WVT Safeguarding Children education forum
• Delivered specific training re peer on peer abuse; this is now incorporated into WVT Level 

3 training alongside CE (child exploitation).
• Developed a Standard Operating Procedure to support School Nurses
• Monitoring action plan through the Trust’s governance process remains on-going to 

establish impact.

4. Quality Assurance and Governance

4.1. Safeguarding is central to quality of care and patient safety. The Trust has a clear governance 
structure in place. The effectiveness of the safeguarding system is assured and regulated by a 
number of bodies and mechanisms. 

Wye Valley NHS Trust has an established safeguarding children quality framework which includes 
a safeguarding children performance dashboard (Appendix 1) and an annual audit plan.  The 
dashboard and report are submitted on a quarterly basis through the governance structure to the 
Quality Committee and NHS Herefordshire and Worcestershire Parts of the performance data is so 
used to inform the Herefordshire Safeguarding Children Partnership’s multi-agency data set.

4.2. Learning, Development and Training 

The provision and delivery of safeguarding children training remains a key priority for the team. 
Significant focus has been placed upon improving the Trust’s compliance to ensure that the staff 
have the required level of competency as set down for their role. 

During 2021 – 2022, the safeguarding children team re-designed, refreshed and introduced a 
number of new training packages to take into consideration learning from case reviews, HSCP 
priorities and, in particular, the impact of Covid 19 and the implications for delivery of training. 
Consequently, the majority of training during this reporting period was delivered using a virtual 
platform, necessitating the team to learn new skills. Feedback from staff on this method of delivery 
has been positive. This continues to be the case and is under regular review in terms of content 
and delivery.
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Additional opportunities for learning have been provided by the quarterly, virtually-delivered 
Safeguarding Forum open to all staff who work with children.  These have been well-attended and 
evaluated during the last year and provide a platform for staff to share and receive knowledge, ask 
questions and request future topics. Attendance is monitored as the forum hours contribute to the 
Level 3 passport. There is a built-in evaluation process which allows for any future topics/themes 
to be included. There is a multi-agency element to the forums with the inclusion of external 
speakers which adds an additional element to the learning.

A quarterly newsletter is produced, developed by the Specialist Safeguarding Advisors, and is 
distributed to all services via Trust talk.

A Wisdom Wednesday briefing has also been developed for staff within the Emergency 
Department to keep them updated and informed on any pertinent safeguarding issues or 
processes. They also have access to the quarterly newsletter.

The safeguarding team also contribute to the community paediatric monthly teaching, as well as 
providing safeguarding teaching sessions for the ED doctors and also medical students.

The Training Log / Passport is being used to allow all staff a greater flexibility in order to complete 
their Level Three refresher requirements. This has been promoted by the team throughout this 
reporting period and is now much more widely used.  

The safeguarding children team updates the intranet page with links to e-learning for all levels of 
training as well as updating all safeguarding information on a regular basis. 

Safeguarding Children Training March 19 March 20 March 21 March 22

% staff trained at level 1
99% 95% 92% 92%

% staff trained at level 2
87% 95% 94% 88%

% staff trained at level 3
90% 87% 79% 86%

% ED staff trained at Level 3
82% 76% 80% 79%

% Staff trained to level 4
100% 100% 100% 100%

%  Trust Board trained 100% 100% 86% 88%

4.3. Audit

The Trust’s safeguarding children team, together with key services, plan an annual audit programme 
which is monitored through the Trust’s governance committees.  Additionally an overview of audit 
activity is provided within the Annual Safeguarding Children Report to Trust Board. Additional audits 
may be undertaken, which have not been included in the plan, if a particular area is identified as 
needing further exploration. For example, in 2021-2022, an additional audit was also undertaken to 
consider whether children made subjects of a child protection plan were being referred for a child 
health protection assessment where appropriate. 
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4.3.1 Some key audits completed and the findings from those are included below. 

Resolutions of Professional Disagreements

The numbers of and stage of the disagreement, in accordance with HSCP policy, is reported via the 
Trust’s Performance Dashboard as shown below. We do not monitor prior to Stage 1 currently.  

Q4 

20-21

Q1 

21-22

Q2

21-22

Q3

21-22

Q4

21-22

Number of Professional disagreements  
resolved at Stage 1

3 2 5 6 26

Number of Professional disagreements 
resolved  at Stage 2 and above 

1 2 2 3 7

In addition to monitoring of the numbers, a qualitative audit into the use of the professional 
disagreement policy between January and December 2021 has been completed with the report and 
recommendations at draft stage.

Findings include;

• The majority of the disagreements are in relation to child safeguarding processes within 
Children’s Social Care

• Most disagreements are resolved at Stage 1
• There is an increase in Stage 2 disagreements, however in the last few months they been 

responded to more promptly than previously with an increase in the use of meetings to 
discuss cases. 

• Timescales in accordance with the policy are not always adhered to. 
• None have required escalation to Stage 3

NHS Herefordshire Referral / MARF Audit 

This is an annual audit undertaken jointly by WVT NHS Trust, Herefordshire and Worcestershire 
Healthcare Trust and Herefordshire CCG (in relation to GPs.) 60 (15%) of the 429 MARFs submitted 
to MASH were audited.  The audit tool was amended from previous versions to strengthen the focus 
on the following,

• the use and application of the ‘Right Help Right Time’ threshold guidance,
• whether referrals identified  strengths as well as concerns in children and families, 
• whether referrals were single incident focused, 
• follow up of the referral by practitioners 
• the use of the resolution of professional disagreement policy 

Findings noted a range of strengths/positives as well as identifying key areas of learning and 
development required across all NHS agencies in Herefordshire. 

The strengths noted were; 

• 92% of practitioners clearly detailing their level of concern on the referral 
• 83% identifying the level of need assessed. 
• 81% of WVT referrals matched the assessed level of need
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• 73% Practitioners were seen to take appropriate action following notification of the outcome 
of the referral from MASH and practitioner’s use of the escalation policy was evidenced when 
concerns were raised about outcomes of referrals. 

It is positive that no immediate actions or escalations were required by the auditors following the 
audit. 

The areas of learning included;

• 60% practitioners failed to identify strengths in the child / family 
• 38% of the referrals were single incident focused and did not include relevant historical 

information that would enhance the quality of the referral and provide evidence to support 
the practitioners concerns as well as the assessed level of need.

 General recommendations relevant across the NHS organisations involved were;

• Practitioners need to develop their understanding of the Levels of Needs within Herefordshire 
through use of the ‘Right Help Right Time’ Multi-agency Threshold Guidance

• Practitioners need to develop their understanding of the need to detail strengths as well as 
concerns when completing a MARF

• Practitioners need to develop their understanding of the need to detail all information known 
about the child and family that provides context and evidence to support the assessed level 
of need

• MARF outcome letters need to be uploaded onto the child’s records to include any resulting 
actions required to be taken 

• WVT Specific - Learning from recent CSPR needs to continue to be embedded into practice 
in that practitioners should seek safeguarding supervision to consider the need for escalation 
if a level 4 MARF is not assessed by MASH as meeting this threshold.

Safeguarding Children Supervision - Practitioner Satisfaction and Impact

This structured survey was designed to gain an understanding of staff satisfaction with their 
safeguarding children supervision and to consider access, including the use of virtual media, 
introduced as a response to Covid 19 restrictions on face to face meetings. It also aimed to ascertain 
impact on the participants in terms of their confidence, knowledge and skills and the support they 
provide to families, children and young people and the associated impact/outcomes. (WVT monitor 
attendance at child safeguarding supervision for key staff groups and reports quarterly through the 
performance dashboard, so attendance was not included in this survey.)

Findings 

Overall the survey gave assurance that participants were satisfied with and benefitted from both 
planned and ad hoc supervision delivered by the child safeguarding team. There was a clear 
articulation about the benefits in terms of case management but less information about improved 
outcomes and impact on families, children and young people and increasing resilience of staff. The 
majority of staff expressed a wish to continue to receive supervision virtually with one team 
identifying a wish to return to face to face supervision, which has recommenced.

Participants identified increased confidence in relation to safeguarding processes, use of the Levels 
of Need Threshold guidance and the Resolution of Professional Disagreements Policy. 

Participants did not reference the Signs of Safety model but this was expected as the use of this 
practice model within supervision had only just commenced at the time the survey was undertaken. 
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Recommendations 

Re-design of the safeguarding supervision template in order to better document evidence of impact 
on children and families.

2022-2023 audit plan to include a qualitative audit of child safeguarding supervision designed to 
take into account the need to better ascertain impact of supervision on 

• the outcomes /impact for the children and young people.
• the restorative elements / emotional support and well- being of staff
• the use of the Signs of Safety model to guide supervision.

4.3.2. The audit findings have been disseminated to practitioners through the safeguarding children 
education forum and within training, team meetings and briefings. Actions are monitored through the 
Safeguarding Children Operational Group.

4.4. Policy

The Trust’s Safeguarding and Promoting Children’s Health and Welfare Policy (MF35) was revised 
and approved in January 2019. Although it was not due for review, it has since been refreshed to 
take into account the Partnership arrangements and Signs of Safety approach being adopted within 
Herefordshire Children’s Social Care. The revised renewal date is January 2023.

https://wvt-intranet.wvt.nhs.uk/media/51105/wvt-safeguarding-children-guidance.pdf 

*This guidance supports the HSCP multi - agency procedures 

http://westmidlands.procedures.org.uk/page/contents
6.  WVT 2022-2023 Priorities 
Training Audit Policy Other
Recording of 
safeguarding forums 
placed on child 
safeguarding intranet 
page so that all staff can 
access these updates

Audit of ED 
attendances for 
burns following local 
recognition of 
increased incidence

SOP to be produced to 
assist WVT staff in the 
writing of court and 
police statements 

Exploration of expanding the 
introduction of an alert on 
WVT systems for high risk 
children in relation to child 
exploitation

Aligning training with the 
learning from Child 
Safeguarding Practice 
Reviews-nationally and 
locally and other 
incidents /reviews 

Audit of children 
attending WVT 
following bites 
(national concern 
over increased 
incidence)

FGM policy to be 
reviewed, refreshed and 
rewritten

Members of the safeguarding 
team are continuing to 
develop a wider academic 
and knowledge base- 3 
members have completed the 
Mary Seacole programme 
and 2 members are 
embarking on postgraduate 
study in the field of child 
safeguarding

Adapting training to 
reinforce the use of the 
Signs of Safety (SoS) as 
a multiagency 
assessment tool

Introduce audit 
activity in MASH 
health in order to 
provide quality 
assurance in relation 
to information 
provided in response 
to MASH check 
requests

Revise the ‘Was not 
Brought’ policy to 
support the staff to 
manage failed 
appointments ensuring 
safeguarding needs are 
identified and actioned 
appropriately
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Specific SoS additional 
training to be provided to 
wider paediatric services

Monitor the annual 
safeguarding 
children audit plan 
and resultant actions

Refresh the policy for 
acute and community 
child protection 
medicals/child protection 
health assessments

Deliver Perplexing 
Presentations training to 
children’s social work 
teams

Continue to play a 
key role in multi-
agency audit group 
for the HSCP

Review and update the 
multi-agency pre-birth 
assessment guidance in 
conjunction with 
children’s social care

7. Conclusion 

This annual report has provided an insight into local issues, developments and initiatives 
pertaining to safeguarding children and young people that have taken place during the last twelve 
months. It aims to provide a high level of assurance that the organisation is fulfilling its statutory 
duties and responsibilities in relation to safeguarding children and young people. 

The Trust’s safeguarding team continues to provide a range of activities to support key areas of 
safeguarding work, embrace change, respond to emerging themes and strive to ensure all 
safeguarding processes are robust and effective. Ongoing monitoring of the capacity of the Trust’s 
various services will be required during the next year to ensure that the Trust continues to meet its 
Section 11 responsibilities.
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Appendix 1 – PERFORMANCE DASHBOARD 

Dashboard - Child Safeguarding 
Wye Valley Trust 2021-2022

N/A = Data Not 
available 

Indicator Q4 20-21 Q1 21-
22

Q2 Q3 Q4

Early Intervention      

No of Early Help Assessment ( EHA)  
initiated by School Nurse(SN) /Health 
Visitor(HV)

4 54 7 12 10

No of EHA SN/HV involved in 52 294 89 98 126

School Nurse/Health Visitor acting as 
lead professional

25 96 29 14 31

ED Alert & Cwilting Checks Completed 
(Target 100%)

99.80% 99.80% 99.7% 99.6% 99.40%

Child Protection      

HV attendance at Initial and Review 
Child Protection Conferences (Target 
100%) 

100% 100.0% 97.0% 100.0% 100.0%

Reports presented to CP conferences- 
HV (Target 100%)

100% 53% 90.0% 100.0% 100.0%

SN Attendance at ICPC conferences 
(Target 100%)

100% 100% 100.0% 100.0% 100.0%

Domestic Abuse (DA) notifications- 
numbers children

932 1485 1271 1282 1358

Midwifery routine question re DA 90% 88% 88% 89% 92%

Domestic abuse disclosure (Midwifery) 1% 0.90% 1.1% 1.10% 1.5%

Multi-Agency Risk Assessment 
Conference ( MARAC)attendance

100.0% 100% 100% 100% 100%

Number of children with a  child 
protection plan

109 126 138 214 284

No of CP medicals / health 
assessments 

35 22 25 30 43

Professional disagreements  resolved at 
Stage 1

3 2 5 6 26

Professional disagreements at Stage 2 
and above 

1 2 2 3 7

Number of Serious Case Reviews in 
progress

1 0 0 0 0

Identified cases FGM -Women / 
Children 

 0 0 1 2

Training - DH  Target 80%      

% staff trained at level 1 92% 93% 91% 93% 92%
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% staff trained at level 2 94% 91% 90% 90% 88%

% staff trained at level 3 79% 83% 82% 86% 86%

% ED staff trained at Level 3 80% 72% 52% 73% 79%

% staff trained at Level 4 (Safeguarding 
Team)

100% 100% 100% 100% 100%

Board training 86% 86% 50% 100% 88%

Supervision - Target 80%      

% HV staff who have received 
supervision 

74% 88% 68% 77% 95%

% SN staff who have received 
supervision

86% 87% 64% 50% 60%

% Community Midwives who have 
received supervision 

100% 100% 100% 100% 100%

Human Resources      

Staff Referrals To Local Authority 
Designated Officer

1 0 0 0 0

Health Visitor vacancies 4.0 5.67 6.78 7 4 .19

School Nurse vacancies 0 1.8 5.59 2.420 1.4

Named and Specialist role vacancies 0 0 0.00 0 0

Birth to midwife ratio 01:28 1:29 1:28 01:25 01:29

Complaints - Safeguarding Specific      

Number of complaints regarding the 
care of a child.

0 0 0 0 0

Tier 4 beds - number waiting during 
quarter and outcome

  4 0 0

Serious Incidents - Child 
Safeguarding specific

     

Number of  SIRIs 1 0 0 0 0
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Children Looked After (CLA) Annual Report 2021-2022
Introduction 

Each child or young person has a unique journey into care.  The most common reason for becoming 
looked after is abuse or neglect (65%). These are major adverse childhood events (ACEs). ACE’s 
can cause trauma and can lead to long-term harmful effects on children and young people's physical 
and mental health. Other adverse childhood events experienced by children Looked After include 
physical abuse (48%), emotional abuse (37%) and sexual abuse (23%). Trauma can also include 
domestic abuse, serious harm, and exploitation, exposure in the home or community to alcohol, drug 
misuse or violence. Each looked-after child and young person will have experienced trauma in some 
way.

Children Looked After experience more health inequalities than their peers. Every child in care has 
individual strengths and needs. However, the physical, emotional and mental health of some 
looked-after children and young people will have been compromised by neglect or abuse. The rate 
of mental health disorders in the general population aged 5 to 15 is 10% of under 18’s. However, 
for those who are looked after it is 45% and 72% for those in residential care. Many Children 
Looked After experience frequent placement moves. This prevents looked after children from 
receiving the support they need with disruption of treatment plans and reduced access to services. 
www.nice.org.uk/guidance/NG205 

Over the last four years, the number of Herefordshire Children Looked After has been above the 
national average of 64 children (under 18 years) per 10,000 of the population, reaching 92 children 
per 10,000 in the last year. During 2021-2022 we have seen the number of Herefordshire Children 
Looked After increase significantly with the highest number of new children and young people being 
looked after increasing from 82 Children and young people in 2020-21 to 163 in 2021-2022.

The annual report will cover the period from 1st April 2021 -31st March 2022 and include: 

• The infra structure of the children in care health team
• Language that Cares
• A yearly profile of Herefordshire Children Looked After
• A report on how Wye Valley NHS Trust (WVT) has met it statutory health responsibilities.
• A  brief report on strengths and difficulties questionnaires
• Key priorities and ambitions for 2021- 2022
• Update on the Corporate Parenting Strategy

Infra-structure of the (Looked after Children) Children in Care Health Team

• Medical Advisor for Fostering and Adoption 
• Registrar/Consultant support for one Initial IHA clinic fortnightly
• 1 WTE- Band 8 Named Nurse for Children in Care
• 2.73 WTE Band 6 Nurses for Children in Care 
• 1 WTE Band 4 Administrator to Medical Advisor for Fostering and Adoption.
• 0.55 WTE Band 3 Administrator – providing administrative support for RHA’s.
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Roles

• Medical Advisor for Fostering and Adoption and supporting Consultant Paediatrician/Specialist 
Registrar complete statutory Initial Health Assessments at the Child Development Centre in 
Hereford.

• The Medical Advisor holds responsibility to complete permanence (adoption medicals), 
consultations with prospective adopters review and provide reports for Adult Health 
Assessments for Foster Carers. Adoption work is not reported on in the scope of this report. 
Adoption medicals and AH reports are also subject to Court timeframes and may influence 
weekly clinic availability for IHA’s.

• The Medical Advisor attends a monthly Adoption Panel. 
• The Nursing Team complete Review Health Assessments (RHA) for all children and young 

people. 
• Statutory health assessments for Children Looked After are a comprehensive and holistic 

assessment taking on average 5 hours to complete.  For children with very complex health and 
social care needs and for those children with a profound disability, an RHA will take significantly 
longer than the average five hours. 

• Children in Care Nurses attend all safeguarding meetings for Children Looked After. 
• Children in Care nurses provide direct support to birth families where there is a reunification to 

parents plan and where the child has an identified health need.
• The Named Nurse attends the Foster Panel bi-monthly to provide a health perspective for the 

fostering process.
• The nursing and medical team provide teaching to a variety of multi-agency multidisciplinary 

professionals and foster carers.

Language that Cares 

Listening to the voice of children and young people is an essential element of our clinical role. “LAC” 
the most significantly used references associated with being a child in care has driven young people 
across the UK to ask for a change in language used by professionals when talking to them and about 
them. In September 2019 looked after children and young people collectively developed a directory 
of language that they would like professionals to use “Language that Cares”. 

Nationally, Children Looked After have continued with their focus on the use of Language that Cares 
and the way we, as professionals, communicate with them and talk about them. The use of 
Language that Cares has extended and moved its focus to the written word. Many Children Looked 
After are being actively encouraged to read medical and social care records when they turn 18 in an 
attempt to support them with their understanding of their life journey. Access to their health and 
social care records also helps with their understanding of their identity. Young people have reported 
that these records often inform them about their identity and what kind of person they are.  It is for 
this reason that it is vitally important to use Language that Cares in the written word. As one young 
person told me “with no family around me I am what you tell me I am”.

