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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 1 December 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
Ian James IJ Non-Executive Director (NED)
Frances Martin FMa Non-Executive Director (NED)
David Mowbray DM Chief Medical Officer
Katie Osmond KO Chief Finance Officer
Nicola Twigg NT Non-Executive Director (NED)

In attendance:
Jon Barnes JB Chief Transformation and Delivery Officer
Alan Dawson AD Chief Strategy and Planning Officer
Geoffrey Etule GE Chief People Officer 
Kirstie Gardner KG Named Nurse Children In Care – For Item 6.1
Cath Holberry CH Lead Nurse Adult Safeguarding – For Item 6.1
Val Jones VJ Executive Assistant (For the minutes) 
Frank Myers, MBE FM Associate Non-Executive Director (ANED) 
Andrew Parker AP Chief Operating Officer
Caron Shelley CS Named Nurse Safeguarding Children – For Item 6.1

The Employee of the Month award was presented to Verena Flatt, PA Medical 
Division. The Chair read out the reasons why Verena had been nominated for this 
award.

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

The Chairman congratulated Ricky Baker, Community Children’s Nurse for being 
presented the Rising Star award at this year’s Zenith Global Healthcare Awards. 
Ricky founded the Children and Young People Student Nurse Network during his 
studies at the University of Worcester.

Minute Action

BOD01/12.22 Apologies for Absence

Apologies were received from Erica Hermon, Associate Director of Corporate 
Governance and Grace Quantock, Non-Executive Director. 

BOD02/12.22 Quorum

The meeting was quorate.

1/18 1/184



 

BOD03/12.22 Declarations of Interest

There were no new declarations received. 

BOD04/12.22 Minutes of the meeting held 6 October 2022
.

Resolved – that the minutes of the meeting held on 6 October 2022 be 
confirmed as an accurate record and signed by the Chairman.

BOD05/12.22 Matters Arising and Action Log

Resolved – that the Action Log be received and noted. 

BOD06/12.22 Chief Executive’s Report

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

(a) Autumn Funding Statement and Planning Guidance – This has been much 
anticipated regarding the setting out of our NHS finances for the coming 
period. The highlights are that there will be an overall increase in NHS funding 
of £3.3bn over the next two years. This is significantly short of the figure that 
the NHSE Board were asking for, which was around £7bn. The National Team 
accept that this is within the context of everything that is going on with public 
finances currently and we can manage within as we are hoping that as a result 
of the tightening of public spending that there will be a reduction in the 
forecast of inflation as the £7bn was based on current inflation rates and not 
on this reducing. Encouragingly, an investment plan for Social Care is higher 
than was expected pre-statement. Next steps will be the usual planning 
guidance which is expected prior to Christmas which will put this into context 
and identify the priorities for the coming year. This is expected to be a slightly 
different style of presenting this time, focusing down on a smaller number of 
more important priorities. Once this is received, the Chief Finance Officer 
(CFO) and the team will be reviewing this. 

(b) NHS England Governance Consultation – This was discussed earlier this 
year. Provider licence responsibilities are now coming into all Trusts rather 
than just Foundation Trusts This will apply to all organisations and there will 
need to be a process in place to ensure we demonstrate our compliance with 
this licence. 

(c) NHS Providers Conference – This provided an opportunity to talk about our 
improvement across the Group. The CEO talked about the organisation mind-
set and how we encourage staff to talk about things that have not gone so 
well as well as those that have gone well. There is a permissiveness that we 
create in our organisation to try to improve and to learn from our mistakes. 
There will also be some more national policy on improvements over the next 
year. Fundamentally this is expected to be around the NHS sharing more as 
we have done so as a Group. An overview of some of the Keynote Addresses 
is also included within the report. We also saw the final confirmation of the 
£500m Discharge Fund for this winter being released. This has taken longer 
than anyone wanted but is now with the Local Authority and ICBs to help over 
the winter period. 
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(d) National Provider Collaborative Innovators Programme – A meeting was held 
with the Managing Directors and Chief Strategy Officers across the 
Foundation Group. We will be putting forward a proposition regarding this. 
This is an opportunity for the Group to be involved in some further work on 
developing the freedoms and incentives around Group Models. Through the 
association of groups, which the CEO is Chairing, along with Sir David Dalton 
who has been working closely with the national team, we can ensure that we 
learn from some of the Groups that have been around for a while. We are 
likely to propose as part of this, that we work with them around how you can 
incentivise provider collaboratives. Ideally it would be for Groups like ours 
being given greater freedoms if we can demonstrate that we can work 
effectively. Secondly looking at the delegation of ICB responsibilities down 
into lead providers. We have a very supportive framework around us in 
Herefordshire with our ICB keen for us to take on that role. 

(e) More from our Great Teams – Update from the Clinical Support Division – It 
is very positive to see the progress being made around the cancer services 
and the improvement in performance. A lot of work has gone into ensuring a 
more resilient Haematology Service. As discussed earlier, the quality of some 
of our middle managers is also helping us to navigate some very tricky times. 
There has been some great improvement work within diagnostics. Pharmacy 
has been a difficult area to recruit along with some of the enhanced roles that 
are being developed in Primary Care. However in Herefordshire we have 
seen the One Herefordshire Pharmacy approach which is to create a single 
workforce that ensures that we are as resilient as we can be in a difficult to 
recruit to situation. 

(f) The CEO provided an update on the proposed strikes in the NHS, advising 
that so far we have had responses back from the Royal College of Nursing 
(RCN) and Unison members who have both decided not to take strike action 
in Herefordshire. This is actually the same response across the Foundation 
Group. This is positive from an operational point of view but does not mean 
that staff are happy with their current situation. There has also been the GMB 
feedback on their strike action around ambulance services. The Midlands 
Ambulance Service is not taking strike action but many other ambulance 
services are which is of concern across the country. There will be RCN strike 
action around us on 15th and 20th December which is likely to have an impact 
on us. In the wider context, if there is industrial action in schools this could 
impact on our workforce. Although we do not have much capacity, but are 
trying to plan ahead as much as possible. The response from our teams 
whenever we have a crisis, will be positive and we will work together to 
navigate our way through this. 

(g) The Chairman reiterated that the Board of Directors are very aware of how 
tough the economic situation is for a number of our colleagues and that we 
do appreciate, on behalf of the citizens of Herefordshire, their continued 
support of the services at Wye Valley Trust. 
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(h) Mr James (NED) asked what the material changes were regarding the new 
Provider licence responsibilities. The CEO advised that this puts more 
responsibility onto the Board to demonstrate our compliance with the licence. 
He did not feel that this was an issue as we already have good governance 
in place and had expected this to be in place for NHS Trusts previously as 
this is a really good discipline.

(i) Mrs Twigg (NED) observed that regarding Pharmacy and Pathology, that 
adversity is making us braver to try new things, although this is not without 
risk. Examples of working together are very positive and the way for the 
future. 

(j) Mr Cottom (NED) highlighted that Provider Collaboratives are getting 
recognition which is positive as the Group was an early starter for this. He 
went on to note that he had attended two Foundation Group Board meetings 
which really reaffirmed the value of the collaborative to the Trust. The CEO 
echoed these comments and particularly enjoyed the feedback from the Chief 
Nursing Officers with regards the energy coming out of the work on sharing 
ward accreditation. The ability to share with organisations has made all three 
Trusts better which is evident from our Care Quality Commission reports from 
all three organisations. The Managing Director found over time that this has 
become our default way of working, ie when we have an issue thinking about 
how the rest of the Group are dealing with it and if there is further learning to 
be had. 

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

BOD07/12.22 Integrated Performance Report

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

a) We are working in extremely difficult times. We are now using the Proactive 
Boarding Policy every day. This is when we start to move patients to a ward 
before a discharge occurs, so the ward holds more patients than they 
normally would. This is obviously putting pressure on staff having more 
patients on the ward. This means that we are equalising the pressures on 
staff throughout the Trust and enables the release of ambulances and 
reduces the pressures on the Emergency Department (ED). Last night we 
had some patients boarding on wards all night which is not ideal and not a 
position that we want to be in but we are all trying to make the system as safe 
as possible for our patients. This is about our broader system, not just about 
Herefordshire and mid Powys but also Shropshire and Worcestershire in 
particular who are experiencing difficulties particularly in releasing 
ambulances and so we have been a net importer of those patients which has 
been adding to our pressures and these patients generally have a longer 
length of stay due to the complexities of their discharge to other services out 
of area that we do not normally work with. 
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b) It is very welcome news regarding the Social Care monies. There is around 
£1.4m for Herefordshire for the rest of this year. We have been working for 
some time with the Chief Transformation and Delivery Officer around plans if 
any additional winter monies were available so we have some “ready to go” 
schemes. The workforce is the difficulty as there are not enough staff to 
employ to posts which is the core of this problem. Some of the schemes are 
therefore more innovative working with the voluntary sector. We have already 
started work with Home Care giving them quick and easy access if they have 
concerns over someone that they are looking after, using our 2 Hour 
Community Response to enable this. There are also a range of options 
through Social Care improvements to try to create more capacity. It is positive 
that we have started this work early and are doing this very much in 
partnership.

c) We have been able to ring fence our elective beds so far which is very difficult, 
but we have not had to cancel many patients due to lack of beds. Some of 
the productivity work in Theatres and cancer pathways is very encouraging. 