Throughout the report, there is a change in reference from male and female to gender assigned at 
birth. This is due to an increasing number of children and young people who do not wish to identify 
with the gender they were assigned at birth.  

It is important for all professionals to recognise that some children and young people will want to 
identify as gender neutral, trans male, trans female or non-binary. Whilst for statistical analysis, in 
this annual report, we refer to the gender a child or young person was assigned at birth, a child or 
young person’s preferred gender identity is always respected and acknowledged during direct 
contacts with our Children Looked After.

38/50 98/183



Profile of Herefordshire Children Looked After (CLA) 2021-2022

 

At the end of March 2022, 109 Herefordshire Children Looked After were living out of area. 
These 93 children or young people were living across thirty-one counties.

2018-2919 2019-2020 2020-2021 2021-2022
Number of Herefordshire CLA 334 355 322 384
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Number of Herefordshire CLA yearly comparison.

April May June July Aug Sept Oct Nov Dec Jan Feb March
323 330 326 341 342 346 349 353 370 372 381 384
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Number of Herefordshire Children Looked After by month 
2021-2022

2018-2019 2019-2020 2020-2021 2021-2022
Number of Children 122 101 82 163

0

50

100

150

200

Number of new  Herefordshire Children and Young People 
into Care yearly comparison.
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New Children and young people into care by gender assigned at birth

New Herefordshire Children Looked After 2021-2022 continue to follow the national trend with a 
higher percentage of boys looked after than girls although this was more equitable than in 
previous years.

New Children into Care by Age Group

Unaccompanied Asylum Seeking Young People

As there has been an increase in Asylum Seeking Young People in the UK, Herefordshire Children’s 
Services has seen an increase in unaccompanied young people for whom they have a statutory 
responsibility. 

The Children in Care Health Team have been notified of 13 unaccompanied young people. This is 
an increase on last year where no unaccompanied young people were placed in the care of 
Herefordshire Children’s Services. 12 of the new unaccompanied young people were placed out of 
area and one moved to a foster family in Herefordshire.

Herefordshire Children and Young People refusing a Statutory Health Review

Total Health 
Assessments 
refused. 

IHA RHA

2019-2020 13 3 10
2020-2021 15 3 12
2021-2022 17 0 17

2018-2019 2019-2020 2020-2021 2021-2022
Females 49 44 38 79
Males 72 57 44 84
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New children into care by gender assigned at birth 
2021-2022

0-5  6-9  10-15  16 Plus
2019-2020 45 12 28 16
2020-2021 35 17 22 8
2021-2022 64 27 57 17
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New Children Looked After by Age Group  
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When a young person refuses a full statutory health assessment, a Child in Care Nurse will contact 
the young person and their foster carer/residential home and provide support and advice about any 
individual health concerns they may have based on a health risk assessment. General public health 
advice is also given.  This will include information on access to dental care; individual overdue or 
pending immunisations and, where relevant, information on points of access for emotional wellbeing 
and mental health support services, sexual health and drugs and alcohol services.
Children who ceased being Children Looked After 2021-2022

The Children in Care Health Team was notified by Children’s Services of 94 children and young 
people who ceased being Children Looked After during 2021-2022.

Statutory Responsibilities and Key Performance Indicators for Children Looked After.

Initial Health Assessment (IHA) – All children new into care should have a Health Review with a 
Consultant Paediatrician within 20 working days.

Review Health Assessment (RHA): - All children age 0-4 years should have a review every six 
months. Children aged 4 -18 years should have an RHA every 12 months.

Key Performance Indicators (KPI)

• All children should have a dental check every six months. 
• All children should have immunisations in line with the National Immunisation Programme.
• All children should be registered with a local GP.

Yearly overview of Statutory Health Assessment and Key Performance Indicators for all 
Herefordshire Children Looked After children and young people living in and out of Herefordshire 

Total Q1 Q2 Q3 Q4
Turned 18 32 12 3 7 10
Returned home 28 7 2 9 10
Adoption Order granted 22 11 5 1 5
Special Guardianship Order 12 4 3 1 12
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Reason for Children and Young People no longer being CLA
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Initial Health Assessments 2021-2022

• 163 new children and young people became Children Looked After. This is significantly higher 
than previously experienced 

• 30 of the new CLA were living out of Herefordshire
• A total of 16 Children and young people ceased being Children Looked After before an IHA was 

completed

IHA in 
Timescale

RHA in 
Timescale

IHA 
Dental 
Compli

ance

IHA 
Immunisat
ion up to 

date 

IHA GP 
registr
ation 

RHA 
Dental 
Compli

ance

RHA 
Immunisat
ion up to 

date 

RHA GP 
registra

tion 

OOC IHA 
in 

timescale

OOC RHA 
in 

Timescale

2019/20 56.0% 79.5% 41.5% 71.0% 71.0% 83.0% 91.8% 97.6% 41.1% 69.6%
2020/21 58.2% 89.5% 10.4% 68.8% 80.5% 49.7% 85.4% 97.7% 14.6% 48.1%
2021/22 0.0% 87.2% 28.5% 69.0% 79.4% 46.2% 83.2% 98.2% 7.1% 58.5%
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Yearly Summary 2021-22 for Statutory Health Assessments and 
Key Performance Indicators for all Herefordshire Children Looked 

After 2021-2022

Total by year Q1 Q2 Q3 Q4
2018-2019 122 46 22 23 32
2019-2020 101 19 31 30 20
2020-2021 82 21 22 24 15
2021-2022 163 40 36 43 44
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Challenges to achieving an IHA In statutory timescales 2020-2021 for all Herefordshire Children 
Looked After

• Before an IHA can be appointed, the Children in Care Health Team must receive signed medical 
consent. It is a legal requirement to have medical consent signed by a birth parent or someone 
who holds parental responsibility for a child or young person. It is the responsibility of the Social 
Worker to gather this consent. 

• There have been long standing delays in the timeliness of when medical consent is received by 
the Children in Care Health Team. This causes a delay in being able to appoint an IHA. The 
challenges experienced in order to receive medical consent were and continue to be escalated 
throughout WVT and the CCG via the Deputy Designated Nurse for Safeguarding and CLA. 

• A risk is on the Trust risk register to maintain focus on this challenge.
• This delay in receiving medical consent was the primary cause during Q1-3 for failure to meet 

the statutory responsibility to complete an Initial Health Assessments within 20 working days 
from children and young people becoming Looked After. This was evidenced through auditing 
the time from becoming Looked After to when medical receipt was received and then the number 
of working days from receipt of medical consent to first IHA appointment.

• During Q4 the situation deteriorated. The impact of large numbers of children into care, the 
increased need for IHA appointments and increase demand for adoption and permanence 
medicals measured against clinical capacity in CLA Health clinics resulted in a further delay for 
IHA appointment from receipt of medical consent to IHA appointment for up to 85 working days.

• Following the change in Medical Advisor In September 2021, all adoption work was also 
appointed to the CLA clinics further impacting on WVT’s ability to offer IHA’s for children where 
adoption was not part of their pathway plan. Permanence Medicals will always take priority over 
IHA due to the court timescales.

• The emerging pressures on CLA clinics were escalated through WVT and the CCG were aware 
of the additional and competing pressures affecting WVT statutory responsibility to complete an 
IHA.

• A review of CLA clinic capacity is being undertaken and paediatrician job planning is being 
reviewed.

• A joint meeting with Children’s Services and WVT was chaired by the Deputy Designated Nurse 
for CLA.

National 
Benchmark Q1 Q2 Q3 Q4

2018-2019 90% 44.70% 66.70% 55.60% 51.70%
2019-2020 90% 50.90% 53.60% 51.90% 68.80%
2020-2021 90% 65% 50% 59% 59%
2021-2022 90% 30.30% 17% 21% 0%
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IHA's completed in Statutory Time Scales for Herefordshire 
Children living in Herefordshirequarerly comparison 2021-

2022
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Key Performance Indicators at IHA for Herefordshire Children living in Herefordshire

IHA  

 
National 

benchmark Q1 Q2 Q3 Q4
Average 

YTD
Dental Compliance 84% 42.4% 16.1% 35.9% 19.4% 28.5%
Immunisation up to date 87% 78.8% 77.4% 61.5% 41.7% 64.9%
GP registration 95% 90.9% 77.4% 74.4% 52.8% 73.9%

• The majority of children and young people children seen at IHA are compliant with being 
registered  with a local GP but data from IHA indicates that children are less compliant with being 
immunised in line with the National Immunisation Program and even less are likely to be 
compliant with having had a dental check in the last six months. These are often indicators of 
neglect. As part of the health plan developed at IHA all children and young people are 
encouraged to achieve these KPI’s with the support of the carer/ residential placement. The KPI 
status at IHA provides a baseline to KPI’s which are reviewed at each following RHA. 

Review Health Assessments (RHA)

• A total of 225 children living in Herefordshire during 2021-2022 required an RHA this is an 
increase of 6 RHA‘s on last year. 

• 211 RHA’s were completed.
• 186 (88.15%) of these children were seen for an RHA in statutory timescales.
• 25 (11.84%) Children had an RHA completed out of statutory timescales. Children and young 

people were seen for an RHA but out of statutory time scales.  Contributing factors to this 
included move to new carers; Health Visitor delay in completing assessments; carer 
cancellations and Covid infection for both children carers and nursing staff.

• Of the 225 children due an RHA, 14 (6%) refused a health review.

Dental Compliance Immunisation up to date GP registration 
IHA Q1 42.4% 78.8% 90.9%
IHA Q2 16.1% 77.4% 77.4%
IHA Q3 35.9% 61.5% 74.4%
IHA Q4 19.4% 41.7% 52.8%
IHA National benchmark 84% 87% 95%
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Key Performance indicators for new CLA at the time of IHA 
for Herefordshire Children.
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Key Performance Indicators at RHA 2021-2022

RHA  

 
National 

benchmark Q1 Q2 Q3 Q4
Average 

YTD
Dental Compliance 84% 33.3% 49.2% 61.0% 41.1% 46.2%
Immunisation up to date 87% 77.8% 88.1% 83.1% 84.0% 83.2%
GP registration 95% 97.8% 100.0% 94.9% 100.0% 98.2%

GP 

Registration – All children seen at RHA were registered with a GP.

Dental compliance –

• CLA being seen at an NHS Dentist have been more likely to access a dental check than children 
seen at a private dental practice. 

• Every CLA who is living in Herefordshire is able to access routine checks at one of the three 
Dental Access Centres across Herefordshire. The Head Dentist for Herefordshire is extremely 
proactive in ensuring that all CLA have regular dental care. 

• All health care plans will have an action for children and young people to be supported to have 
a dental check every six months or as recommended by the child’s dentists.

National 
Benchmark Q1 Q2 Q3 Q4 Year 

Percentage
2018-2019 90% 81.80% 86.10% 76.20% 69.90% 78.50%
2019-2020 90% 71.00% 82% 78.10% 86.90% 79.80%
2020-2021 90% 83.80% 89% 91.30% 89.10% 89.50%
2021-2022 90% 82.20% 90.90% 84.70% 91.10% 88.10%
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RHA 's in statutory timescales for Herefordshire Children 
living in Herefordshire

Dental Compliance Immunisation up to date GP registration 
RHA Q1 33.3% 77.8% 97.8%
RHA Q2 49.2% 88.1% 100.0%
RHA Q3 61.0% 83.1% 94.9%
RHA Q4 41.1% 84.0% 100.0%
RHA National benchmark 84% 87% 95%

0.00%
20.00%
40.00%
60.00%
80.00%

100.00%

RHA

45/50 105/183



• With the KPI for dental care falling lower than anticipated, the following actions are being 
completed:-
➢ Lead Dentist Christine Owen will undertake a collaborative audit with the Named Nurse 

for CLA Health Team to establish which CLA have accessed dental care over the last 
year. This will be then be cross-referenced with children to understand how many CLA 
are being seen by private dental practices and their recorded attendance for dental care/ 
routine dental checks.

➢ An Information Leaflet on dental care 0-17 is to be disseminated to all Foster Carers and 
Supported Lodgings Placements. 

Immunisations –

• A compliance rate of 83.2% is slightly lower than the previous year of 85.5% and below the 
national benchmark of 87%. Immunisations are discussed at every health contact and form an 
action on the Health Care Plan for every child seen for RHA.

• The CLA Health Team will make a targeted request with foster carers to promote an increase in 
uptake of immunisations.

Statutory Health Assessments for Herefordshire Children Looked After living out of area.

Request to host teams for a statutory health assessment.

• 124 requests were made for health reviews for Herefordshire children and young people living 
out of area during 2021-2022.  This matched exactly the number of health assessments 
requested last year.

     
Statutory health reviews requested to host health teams for Herefordshire 
Children living out of area
 

 IHA RHA   

Total Q1 Q2 Q3 Q4 Total Q1 Q2 Q3 Q4

2019-20 14 5 5 2 2 83 19 13 29 22

2020-21 17 2 4 6 5 107 25 20 38 24

2021-22 30 4 9 9 8 94 18 24 27 25
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Health assessments completed in statutory timeframes for Herefordshire children living out of area

OOC Timescales  

 
National 

benchmark Q1 Q2 Q3 Q4
Average 

YTD
OOC IHA in 
timescale 90% 28.6% 0.0% 0.0% 0.0% 7.1%
OOC RHA in 
Timescale 90% 56.3% 75.0% 40.9% 61.9% 58.5%

Key 

Performance Indicators for Herefordshire Children living out of Area 

Column1
Dental 
Compliance

Immunisations up to 
date

GP 
Registration

National 
Benchmark 84% 87% 95%

Q1 18.75% 68.75% 100%

Q2 76.19% 90.40% 100%

Q3 64% 80% 100%

Q4 50% 81% 100%

Year to date 54.76% 79.76% 100%

OOC IHA in timescale OOC RHA in Timescale
OOC Timescales Q1 28.6% 56.3%
OOC Timescales Q2 0.0% 75.0%
OOC Timescales Q3 0.0% 40.9%
OOC Timescales Q4 0.0% 61.9%
OOC Timescales National 
benchmark 90% 90%
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Statutory Health Assements completd in statutory 
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Strengths and Difficulties Questionnaires (SDQ’s)

The Strengths and Difficulties Questionnaire (SDQ) is a brief tool for screening emotional and 
behavioural problems in children and young people aged three to 17. It consists of 25 statements to 
which the respondent is asked, on three point scale, to what extent they agree, this results in five 
sub scores covering:

• hyperactivity/inattention symptoms; 
• emotional symptoms; 
• conduct problems; 
• peer relationship problems; and 
• pro-social behaviours (i.e. strengths). 

• From this, a single summary figure is produced for each child, the 'total difficulties score', ranging 
from 0 to 40. Scores are graded into four categories: a score of under 14 is considered normal; 
14-16 is borderline cause for concern; and 17 or over is considered a cause for concern and 
score dependant falls into a high or very high category. 

• All carers should complete the SDQ for children and young people from the age of four to 
seventeen. Once a child reaches the age of 11, they will complete a young person SDQ this will 
provide a self-report score and provide information to professionals about the child’s view of their 
strengths and difficulties. In some case, an SDQ is requested from the school or educational 
provider, this allows for triangulation of areas of strength and difficulties experienced by the child 
or young person. 

• An SDQ is sent to carers and where eligible young people prior to the RHA for all Herefordshire 
Children whether living in or out of county. Carers return the completed SDQ before the RHA. 
This practice has been recognised as good and allows the SDQ to be scored and the results 
evaluated prior to the RHA making discussion about a child or young person’s emotional 
wellbeing more meaningful with greater focus on both the young person’s strengths and areas 
of concern/difficulty that will impact on their emotional wellbeing or mental health. Social Workers 
are alerted to high or very high scores a plan is considered to support the emotional wellbeing 
and mental health of children. This is important with high SDQ’s being associated with placement 
breakdowns.

Total for 
2021-2022 Q1 Q2 Q3 Q4

Number of children eligible for an SDQ 248 52 61 63 63
Number of SDQ for Eligible Children 
returned 182 40 44 49 49

Percentage of SDQ returned 73% 76.92% 66.60% 68.05% 77.70%

0
100
200
300

SDQ for Chldren and Young People eligible for an SDQ 2021-
2022
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• 50% of SDQ’s were within the normal range for emotional distress.  These tended to be the 
younger children and children and young people who were in a stable longer term placements. 
A low SDQ Score indicates low risk of emotional distress at the time the SDQ was completed.

• 16.39% of children and young people were in the borderline group of children and young people 
• 15.3% of Children and young people scored in the high range indicating a strong likelihood of 

emotional distress that could affect all areas of a child or young person’s life, health and 
education. It is likely that these children and young people will need some additional support with 
their emotional wellbeing or mental health.

• 23.39%, just under one quarter of children and young people, of those eligible for an SDQ, 
scored in the very high range for emotional distress with a significantly higher proportion of males 
sitting in the value range. 

• There is a strong correlation between a high or very high SDQ score and increased breakdown 
of placement, self-harming behaviours and exclusion from education provisions.

• Social Workers are alerted to high or very high scores a plan is considered to support the 
emotional wellbeing and mental health of children. This is important with high SDQ’s being 
associated with placement breakdowns.

82 (45%) 30 (16.5%) 28 (15%) 43 (23.5%)
Normal Borderline High Very High

Females 45 10 13 15
Males 37 20 15 28
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SDQ's returned for Herefordshire Children Looked After Eligible for SDQ 
as  gender is assigned at birth
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Children in Care Statutory Health Assessment Activity 2020-2021

The increased activity of the Children in Care Health Team during 2021-2022 reflects the increasing 
number of new children into care but also highlights an increase in requests to complete statutory 
health reviews on behalf of other Local Authorities who place their children and young people in 
Herefordshire.

Key Priorities and ambitions for 2021 -2022

• To work with Hereford Children’s Service to ensure that the Coram BAAF Consent form is 
integrated in Children in Care Pathway in Herefordshire. 

• Improve the health information for Care Experienced Young People 
• Undertake a child and young person engagement activity to help with evaluation of current 

service delivery and future service delivery.

Corporate Parenting Strategy

Following the High Court Judgement in April 2021, there has been a refresh of the Corporate 
Parenting Panel and Corporate Parenting Strategy. A new and more streamlined Corporate 
Parenting Board has been developed which oversees the Herefordshire Corporate Parenting 
Strategy. A newly formed Corporate Parenting Operational Group ensures all actions from the 
Corporate Parenting Strategy are completed. The Corporate Parenting Operational Group provide 
Assurance to the Corporate Parenting Board on progress of the Corporate Parenting Strategy.

A Corporate Board Training Session was held in May 2021 the Named Nurse for Children in Care 
attended this workshop. The focus for this was “What is the role of the Corporate Parenting Board?” 
This was facilitated by an external agency who will support the Herefordshire Parenting Board in an 
improvement journey.

Total Assessments IHA's RHA's
IHA completed for 

other Health 
Teams 

RHA completed 
for other Health 

Teams
2018-19 411 102 235 13 61
2019-20 407 87 249 17 54
2020-21 367 58 211 12 86
2021-22 443 112 210 21 100

050100150200250300350400450

Total Statutory Health Assessments completed by 
Herefordshire Children in Care Health Team 2021-2022
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Report to: Public Board
Date of Meeting: 01/12/2022
Title of Report: Business Case for Virtual Wards
Status of report: ☒Approval ☐Position statement  ☐Information  ☐Discussion
Report Approval Route: Trust Management Board through to Main Board
Lead Executive Director: Chief Transformation and Delivery Officer 
Author: Transformation Team
Documents covered by this 
report:

Business Case

1.  Purpose of the report
To ask the Board to approve the investment required to deliver the Virtual Wards for the Trust. A link has 
also been provided to the NHS Futures website with general information on the virtual wards.  