d) Recruitment and Retention – After a couple of months seeing an 
improvement, turnover increased this month. Positively for Health Care 
Support Workers there is a new deal in place from January (back dated to 1 
October). We have seen a slowdown in turnover of our Health Care Support 
Workers, about half of what it has been over the last few months. However, 
for our Registered Nurses we lost a huge number last month, more than we 
have ever seen in a single month before. This could just be due to a number 
of factors coming together but we need to be really concerned around this as 
without these staff we are not able to run services. We are therefore going to 
speed up the work around newly qualified Registered Nurses to try to provide 
a better deal for them. 

e) As mentioned, we are not going to have local strike action so far from the 
ballots that are in which is clearly positive for our patients but staff are 
obviously not happy with their situation. The work that has been carried out 
on our Master Vend contract has not really reduced the volume of our agency 
staff but has reduced the costs which is positive. We are still just about on 
track for delivering our financial plan for the end of the year. 

f) Mr Myers (ANED) queried what freedom we have, if any, regarding staff 
wages. The Chief Medical Officer (CMO) advised that the Medical Agency 
Reduction Programme runs monthly which reviews this aspect of staffing. 
There is also an escalation process in place, so that any locums that are 
booked for anything other than short term leave come through himself, the 
CFO and the Chief Operating Officer (COO) to ensure that this cannot be 
done within job plan and with reduced rates as possible. Due to the dearth of 
specialties that we are struggling with, these can demand very high rates.

g) Mr Myers (ANED) questioned whether there is a constant review of locum 
staff arrangements. The Managing Director advised that we are not going out 
of Agenda for Change rates but what we are doing is upskilling staff more 
rapidly and creating a better deal through a skills competency  route. 
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h) Mr Cottom (NED) asked for some more background around the high number 
of nurses leaving in one month. The Chief People Officer (CPO) advised that 
the reason for leaving had been analysed and this came down to us being as 
flexible as possible with the main reason being work/life balance. We are 
actively working with our managers to be as flexible as possible. The number 
in November is reduced so October was potentially just a spike. The Chief 
Nursing Officer (CNO) advised of the twenty four staff who left, there were 
actually single figures across twenty two areas. There are no “hot spots” but 
this is around work/life balance and our flexibility. The Chairman felt that there 
is a genuine issue across the NHS around employees wanting that better 
work/life balance and how we adjust to this is going to be a real workforce 
challenge. 

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

BOD08/12.22 Quality (including Mortality and NHSI Inspection Prevention Visit 25 October 
2022)

The CNO and the CMO presented the Quality Report (including Mortality and NHSI 
Inspection Prevention Visit 25 October 2022) and the following key points were 
noted: 

(a) Mortality – This is an improved month overall. SHMI is down to 108. 

(b) As previously mentioned, there was concern around our Out of Hospital 
deaths which are putting our numbers above average but these are now 
reducing. The predictor that we use for crude mortality is looking positive with 
the large spike about to be lost. 

(c) We are receiving more information around the Out of Hospital audit where we 
have reviewed patients who have been discharged from hospital but have 
died within thirty days of discharge. There was a theory that this was related 
to our coding and the audit is starting to prove this. We are a national outlier 
for the 515 code which would normalise our figures more. 

(d) Fractured Neck of Femur is rising again which is a concern. The team are 
starting to review whether this is a pre or post surgery issue. 

(e) The Children and Young Persons Board have advised that the infant mortality 
figures for Herefordshire are double the national average, which we were not 
expecting.  This is children’s deaths up to one year of age. We review the 
neonatal and perinatal figures very closely and have no significant concern 
around these but we are developing a dashboard to look in real time at these 
figures. The CMO confirmed that he will keep the Board updated on these 
reviews.  

6/18 6/184



 

(f) We were inspected by UKHSA (previously Public Health England), NHSI and 
Integrated Care Board colleagues on 25 October which was a week after our 
Care Quality Commission inspection. This was their third inspection and they 
came to look at C-Diff infection rates, cleanliness and infection prevention in 
general. They visited six clinical areas – Frome Ward (emergency surgical 
ward), Maternity Ward, Dinmore Ward (frailty ward), Theatres, Arrow Ward 
(respiratory) and Redbrook Ward (trauma and orthopaedic). 

(g) The one page summary included in the report is directly lifted from the 
feedback from NHSI. The result of this visit resulted in us requiring intensive 
support from NHSI to make improvements they identified when they visited. 
Clearly the feedback was exceptionally disappointing given the work that we 
have put in, but nonetheless we need to address these issues. 

(h) Any immediate issues found were addressed on the day. Since the 
inspection, we have put in increased surveillance and monitoring by senior 
nurses and the Infection Prevention team to all areas but in particular the 
areas that were inspected. 

(i) There have been a couple of workshops held now. One with Estates and 
Monitoring along with our Sodexo colleagues to look at the detail of the 
feedback to ensure that we have a consistent set of actions across the three 
areas to address those issues. A more strategic workshop was held jointly 
with David Stott from Sodexo for us to develop a joint strategy for delivering 
a clean hospital. 

(j) Our Lead Infection Prevention Nurse met with NHSE colleagues this week as 
part of their support offer and they have agreed to review our Infection 
Prevention teams’ Annual Work Programme along with our C-Diff 
Improvement Plan to ensure that they contain the right areas that we should 
be focusing on and that they are prioritised accordingly. NHSI’s view is that if 
these two programmes of work are prioritised and signed off by NHSE, they 
would not expect us to develop a further action plan around how we address 
these issues. 

(k) The CNO has committed to review how the Infection Prevention Committee 
and Cleanliness Committee (subcommittee of the Infection Prevention 
Committee) operates to ensure that that we have full engagement from all 
clinical areas and how we can improve reporting to the Board of Directors and 
oversight.

(l) Our next workshop with Sodexo, Estates and Monitoring colleagues is to 
review our monitoring and audit functions. A year ago, the Board of Directors 
agreed to a significant investment in the cleanliness standards and part of 
that was to invest in a monitoring team. We are looking at how we can work 
together to effectively and efficiently audit and monitor our standards. 

(m)We will receive another inspection in the next three months, a date is yet to 
be confirmed. 
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(n) The CEO noted that there are clearly some things for us to sort and some 
things we could have expected a better service from the contract with Sodexo. 
The CEO questioned to what extent can we evidence the daily challenge by 
our ward staff of the quality of the cleaning in their areas? We need to 
understand whether issues are being flagged by our teams or whether we 
need to increase our monitoring and feedback to Sodexo. The CNO advised 
that since the new 2021 standards have come in, we have seen a massive 
increase of reports to the Sodexo Helpdesk around cleanliness and estates 
issues. Staff are therefore aware of how to raise issues and are doing so. 
During the workshops that the CNO has held in the last few weeks with 
Sodexo, they have shown a real willingness to work together to address these 
issues.  

Resolved – that the Quality Report be received and noted.

BOD09/12.22 Activity Performance

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

(a) The Enabling Flow Standard Operating Procedure (SOP) was implemented 
in October. This is having an impact in terms of our congestion in the ED       
and our 12 hour waits although it is not yet where we would want it to be. This 
is not a step that we have taken lightly but operationally this is necessary and 
is balancing risk and congestion both for patients and staff. The SOP is 
reviewed on a weekly basis with clinical teams and clinical leaders to see how 
we can best balance this risk. We may need to review the SOP to look at how 
else we implement this over the out of hours and weekend periods. 

(b) In terms of 12 hour waits in ED, we had the best month in October for the 
preceding twelve months and also our ambulance handover delays are much 
improved. The average time that we are holding ambulances outside our ED 
has also significantly improved. 

(c) We continue to perform well with our Same Day Emergency Care, with 
another record month for the number of patients who are seen and 
discharged in the same day. Our percentage of patients who have their 
treatment started in ED within the hour remains in the top quartile for English 
Trusts.

(d) Cancer performance – At the last Board meeting, it was reported that we had 
over two hundred patients that were waiting longer than 62 days and have 
made significant inroads into this and are now down to less than one hundred 
and thirty patients. We are not yet back to the pre-pandemic levels of delays 
but a huge effort is being put in by our operational and clinical teams to get 
these long waiting patients treated. 
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(e) Productivity – Within the pack is some narrative around some of our Theatre 
productivity which we are now monitoring via the Productivity Programme 
Board on a monthly basis. Theatre utilisation is now up to 80% for October 
and November is at 83% so far. There was an ICS review by the Getting It 
Right First Time (GIRFT) team last week. Some of the key improvements we 
need to make are around our late starts and scheduling and forward look 
regarding scheduling our patients.  We need to replicate this work across our 
Outpatient settings. Some of the highlights from the GIRFT summary are that 
our Theatre utilisation is in the top quartile for English Trusts and also in the 
top quartile for Day Case procedures. We are also in the top half of English 
Trusts for the number of cases in a four hour session. 

(f) Activity – The number of patients that are going through our elective pathways 
is lower than our 2019/20 figures. There is some narrative in the report around 
the value based weighted activity which looks at case mix and complexity and 
if we compare to the same periods during 2019/20 we have been above 100% 
utilisation for the last few months showing that are treating more complex 
patients.  

(g) There is a continued reduction in the number of 78WW for elective patients 
and also a significant reduction in the percentage of patients waiting greater 
than 6 weeks for diagnostics. 