2. Recommendation(s)
To approve the investment requirements as set out in section 6 of the report. This involves a commitment 
of £252k in the current financial year and £1,005k in 2023/24.

3. Executive Director Opinion1

Each ICS has an opportunity to develop and extend its virtual ward capacity in line with a national 
ambition of developing 40-50 virtual ward ‘beds’ per 100,000 population as outlined in the 2022/23 
priorities and operational planning guidance. Plans have been submitted and approved through the ICB 
and direct funding made available for this investment.

The Chief Transformation and Delivery Officer is fully supportive of the investment in the virtual wards as 
they will provide one of the key elements required in supporting patient flow in an increasingly 
pressurised system and will improve admissions avoidance and reduce delayed discharges.

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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Document Control

Document Location

The source of the document will be found within the Programme Team and a version will be made 
available on the Trust’s intranet. Subsequent versions of this document will be found in the same 
folder.

Revision History

Version Date Summary of Changes Author

0.1 28th 
September 
2022

1st draft produced for review by LM 
and JB

AT

0.9 23rd November Updated by RW and SP to include 
detailed implementation plan and 
more information on roles following 
discussion at TMB.

AT

Approvals

Version 0.9 and above of document requires the following approvals:

Group Date of Issue Version

Trust Board 24th 
November 
2022

V0.9
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Business Case

Title: Virtual Wards
Ref. No. WVTBC0104
Author: Andrew Tanner and Lindsey Mclean
Executive Sponsor: Jon Barnes
Date: 23/11/2022
Version: V0.7

1. Introduction and Background

ICSs have been asked to scale up their approach to virtual wards by increasing their capacity equivalent to 
40 to 50 virtual ward ‘beds’ per 100,000. This has been outlined in the 2022/23 priorities and operational 
planning guidance for the NHS and will equate to the creation of around 90 virtual beds in Herefordshire by 
March 2024 with the aim of reducing length of stay and reducing unavoidable admissions.

A virtual ward is a safe and efficient alternative to NHS bedded care that is enabled by technology. Virtual 
wards support patients who would otherwise be in hospital to receive the acute care, monitoring and support 
they need in the place they call home. This includes either preventing avoidable admissions into hospital or 
supporting early discharge out of hospital. Only services which fit this definition will be funded through this 
national programme of work.

2. Current Position

The Trust already has the following virtual services in place:

• A successful Respiratory Early Supported Discharge Ward established in March 2020 with a current 
capacity between 15 – 20 virtual ward patients

• Piloted an Acute Medical Virtual Ward during winter 2020/2021 (including the design and development 
of the IT infrastructure – via Community EMIS). This is no longer currently in place.

Supporting these developments is a strong appetite to work across team boundaries in Community; Acute 
and Primary Care and the proposals are designed to maximise the current resources and integrated 
structures already established.

3. Proposed Service Development

The Herefordshire and Worcestershire ICS have submitted their proposal to the Virtual Ward regional team 
for achieving this target number of beds with a model for virtual wards across the system which will blend 
both generalists and specialists in a multidisciplinary teams and drawn from all sectors. 

Acute Medical Virtual Ward

Milestone date Actual / expected total virtual 
ward capacity in 'beds'

Approximate patient volumes Net Staffed Bed Benefit

Apr-22 0 Please see assumptions in 4.3
Feb-22 10 72 per month 5
Apr-23 20 144 per month 5
Dec-23 20 144 per month tbc
Apr-24 40 (dependent on Y1 review) 288 per month 5
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Frailty Virtual Ward

Frailty Virtual Ward

The overall frailty patient cohort includes the following groups of patients

• falls
• increased frailty marker (Rockwood >4)
• exacerbation of respiratory condition
• functional decline and underlying infection resulting in functional decline
• increasing frailty markers.   

Admitted patients will be provided with an effective transition back out into the community with wrap around 
therapy support in their own home. This will allow safe discharge out of ED/Frailty Same Day Emergency 
Care (FSDEC) together with therapy input into FSDEC/ED to enable a multi-disciplinary assessment and an 
integrated approach with the existing community services.

Non–admitted patients who are at risk of admission will be provided with therapy assessment & intervention 
with access to ‘hot clinics’ for diagnostics and specialist geriatrician assessment and advice. They will then 
be returned back to the community services for continued assessment and support. The community based 
virtual ward will be bolstered to prevent the development of silos therefore, reducing duplication, improving 
consistency and increasing opportunity for increased inter-professional working. This reduces the risk of 
admission to a bedded ward and the further functional decline of the patient and reduces the need for 
admission to community hospital or spot beds. The anticipated average length of stay for these patients on 
this virtual ward will be seven days.

Acute Medical (SDEC)

This pathway includes all unplanned medical SDEC attendances and will have specific inclusion criteria 
namely the patient:

• has the capacity to consent and is self-caring or assisted
• requires virtual support
• has their NEWS2 scores known and acceptable to admitting consultant 

The exclusion criteria includes any of the following: 

• cognitive impairment.

The patient journey through the virtual ward begins when they are referred to the VW team from a referring 
clinician and all patients admitted will need an initial medical assessment and management plan either by the 
VW clinical team or a trusted referrer.

The ward will operate 24hrs a day 7 days/week with a daily clinical ward round and regular monitoring and 
calls from the VW team. Out of hours cover will be provided through designated member of the hospital at 
home nursing team.  

Milestone date Actual / expected total virtual 
ward capacity in 'beds'

Approximate patient volumes 
(per month)

Net Staffed Bed Benefit**

Apr-22 0 Please see assumptions in 4.3
Feb-23 5 18 per month 4
Apr-23 5 18 per month 4
Dec-23 10 36 per month 4
Apr-24 TBC TBC TBC
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Remote Monitoring

The current technology base being utilised to support virtual care focuses on two key developments across 
the ICS. Docobo is used across Care Homes and virtual wards together with the development of the ICS 
Shared Care Record and clinical portal. 

It needs to be noted that no commitment has been made yet to a specific remote monitoring plan. 

The two main limiting factors for the Trust in relation to remote monitoring are

• the long standing issue of connectivity and trials to explore options including 5G and satellite 
connecting have been undertaken. This learning is being shared with NHSE National colleagues to 
inform national policy developments and secondly

• timescales in agreeing and implementing an integrated solution between remote monitoring platforms 
and clinical systems.

Service Model and Roles within the Model

The above diagram sets out how the proposed model of service. The key roles to be played in this model 
are:

• The patient journey through the virtual ward begins when they are referred to the VW team by a 
referring clinician. The referring clinician details the patient’s demographics and provides an initial 
clinical referral for the VW to follow-up.  

• All patients admitted to the Acute Medical VW will need an initial medical assessment and 
management plan either by the VW clinical team or a trusted referrer

• Patients will be transferred to the VW, and they may then go home. This is where the VW follow up 
and management will begin. 

• The VW team will contact the patient following the referral being received to talk through the next 
stage of their care.

• The ward will operate 24 hrs/day 7 days/week with a daily clinical ward round and regular monitoring 
and calls from the VW team. This must include Out of hours cover.

• All VW patients will be given information leaflets including details of their care, and escalation 
pathways.  They will also be given a contact telephone number to call for any advice or support 
required.
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• In this context it is vital that we have well established protocols for the operation of this ward; including 
staffing needs, standards of care and access criteria to ensure only appropriate admissions are 
accepted.

• Specialty teams, should they wish to make use of the Virtual Ward, will need to nominate a Specialty 
lead consultant. The VW should provide capacity for patients who are anticipated to require ongoing 
short-term care that will allow the patient to go home and have virtual follow-up care.  The VW will 
encompass patients who are re transferred or referred from acute adult wards and also from the 
Emergency Department.  

• It is recognised that a small proportion of VW patients may escalate and need admission.
• The VW will operate from 24hrs a day 7 days a week. Out of hours cover 
• There will be a daily acute medicine consultant ward round where management plans are reviewed.
• There will be daily telephone calls to the patients (or more frequently if clinically required) to provide 

reassurance; discuss symptomatology, well-being and progress.

Roles within the Model

Source 
of staff

Clinical 
/Non 

Clinical
Band Job Title

Cumulative 
WTE 

01/04/22 - 
31/03/23

Roles and Responsibilities

new 
recruit

Clinical/ 
Registered Medical

Specialty 
Doctor - 
Acute Med

1.0

Daily clinical responsibility as per any normal in-
patient ward. This has now changed to a Middle 
Grade as the service is being refined, partly driven by 
ability to recruit.

new 
recruit

Clinical/ 
Registered Medical Consultant 

Geriatrician 0.5 Daily clinical responsibility as per any normal in-
patient ward.

new 
recruit

Clinical/ 
Registered Band 8a ACP 3

ACP 1.0 Urgent Community Response- Support 
management plan as directed by VW team in persons 
home. Provide advanced clinical skills and 
assessment skills where required. Attendance at  
daily VW MDT 

ACP 2.0 Acute Medicine – Daily clinical management 
of the VW patients; follow-up treatments; diagnostics; 
assessments, management plans. Main point of 
contact for referrals / escalations.

new 
recruit

Clinical/ 
Registered Band 6 Virtual Ward 

OoH 2.6

Overnight access point for patients on the virtual ward 
or healthcare professionals who respond to calls to 
patients on the virtual ward. 
Following agreed pathways and taking advice from 
senior clinical decision makers to ensure clinical care 
is safe out of hours and escalated in line with agreed 
pathways for deteriorating patients. 

new 
recruit Clinical Band 3

Community 
Support 
Workers

2.7

Provide support in patient’s home with tasks 
requested by VW team (venesection; clinical 
observations; equipment; therapy support). Update 
clinical records with results 

new 
recruit Clinical Band 6 Nursing 1.5

Deliver IV OPAT where required.
Supervise Band 3 CSW with escalation and 
monitoring

new 
recruit

Clinical/ 
Registered Band 8b Lead ACP 1

As per the Acute Medical ACP 8a for clinical aspect 
(assumed working 50/50). Additionally fulfils required 
Governance / Leadership role for this cross-Divisional 
service.

new 
recruit

Non-
Clinical Band 4 Admin 

Support 1.7

Responsible for all admin support to VW clinical 
teams and patient management implementation – 
SDEC/diagnostic service arrangements for example 
8/7.

   TOTAL 14  
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4. Option Appraisal and Selection

The service model as set out in this business case is the only option within the Virtual Wards proposal 
submitted and accepted by the ICS and the region. Additional funding may become available through the 
ICS if the expanded service results in the expected benefits being realised and the Trust is on course with 
its trajectory to open up and fill additional VW beds.

The Trust has been asked to recruit to the full establishment as set out in Appendix A and no further 
options are being set out in this business case. The Trust retains the ability to redeploy staff in similar areas 
if required given its ongoing vacancy levels. 

5. Assessment of Benefits

There will be a collaborative approach to the identification of benefits across all partners to define and 
identify benefits from the outset that are aligned to the objectives of each of the virtual wards. Benefits and 
metrics will be measured, tracked and reported on a regular basis within the ICS and Trust’s governance 
arrangements. There will be a learning and insight log that can be used to support further development of 
VW pathways and will capture both challenges and successes to share with regional colleagues. Benefits 
management will be supported by specialist teams in Midlands and Lancashire Commissioning Support 
Unit.

The specific benefits to the Trust are:

• Reduction in overnight stay resulting in improved operational CQI and clinical care
• Increased face to face SDEC capacity. 
• Increased use of virtual ward instead of SDEC attendances. 
• Increased options for clinicians faced with an acute care situation, supporting admission avoidance.  
• Predicted reduction in prolonged stay in ED 

The bed benefit set out in Table 1 in section 3 uses the nationally established method which calculates the 
net comparative ‘bed’ benefit of using workforce in a virtual ward compared to using workforce in a secondary 
care bed setting.

Baselines will be set to track improvements on the key performance indicators which will include reduction in 
length of stay and emergency admissions for patients with ambulatory care sensitive conditions. These have 
not been set or agreed by the national team yet but will be included in the performance dashboard.

Performance will be monitored through the Valuing Peoples Board on a monthly basis. Activity will be 
recorded on EMIS and reports generated accordingly. This will also need to be reported nationally every two 
weeks.

The service will undertake an evaluation at quarterly intervals and this will be reported through both the above 
Board and TMB.
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6. Financial Analysis

The staffing model for the development of virtual wards has been costed as follows: -

Changes since Trust Management Board (21st October 2022)
Acute Medicine 0.50wte Consultant changed to 1.00wte Specialty Doctor
2.00wte Band 8B Lead ACP’s reduced to 1.00wte to work across Community and Acute Medicine.
GP costs have been removed from the financial analysis but will be dependent on further development of the 
model and costs will need to be agreed and funded by the ICB once the final model is delivered.

Appendix A contains the breakdown of the staffing model for the development of the virtual wards. The 
proposal has assumed agency premium will only be required for the medical staffing in Acute Medicine and 
Geriatrics. All other staffing has been costed at substantive rates. 

The ICB Executive Leadership Team (ELT) have reviewed the WVT bid and approved it in principle (with the 
exception of the IT costs and Project Management). The financial values within the initial bid (less the IT and 
Project management costs) amounted to £263k for PYE 22/23 and £786k for FYE 23/24. These amounts 
have therefore been included in the above financial summary. 

However, as you can see from the above table, there is currently a deficit in the 2023/24 financial year 
amounting to £219k. Discussions are on-going with the ICB to determine whether or not they will fund this 
shortfall. 

Non Pay Costs
The following costs may occur when recruiting to new medical staffing posts. Unfortunately, as it is unknown 
who will be appointed as part of this business case in advance, an estimation cannot be included. A list of 
the various costs are as follows: -

• Any new consultants joining the Trust are entitled to a relocation allowance of £8k. 
• Any doctors recruited from overseas who require Certificates of Sponsorship (COS) will cost the Trust 

£3.2k on commencement and again 3 years after arrival assuming they are still in post. 
• Agency Placement Fees £10k

Other Potential Costs – to be determined / picked up by Divisions
• IT/Office Space – it is assumed A&E admin computers will be used to support, however, there may 

be a need for laptops for community workers.
• Travel costs for community workers – costs to be determined 
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Benefits/Potential Savings

There will be some savings, both cash releasing and non-cash releasing as shown in the following table.

The bed days saved is based on the proposed number of virtual ward beds outlined in Section 3. These are 
non-cash releasing benefits, which will improve productivity within the department in order to increase the 
throughput of patients. 

The agency premium savings are based on recruiting substantively to the 0.50wte Geriatrics consultant and 
1.00wte Acute Medicine Specialty Doctor. Until this substantive recruitment has taken place, the agency 
premium savings cannot be released. 

Funding beyond the project

From the 2024/25 financial year onwards, funding has not been agreed to continue and there is, therefore, a 
risk that the Trust will have to pick up this cost. There needs to be an evaluation point at the end of the 
2023/24 financial year due to the on-going financial risks to determine whether the project is: -

- Delivering value for money – For example how does the cost per bed day compare virtually versus 
physically

- Delivering the benefits shown in Section 3 above
- Still required or whether a dis-investment should be considered given the cost is £1.005m p.a. 

This will need to be a system wide agreement as in theory the virtual ward savings should pay for the project 
in the long run through improved patient flow and reductions in admissions. 

Capital

There are no capital costs associated with this business case. 

Income

No additional income is expected from this business case.

Financial Risks

- The Medical Agency Premium has been calculated based on £60/hour, there is a risk that the locums 
available to run the service may cost more than this putting more financial pressure on the Trust. 

- The shortfall of £219k in 2023/24 is not funded by the ICB – this will need to be funded by the Trust
- Funding from 2024/25 amounting to £1.005m onwards is not guaranteed from the system and, if the 

project continues, will need funding by the Trust.
- All posts within the costing, with the exception of consultants, are assumed to be substantive. There 

is a risk that agency staffing will be required whilst recruitment takes place creating additional costs 
for the Trust. 

- There is a risk the potential bed day savings do not happen as planned meaning productivity will not 
increase. At this point the Trust and ICS will need to agree whether or not to disinvest in the service.

- If the system decides to disinvest in the project in the future, staff will need to be redeployed into other 
areas/vacancies within the Trust.
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7. Critical Assumptions, Risk Assessment and Quality Impact Assessment

Risk Initial 
Rating

Mitigation Rating

The Trust cannot 
recruit to the posts in 
the teams

4 The Trust will seek to use 
existing resource as flexibly 
as it can prior to full 
establishment

3

Technology cannot be 
operationalised in time 
with staffing model to 
allow effective remote 
monitoring 

4 The Trust is linking in with the 
ICS to maximise remote 
monitoring options

Long standing 
connectivity and digital 
exclusion issues could 
prevent patients from 
the more rural areas 
from accessing the 
virtual wards

3 Alternative methods of 
delivery will be available 
and/or sufficient support 
(including voluntary sector) 
including the loan of devices 
and training if required.

3

Quality Impact Assessment will be completed prior to the virtual wards going live.

8. High Level Implementation Plan

Item Nov Dec Jan Feb Mar Apr May
Approve business case
Recruitment process
Approve detailed SOPs 
Approve QIA
Service commences
1st service evaluation

The detailed implementation plan is included in Appendix C.

9. Leadership and Workforce

There is a core VW Programme team that is a mix of WVT and ICS transformational resource working 
together to deliver VWs within the agreed timelines. There is an overall ICS Programme lead (Heather 
MacDonald) and the SRO for the Programme is the ICS Director of Digital Health and Infrastructure (Mike 
Emery). The ICS level governance arrangements are set out in Appendix B.
 
Whilst the ICS will support local delivery through the core programme team particularly by ensuring 
consistency and standardisation on approach, policies, and procedures where possible.
 
At WVT level the clinical leadership will be provided by Acute Medical Consultant and Geriatric Consultant. 
Reporting on VW development and benefits realisation will be made to the ICS steering group through a local 
Trust level delivery group.