(h) The CEO noted that the criteria to reside data is identifying a number of 
patients that come from out of area that are complex and appear to take 
longer to discharge, but there is a lot that we can do ourselves to improve  the 
Pathway Zero patients who can go home without any support. It would be 
useful to have more information around the reason around these numbers 
and how we are seeking to improve this. The COO confirmed that a lot of 
work is going into this via our Valuing Our Patients Time workstreams. We 
have increased our ward based Discharge Coordinators who are supporting 
the teams in managing these patients. This was an area that did require extra 
work – we had a clear understanding of our Pathway 1 – 3 delays but our 
Pathway Zero delays did not have the same scrutiny. This was due to them 
being more ward based managed pathways and they did not have the same 
visibility around the barriers and issues preventing these patients from being 
discharged. The criteria to reside data is now being collected more robustly 
and provides the operational teams the detail on where to focus their efforts.  

(i) Mrs Martin (NED) was very hopeful that all the work that is being carried out 
with the Integrated Community Response will help us reduce the pressures 
and support the Trust to keep capacity available for assessment to prevent 
unnecessary admissions. 

(j) Mrs Martin (NED) noted that our cancer performance is not where we would 
want it to be but it is positive to see good progress is being made and is very 
assured, after spending some time with the team, around the rigour with 
which each patient is being tracked. 
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(k) Mr James (NED) felt the comparative table on Theatre utilisation was useful 
within the report to see where we are compared to other Trusts. We will never 
get to 100% but questioned what is the best performance that we can expect 
to achieve? The COO advised that we should be able to achieve at least 85% 
and maintain this. 

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

BOD10/12.22 Workforce

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

(a) We have received the outcome of the RCN and Unison strikes with our staff 
voting not to strike, but are still awaiting the outcome of the other ballots. A 
Working Group has been set up within the Trust which includes local 
representatives and operational colleagues working with our ICS partners to 
be as prepared as we can be during any industrial action over the coming 
weeks.  

(b) We are still facing severe operational pressure within the Trust and this is 
impacting on our ability to obtain our Workforce KPIs. However we are 
continuing to support our managers and are looking at more flexible working, 
more wellbeing support for staff and more career development opportunities.

(c) There are still a number of clinical vacancies. We are putting things in place 
to try to cover these vacancies and exploring different options. We are also 
enhancing our wellbeing support with more support for staff through 
Occupational Health. We are piloting a staff Physiotherapist and Wellbeing 
Nurse as these are the areas that contribute to a large amount of staff 
sickness. 

(d) In November, we promoted the NHS wide Disability Awareness month. We 
also promoted and celebrated our zero tolerance approach to bullying and 
harassment along with promoting the Anti-bullying week in November. 

(e) To summarise, it is still very challenging in terms of Workforce KPIs but we 
will continue to work in close partnership with our managers to try to reduce 
sickness absence, improve recruitment and retention and continue to explore 
different interventions to support our line managers. 

(f) The Chairman asked if we can bring a report back on the number of full time 
equivalent vacancies that we have for staff groups, eg nurses, doctors and 
others, benchmarked against 2019/20. The Managing Director advised that 
the CFO and CPO are already working on the bridge analysis and increases 
and decreases and suggested that this detailed piece of work is presented to 
the next Board of Directors meeting. 

 GE/KO

Resolved – that:

(A) The Workforce Report be received and noted. 

(B) The Chief People Officer and the Chief Finance Officer will present a 
report on the work being carried out on the changes to the numbers in 
our workforce.  

 GE/KO
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BOD11/12.22 Finance Performance 

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

(a) This report covers the period to Month 7 with our financial deficit standing at 
£4.1m which is only marginally different to the planned deficit. 

(b) Delivery over the remainder of the financial year will remain challenging and 
is not without risk. We do also have the unmitigated additional savings target 
of £1.5m planned in Q4. 

(c) We have undertaken a midyear review both internally and across the System 
and identified actions to mitigate some of this risk. At the current time, we 
continue to forecast outturn in line with the plan both as an organisation and 
as a System. 

(d) Agency spend does remain high but there are still some early signs of the 
expected reduction as a result of the series of actions put into place. 

(e) Cost Improvement – Our delivery position this month has remained relatively 
static. We have delivered £4.6m savings year to date and a forecast of 
around £8m for the year. Of concern is the level of non-recurrent items in the 
Cost Improvement Plan. We had planned for a greater level of recurrent 
identification in year to manage the position as we move from one year to the 
next. This will be a particular area of focus for our 2023/24 plans. 

(f) Capital and Cash – We have spent £3.3m of Capital year to date which is 
primarily on the local core capital funding but we are seeing some spend on 
national programmes including the Elective Surgical Hub. Cash balances 
have reduced month on month, partly linked to the quarterly PFI payment but 
do remain healthy. Our Better Payment Performance Practice has improved 
following the change to the methodology that we implemented last month.