10. Recommendations
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The Trust has been instructed to increase the number of virtual ward beds and ring fenced funding has been 
provided. Trust Board is asked to approve the investment to deliver the service as set out in this business 
case.
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Appendix A: Workforce plan and costs (with agency consultant recruitment)
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Appendix B: Programme Governance
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Appendix C – Project GANTT Chart

Appendix C - Project GANTT


No Sub 
Projects/ 

Workstream

Milestone (Bold) / Task Start Date End Date Actual End 
date

1 Agree funding 01/09/22 30/11/22
1 Agree ICS criteria for funding national 01/09/22 30/11/22
2 WVT business case to TMB 01/11/22 01/12/22
2 Finalise clinical pathway 01/11/22 30/11/22
1 Patient pathway 01/11/22 30/11/22
2 SOPs 01/11/22 31/12/22
3 Recruit to staffing model 20/09/22 03/02/23
1 Develop Job Desciptions 20/09/22 23/11/22
2 Ready on trac 20/09/22 30/11/22
3 Recruitment approval 26/09/22 31/10/22 31/10/22
4 Out to advert 03/10/22 30/11/22
5 Appoint 30/11/22 14/12/22
6 Commencement 30/01/23 03/02/23
7 Training / Induction 30/01/23 03/02/23
4 Complete remote monitoring framework 26/09/22 15/12/22
1 Define remote monitoring requirements 26/09/22 31/12/22
2 Develop onboarding procedure and materials 26/09/22 31/12/22
3 Define monitoring and escalation measures 26/09/22 30/11/22
4 Develop discharge crieria and procedures 26/09/22 30/09/22
5 Comms and Engagement 26/09/22 31/03/23
1 Identify stakeholders  (Healthwatch, CPF, social care, VCS, primary care, community)26/09/22 05/12/22
2 Stakeholder engagement 26/09/22 31/03/23
3 Progress Report to 1HP (4-weekly from 13/9) 26/09/22 31/03/23
4 Feedback clinical model to CPF when required (tbc) 26/09/22 31/03/24

Ongoing patient feedback (experience and outcomes) 12/12/22 31/03/24
6 Sitrep report development 29/09/22 06/11/22 06/11/22
1 Agree data requirements 26/09/22 31/12/22
2 Develop collection methods 26/09/22 30/11/22
7 Complete Impact Assessments 30/09/22 31/12/22
1 QIA 30/09/22 31/12/22
2 EIA 30/09/22 31/12/22
8 Set up project group and meetings 30/09/22 01/11/22 01/11/22
1 Agree representation 30/09/22 01/11/22 01/11/22
2 Terms of reference, agendas, calendar 30/09/22 14/10/22
3 First meeting 17/10/22 03/11/22 03/11/22
9 Go live with first patients 01/02/23 28/02/23
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Report to: Public Board
Date of Meeting: 01/12/2022
Title of Report: Safer Staffing Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Quality Committee
Lead Executive Director: Chief Nursing Officer
Author: Emma Smith Associate Chief Nursing Officer
Documents covered by this 
report:

Click or tap here to enter text.

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

The staffing position has now stabilised and in large is due to reduced sickness and increasing agency fill.  The 
revised rate cards for the new contract although early days are having a positive impact on agency expenditure 
and Thornbury use.  Further work through the NARP programme is required to focus on reducing volume too.  I 
am concerned about the continued low level of fill for health care assistants.

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.  The following should be 
noted:

• The rate of patients admitted with COVID 19 has continued to decrease throughout October and 
November 2022. 

• During October 2022, we has a number of closed bays on wards and closed wards due to infection 
outbreaks. 

• During this reporting period, ED has continued to see large numbers of attendances on a daily basis. 
And Escalation areas have been open overnight.

• The Medical Escalation Ward has been open during this period. 
• Day case Unit has been used at times to accommodate medical outlying patients.
• Leominster community hospital has additional beds open.
• Over recent weeks, we have seen as many as 50 medical outliers in surgical beds, given this a ward 

reconfiguration has been proposed, that will allow an increase in medical beds, this proposal was 
discussed at Trust Management Board in November 2022.

Fill Rate Data 

 Day Night  
 RN Fill HCA Fill RN Fill HCA Fill Overall (Actual) CHPPD

Primrose Unit 141.0% 57.6% 119.4% 80.5% 8.2
Maternity Ward 82.1% 79.0% 74.2% 75.8% 4.8
Children's Ward 142.1% 94.8% 100.0% 90.3% 11.5

Lugg Ward 99.4% 74.4% 102.2% 98.7% 5.4
Wye Ward 120.1% 68.4% 90.4% 87.8% 6.8

Cardiac Care Unit 101.3% 88.5% 100.0% 87.1% 11.5
Leominster Community Hospital 119.4% 90.4% 126.2% 114.6% 6.2
Bromyard Community Hospital 114.0% 109.5% 101.9% 154.4% 8.2

Ross Community Hospital 102.0% 88.1% 113.3% 106.7% 5.9
Teme Ward 88.2% 67.2% 100.0% 66.5% 7.9

Redbrook Ward 98.7% 91.3% 102.5% 100.0% 6.7
Special Baby Care Unit 77.9% - 96.9% - 15.3

Intensive Care Unit 100.3% - 86.8% - 24.5
Gilwern Ward 104.5% 57.3% 77.4% 53.7% 9.9

Acute Medical Unit 117.7% 61.8% 85.4% 104.1% 7.0
Ashgrove Ward 117.6% 64.0% 103.2% 104.3% 6.6
Dinmore Ward 115.2% 67.5% 98.9% 99.0% 6.2
Garway Ward 124.9% 73.2% 114.0% 96.8% 7.6
Frome Ward 104.3% 85.1% 123.8% 97.5% 6.7
Arrow Ward 117.8% 67.6% 131.3% 77.2% 6.9

Analysis of Fill Rate Data 

The supply provided by the master vender agency has been stable over the last 2 months, meaning that fill 
rates across wards for trained staff are good. As can be seen in the table above, there are a several ward 
areas that are above the 100% fill rate level:-

• Primrose Ward – OSCE nurses qualified, requiring supernumerary time to undertake medication 
competencies, utilised instead of HCA staff.

• Children’s ward – Due to high acuity patients, and several patients requiring RMN support.
• Wye Ward – Due to high patient dependency, RMN requirement.
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• Leominster Community Hospital – Increased bed numbers during the time period requiring 
additional staff

• Bromyard Community Hospital – Increased patient dependency requiring additional staffing
• Frailty Wards  – Due to high patient acuity and dependency.
• Frome Ward – Over establishment at night due to high patient acuity and direct ED admissions.
• Arrow Ward – Due to number of patients requiring non-invasive ventilation (NIV).

A presentation was made to Quality Committee last week which included the recent acuity and dependency 
data from the most recent audit period and benchmarking of staffing ratios across George Eliot, Wye Valley, 
South Warwickshire and Worcester Acute Hospital.

Agency

Temporary workforce use and spend is captured in the graphs below.  As a whole, the Trust had an over 
establishment of 48.63WTE in October. The over establishment is largely driven by escalation and additional 
capacity, in total across ED, Daycase and Medical Escalation Ward alone we utilised approximately 54 WTE 
temporary staff.

ED continues to be the clinical area utilising the most bank and agency nurses (50.05WTE), the second highest 
area for temporary staffing usage is within the Community Hospital settings (33.92 WTE), across the three 
community sites. 

In September and October 2022, Thornbury Nurse Agency spend has continued to decrease. In October, we 
saw the lowest monthly cost for Thornbury usage for the whole year. The highest use of Thornbury nurses 
remains within specialist areas, including ICU, Children’s Ward and SCBU.

Overall establishment

Agency and bank spend

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 1660.08 1661.75

Bank 91.11 95.66 99.24 101.27 108.44 102.91 106.73
Agency 150.32 165.99 151.64 146.07 157.26 137.75 142.36
Substantive and Overtime 1433.94 1423.09 1411.29 1412.71 1427.40 1434.90 1461.29
Subtotal 1675.37 1684.74 1662.17 1660.05 1693.10 1675.56 1710.38

Under/(Over) Establishment (8.82) (41.39) 12.45 22.68 (23.23) (15.48) (48.63)
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Thornbury use
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Report to: Public Board
Date of Meeting: 01/12/2022
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

Since the last Board, we have continued to support users with Inpatient Clinical Noting, and I am pleased 
to report that we have now gone live with Outpatient Clinical Noting, two key programme milestones as 
part of our GDE programme.    My thanks to our Programme Director and the whole team for their 
commitment to delivering this key programme.

Work continues to optimise and support users to realise the benefits of our significant investment in 
digital maturity.  Ongoing uncertainty over future funding streams to support our digital strategy remains a 
concern and we are working closely with system partners and the region.

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

EPR Phase 2 Implementation December 2022 Y G A

GDE Integration 
(Allergies, labs, 
VTE)

Development March 2023 Y A Y

GP Order Comms Development December 2022 Y Y Y
Endoscopy Implementation October 2022 N G G
e-Rostering Development July 2023 N G G
Voice Recognition Pilot Pilot Assessment October 2022 Y G G

Clinical 
Systems

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 Outpatient clinical noting is now live, meaning that the original scope of the GDE programme 

has been achieved. We have reviewed programme budget to ensure the final stages of the 
programme can be delivered, though this is partially dependent on external funding.

Note G

BAU Service Re-
design

Ring fenced roles and senior placements have now taken place. Interviews are underway for 
the final vacancies. Following that adverts will be launched externally for vacant roles. Note G

Integration Delays to suppliers agreeing final items for patient in context link, including API’s and test 
environment. This has resulted in a delay to the start of test activity.  There is a potential 
impact on resource costs which are being monitored.

Issue A

GP Order Comms Test bed delayed by supplier, meaning that testing now cannot take place ahead of 
Christmas. HMG have requested testing starts from 1st February, but negotiations are 
ongoing. Potential impact on resource costs which are being monitored.

Issue Y

Voice Recognition A pilot assessment has been carried out and a recommendation has been made, subject to 
endorsement. A full voice recognition project is now being scoped. Note G

Project RAG Key
(G) No risk to delivery

Project on Track

(Y) Minimal risk to delivery
Awareness of risks to delivery being 
managed

(A) Reasonable risk to delivery
Action defined and has/is being taken to 
ensure delivery.

(B) Serious risk to delivery
Action undefined but required to ensure 
delivery.

(R) Extreme risk to delivery
Delivery of Project compromised. 
Decisive action required.
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Programme Financial Health Check
The table below shows the capital position, on digital schemes, for September 2022

The YTD September expenditure is 58% of the annual plan value. The majority of the expenditure has been on EPR and relates to pay costs for the project.

The table below shows the interim allocation of £2.053m for digital schemes. It also references the amounts which were previously considered during planning but 
which do not currently have capital funding.
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Place based Strategy Projects
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Project Stage Key activity

Digital Pathology Development Final technical testing completed and system formally accepted by users.  Clinical validation 
phase now underway. 

Video Consultations Business as Usual Discussions over BAU handover ongoing. Reviewing strategy to expand usage within the Trust.
Remote Monitoring Scoping Requirements and funding are being explored.
Advice and Guidance Scoping Requirements and funding are being explored.
Virtual Wards Scoping A Business Case was approved by TMB on the 21st October.  Monitoring any digital requirements.

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 December.

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 Frontline Digitisation bid has been submitted for £3.750m. The proposal includes the ED system replacement, EPR optimisation and expansion 

along with Single Sign on and Virtual Desktop. There is a risk that the Trust will not be awarded the full amount, and funding will be weighted 
towards spend in this financial year.  A reduced award would prevent delivery of the 3 key programmes previously noted to the scale and pace 
required. This is being monitored and the team are closely engaging with NHSD and ICB to manage. 
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Report to: Public Board
Date of Meeting: 1st December 2022
Title of Report: Integrated Energy Solution - Update
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: N/A
Lead Executive Director: Chief Strategy Officer
Author: Alan Dawson, Chief Strategy and Planning Officer
Documents covered by this 
report:

Integrated Energy Solution - Update

1.  Purpose of the report
For information only:
The Department for Business, Energy and Industrial Strategy (BEIS) has made funding available to 
enable Salix Finance to provide Wye Valley NHS Trust with a grant of up to £20,196,977.00 to assist in 
carrying out a Low Carbon Heating Project – further detail is available in the attachment.  The Trust was 
required to respond by 19 October 2022 and Board approval was sought successfully for signing the 
Grant Offer Letter and accepting the Salix grant.  

2. Recommendation(s)
Members are asked to note the update only as Board approval to receive the grant was obtained offline 
in October

3. Executive Director Opinion1

Approval has already been gained to receive the grant and this paper has come to board for information 
only. This does not commit the Trust to any expenditure at this stage, for which an updated business 
case will come to the Board for approval in 2023 once Centrica’s investment Grade Audit is complete

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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INVESTMENT CASE

Title: Integrated Energy Solution (Updated) 
Ref. No. WVTBC0060b
Author: Mark Thomas, Capital Projects Manager
Executive Sponsor: Alan Dawson, Chief Strategy and Planning Officer
Date: October 2022

1. Introduction and Background Information

Aim

The aim of this business case update is to inform the Board of the progress being made 
towards achieving zero carbon emissions at the County Hospital site and to request support 
for the acceptance of grant funding of just over £20m from Salix.

Introduction

The Integrated Energy Solution (IES) business case WVTBC0060 first came to the Trust 
Management Board (TMB) on 3rd March 2020 and TMB approved that Centrica be chosen as 
its preferred contractor to  help the Trust achieve Net Zero carbon emissions by 2040. Detailed 
work was then undertaken by Centrica leading to the development of an Investment Grade 
Proposal (IGP) identifying energy conserving measures to be introduced to reduce carbon 
emissions on site.

An updated business case (WVTBC0060a) was presented to Private Board on 5th March 2021 
recommending the Board approve the IGP and approve the signing of a contract with Centrica. 
The Trust Board instructed the delivery of Phase One of the IES project utilising the PSDS 
wave one Salix grant funding and to be completed as detailed in the Addendum to the IGP. 
The Trust Board further approved Phase Two of the project being completed contingent on 
the second Salix Grant Fund Application being successful when submitted.
Wave one has now been substantially completed and is saving 590 tonnes of carbon 
emissions per year and over £90k in electricity charges. Completion of PSDS3a will save a 
further 3111 carbon tonnes per year removing the dependence on fossil fuels to heat the PFI 
building but will increase electricity charges.

2. Public Sector Decarbonisation Scheme 3 (PSDS3a)

In September 2021 Salix announced PSDS3a - a second wave of grant monies available for 
application for decarbonisation projects.  The application portal opened in October 6th 2021 
and the Trust submitted a detailed application for £22.1m grant funding on 11th October 2021.  
This application was approved but PSDS3a was oversubscribed and the grant funds were not 
available. 
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In August 2022 the Trust was notified that this situation had changed – PSDS3a funds had 
become available again. Following a technical review and assessment of cost changes in the 
intervening period, a revised PSDS3a application of £20,196,977 was submitted to Salix and 
this has been accepted.

Salix have asked the Trust to confirm their acceptance of the grant through a signed letter by 
the 15th October.

3. Proposed Capital Development

IES Phase Two (PSDS3a) consists of completing the design originally planned for Phase One 
(PSDS1) – extending the ground array, drilling 67 further boreholes, installing a combination 
of ground source heat pumps, installing air source heat pumps, and removing the gas fired 
boilers from the PFI building. A big step towards achieving the Trust’s goal of Net Zero Carbon. 
The County Hospital will be nearly fossil fuel free and almost at Net Zero Carbon energy upon 
completion.

Figure 1: Net Zero Carbon Strategy

4. Service Issues

The second ground array is proposed for the visitor car parks at the front of the hospital. A 
programme of works is being developed with the contractor to minimise loss of spaces for 
visitor parking. It is likely that the helipad will need to be moved off site temporarily for part or 
all of the drilling period.
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5. Accounting Treatment

Accounting for the second phase of the IES scheme will follow the same process as the first.  
The 2021/22 notes to the accounts describe the accounting treatment in detail.  Put simply the 
accounting treatment is as follows:

1. The value of the scheme is capitalised and added to the Statement of Financial 
Position (SoFP) as a tangible asset on completion of the scheme.

2. The capitalised value will be subject to depreciation over the life of the asset 
(deemed to be the length of the contract) with charges to future years Statement of 
Consolidated Income (SoCI) on a straight line basis.

3. The income received from SALIX to fund the scheme is treated as a Government 
grant and is recognised at the time the asset is capitalised.  Income is recorded on 
the SoCI for the full value of the project.

4. Grant funding capital schemes are treated the same way as assets funded from 
donated assets.  The capital cost of the scheme is offset by grants or donations prior 
to being a charge to Capital Departmental Expenditure Limit (CDEL).  In the case of 
IES2, the full value of the scheme is funded by SALIX and therefore there is no 
charge to CDEL.

From a reporting perspective, the SoCI recognises income from grant-funded sources within 
the operating surplus/deficit from continuing operations, but the impact of government grants 
and donations is removed to arrive at the adjusted financial performance on a control total 
basis.

6. Contract Variation

The contract currently in place with Centrica needs to be varied to include the additional works 
and energy performance targets agreed during the grant application process. This will be 
outlined in the updated business case.

7. Risk Assessment

The wave two project will take the learning points from wave one and as such operational risks 
will be mitigated with the detailed design connecting the technologies to the hospital 
infrastructure. Failure to submit the acceptance of the Grant Offer Letter represents the biggest 
risk to the project at this stage. The immediate risks are detailed in the table overleaf.
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Figure 2: Risk Assessment Table

8. Implementation Timeline

PSDS3a works are in the process of being programmed. The completion date to the project 
is set by Salix as being March 2025. The current overall programme sees an order placed with 
Centrica in January 2023 and work commencing in February/March 2023.

An updated business case is required by NHSE in order to proceed with the scheme. NHSE 
have suggested that the scheme be split into two business cases to bring the value under the 
£15m approval threshold. The cases are being developed with Centrica currently and will be 
brought to the Trust Board meeting for approval in early 2023. The NHSE approval timescale 
is unclear currently but it is not expected to be elongated as the grant has been awarded 
through a bid process.

9. Leadership and Workforce

Management of this project will be through a project board comprising of the Estates Capital 
Project Management, Technical Management team, Finance, Health and Safety, Fire Safety, 
Security, MHL, Sodexo and Centrica. Progress against project milestones will be reported 
through the OPE Project Board.

Management and maintenance of the Integrated Energy Solution when installed will be 
provided and guaranteed by the contractor as part of the current contract package. All other 
maintenance will be through the PFI contract.

Risk Impact
Probability 

(1-5)
Impact         

(1-5)
Risk Rating  

(1-25) Mitigation
Probability 

(1-5)
Impact         

(1-5)
Risk Rating  

(1-25) Risk Owner

Failure to submit 
Grant Offer Letter 
acceptance to SALIX

Failure to submit will 
mean the Trust will 
not benefit from the 
SALIX funding 3 5 15

Seek Board approval 
to sign acceptance of 
the grant offer before 
deadline 2 4 8 Project Manager

Detailed design 
identifies 
infrastructure 
problems not 
foreseen in the bid 
application process

Cost profile of Phase 
2 will be advresely 
affected with 
reduced carbon 
savings realised 
during the contract 
period 3 3 9

Early Contractor 
Involvement and 
detailed design will 
determine the project 
costs 1 3 3 Project Manager

The Trust chhoses 
not to proceed with 
the project

Failure to proceed 
will incur an 'abortive 
cost' of £100k 3 3 9

The carbon savings 
make a compelling 
argument to proceed 
with the project 1 3 3 Project Manager

Planning permission 
not granted by 
Herefordshire 
Council

The project could 
incur additional costs 
and the completion 
date could be 
affected 2 3 6

Work with the Council 
at every level to 
ensure that planning 
permission is 
approved 1 2 2 Project Manager

Energy Centre 
location not agreed

The project could 
incur additional costs 
and the completion 
date could be 
affected 3 4 12

The energy centre can 
be constructed on a 
number of sites 
subject to contractor 
design proposals and 
an options appraisal 
process 2 3 6 Project Manager

Prior to Mitigation Post Mitigation
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10.Approval

At this stage Board approval is sought for signing the Grant Offer Letter and accepting the 
Salix grant of £ 20,196,977. This does not commit the Trust to any expenditure at this stage 
as an updated business case will come to the Board for approval in 2023. The approval sought 
is to accept the grant only.
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Report to: Public Board
Date of Meeting: 01/12/2022
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 October 10, 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

2-Hour Community Response

The following key points were highlighted:

• Capacity and demand planning has been completed. 
• When comparing the data against Worcestershire, it has prompted the question whether 

Herefordshire is providing best VFM.  Currently, referrals are being counted differently in 
Herefordshire to Worcestershire. Herefordshire numbers only include those triaged by the clinical 
decision maker as needing critical 2 hour response, which is approximately 25 percent of those 
referred in to the hub.  Worcestershire include ALL referrals in their data.  A workshop is due to 
take place on 25 October 22 to review the referral mapping process, to be clear about what the 
service provides and to demonstrate VFM.  As all of the team are operational, dedicated project 
support is being sought to help with the review.

• The Ledbury quality improvement project has increased enablement and improved length of stay. 
This is really encouraging. 

• The opportunities for co-location were discussed but it was noted that the single point of access 
work needs to progress first.   

Discharge to assess

The following key points were highlighted:

• Point prevalence took place on 23 September 22. Updates on the outcomes are awaited. 
• Out of County delays have improved slightly and measures are in place to ease conveyance 

pressure. There has been a great improvement in the responsiveness of Powys. 
• Strategic discussions have commenced with partners to consider the modelling and future of 

D2A. 
• Engagement with Hoople on reporting and communication continues.  Hoople will provide a 

monthly update on Home First recruitment. 
• Discharge Co-ordinators have now commenced roles in the acute. 
• 100 day discharge plans will be completed by 17 October 22. This is then fed back via the 

integrated discharge programme. 

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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• There is some concern over the capacity of the home care provider market; the recruitment drive 
continues. 

• The first draft of the dashboard is now completed but is still being refined to maximise its use 
when informing longer term planning. 

Community Mental Health

In addition to the report provided by the Community Mental Health Transformation Programme, 
Herefordshire and Worcestershire Health and Care highlighted the following:

• Stable staffing levels have been reached for the first time which is very encouraging. The vacancy 
rate stands at 12 percent. Post CMHT implementation, additional funding and significant increase 
to resources had been received. With the addition of Mental Health Wellbeing Practitioners, the 
total whole time equivalent staff is now 54. Recruitment was done via tailored adverts, working 
alongside colleagues in NHSE who volunteered to offer some capacity around lessons learned. 
Word of mouth recommendations have also been strong in Herefordshire, bringing people from 
Gloucestershire, Wales and Shropshire.  

• Waiting times are improving. In February 50-60 percent of patients were seen within 4 weeks 
which has now improved to 70 percent, with some teams at 80- 86 percent. Within next 3 months 
it is hoped to hit the 90 percent target. 

• Teams are providing personalised support to locality teams via an effective triage system.  A 
similar model is being considered for Worcestershire. 

• Current priorities: 
o To retain staff and provide support
o To develop robust processes and have peer support with an enhanced model going 

forward 
o To keep reducing waiting times. 
o Collect feedback on interventions delivered and develop routine patient outcome 

measures. 
• Work continues with primary care and support would be welcomed with shaping the offer to help 

individual PCNs meet their priorities. 
• Finding suitable accommodation in Hereford City was proving challenging and ideas were sought 

for better use of public estates.  
• There was an aspiration to develop a partnership with the voluntary sector. 
• Future reports were to include more metrics to improve analysis of performance.
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4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:

Quality Improvement
☐ Improve the experience of patients receiving 
care by improving our clinical communication
☐ Improve patient safety through implementing 
change as we learn from incidents and 
complaints across our system
☐ Reduce waiting times for diagnostics, 
elective and cancer care
☐ Develop a new integrated model for urgent 
care in Herefordshire improving access times 
and reducing demand for hospital care

Integration
☒ Make care at home the default by utilising 
our Community Integrated Response Hub to 
access a range of community responses that 
routinely meets demand on the day

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

☒ Improve quality and value for money of 
services by making a step change increase in 
the range of contracts that are devolved to the 
One Herefordshire Partnership

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

Sustainability
☐ Create sufficient Covid-safe operating 
capacity by delivering plans for an ambulatory 
elective surgical hub
☐ Stop adding paper to medical records in all 
care settings
☐ Reduce carbon emissions by delivering our 
Green Plan to reduce energy consumption and 
reduce the impact of the supply chain
☐ Increase elective productivity by making 
every referral count, empowering patients and 
reducing waste

Workforce and Leadership
☐ Improve recruitment, retention and 
employment opportunities by taking an 
integrated approach to support worker 
development across health and care
☐ Develop our managers’ skills and system 
leadership capability
☐ Continue to improve our support for staff 
health and wellbeing and respond to the staff 
survey
☐ Further develop place based leadership and 
governance through the one Herefordshire 
Partnership and Integrated Care Executive
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Report to: Public Board
Date of Meeting: 01/12/2022
Title of Report: Quality Committee 29 September 2022 Summary Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: N/A
Lead Executive Director: Chief Nursing Officer
Author: Richard Humphries NED and Acting 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)
As above

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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Cancer Patient Experience Survey
The Committee received a report on the results of this survey of day case cancer patients over the 
age of 16 at the Trust. We performed well, with a lot of scores above national levels.  Covid 
restrictions meant we performed less well in breast and skin cases. Provision of information to 
patients also requires more attention. Overall we need to raise our ambition and in the next report 
compare data with performance in previous years.

Research & Development
The recently appointed R & D reported that Trials are in a good position with twenty-two trials open 
with most over recruited. We are behind in four trials, only two we are concerned about

The Research Strategy is being reviewed as this is due for renewal early next year. We want to 
ensure that every department in the Trust is involved in research and ensuring good practice

Cleanliness Report – Deep Dive
The Lead Infection Prevention Nurse (LIPN) and the Cleanliness Committee Chair presented the 
Cleanliness Report presented the latest report. This covered the new national Cleanliness Standards 
introduced in April 2021 since when star ratings have been based on cleaning input only. From April 
2022 the stars are based on the average score of cleaning input, clinical equipment cleans and 
estates issues.  Due to estates backlog maintenance, we have seen a deterioration in our star 
ratings. A lot of work is needed to support staff to explain the changes in audits and scoring. Changes 
to the treatment of Estate issue should see improved scores in the next quarter. The National 
Standards and how are they are displayed is not straightforward and have the potential to cause 
public concern about cleanliness. To help maintain a grip on these issues the Committee agreed it 
should continue to receive a quarterly report and engage with patient/user groups on how they can 
be helped to understand the cleanliness ratings.

Quality Priority - Mortality Report
We continue to be in much the same position, with a slight decrease in our mortality statistics by one 
point, comparing well with our Foundation Group peers. Crude mortality remains reassuringly low. 
The report included actions underway to further reduce rates in specific areas.  Mortality reviews are 
going well with virtually all hospital deaths now being reviewed, with a tracker behind all of these 
reviews.

Perinatal Quality Surveillance Model
The CNOs report highlighted an expected rise in births from 137 in July to 150 in August.  Induction 
rates fell over the same period and there were no stillbirths or neonatal deaths. Robson Groups 1, 
2 and 5 are improving but are all above standard. There have been improvements in the midwifery 
workforce and there are no Consultant gaps on the rota. 

Divisional Report – Integrated Care
There were no major concerns reported.

Divisional Report – Clinical Support
There has been no significant increase or decrease in the number or severity of incidents. However, 
there is concern over the number of overdue incidents, many of which sit with Radiology. There are 
plans in place to address these within the next quarter. It is believed that many are already resolved 
and just need closing down on Datix. 

Quality Indicators Report
A number of issues were discussed including a visit by the Health Service Investigation Branch 
(HSIB) regarding nutrition as part of a national review and in response to a previously discussed SI. 
They were impressed with the MDT working and arrangements we have put in place since the 
incident.  We continue to focus on antibiotic stewardship as we remain an extreme outlier on C-Diff. 
We need to do more work on understanding actual complaint times.
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Safer Staffing Report
The Committee discussed why some fill rates regularly exceed 100%; the number of complex child 
cases requiring additional staffing and complex patients needing more support on Dinmore and 
Garway wards; a full establishment review, benchmarking and quality audits are underway; actions 
to reduce our reliance on agency staff continues to be a key focus; a piece of work is ongoing around 
Worcestershire Health and Community Care regarding Registered Mental Health Nurse usage (we 
are over reliant on these staff with very few available).

Patient Experience Quarterly Report
The Committee discussed particular concerns about the rising number of complaints and how these 
are being dealt with, including overdue complaints and responding to timescales. A number of 
actions are in place to address these issues. On a positive note, we are seeing less “come backs”, 
i.e. more questions raised following the complaint response. We are getting things right first time.

Clinical Effectiveness and Audit Committee Summary Report
This report was received and noted, including good progress towards the MUST scores in relation 
to pressure ulcers.

Serious Incident Report
The Committee were updated on recent serious incidents. Work is being done on falls, including a 
review of our Falls Panel and a cluster review. 

National Patient Strategy – Two Patient Safety Partners have been recruited from our volunteer 
workforce.
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SOUTH WARWICKSHIRE UNIVERSITY NHS FOUNDATION TRUST (SWFT) 
GEORGE ELIOT HOSPITAL NHS TRUST (GEH) 

WYE VALLEY NHS TRUST (WVT) 
 

Minutes of the Public Foundation Group Boards Meeting 
Held on Wednesday 2 November 2022 at 1.30pm via Microsoft Teams 

In Parallel with George Eliot Hospital NHS Trust (GEH) and  
South Warwickshire University NHS Foundation Trust (SWFT) 

 
Present:   
Russell Hardy 
Glen Burley   
Andrew Cottom  
Lucy Flanagan  
Jane Ives 
David Mowbray  
Katie Osmond 
Nicola Twigg 

(RH) 
(GB) 
(ACo) 
(LF) 
(JI) 
(DM) 
(KO) 
(NT) 

Group Chairman  
Group Chief Executive  
Non-Executive Director (NED) WVT 
Chief Nursing Officer WVT 
Managing Director WVT 
Chief Medical Officer SWFT/WVT 
Chief Finance Officer WVT 
NED WVT 

    
In attendance: 
WVT: 
Jon Burnett  
Alan Dawson 
Geoffrey Etule 
Erica Hermon 
 
Ian James 
Frances Martin 
Frank Myers 
Andrew Parker 
Amie Symes 
 
SWFT:  
Varadarajan Baskar 
Yasmin Becker 
Lorrain Cardill 
Sarah Collett 
Anne Coyle  
Phil Gilbert 
Sophie Gilkes   
Paramjit Gill  
Rosemary Hyde 
Sara Lee 
 
Kim Li  
Sarah Moppett  
Gertie Nic Philib  
Simon Page  
Mary Powell 
David Spraggett 
Sue Whelan Tracy 
 
GEH: 
David Eltringham  
Catherine Free  
Natalie Green 

 
 
(JB) 
(AD) 
(GE) 
(EH) 
 
(IJ) 
(FM) 
(FMy) 
(AP) 
(AS) 
 
 
(VB) 
(YB) 
(LC) 
(SC) 
(AC) 
(PG) 
(SG) 
(PGi) 
(RHy) 
(SL) 
 
(KL) 
(SM) 
(GNP) 
(SP) 
(MP) 
(DS) 
(SWT) 
 
 
(DE) 
(CF) 
(NG) 

 
 
Head of Communications WVT 
Chief Strategy and Planning Officer WVT 
Chief People Officer WVT 
Associate Director of Corporate Governance and Company Secretary 
WVT 
ANED WVT 
ANED WVT 
ANED WVT 
Chief Operating Officer WVT 
Associate Director of Midwifery WVT (present for Minute 22.021)  
 
 
Operational Chief Medical Officer SWFT 
NED SWFT 
Director of Midwifery SWFT/GEH (present for Minute 22.021) 
Trust Secretary SWFT/GEH 
Managing Director SWFT 
NED SWFT 
Chief Strategy Officer (SWFT) 
Nominated NED SWFT  
NED SWFT 
Associate Chief Operating Officer SWFT (Deputising for Chief 
Operating Officer SWFT) 
Chief Finance Officer SWFT 
Chief Nursing Officer SWFT 
Chief People Officer SWFT/GEH 
NED SWFT 
Head of Strategic Communications SWFT 
NED SWFT  
NED SWFT 
 
 
Managing Director GEH 
Chief Medical Officer GEH 
Chief Nursing Officer GEH 
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Julie Houlder 
Simone Jordan  
Haq Khan 
Rosie Kneafsey  
Anil Majithia  
Jenni Northcote 
Sarah Raistrick 
Robin Snead 
James Turner  
Umar Zamman 
 
Foundation Group:   

(JH) 
(SJ) 
(HK) 
(RK) 
(AM) 
(JN) 
(SR) 
(RS) 
(JT) 
(UZ) 

NED GEH 
NED GEH 
NED GEH 
Associate Non-Executive Director (ANED) GEH  
NED GEH 
Chief Strategy Officer GEH 
NED GEH 
Chief Operating Officer GEH 
Head of Communications GEH 
NED GEH 

Chelsea Ireland 
David Moon  

(CI) 
(DMo) 
 

Foundation Group EA (Board Administrator) 
Group Strategic Financial Advisor  

There were eight SWFT Governors also in attendance 
 

MINUTE  ACTION 
22.014 
 

APOLOGIES FOR ABSENCE 
 
Apologies for absence were received from Richard Colley, (SWFT) NED, Becky 
Hale, Chief Commissioning Officer (SWFT) and Harkamal Heran, Chief 
Operating Officer (SWFT). 
 
Resolved – that the position be noted. 
 

 

22.015 DECLARATIONS OF INTEREST 
 
There were no declarations of interest.  
 
Resolved – that the position be noted. 
 

 

22.016 NEW TO FOLLOW UP RATIOS AND ELECTIVE CANCELLATIONS 
UPDATE 
 
The Chief Operating Officer at WVT presented an update on New to Follow Up 
Ratios and Elective Cancellations. He presented the initial analysis which 
identified three key areas to focus on further, these were General Surgery, 
Ophthalmology and Respiratory. The Chief Operating Officer at WVT explained 
that the General Managers for the relevant services across the Group had met 
and discussed the data in more detail and were able to pull out key themes.  
 
The Chief Operating Officer at WVT advised the Foundation Group Boards that 
General Surgery data needed more work to be done to ensure like-for-like data 
was being recorded, as GEH data included Pre-Operative Assessment, but this 
was not included in SWFT and WVT data. He added that there were 
opportunities for improvement within subspecialties in Ophthalmology, and 
Respiratory consultants at WVT were predominantly ward based which was 
leading to an increase in Nurse and Physiologist led follow up clinics. Improving 
on the day cancellations at WVT was another key focus area. The Chief 
Operating Officer at WVT explained that the General Managers for 
Ophthalmology were going to gather and refine pathway level data, to ensure 
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MINUTE  ACTION 

a consistent definition of clinic type across each of the three Trusts. He advised 
that the WVT respiratory data was going to be investigated for the last three 
months to try and improve the Respiratory follow up clinics.  WVT was going to 
look at SWFT’s robust process for on the day cancellations to see whether this 
could be mirrored at WVT.  
 
The Pre-Operative Assessment process was also reviewed during a WVT site 
visit to SWFT in September 2022. The Chief Operating Officer at WVT 
commented that the culture and productivity at SWFT led by the clinical lead 
was something to try and establish at WVT and this would be monitored through 
the individual workstreams and the Productivity Board. The key next steps for 
the Foundation Group Operational Teams were to continue to share best 
practice and learning across several areas which included, expanding mutual 
aid, productivity benchmarking across Theatres and Outpatients, and the 100 
Day Discharge Challenge. The Chief Operating Officer at WVT explained that 
to support the continued shared learning, an Operational Teams Forum had 
been created across the Foundation Group.  
 
The Group Chairman invited questions and perspectives, and of particular note 
were the following points.  
 
The Chief Medical Officer at SWFT and WVT commented how pleased he was 
to see an openness and willingness to learn from others.  
 
Mrs Houlder (NED, GEH) queried what it would mean for waiting lists and the 
patient’s experience if the average percentage was met and delivered. She also 
sought assurance on who would make the decision to cancel a patient’s follow 
up appointment if the decision was made to reduce the number of follow up 
appointments provided, and how this would be communicated to patients. The 
Chief Operating Officer at WVT explained that achieving the average 
percentage would ultimately reduce waiting list times, and there were 
opportunities to do this by reducing follow ups, which would open availability 
for new patients. He advised that there was not a common approach across 
the Foundation Group regarding communication to patients but advised that the 
Chief Operating Officers were working together to ensure a uniformed 
approach. The Group Chief Executive added that informing patients that they 
did not need a follow up appointment would result in confidence building for the 
patient that they could manage their own conditions but provide advise on how 
to seek help if required.  
 
Mrs Whelan Tracy (NED, SWFT) highlighted the cancellations data for 
operations, and queried whether there was the same number of operations 
happening in 2022/23 that there was in 2019/20 due to some Trusts having 
dramatically shorter lists since Covid-19. The Chief Operating Officer at WVT 
explained that overall, at WVT specifically, they were slightly behind as they 
were doing more overnight elective surgery but less day cases. He added that 
the 75% reduction in on the day cancellations would mean overall there was a 
reduction in cancellations.  
 
Resolved – that the New to Follow Up Ratios and Elective Cancellations 
Update report be received and noted.  
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22.017 
 

TRUST PRODUCTIVITY LEARNINGS 
 
The Chief Finance Officer at SWFT presented an initial overview of the Trust 
Productivity Learnings around the four key questions that were raised at the 
August 2022 private Foundation Group Boards meeting (Minute 22.006 refers). 
The questions raised were: 
 

• Cost base - do we understand?  

• What is happening to budgeted manpower? 

• Are we creating part of our problem – business cases? 

• “Ronseal Test” – has activity risen?  
 
The Chief Finance Officer at SWFT explained that the Foundation Group Chief 
Finance Officers had met and worked closely together to share best practice 
and to ensure that actions were in place to address the Productivity concerns. 
She assured the Foundation Group Boards that a Chief Finance Officers Forum 
was also in place to enable continued shared learnings and best practice.   
 
The Chief Finance Officer at SWFT continued by sharing the SWFT response 
to the initial questions. She highlighted that cost base had increased mainly 
around pay, which had been caused by increased demand and rate pressure 
for medical agency and Thornbury usage, General Practitioners (GPs) in 
Accident and Emergency (A&E) and incentive payments to support with 
Elective Recovery work post Covid-19. The Chief Finance Officer at SWFT 
added that case mix weighted activity had recovered back to pre-Covid-19 
levels, however Trust spend had increased over and above the upper control 
limit. She highlighted that it was key to note that the case mix had changed, 
due to an increase in Emergency activity but Elective activity was less than 
what it was in 2019/20, this was partly due to the additional theatre capacity 
with Vanguard that was available in 2019/20. The increase in Emergency 
activity was driving up expenditure due to the higher challenges in terms of 
workforce. The Chief Finance Officer at SWFT assured the Foundation Group 
Boards that a discussion at each Trust’s Management Board had taken place 
around the demand issues faced and the need to tighten controls. She 
explained that a Financial Recovery and Reset Programme had also been 
implemented to support Divisions in understanding their positions and drivers, 
and to ensure they were looking for productivity opportunities.  
 