(g) Mrs Martin (NED) queried the progress made on the Autumn Statement on 
pensions and any impact this may have on the Trust this year. The CEO 
advised that one of the announcements as part of the Autumn Statement was 
the ability to implement pension recycling schemes. There was a suggestion 
that there might be some national guidance on this but has not been received 
as yet. NHS Employers have produced some useful information and the 
CPOs in the Group have been looking at Policies that exist elsewhere. It is 
our intention to develop a Group wide Policy that can be implemented in the 
near future. This is planned to create a situation where Consultants in 
particular who were affected by this issue, are able to continue to work for us 
and have some flexible options around their pension. 

(h) Mrs Twigg (NED) noted the number of changes around funding and how we 
get paid can be very complex and queried whether there is any benchmarking 
around how we compare to other Trusts – how do we know how well we are 
doing and managing this compared to other Trusts? The CFO advised we do 
see this type of reporting but it does not always feed into the report for the 
Board. Across both the Foundation Group and the ICS we review this each 
month and compare and contrast where we are all at financially along with 
the risks and challenges and then how this compares to the plan we set at 
the beginning. This is also picked up at Regional meetings and discussions. 

 KO
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We appear to be doing better than a lot of other organisations by being able 
to remain in line with our original plan. This information will be included in 
future reports. The Chairman noted that he and Mr Cottom (NED) are 
involved in the Finance Forum where this is discussed in more detail. 

 Resolved – that:

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

(B) Future Finance Performance Reports will include detail around how   
the Trust benchmarks and compares regarding their finances to other 
Trusts.

 KO

 ITEMS FOR APPROVAL

BOD12/12.22  Safeguarding Annual Reports 2021/2022

The Lead Nurse Adult Safeguarding,  Named Nurse Children In Care and the Named 
Nurse Safeguarding Children presented the Safeguarding Annual Reports 2021/22, 
which were taken as read, and the following key points were noted: 

Adult Safeguarding

(a) There has been a consistently increasing number of adult safeguarding 
referrals seen across the board and which we also saw over the past few 
years. We are expecting to see a further increase during the winter period 
due to the impact of the cost of living impact.

(b) Mental Capacity Assessment – This is an area that the Care Quality 
Commission raised on their recent visit to the Trust. There are still challenges 
across the organisation in relation to the assessment of mental capacity. The 
Advanced Practitioner, Adult Safeguarding has launched her revised Mental 
Capacity Policy with some very useful flow charts included to support 
practitioners in their decision making. The Care Quality Commission 
commented on how good this new Policy was despite their concerns around 
the assessment of capacity. 

(c) The Advanced Practitioner, Adult Safeguarding has also launched some 
additional training in addition to the mandated training requirements and 
specifically focuses on the Mental Capacity Act and Deprivation Of Liberty 
Safeguards. There has been various success of degrees of staff attending 
which she has fed back to the CMO as would need more medical staff to 
attend. 

(d) Liberty of Protection Safeguards (LPS) and their implementation and the 
replacement of Deprivation of Liberty Safeguards update – From a Trust point 
of view we have responded to the documentation document. These 
comments had to be returned by the end of July 2022. From what we 
understand, there were significant concerns around the LPS as they currently 
stood and significant work is being done to improve where areas of concern 
were raised. Currently we are expecting to be sent the revised codes of 
practice, possibly in March 2023, but we still do not have any dates for full 
implementation of LPS or what funding will be available, if any. 
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(e) Hospital Independent Domestic Advisor update – They have funding to 
continue in post in the Trust until April 2024 which is very positive. The Police 
and Crime Commissioner felt that during Covid this post was very useful and 
now post Covid they wanted to see how well this post works within 
organisations. 

(f) The Chairman thanked all the safeguarding teams for all their hard work and 
asked if there was anything more that the Board of Directors could support 
with. The Lead Nurse Adult Safeguarding felt that the Board are very 
supportive in ensuring that everyone is aware that safeguarding for adults as 
well as children is a collective responsibility and everyone’s responsibility 
across the organisation. The CNO is the Executive Lead who individually 
supports the team with any issues or concerns.

(g) Mr James (NED) wanted to reaffirm the tribute to the safeguarding teams who 
are not the most visible area in the Trust with teams who work very hard to 
keep our patients safe. 

(h) Mr James (NED) noted the two areas highlighted in the report around 
pressure ulcers and quality of care to patients and wanted to acknowledge 
that these areas are known issues and priorities that we are dealing with 
within the organisation. There is some reassurance that our priorities align 
with what we are seeing through the safeguarding reports. 

Children’s Safeguarding

(i) The Named Nurse Safeguarding Children echoed the comments made 
around the support from the Board of Directors and the CNO and the 
Associate CNO. 