The Chief Finance Officer at WVT provided the WVT response to the initial 
questions raised. She reiterated the points raised by the Chief Finance Officer 
at SWFT around agency spend and highlighted the vital investments that had 
to be made around additional temporary capacity to support Elective Recovery, 
Diagnostics and Urgent Care pressures. The Chief Finance Officer at WVT 
explained that overall activity measured against the original plan set for 2022/23 
there had been a mix of challenges around Elective work, especially around 
the demand for Cancer activity, which had a tighter timeframe compared to 
other work. She continued that the monthly average weighted units which 
grouped activity rather than a simple count, had increased compared to 
2019/20 but what it also showed was that costs were increasing at a greater 
rate which was putting pressure on the financial position. The Chief Finance 
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Officer at WVT assured the Foundation Group Boards that several actions were 
underway across the organisation to focus on getting the basics right and 
looking at improving productivity.  
 
The Chief Finance Officer at GEH provided the GEH response to the initial 
questions. He echoed the Chief Finance Officers at WVT and SWFT’s 
comments regarding seeing an increase in pay costs and investments linked to 
the Clinical Strategy and increased demand. He highlighted GEH’s A&E 
performance which showed the investments made in line with the Clinical 
Strategy were paying off. The Chief Finance Officer at GEH added that despite 
improvement investments paying off, there were still challenges to focus on 
moving forward, including maximising the benefits of the improvements made 
already and putting measures in place to control temporary staffing costs.  
 
The Group Chairman invited questions and perspectives, and of particular note 
were the following points.  
 
The Group Chairman highlighted the difficult financial year faced by the NHS, 
and how the current budgeted headcount compared to pre-Covid-19 did not 
reflect the activity levels. Ultimately resulting in output per headcount having 
fallen. The Group Chief Executive explained that the NHS had grown each year 
since it was created, with regularly 4% above the inflation growth funding going 
into the NHS which had resulted in increased patient need, but also new 
interventions and treatment. Therefore, the level of growth was not normal, 
however what the NHS had faced for the past two years was workforce 
challenges made worse by Covid-19. The Group Chief Executive explained that 
there was a cost premium with temporary staffing, however it also generated a 
quality and productivity deficit. The Group Chief Executive added that on top of 
that the flow out of Community Services and Hospitals, was also a challenge. 
In summary he explained that several things were causing the output per 
headcount drop, which were the challenges faced following Covid-19, 
continued Infection Prevention and Control restrictions, fewer skilled staff than 
the norm, and gaps in flow out of the system causing delay or harming patients, 
all of which were causing a productivity issue. He added that on top of this was 
the inflation increase to non-pay costs.   
 
Resolved – that the Trust Productivity Learnings report be received and 
noted.  
 

22.018 FOUNDATION GROUP WORK UPDATE (INCLUDING PRODUCTIVITY) 
 
The Group Strategic Financial Advisor presented an update on the Foundation 
Group Work taking place, particularly around WVT and the work on sparsity. 
He provided background around the rurality issues faced by WVT and 
explained that there were a small number of Trusts in the country deemed 
Small Rurally Isolated, which resulted in the allocation formula not working for 
them. The Group Strategic Financial Advisor continued that in 2016/17 the 
allocation forum was adjusted for seven rural Trusts across the country, 
including WVT. There were two points that determined rurality, these were a 
population less than 200,000 within the catchment area of the hospital, and 
more than 10% of the population had to be greater than 60 minutes away from 
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the hospital. The Group Strategic Financial Advisor informed the Foundation 
Group Boards that WVT had been financially troubled for several years and 
had the biggest deficit turnover in 2016/17.  In 2018/19 WVT submitted a Tariff+ 
application to support with the costs linked to Emergency and Maternity Care 
in a rural setting, the application was denied.  
 
The Group Strategic Financial Advisor informed the Foundation Group Boards 
that in Summer/Autumn 2019 NHS Improvement (NHSI) created a team to 
address the Small Rurally Isolated Trusts and the cost basis of these 
organisations.  This work was paused due to Covid-19, however, was restarted 
in Summer 2022. He continued that funding for 2022/23 now included a Private 
Finance Initiative (PFI) adjustment and, Hereford and Worcester would be in 
receipt of just over £11m and WVT should see part of that. He added that there 
was now an opportunity before the next allocation to influence the formula to 
ensure long term additional financing is seen in the Small Rurally Isolated 
Trusts.  
 
The Group Strategic Financial Advisor explained that there was also a 
significant workforce challenge at WVT, which was a consequence of its 
rurality. He highlighted the costs of travelling consultants being almost double 
compared to SWFT and GEH due to the longer travel time.  Other rurality issues 
raised were the additional costs incurred for undergraduates’ accommodation.   
 
The Group Chairman invited questions and perspectives, and of particular note 
was the following point.  
 
The Chief Medical Officer at SWFT and WVT highlighted the importance of 
building resilience across the Foundation Group to support WVT, particularly 
the small fragile teams that were vital to the Trust.  
 
Resolved – that Foundation Group Work Update (including Productivity) 
report was received and noted.  

 

22.019 
 

FOUNDATION GROUP PERFORMANCE REPORT 
 
The Group Chief Executive introduced the Foundation Group Performance 
Report to the Foundation Group Boards. He highlighted how the NHS was 
going through an incredibly difficult time, and this was evident in parts of the 
performance data. The Group Chief Executive explained that the Foundation 
Group Performance report particularly focused on things for improvement, as 
well as opportunities to share best practice across the Foundation Group and 
further. He added that it was a unique opportunity that encouraged the 
development of networks at all levels across the Foundation Group.  
 
The Managing Director at WVT highlighted WVT key performance data which 
included the ambulance handover times being nearly one of the best in the 
country. However, she noted there was an increase in out of country 
ambulances attending WVT because of this performance which had caused 
additional pressure, especially around discharge. The Managing Director at 
WVT informed the Foundation Group Boards that nearly half of the patients 
seen in the Emergency Department (ED) were treated and sent home on the 
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same day, but there were also lengthy wait times which was bringing the overall 
flow through the department down. She explained that Cancer performance 
continued to be a focus area for the Trust and the number of patients on an 
open pathway was starting to reduce after a spike. The Managing Director of 
WVT highlighted that the Summary Hospital-Level Mortality Indicator (SHMI) 
and Hospital Standardised Mortality Ratio (HSMR) indicators were within 
expected range, but Out of Hospital SHMI was high, making the overall position 
look poor. She highlighted that more work needed to be done to improve how 
data was recorded on SHMI and HSMR across the Foundation Group.  
 
The Group Chairman asked the Managing Director at WVT what she most 
worried about. The Managing Director at WVT explained that she was 
concerned about Urgent Care over winter and the significant Social Care crisis 
which could cause pressure around discharge.  
 
The Managing Director at GEH presented GEH key performance data. He 
highlighted the three operational areas of focus which were, Workforce 
Availability, Reducing the Level of Occupancy in the Hospital, and Reducing 
the Waiting Time for Services. He explained that the ED 4-hour performance 
was good, and GEH was in the top three regionally and the top quartile 
nationally. He noted however that there was still a long way to go and 
continuous improvement was imperative. The Managing Director at GEH 
informed the Foundation Group Boards that GEH was continuing to focus on 
improvement areas, and one of the areas over winter was same day emergency 
care and preventing admissions where possible. The Managing Director at 
GEH highlighted that 30% of GEH beds were being used on patients that did 
not need them, therefore discharge would continue to be driven over winter 
alongside the 100-day challenge.  The Managing Director at GEH explained 
that GEH’s Elective Activity was difficult to maintain through summer, however 
it had started to improve.  
 
The Group Chairman asked the Managing Director at GEH what he was most 
worried about. The Managing Director at GEH explained that he was most 
concerned about workforce resilience during a tough few months.  
 
The Managing Director at SWFT presented the SWFT performance data to the 
Foundation Group Boards. She highlighted the amount of work taking place in 
both the management and clinical teams to improve performance. She 
explained that ED performance continued to be challenged against the 4-hour 
standard, and SWFT was seeing growth in the out of area conveyancing. The 
Managing Director at SWFT noted that SWFT’s mortality indicators remained 
within the control limits, however echoed the Managing Director at WVT points 
that work to standardise reporting across the Foundation Group was needed. 
She informed the Foundation Group Boards that Cancer performance 
remained a focus, and SWFT was treating more patients per month compared 
to 2019, seeing a rise of 80% and consequence increase in the conversation 
rate from the referral to confirmed cancer. The Manging Director at SWFT 
highlighted that the Referral to Treatment (RTT) performance for SWFT was in 
the top quartile and diagnostic waiting time and activity was strong. A key area 
for improvement was around patients Medically Fit for Discharge (MFFD), with 
the numbers equating to around 7% of the bed occupancy.  
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The Group Chairman asked the Managing Director at SWFT what she was 
most worried about. The Managing Director at SWFT reiterated the points 
made by the Managing Directors at GEH and WVT, but also highlighted winter 
pressures with both Flu and Covid-19.  
 
The Group Chairman invited questions and perspectives, and of particular note 
were the following points.  
 
The Group Chief Executive noted how each of the Trusts within the Foundation 
Group were running Elective Care on busy acute sites and should be incredibly 
proud that the numbers were some of the best in the country.  
 
The Group Chairman expressed his apologies publicly to all patients within the 
Foundation Group, who were on one of the Trusts waiting lists.  He expressed 
how he understood how worrying it could be to wait so long for treatment and 
apologised to anyone in that situation. 
 
Mrs Houlder (NED, GEH) expressed the need to continue to communicate with 
patients and communities, not just about appointments but also what the 
community could do to help themselves and support the pressures faced by 
the NHS.  
 
Resolved – that the Foundation Group Performance Report be received 
and noted.  

 

22.020 HUMAN RESOURCES (HR) METRICS (INCLUDING AGENCY SPEND) 
 
The Chief People Officers at SWFT, GEH and WVT presented an overview of 
the HR Metrics to the Foundation Group Boards. The Chief People Officer at 
SWFT and GEH explained that they had worked closely with the Managing 
Director at WVT to agree a set of key objectives to review across the 
Foundation Group. She explained that the Foundation Group performance 
against those objectives was very similar and were in line with the Model 
Hospital data. The Chief People Officer at SWFT and GEH added that work 
was ongoing to develop a comprehensive Occupational Health (OH) Wellbeing 
Service, Career and Pay Progression Framework for Band 2 Health Care 
Support Workers (HCSW) and expanding international recruitment and 
wellbeing provisions for staff.  
 
The Chief People Officer at SWFT and GEH informed the Foundation Group 
Boards that turnover was very similar across the Foundation Group with all 
Trusts seeing an upward trend, with a slight decrease during Covid-19. She 
highlighted that HCSW turnover was in line with Model Hospital provider 
median, as well as Registered Nurses (RNs). The Chief People Officer at 
SWFT and GEH explained that sickness absence was slightly below the peer 
median which was testament to the wide range of wellbeing and financial 
wellbeing put in place across the Foundation Group. She noted that statutory 
and mandatory training had taken a downward trend during Covid-19 but had 
started to improve.  
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The Chief People Officer at SWFT and GEH highlighted that sickness, turnover 
and vacancy factors had significantly impacted the agency spend across the 
Foundation Group. She assured the Foundation Group Boards that there was 
significant work taking place to address the agency spend including looking at 
roster reviews and international recruitment. The Chief People Officer at SWFT 
and GEH provided an overview of the recruitment activity and improvement 
plans across the Foundation Group and explained how well the teams were 
working collaboratively for improvement.  
 
The Chief People Officer at WVT highlighted the challenges faced around 
mental health and wellbeing. He explained that over 200 Mental Health First 
Aiders had been put in place across the Foundation Group to support that, and 
the organisations had changed from a reactive service to a proactive service. 
The Chief People Officer at WVT added that there was a need to continue 
promote staff Health and Wellbeing and be at the forefront of employers known 
for looking after their people.  
 
The Group Chairman invited questions and perspectives, and of particular note 
were the following points.  
 
The Group Chief Executive thanked the Chief People Officers for their 
presentation and added the need to continue to focus on flexibility as employers 
which was something looked for more. He also noted the need to be careful 
with how emergency spend for staffing was use, due to the high cost associated 
with that.  
 
Mr Zamman (NED, GEH) commented that agency work was very appealing 
due to being higher paid and extreme flexibility relating to shifts and hours. He 
explained that fundamentally there was a need to look at flexibility in the 
workforce and how to bring the workforce in that could combat the need for 
agency.  
 
The Group Chairman discussed the need for creating cultures where people 
wanted to work, and in the absence of a national workforce policy, the 
Foundation Group should consider developing one itself.  
 
Resolved – that the HR Metrics (including Agency Spend) report be 
received and noted.  

 

22.021 OVERVIEW OF THE INDEPENDENT INVESTIGATION OF THE MATERNITY 
AND NEONATAL SERVICES IN EAST KENT REPORT 
 
The Group Chairman introduced the Director of Midwifery and Neonatal 
Services at GEH and SWFT and addressed the importance of the ‘Independent 
Investigation and Neonatal Services in East Kent’.  
 
The Director of Midwifery and Neonatal Services at GEH and SWFT explained 
that the report detailed devastating consequences because of poor behaviours 
and missed opportunities, resulting in horrific outcomes for families. The report 
confirmed requirements to remain focused on delivering personalised and safe 
care and continue to listen to women and families who used the services. There 

 

9/12 157/183



SOUTH WARWICKSHIRE UNIVERSITY NHS FOUNDATION TRUST (SWFT) 
GEORGE ELIOT HOSPITAL NHS TRUST (GEH) 

WYE VALLEY NHS TRUST (WVT) 
Minutes of the Foundation Group Boards Meeting Held on 2 November 2022 

 
MINUTE  ACTION 

was suboptimal clinical care and poor behaviours that was made visible to 
senior managers and the Trust Board. She informed the Foundation Group 
Boards that there were patterns of reoccurring harm and eight clear 
opportunities where change could have happened and tackled effectively.  
 
The Director of Midwifery and Neonatal Services at GEH and SWFT informed 
the Foundation Group Boards of the lessons and recommendations that came 
out of the report. She explained that the evidence behind the findings were 
used to draw out four key actions for East Kent Hospitals University NHS 
Foundation Trust (East Kent) and national application.  
 
The four key actions were: 

1) Monitoring Safe Performance and Finding Signals Amongst the Noise; 
2) Standards of Clinical Behaviour – technical care is not enough;  
3) Flawed Teamworking - pulling in different directions, and  
4) Organisational Behaviours – looking good while doing badly.  

 

The Director of Midwifery and Neonatal Services at GEH and SWT explained 
that there was a lot of continued learning taking place across the Foundation 
Group by the Associate Directors of Midwifery post Ockenden and now East 
Kent. She highlighted that one of the key things that ran through Ockenden was 
also detailed in the Clinical Negligence Scheme for Trusts (CNST) 
requirements was Midwifery representation at Board level.   
 
The Group Chairman invited questions and perspectives, and of particular note 
were the following points.  
 
The Group Chairman thanked the Director of Midwifery at GEH and SWFT and 
the Associate Director of Midwifery at WVT for a thorough overview of the 
findings at East Kent. He highlighted the importance of sharing ‘bad news’ to 
the Trust Boards and that as a Foundation Group, open and honest 
conversations were welcome.  
 
The Group Chief Executive expressed slight concern over the amount of 
actions that the reviews created, and that there was a need to be careful these 
did not overshadow the running theme of culture throughout the reviews. He 
explained that addressing the actions as a collective across the Foundation 
Group would help address these concerns and encourage peer challenge.  
 
The Group Chief Executive highlighted how several findings that had been 
identified could be implemented across different services, other than just 
Maternity and Neonatal services and that it was key to keep that in mind to 
make positive change broader where possible. The Associate Director of 
Midwifery at WVT assured the Foundation Group Boards that the actions that 
had come out of the East Kent report were tailored more for Governing Bodies 
and organisations responsible for education, which had been different to other 
report outcomes which had been more Trust specific. She continued that as 
part of the national Master Plan, the actions from the East Kent report and the 
Ockenden report would be listed, however national guidance would be released 
on how to respond to ensure they were interpreted correctly.  
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Mrs Houlder (NED, GEH), noted that there could be a fear experienced from 
new expectant mothers following the Maternity and Neonatal reviews being 
released, as well as staff morale within Maternity Services. She highlighted that 
it was important to reassure both expectant mothers and staff. The Group 
Chairman thanked Mrs Houlder (NED, GEH), for her comments and expressed 
how proud he was of the services provided throughout Maternity across the 
Foundation Group.   
 
Resolved – that the Overview of the Independent Investigation of the 
Maternity and Neonatal Services in East Kent Report be received and 
noted.   
  

22.022 ANY OTHER BUSINESS  
 
There was no further business discussed.  
 
Resolved – that the position be noted.  

 

22.023 
 
22.023.01 
 
 
 
 
 
 
 
22.023.02 

QUESTIONS FROM MEMBERS OF THE PUBLIC AND SWFT GOVERNORS 
 
Request from a SWFT Public Governor (West Stratford and Borders)  
 
The Public Governor requested that acronyms be avoided in reports moving 
forward to allow for a clear understanding and easier read.  
 
Resolved – that Board members ensure acronyms be avoided in future 
reports, and if used, then the full explanation be provided. 
 
Request from a SWFT Public Governor (Warwick and Leamington Towns) 
 
The Public Governor requested when using international recruitment, teams 
were mindful of countries struggling as well to ensure they would not be left in 
worse positions then they already were. The Chief People Officer at WVT 
assured the Foundation Group Boards that only approved countries were used 
for international recruitment.  
 
Resolved – that the position be noted.  
 

 
 
 
 
 
 
 
ALL 

22.024 ADJOURNMENT TO DISCUSS MATTERS OF A CONFIDENTIAL NATURE  
 

 

22.025 APOLOGIES FOR ABSENCE  
 

 

22.026 DECLARATIONS OF INTEREST  
 

 

22.027 CONFIDENTIAL MINUTES OF THE MEETING HELD ON 3 AUGUST 2022 
 

 

22.028 CONFIDENTIAL MATTERS ARISING AND ACTIONS UPDATE REPORT  
 

 

22.029 STRATEGY REFRESH UPDATE  
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22.030 ANY OTHER CONFIDENTIAL BUSINESS  

 
 

22.031 DATE AND TIME OF NEXT MEETING 
 
The next meeting would be held on 1 February 2023 at 1.30pm via Microsoft 
Teams. 
 

 

                                 
              
Signed ___________________________ (Group Chairman) Date: 1 February 2023 
  Russell Hardy 
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PUBLIC ACTIONS UPDATE: FOUNDATION GROUP BOARDS MEETING – 2 November 2022

AGENDA ITEM ACTION LEAD COMMENT
ACTIONS COMPLETE

ACTIONS IN PROGRESS
22.023.01 
Request from a SWFT Governor 
(West Stratford and Borders)
2 November 2022 

Board members ensure acronyms be avoided in future reports, 
and if used, then the full explanation be provided. 