(j) This report covers the second half of the pandemic and we were expecting a 
real increase in safeguarding work as we emerged out of Covid which has 
occurred. In terms of children on a Child Projection Plan we have 286 during 
this reporting period whereas the previous year this was 109. The number of 
referrals to the Local Authority was 3329 from 1080 the previous year. The 
knock on effect of this is the increase in workload associated with the number 
of children’s reports for Court and pressure on our Paediatric colleagues for 
Child Protection medicals and Community colleagues for assessments for 
those children on a plan. The MASH Health Practitioner has had an increased 
workload with resource uplifted from the Police and Social Care but also 
current support from the ICB in terms of a support plan for the MASH, 
otherwise we would be a single point of failure in terms of the workload and 
lack of resource currently. 

(k) In relation to the Children’s Partnership we work very closely with our partner 
agencies (the Police and Local Authority), and although not a statutory 
partner, we are very involved across the whole of the partnership in terms of 
strategic work and are represented on all of the groups. We have also been 
involved following the OFSTED report and provided a lot of advice and 
support and consultation. Operationally we continue to provide cross agency 
support in relation to safeguarding and assurances within the Trust. 
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(l) Training remains a challenge. Within the team we have looked closely at 
training and updated this from full days to more sessional training now. The 
team have also visited key areas, such as ED and Paediatrics to provide bite 
size training. There has been good feedback from this approach and it is well 
attended. We are working next year towards having more face to face 
training. We have also continued to provide training to the partnership. 

Children Looked After

(m) This has been a very busy year. We had over double the amount of new 
children going into care from 82 to 163. This provided challenges in terms of 
medical consent which continues to be an ongoing challenge and has been 
escalated across the partnership. The combination of the number of medical 
consents and the number of children in care did result in a delay in capacity 
for six to eight months, which has now been resolved. 

(n) The Review Health Assessments continue to be achieved at a high rate of 
88%. The children are staying in care for longer as well as new children 
coming into care. We have just under four hundred children currently in care. 

(o) Alongside the Review Health Assessments and Initial Health Assessments, 
the team also provide a lot of health support for children to ensure that their 
health needs are met. This is not statutory report, hence not included within 
the report. 

(p) The Named Nurse Safeguarding Children also thanked the CNO, Associate 
CNO and the Board of Directors for all of their support. 

(q) The Managing Director noted that the teams have been extremely busy with 
all the demands and thanked them for all their hard work. 

(r) Mr James (NED) noted as a Board that we need to acknowledge the Looked 
After Children challenges around the Initial Health Assessments and Review 
Health Assessments are not where we need them to be, and as Chair of the 
Quality Committee advised that discussion and focus is held around this at 
the Quality Committee meetings. The Chairman noted that we have around 
twice the national average for the number of children in care in Herefordshire 
– there is a very high level of demand that we are having to cope with. 

(s) The CNO noted the Partnership Summits that are being held with the Local 
Authority and other partners are asking the right questions which are “is there 
a level of risk that we are not prepared to take as a System” and “do we need 
to put more resources and support into early help to support families and 
children who are in difficulty to thrive at home”. 

(t) The CNO advised that the ICB have put in additional resources into the 
Multiagency Safeguarding Hub to both undertake a review of this and also for 
additional resource given the demands on this service currently. The CNO 
wanted to put on record her thanks to the teams that deliver this on our behalf. 

(u) Mrs Martin (NED) felt that it was very timely to be having these reports and 
the context of the discussions that are being held at ICS and Place in terms 
of our commitment to population health management and recognising the 
needs of individual vulnerable groups.
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Resolved- that Safeguarding Annual Reports 2021/22 be received and 
approved.  

BOD13/12.22 Virtual Wards Business Case

The Chief Transformation and Delivery Officer (CTDO) presented the Virtual Wards 
Business Case and the following key points were noted: 

(a) We are required by the national team to develop a virtual ward capability over 
the next two winters, getting to 40 – 45 beds per 100,000 population is the 
guide.  

(b) There has been fantastic engagement from both the Frailty and the Acute 
Medical teams. This is also supported by the ICB. This is a model building on 
an already existing and successful team to deliver a virtual ward this winter. 
It is likely that we will see the first patients in February.

(c) The initial cost this year is funded by the ICB, and there is also a funding 
stream for next year. The CTDO felt that this is a very good clinical model 
with excellent clinical leadership. This has been coproduced with the Clinical 
Operational and the Transformation teams. 

(d) Mrs Martin (NED) queried in terms of consultation and engagement has this 
been reviewed by the CPF and GP leadership teams to ensure that they are 
fully sighted on the proposal. The CTDO advised that this was piloted with 
Primary Care in 2021 and has been presented to the GP Leadership and the 
CPF. There is also a place marker in the bid for increased Primary Care 
activity. It has been made clear that this is for supportive early discharge and 
not for admission avoidance although there is the possibility of some work 
around admission avoidance in the future. There is a workshop being run co-
designing the pathway with Primary and Secondary Care.

(e) The CFO advised that the funding has been confirmed for this year and next 
year with no guaranteed funding stream thereafter but we would expect the 
benefits realised from doing this would more than cover the investment. We 
have also built in an evaluation point to review this. 