ALL 

REPORTS SCHEDULED FOR FUTURE MEETINGS
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 25 August 2022 at 1.00 – 4.00 pm
Via MS Teams

Present:
Christobel Hargraves CH Committee Chair and Non-Executive Director (NED)
Lucy Flanagan LF Chief Nursing Officer
Richard Humphries RH Non-Executive Director (NED) 
Jane Ives JI Managing Director – Left during Item 13
Ian James IJ Associate Non-Executive Director 
David Mowbray DM Chief Medical Officer
Natasha Owen NO Associate Director of Quality Governance
Nicola Twigg NT Non-Executive Director

In attendance:
Sarah Ashwood SA Matron for Quality & Safety, Maternity – For Item 12
Jon Barnes JB Chief Transformation and Delivery Officer, One Herefordshire 

Partnership – For Item 8
Robbie Dedi RD Deputy Chief Medical Officer
Linda Dykes LD Associate Chief Medical Officer, Integrated Care
Daniel Harding DH General Manager, Clinical Support Division  - Left during Item 7
Rachael Hebbert RHe Associate Chief Nursing Officer
Sarah Holliehead SH Associate Chief Nurse, Medical Division 
Val Jones VJ Executive Assistant (for the minutes)
Lynne Kedward LK Associate Chief Operating Officer, Surgery
Rachel McColm RM Associate Chief Medical Officer, Medical Division – Arrived during 

Item 12
Tony McConkey TM Clinical Director, Pharmacy & Medicines Optimisation – Left during 

Item 13
Sue Moody SM Lead AHP, Integrated Care Division
Raechel Skinner RS Integrated Care Boards Representative 
Emma Smith ES Associate Chief Nursing Officer – Left During Item 16
Laura Weston LW Lead Infection Prevention Nurse - For Item 6
Lucy Woodhouse LWo Clinical Project Manager and Lower Limb Service – For Item 5

The Managing Director noted that this was the last meeting of the Quality 
Committee that Revd Hargraves will be Chairing, with a number of 
changes during this period. We are a better and safer organisation now; 
we know what our issues are and what we are doing about them and this 
is in no small part down to Revd Hargraves. She thanked Revd Hargraves 
for all her hard work during her time as Chair of the Quality Committee. 

QC001/08.22 APOLOGIES FOR ABSENCE

Apologies were received from Jo Clutterbuck, Associate Chief Operating 
Officer, Clinical Support Services, Rachel Jones, Quality Matron, 
Integrated Care Division, Grace Quantock, Associate Non-Executive 
Director and Amie Symes, Associate Director of Midwifery. 

QC002/08.22 QUORUM

The meeting was quorate. 
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QC003/08.22 DECLARATIONS OF INTEREST

There were no declarations of interest received. 

QC004/08.22 MINUTES OF THE MEETING HELD ON 28 JULY 2022

Resolved – that the minutes of the meeting held on 28 July 2022 be 
confirmed as an accurate record of the meeting and signed by the 
Committee Chair.

QC005/08.22 ACTION LOG

Resolved – that the Action Log be received and noted.

BUSINESS SECTION 

QC006/08.22 QUALITY PRIORITY – LOWER LIMB SERVICE 

The Clinical Project Manager and Lower Limb Service Lead presented the 
Quality Priority – Lower Limb Service presentation and the following key 
points were noted: 

• We have been successfully piloting a new digital wound 
management system for some time. There were initial difficulties 
integrating this fully with EMIS but the benefits are now being 
realised which enables robust data capture.

• Healing Times - Nationally we are leading the way on this. Nearly 
75% of all our patients are healing in less than 24 weeks. Prior to 
the changes put in place, this could have taken years. 

• There has also been a 44% reduction in non-elective admission for 
leg ulcers and cellulitis compared to 2019/2020. 

• We are providing gold standard treatment for leg ulcers with 
compression which requires an assessment prior to treatment. 
Audits carried out a few years ago showed less than 10% of 
patients were in compression, this figures is now at 96%. 

• The new digital system has allowed us to look in detail at patient 
ages, sites seeing patients and overall wound care spent with the 
Lower Limb Service which positively is decreasing, which is not 
being seen in other Trusts. 

• Lower Limb CQUIN - There are three main indicators to pass - 
Firstly the patient has to have a full lower limb assessment within 
twenty eight days of referral for which we have 100% achievement. 
Secondly, patients need to have a normal ABPI in full compression 
- we have passed with 63% of our patients achieving this. Thirdly 
patients need to be referred to the Vascular Service for discussion 
of potential surgery. As we do not refer if patients have a normal 
ABPI and are healing well and the patient does not wish surgery 
(this would swamp the service with non-urgent referrals) we are 
failing this part of the CQUIN.  There have been several meetings 
to discuss this issue. Discussion has been held around changing 
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the CQUIN as all Trusts are failing on this part. The Trust has now 
agreed to refer all routine and urgent patients to ensure that we 
pass this CQUIN. We are working with the national team and we 
are able to influence these decisions which is positive. 

• Mr James (ANED) queried if this will create a waiting list issue if we 
are referring all patients if there is not enough capacity. The clinical 
project manager advised that routine referrals are being sent to the 
Clinical Nurse Specialist and urgent referrals to the Vascular Team 
via Maxims to prevent issues with the waiting list. 

• The Managing Director noted that this appeared to show that 
patients are being inappropriately referred with no benefit to the 
patient and agreed that influencing the national team is the right 
thing to do and questioned whether there was anything we can do 
locally to prevent creating unnecessary work. The clinical project 
manager advised that discussions with the Programme Lead for 
the CQUIN and the Vascular Consultant have been held and 
agreed that Duplex scans will be offered in in the Community to 
decide whether a patient is suitable for ablation which will prevent 
unnecessary referrals. The Managing Director felt that if a patient 
does not wish treatment we ought to allow them to make their own 
decision and not refer them on to the Vascular team. The clinical 
project manager advised that this process is written in the NICE 
recommendations around lower limb. As these are out of date, they 
are being reviewed by the National Vascular team. 

• The CNO agreed that we are offering a gold standard treatment 
and the CQUIN needed to be changed to prevent unnecessary 
referrals. The Lead AHP, Integrated Care Division advised that 
following discussions at the last meeting, it was agreed to take this 
stance. 

• Mrs Twigg (NED) highlighted the importance of involving the 
family/carers with treatment and educating them to take some of 
the pressure off the patient and nursing staff. The clinical project 
manager agreed that moving to the use of compression hosiery will 
allow family/carers to play a larger role in caring for the patient. 

 
• The Integrated Care Boards Representative agreed that this was 

absolutely the right thing to do for the patient and not try to hit 
targets if not appropriate. A local agreement is needed that 
evidences our standards that can be taken to the national team. 

• Revd Hargraves (Chair of the Quality Committee and NED) asked 
how we can show how successful we are using this model and use 
this for other areas. The Lead AHP, Integrated Care Division 
advised that the former Associate Chief Operating Officer, 
Integrated Care had looked at different ways of working for District 
Nurses who are overworked with vascular and lower limb patients. 
There are three full time funded posts along with a fourth post (ends 
in March) which allows cover for each locality. The funding for this 
post was covered by District Nursing vacancies which no longer 
exist. We are working with the Practice Nurses in GP surgeries and 

SM/LWo
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setting up local arrangements for patients not house-bound to 
come to clinics to reduce pressure on the service. 

• Revd Hargraves (Chair and NED) thanked the Lower Limb Service 
Lead and her team for all their hard work. 

Resolved – that:

(A) The Quality Priority - Lower Limb Service presentation be 
received and noted. 

(B) A local agreement to evidence our Lower Limb Service 
standards to be written and presented to the national team.  

SM/LW

QC007/08.22 QUALITY PRIORITY - INFECTION PREVENTION REPORT

The Lead Infection Prevention Nurse presented the Quality Priority 
Infection Prevention Report and, and the following key points were noted: 

• C-Diff  - There have been twelve externally reportable C-Diff cases. 
Four of these were linked to Community onset associated cases 
and eight were hospital onset cases when sampled. All these cases 
have been reviewed within a three month period and three lapses 
of care were identified. The themes were as previously found: hand 
hygiene, bare below the elbow compliance and clinical cleaning 
standards. There was a delay in obtaining the specimen from one 
patient but this was not felt to contribute to the outcome. 

• The team are taking a number of actions to reduce our C-Diff 
cases, including working with the Integrated Care Board (ICB) and 
NHSE on a working group to help reduce the number of C-Diff 
cases within the Region as the numbers are high within the West 
Midlands for cases of C-Diff. 

• The working group identified three patients with lapses of care but 
this did not contribute to their acquiring C-Diff. The same issues as 
previously were found to be the cause. 

• One patient died within thirty days of acquiring C-Diff but this was 
not recorded on their death certificate. Therefore this did not meet 
the threshold for a Serious Incident but their case was still reviewed 
but no lapses in care were found. 

• The Trust mortality rates stands at 8% which is well below the 
national threshold of 20%.

• Gram Negative Blood Stream Infections - From April 2022 the 
new threshold was set for the number of cases for the Trust with 
the expectation that we do not exceed these levels. For 2022/23 
the threshold for E-coli is 39, Klebsiella 8 and Pseudomonas 1.
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• We have had eleven cases of E-coli in the last three months which 
means that on a month by month basis we have breached the 
target by one case. All cases are being reviewed and three cases 
were found to show lapses in care due to catheterisation. No 
Klebsiella cases have been reported so far this year. Four 
Pneumonias cases have been reported. Two cases have been 
reviewed so far with one lapse in care due to lack of documentation 
for urinary catheter care. Work around highlighting the HOUDINI 
standard to staff is being undertaken. We are also reviewing all 
care plans and ensuring that clinical staff are correctly completing 
as staff are undertaking practice but not always recording this. 

• Covid - This has been a very busy quarter with eighty seven cases 
reported with fourteen Covid outbreaks with only two affecting staff 
areas. Of the eighty seven cases, eighty three were linked to 
outbreaks. The remaining four case had individual reviews 
undertaken. 

• The Serious Incident Reviews undertaken did not find any new 
themes with the outbreaks or hospital onset cases. This is also 
being found nationally. 

• We have now been advised that we no longer have to undertake 
separate reviews for hospital onset cases unless harm has been 
identified. 

• Seven patients who died had Covid listed on their death certificate. 
Any patients linked to outbreaks have a review of their care 
included in the Serious Incident Review.

• Norovirus - There was one Norovirus outbreak on Lugg Ward in 
June. The ward was only closed for a few days with six patients 
and four staff effected. 

• The water filters are still in place in the new Frailty block. Work is 
ongoing regarding this. 

• The Infection Prevention Annual Workplan is slightly behind plan 
with some of the actions but this will be back on track by the end of 
Quarter 2. 

• The CNO reminded the Quality Committee of the NHSE Inspection 
due on 20 September due to the previous issues found around our 
cleanliness and C- Diff rates. The Quarterly Cleanliness Report is 
presented to the Infection Prevention Committee but not through 
this Committee or the Board of Directors, hence a deep dive on 
cleanliness standards will be presented to the next Quality 
Committee for assurance. The Monitoring Team have seen a dip in 
our star ratings in all clinical areas, this is felt to be due to peer 
audit, a new team starting in post and further training required and 
predominantly that the stars are now based on all 3 elements, with 
our estate element dragging the scores down.. 
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• Mr James (ANED) queried how the Trust can only just be off our 
trajectory for C-Diff in Quarter 1 yet still be classed as an extreme 
outlier. The Lead Infection Prevention Nurse advised that the data 
is currently up until March 2022 and we do not have the current 
data. There is also some disparity between different organisations 
which is being discussed with the National Team. The Trust have 
been set a target of forty two cases this year compared to thirty six 
last year. The CNO will ask the Regional Team this question along 
with some benchmarking that can be shared with Mr James. 

• The Place Inspections will be undertaken this year from September 
to November. The Lead Infection Prevention Nurse is part of the 
working group with the three Community Sites and the Acute Site 
being reviewed during October.  

LF
LW

Resolved – that:

(A) The Quality Priority - Infection Prevention Report be received 
and noted. 

(B) The Chief Nursing Officer will ask the Regional Team why the 
Trust are being classed as an extreme outlier with regards to 
our C-Diff cases when we are only just off our trajectory for 
the year. 

(C) The Lead Infection Prevention Nurse will share benchmarking 
data around C-Diff with Mr James (ANED). 

LF

LW            

QC008/08.22 QUALITY PRIORITY - PRESSURE ULCER REPORT

The CNO presented the Quality Priority – Pressure Ulcer presentation and 
the following key points were noted: 
 

• A Pressure Ulcer Report was presented to the Patient Safety 
Committee which contained a lot of detail and graphs, yet 
insufficient analysis and professional curiosity, given this the CNO 
has pulled the report and instead has chosen to present high level 
information from her perspective.

• All Pressure Ulcers - This slide shows ALL patients with a 
pressure ulcer ie those with an existing pressure ulcer, those who 
have acquired a pressure ulcer in our care and those who have a 
pressure ulcer which has deteriorated in our care. Although we are 
following the national trend for an increase in the number of 
pressure ulcers since the start of the pandemic, we do need to ask 
ourselves why? 

• Pressure Ulcers acquired for deteriorated in our care - 
Although our overall numbers are increasing at the national rate, 
those that have been acquired or deteriorated in our care have 
increased at a higher rate, particularly since July 2021: we need to 
understand why, is it staffing, is it due to ED congestion, increasing 
12 hour trolley waits, ward reconfiguration etc etc.
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• The Chief Medical Officer (CMO) noted that if trolley/ambulance 
waits were causing an issue regarding pressure ulcers, 
Worcestershire Acute Hospitals numbers should be increasing due 
to their issues. The Integrated Care Boards Representative will 
review this as she was aware of issues they raised earlier in the 
pandemic. 

• And from a Divisional perspective - The following slides included 
the same data but cut by division, in this instance the spikes in 
these graphs have different starting points - again why is this the 
case, were those dates significant?

• Serious Incidents - Until recently very few pressure ulcers met the 
threshold for a Serious Incident, yet there was a massive spike 
earlier this year which we need to understand. Is this due to 
documentation issues, clinical practice or staffing issues or a 
combination of all three? 

• What Next - Quality Improvement - The CNO has asked the 
Quality & Safety Team to drive a quality improvement project 
around pressure ulcers acquired or deteriorated in our care. 
Everyone needs to be professionally curious and ask the question 
“is there a clinical practice issue   here”. There has been an 
increase in the number of Serious Incident Reviews and we need 
the background to this. Ward Level Data - This is the detail that is 
required to know where Tissue Viability Nurse Support is required. 
Tissue Viability Champions - There need to be re-introduced. (Each 
ward previously had one). 

• The CMO noted that the pre-admission rate for pressure ulcers is 
going up at almost the exact same rate as inpatient development 
and questioned whether we can categorise patients who should 
never get a pressure ulcer in our care and review whether they do 
actually do go on to develop one. This would prove whether or not 
the increase in pressure ulcers in our Trust are due to our clinical 
practice.

• The Associate CNO questioned if there was a link between agency 
nurses and the lack of substantive staff. We are not always aware 
of the level of training for agency staff for tissue viability. 

• Mr James (ANED) welcomed the candour of the CNO around the 
difficulty of understanding the background to pressure ulcers and 
queried if the spike across the Divisions was due clinical issues 
would this be seen across all the Divisions in the same way. He 
had a sense that this increase nationally could be due to Covid and 
wondered if we could compare the situation with the Foundation 
Group. The CNO advised that the benchmarking from Model 
Hospital is not useful to compare as not all trusts count the same 
things for example, they do not include incidence of pressure ulcers 
on District Nursing caseloads, and some do not count MASD or 
DTI.

RS
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• The CNO advised that the Chief Operating Officer had circulated 
the information regarding the acuity of patients in urgent care 
across the region which showed Herefordshire as an outlier which 
could be a factor.

 
• Mr Humphries (NED) also welcomed the candour and the 

importance of the Committee to get to grips with this. It is very easy 
to state one issue is the cause for this although there may be many 
factors and queried if there was sufficient analytical capacity to get 
behind the numbers and it not what can be done to enable this. The 
CNO advised that we do not have sufficient analytical resource to 
enable this. Mr Humphries (NED) will ask the Health Foundation if 
they have any capacity to support the Trust in this area. 

• The Managing Director advised that if everyone is deteriorating at 
the same rate this gives us some useful background. 

• The Deputy CMO felt this was a flag of something else as all the 
evidence will probably end up multifactorial. We need to improve in 
all areas. 

RH

Resolved – that:

(A) The Quality Priority – Pressure Ulcer Report be received and 
noted.

(B) The Integrated Care Boards Representative will review 
whether trolley/ambulance waits for Worcestershire Acute 
Hospitals were causing an issue regarding pressure ulcers.

(C) Mr Humphries (NED) will ask the Health Foundation if they 
have any capacity to support the Trust with analytical capacity 
to get behind the numbers for our pressure ulcers. 

RS

RH

QC009/08.22 POSSIBLE FUTURE MODEL FOR COMMUNITY HOSPITALS

The Chief Transformation and Delivery Officer, One Herefordshire 
Partnership presented the Possible Future Model for Community Hospitals 
presentation and the following key points were noted:

• Background – Leominster GPs have withdrawn from providing 
medical cover. There were a number of concerns expressed 
regarding clinical appropriateness of some (not all) Community 
Hospital transfers from the Acute, staff model (variation across the 
three sites) and operational practices (eg time of day and type of 
patients. We need to stabilise the current position. 

• Initial Discussions – Discussions were held at an extended 
Clinical Practitioner Forum regarding best approach to resolve 
concerns. There are four possible solutions: 1. Reduce acuity of 
transferred patients/strengthen admission criteria, 2. Increase 
staffing/review staffing model, 3. Reduce bed volume and 4. 
Strengthen admission criteria and review staffing model. Option 4 
was the agreed to be the preferred approach. 
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• Next Step - Workshop arranged for September with Primary, 
Community and Secondary Care membership. Workshop intended 
to agree key questions: What patient groups/acuity etc would be 
appropriate to be managed in a Community Hospital setting. How 
should an individual patient’s suitability be decided and by whom. 
What are the operational controls that should be in place. 

• Next Steps - Building on the learning (and agreements) from the 
September workshops. Identify appropriate staffing model (which 
needs to be deliverable and affordable) and launch a “future of the 
Community Hospitals project”. 

• Mr Humphries (NED) highlighted that we need to stabilise the 
current situation and agree what we want the Community Hospitals 
to do. It will be an interesting conversation around the care that we 
need and could be a fantastic resource if we agree this. The 
Associate Chief Medical Officer, Integrated Care agreed there was 
enormous scope and potential for Community Hospitals, but we are 
still restricted by patients waiting to be discharged for care 
packages. 

• The Managing Director was concerned that we set criteria we could 
immediately breach due to patients waiting at home for 
ambulances whilst they were stuck at the Trust waiting to offload 
patients. 

• The Managing Director advised that there are some well-rehearsed 
models for Community Hospital. We have carried out a number of 
audits with another one due in three months’ time across the 
Integrated Care System, to enable us to right size our capacity. We 
need around forty beds for rehabilitation and end of life care but we 
are unable to recruit the workforce needed to care for patients at 
home. The Chief Transformation and Delivery Officer, One 
Herefordshire Partnership advised that there are a number of 
things coming together over the next few months to shape this, 
including the length of stay usage at Community Hospitals. We 
need to stick to this criteria to improve the situation. 

Resolved – that the Possible Future Model for Community Hospitals 
presentation be received and noted.

QC010/08.22 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 position is improving on recent updates and we are levelling 
off for most statistics. 

• We are below the national average for our palliative care coding.
 

• We know that we code relatively highly on symptoms and signs 
with a lower mortality associated with those that we use. 
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• We are coding fewer patients admitted as palliative.  Nationally this 
figure is 39%, we are admitting at 26%. 

• Out of Hospital Deaths – The CMO has asked for an audit on our 
unexplained, significant level of out of hospital deaths. A meeting 
was held recently with our Clinicians around this high mortality 
group with the aim for Frailty, Surgery and Acute Medicine to go 
through either each case or a sample and what to expect, ie if the 
patient is expected to go home to die. If this is the case, we need 
to review our coding to ensure that we are capturing this. 

• Perinatal statistics – These are at acceptable levels. Our stillbirth 
rate is still higher than we want and the Associate Director of 
Midwifery is auditing our stillbirths for the last six months to see if 
there are any themes. 

• The Deputy CMO advised that the diagnosis in patient notes is not 
always clear enough to show that they are palliative. 

• Revd Hargraves (Chair and NED) noted the huge improvement on 
some of the outliers which is positive and was assured that the 
CMO is dealing with any issues and is finding issues before we are 
being told about them. 

Resolved – that the Quality Priority – Mortality be received and noted.   

QC011/08.22 MEDICINES MANAGEMENT

The Clinical Director, Pharmacy & Medicines Optimisation presented the 
Medicines Management Report, which was taken as read, and the 
following key points were noted: 

• Medicines Safety – This is a combination of Pharmacy driving and 
taking responsibility for some aspects of medicine safety. It is well 
documented in the report around Pharmacy staffing which is driving 
some of the issues, especially around medicines reconciliation. 
Assurance is provided in the report that action is being taken along 
with approval for a One Herefordshire Pharmacy as a collaborative 
group to improve recruitment into Herefordshire in all aspects of 
Pharmacy. 

• We have just recruited to all four ward based Pharmacy Assistants, 
with further interviews planned for the four Pharmacists for ward 
based services as well. More senior roles are being advertised 
once the summer holidays are over. 

• Medicine Optimisation – Historically there have been ongoing 
issues with some of the compliance with EDS reaching GPs within 
twenty four hours and Medicines Management training is below 
target.  Medicines reconciliation continues to be below expected 
performance levels due to extreme staff shortages within the 
Pharmacy Department. These issues are being discussed at the 
next Medicines Management meeting with improvement in 
compliance expected over the next few months. 
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• The CMO questioned if medicines reconciliation could be made 
more digital to enable more Pharmacist time for the wards. The 
Clinical Director, Pharmacy & Medicines Optimisation advised that 
this is not just about comparing notes (which could be done 
digitally), there are multiple avenues for medication to compare 
which is a complex process. 

• Mrs Twigg (NED) queried whether the improvement in the EDS 
statistics can be prolonged and whether there are unintended 
consequences with the reconciliation after twenty four hours as 
there is only a finite amount of things that can be achieved. The 
Clinical Director, Pharmacy & Medicines Optimisation advised that 
these two areas are not mutually dependant. Medical staff are 
responsible for EDS completion and Pharmacy staff for the 
completion of the medicines reconciliation. We do not expect to see 
an increase in the number of EDS coming in after 4.00 pm, with no 
increase seen so far this month. 

• Revd Hargraves (Chair and NED) queried the level of harm that 
could occur if medicines reconciliation is not carried out. The 
Clinical Director, Pharmacy & Medicines Optimisation advised that 
we do find patients who have missed their medication which could 
potentially add to the length of stay or come to harm if their insulin 
is not taken or dose incorrect. Revd Hargraves (Chair and NED) 
asked if this could just be carried out for certain groups. The Clinical 
Director, Pharmacy & Medicines Optimisation advised that the 
EPMA system is being upgraded in the next few weeks which has 
a risk strategy which will enable us to RAG rate patients when they 
come in. This is however a basic tool that does not allow us to 
understand what the risk is. 

• Mr James (ANED) queried how we know that harm has occurred 
to patients in relation to medicines reconciliation. The Clinical 
Director, Pharmacy & Medicines Optimisation advised that this 
would manifest itself as an incident on Datix. 

• Mr James (ANED) noted that the outcomes of the escalation to the 
Patient Safety Committee were included within the report but not 
highlighted and asked if this would be done for future reports. 

• The CMO found it useful to have documented Divisional responses 
to enable to hold them to account around this. The Deputy CMO 
advised that this is also discussed at the Patient Safety Committee.

 

TM

Resolved – that:

(A) The Medicines Management Report be received and noted.

(B) The outcomes of the escalations to the Patient Safety 
Committee to be highlighted for future Medicine Management 
Reports.

TM
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QC012/08.22 PATIENT SAFETY COMMITTEE REPORT

The Deputy CMO presented the Patient Safety Committee Report and the 
following key points were noted: 

•
• The report highlights the key discussion and decisions taken at the 

Patient Safety Committee held in August. This was the second 
meeting of the Committee. 

• There were a number of Policies/Standard Operating Procedures 
were agreed. The Transfusion Training was not approved with 
further discussion needed. 

• We are still developing how the meeting fits in with the Clinical 
Effectiveness and Audit Committee and Quality Committee. 

• The Managing Director queried what is going on with discharge 
summaries for July. The Deputy CMO advised that we have asked 
the Information Team to try to gain more detailed information, eg 
specialty and Consultants the patients are under so that we can 
understand the Divisional performance better.

Resolved – that the Patient Safety Committee Report be received and 
noted. 

QC013/08.22 PQSM REPORT

The Matron for Quality & Safety, Maternity presented the PQSM Report 
and the following key points were noted: 

• It has been agreed that this report will be presented to the Quality 
Committee and then via the Summary Report to the Board of 
Directors meeting. 

• Robson Group Data – Group 5 is now at 90.9%. This is for women 
opting for a further caesarean section following an initial caesarean 
section. 

• An overview the of the clinic template including the VBAC clinic is 
being undertaken and should be implemented soon. 

• Training is in place to implement the Cook balloon. This is a new 
mechanical induction device which can be used with ladies who 
have a caesarean scar to try to reduce the number of caesarean 
sections. 

• There were two stillbirths in July. Details were provided around the 
first case with immediate learning by HSIB being reviewed. This is 
being reviewed as a Serious Incident and the family are being 
offered support. The details were provided around the second still 
birth. This is being received jointly with Worcestershire Acute Trust. 
Again, the parents are being supported. 
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• The commencement in post of new midwives and a Consultant will 
help to reduce the vacancies issues in Obstetrics and Midwifery. 

• The Escalation Policy was used in July with just one lady affected 
being transferred to Gloucester. 

• There were twenty seven compliments received and one concern. 
On review, it was felt that the concern required a more in-depth 
review and was changed to a formal complaint with agreement 
from the complainant. A meeting is scheduled in September. 

• The CMO advised that the Robson Group 5 are an ideal group for 
the Continuity Of Carer model as there is no issue, for the vast 
majority, not to deliver vaginally. 

• The CMO’s main area of concern were East European ladies who 
are most at risk and we need to focus our resources on this most 
vulnerable group.

• Mrs Twigg (NED) queried how we know the mandatory training 
status for our agency staff. The Matron for Quality & Safety, 
Maternity advised that it was found on review that we do not have 
a robust process for ensuring mandatory training for agency staff. 
A list of training requirements are provided before agency staff can 
commence a shift in Obstetrics and Maternity. The CNO advised 
that Nursing staff and Midwifes are asked to provide a CV with a 
pre-requisite list of training expected before they can undertake a 
shift. We expect them to declare specific training if this is required. 
The CMO agreed, noting the difficulties for Locums to ensure that 
they are appropriately trained, and ensuring a robust process when 
this is at very short notice. The Associate Chief Operating Officer, 
Surgery advised that CTG has now been added onto the list of 
checks for agency staff. We have asked the Surgeons to look at 
critical training needs to ensure all required training is included for 
temporary medical staffing. 

• The CMO advised support had been provided to Worcestershire 
Acute Trusts with their mortality and had asked them to review 
ours. The Matron for Quality & Safety, Maternity advised that there 
is a monthly meeting where both Trusts review any deaths. 

• Revd Hargraves (Chair and NED) asked if it could be made clearer 
in the Workforce section of the report, relating to middle grade 
cover, that these were vacant posts. 

SA

Resolved – that:

(A) The PQSM Report be received and noted.

(B) The Matron for Quality & Safety, Maternity will ensure that that 
it is clear in the PQSM Report if posts discussed are vacant.

SA
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QC014/08.22 DIVISIONAL REPORT - MEDICAL

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

• The number of Serious Incidents reduced in this quarter, which 
were mainly related to falls and pressure ulcers. There were twelve 
Serious Incidents reported. 

• Three Serious Incidents related to falls: one in ED and one on 
Garway Ward. Actions are already being taken following these 
incidents. 

• The remaining action related to the AFLOAT tool being added onto 
Symphony which is being undertaken. 

• The new Dementia, Falls and Fracture Group Terms Of Reference 
have been agreed. The first meeting is due next month with the 
focus on small, clinical led improvement projects being overviewed 
by the group. Initial conversations are being held around how we 
diagnose dementia and frailty to prevent unnecessary referrals. 

• A Nutritional Steering Group has been set up with the Nutritional 
Clinical Nurse Specialist starting in October who will support in the 
clinical environment with insertion of NG tubes.

• Violence and aggression is an area of focus. The number of 
incidents being reported although increasing, do not reflect the true 
number occurring (details within the report). The number of 
emergency calls relating to violence and aggression do not equate 
to the number of incidents on Datix. Actions are being implemented 
including a new regular multi-stakeholder security meeting which 
will begin in early September. In the meantime, improvements to 
patient information flow continues.

• Our first Monkeypox case was confirmed in June. The Infection 
Prevention Team congratulated the staff involved in their response 
and care of the patient. 

• There is a new Patient Safety Checklist in ED. If a patient is in ED 
for more than six hours this checklist is completed by the nurse in 
charge. There is now a visual prompt with a change in colour for 
the number of hours a patient has been in the department, ie six, 
twelve hours etc. A new Care Assessment column has also been 
added onto Symphony. 

• Following agreement at the Vulnerable Patients Group, a new icon 
has been added to Maxims to alert staff not to move a patient to 
prevent numerous ward moves, especially for vulnerable patients. 

• We are especially proud of the work being undertake to address 
the backlog of echocardiograms. Also, our SSNAP data for January 
– March 2022 shows that we have retained our B score and are top 
of the Region. Finally, the risk around Dermatology waiting times is 
being mitigated with insourcing now in place. 
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• Flow is a major concern with an increasing number of twelve hour 
trolley breaches occurring. There were 317 in July. This is a real 
challenge for the winter period, especially if this does not improve 
with the proposed changes. 

• The number of Mixed Sex Breaches had improved, but there were 
97 in July despite the Division delivering a clear message that 
these need to be reduced. AMU was the main area but there was 
also an increase in CCU, Lugg and Wye Wards due to flow issues. 
Having to cohort patients who are Covid positive on specialty wards 
was also a factor. 

• We are working hard with Matrons and Ward Sisters regarding 
cleanliness concerns raised. These issues have also been shared 
with Estates and Sodexo. 

• Staffing challenges – These have mainly been in escalation areas 
and for Health Care Assistant cover. A band 7 Ward Sister is able 
to provide senior nurse oversight of this area on a temporary basis.  

• Medical cover – There is limited cover until the Geriatrician 
commences in post in September with the Frailty Same Day 
Emergency Care not operational due to limited Consultant 
capacity. 

• The details of the compliments received are included in the report 
along with the Going the Extra Mile Award presented to the Site 
Support Team. 

• Mr Humphries (NED) noted the impressive results for our stroke 
service which we had struggled with for some time. 

Resolved – that the Divisional Report – Medical be received and 
noted.  

QC015/08.22 QUALITY INDICATORS REPORT

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

• The Patient Safety Incident Framework was published this week. 
This will be discussed in the December Board of Directors 
Workshop around our implementation of this. 

• The Associate Director of Quality Governance (ADQG) Chaired the 
Patient Experience Committee this week. Discussion was held 
around revamping the Committee and how to improve patient 
experience in our care particularly communication. 

• We are piloting text messaging for Friends and Family in 
Outpatients which is going very well. This enables us to receive 
“real time” feedback and will be rolled out to inpatient areas. 
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• We need to register when presenting to Board that the Board of 
Directors took the decision to adopt the Regional Infection 
Prevention Principles in managing Inpatient outside of the Board 
meeting, in particular screening asymptomatic patients and 
stepping down Covid positive cases.

 
• At the end of August, all asymptomatic screening will be paused in 

the NHS for the present time. A letter was received yesterday with 
direction around pausing this screening. 

• Detail around our mixed sex breaches has been included in the 
report as this is still an issue. We are the worst performing Trust in 
the country. The Foundation Group do not have the same issue but 
this could be due to managing Covid admissions in a different way.

 
• Falls are included in the report as a good news story. The Patient 

Experience Committee received a deep dive on falls. Although we 
benchmark well on this we must recognise that any fall can still be 
a life changing event for a patient. A number of falls being 
presented through the Serious Incident Panel recently are more 
likely to be collapses than falls. We are undertaking a deep dive to 
ensure that care prior to the fall/collapse was optimal. We continue 
to find that there is inappropriate use of bed rails and incomplete 
falls assessments as common themes in serious incidents. We 
have a Falls Awareness week planned in September. 

• The CMO questioned if we are able to tweak the Friends and 
Family communication to include questions around a 
Communication Survey to show in real time responses to 
colleagues on the wards. The ADQG advised that there are 
different types of services we can trial. We are starting up some 
Valuing Patients Time work where we may be able to capture this 
as well. 

• Mr James (ANED) asked what the main headlines and implications 
are of the new approach to the Patient Safety Incident response. 
The ADQG advised that this rips apart our processes and 
reconfigures them. We can now review this with our ICB and 
colleagues which allows different tools and techniques in a new 
template. This provides more local ownership on how we manage 
the patient safety processes.

 
• The CNO advised that regarding the text message service, we are 

piggy backing onto an existing system. We are bringing a Business 
Justification to the Trust Management Board for Business Planning 
this year. We can ask the company what the additional cost is to 
adapt for the additional questions. 

NO

Resolved – that:

(A) The Quality Indicators Report be received and noted.
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(B) The Associate Director of Quality Governance will review the 
costs involved in adapting the text message service for 
additional questions. 

NO

QC016/08.22 NURSE STAFFING REPORT

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

• We have had fairly high volumes of patients admitted with or are 
contracting Covid whilst in the Trust along with a continuation of 
high volumes of patients in ED. This, along with an increase in 
sickness have all contributed to high agency spend. 

• However, there has been a slight decrease in agency spend this 
month with work continuing to drive this reduction. 

• Escalation areas have been opened through July in ED, Day Case 
and Medical which have all contributed to additional staffing. 

• Fill Rate Data – There are more areas at 100% than the previous 
months. For a few areas this is due to acuity and RMN use for NIV 
patients. On the Children’s Ward, there has been an increase in 
acuity and demand for additional support due to CAMHS patients 
and children with social care concerns.  

• The highest area of agency spend is ED as usual and escalation 
areas due to sickness and vacancies, followed by Community 
Hospitals. We are still occasionally using Thornbury, mainly within 
specialist areas, which are extremely difficult for our Master Vend 
to source. 

• Acuity reviews have taken place over the last few months on the 
Acute and Community Hospital wards. The plan is to commence in 
ED next month.

 
• We continue to work with our Master Vend in filling our agency 

shifts, rates of pay and reducing the use of Thornbury. 

• Revd Hargraves (Chair and NED) highlighted that there was only 
one Band 5 vacancy being advertised this week for the whole Trust 
– there is nothing being advertised to encourage staff to work for 
the Trust. 

Resolved – that the Nurse Staffing Report be received and noted. 
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QC017/08.22 HIGH LEVEL MATERNITY CONTINUITY OF CARER MODEL PLAN

The CNO presented the High Level Maternity Continuity Of Carer Model 
Plan and the following key points were noted: 

• As part of the Ockenden Report, all Trusts were given permission 
to pause Continuity Of Carer (COC) pilots and models of working if 
staffing levels were not at a safe level. We paused our COC pilot 
in 2019 due to significant safety concerns. We have never resumed 
this model of care, largely due to staffing issues. 

• The Ockenden Report also advised that if a Trust paused their 
COC, a COC plan needed to be submitted to the Region by June 
of this year. A paper was presented to our Board of Directors in 
June providing an update on the staffing position and advising that 
we were not in a position to deliver COC or plan for this model at 
that time.

• Following discussion with the Chief Executive, Regional Midwife 
and our Chief Medical Officer, it was agreed not to submit a COC 
plan by the June deadline. Region acknowledged and understood 
the reasons why we were not in a position to submit a COC plan. 
A Project Manager has now been recruited but is not starting in 
post until at least October and our recently appointed Associate 
Director of Midwifery needs to have time in post to understand this 
model of care as it is not a recognised model in the Welsh 
healthcare system.

• All other hospitals have submitted a plan to NHSE and therefore 
we have been pushed to submit a plan  

• The CNO has written a “plan for a plan”, using the readiness for 
COC Framework issued by the LMNS and Region. All other Trusts 
appear to have used this as their framework for delivering their 
plans. 

• The actions captured are those actions we need to take in order to 
proceed to develop a credible and detailed plan.  This does require 
the Project Manager to be in post as this is a massive piece of work 
to complete. 

• The CNO has asked the Associate Director of Midwifery to 
undertake a “bottom up” review of staffing needed to ensure we 
have appropriate numbers of staff in Outpatients, Delivery Suite 
and Triage for the current model of delivery and then to build in any 
additional staff required for the Community Teams to deliver COC.

 
• There are significant risks for this model, eg affordability across the 

ICB and if affordable whether we can actually recruit to these 
additional posts. 
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• Previous experience of the COC plan has led to many staff 
concerns. Due to the amount of on-call required, this has a 
significant impact on staff and their ways of working which needs 
to be taken into account. 

• The CNO is asking for approval of the plan for submission to the 
LMNS, Regional Team and the ICB CNO. 

• Revd Hargraves (Chair and NED) felt that given the situation we 
are in, this report is an honest reflection and felt comfortable with 
this being shared having supported the CNO and the Trust in not 
submitting a plan in June. 

• Mr James (ANED) also supported the proposal and queried if this 
“plan” was all that was needed. He also questioned the future of 
the COC as the Ockenden Report signalled that this should be 
suspended if safe staffing levels were not in place. He was anxious 
that we do not put too much resource into an area where we may 
be asked to do something different in the future. The CNO 
confirmed that the “plan” should fulfil the requirement at this stage, 
subject to the submission of a fuller plan after the project manager 
has been recruited. 

• Mr Humphries (NED) and Mrs Twigg (NED) also agreed with 
sharing the plan and not trying to create an unachievable plan. 

Resolved – that the High Level Maternity Continuity Of Carer Model 
Plan be received and approval given for this to be shared the LMNS, 
Regional Team and the Integrated Care Board Chief Nursing Officer.

CONFIDENTIAL SECTION

QC018/08.22 SERIOUS INCIDENT REPORT

QC019/08.22 NG TUBE NEVER EVENT

QC020/08.22 REGULATION 28 REPORT TO PREVENT FUTURE DEATHS

QC021/08.22 ANY OTHER BUSINESS

There was no further business to discuss. 

QC022/08.22 DATE OF NEXT MEETING 

The next meeting is due to be held on 29 September 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
HCA Healthcare Assistant
HDU High Dependency Unit 
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HSE Health & Safety Executive
HFMA Healthcare Financial Management Association
HAFD Hospital Acquired Functional Decline
HSMR Hospital Standardised Mortality Ratio
HV Health Visitor
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
RRR Rapid Responsive Review
RTT Referral to Treatment
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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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