(f) The CEO was very supportive and agreed that there could be scope for more 
capacity as this evolves. There is a clinical criteria for individual patients and 
assumed there is also a geographical criteria around Herefordshire and 
questioned what happens in Powys. The CTDO advised that this 
conversation has started and they are keen to be involved. Some of the 
structures that we are building on they do not currently have in place so it 
would be a bigger step for them to engage.

(g) Mr Cottom (NED) was also supportive but raised his concern around the 
workforce needed for this. The implication may be that staff move to these 
new and exciting posts and leave gaps in other areas in the System and felt 
that there could have been more in the report around this to ensure that we 
can alleviate this. The CTDO advised that there is a quantum of patients to 
be cared for and this is a more efficient way of caring for them. He was not 
sure how the staffing issue could be better explained but will consider this. 
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(h) Mr James (NED) wanted to raise patient feedback and what we are building 
into this. A lot of this is new and will evolve as it develops and it is key to 
receive direct feedback from patients and queried whether this is being built 
into our implementation. The CTDO confirmed that we are working alongside 
Healthwatch. They undertook a survey on the Respiratory Ward which is still 
running which was positive. This is a brave new approach with new 
technology but there are small numbers involved and we will review the 
results. Key is getting patients out of the Virtual Ward and back to normal 
delivery which is a very important part of what we do. If not, we will end up 
with a very good service for a few people whereas what we want is a very 
good service for everyone.  

(i) Mr Myers (ANED) questioned why this is being called Virtual Wards when this 
really means care at home and raised the concern of how this is going to be 
presented to the public to understand this concept. The CTDO advised that 
the distinction is that this is hospital level care being provided in the home 
setting. This includes a level of consultant oversight and intensity of care that 
patients would not normally receive at home. Mr Myers (ANED) felt that we 
need to ensure that we inform the public of this in “layman’s terms” to ensure 
that they understand. 

Resolved – that the Virtual Wards Business Case be received and approved. 

ITEMS FOR NOTING AND INFORMATION 

BOD14/12.22 Safer Staffing Report

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

(a) We had a number of escalation areas open in October, eg Medical, additional 
Community beds, escalation areas in ED overnight and Day Case open on a 
weekend to support medical patients. All of this is driving our agency demand. 

(b) Sickness and Covid related sickness is reducing overall but the CNO is 
concerned around our Health Care Support Worker rates of sickness, 
particularly in the day on our wards, as included in the report. There has been 
some positivity with recruitment and retention, from eighty vacancies in 
September down to fifty, although sickness in this group is still very high. Out 
of the twenty areas in the report, eleven have above 9% sickness (only one 
area was in line with the national 4%.

(c) Positively, the new rate card with our Master Vend provider is reducing our 
spend. We are bringing in agency nurses at the lower tier, the lower rates of 
pay, and we are seeing a significant reduction in the use of Thornbury. 

(d) The CFO confirmed regarding the new Master Vend contract, that we are 
seeing some really good signs on this with continuing actions through the 
Nurse Agency Reduction Programme providing support. 

 

Resolved – that the Safer Staffing Report be received and noted. 
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BOD15/12.22 Digital Programme Update

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

(a) Outpatient Clinical Noting – This was the final element of the original scope 
of our Global Digital Exemplar Fast Follower monies. We went live with 
Outpatient Clinical Noting on 21 November. This is a significant change and 
not without its challenges, but early progress has been largely positive. In the 
first week, over half of our appointments were completed using Outpatient 
Clinical Noting and we have trained over two hundred staff in that regard. 

(b) The Managing Director paid tribute to Jake Burdsall who has been 
outstanding throughout this. A presentation will be presented to the Board 
Workshop in January to show this system and the scale of change that has 
occurred. 

(c) The Chairman on behalf of the Board, thanked the front line teams for their 
work embracing this new technology. 

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

BOD16/12.22 Integrated Energy Solution Update

The Chief Planning and Strategy Officer (CPSO) presented the Integrated Energy 
Solution Update and the following key points were noted: 

(a) This is being presented for information only as this was approved off line due 
to the limited time for approval. 

(b) This is around the acceptance of over £20m of Salix government funding to 
implement Phase 2 of our integrated energy system scheme. This finishes 
the decarbonisation of the County Hospital site when complete. 

(c) The agreement was to accept the funding. Centrica (our partners) are 
currently undertaking a detailed investment grade proposal for us which will 
form part of a Business Case which will be presented in the New Year. If 
approved, we will be able to start shortly afterwards. 

(d) In response to a question raised by the CMO, the CPSO confirmed that this 
just produced heat and not electricity. 

 

 

Resolved – that the Integrated Energy Solution Update be received and noted.

COMMITTEE SUMMARY REPORTS

BOD17/12.22 Integrated Care Executive 10 October 2022

Mrs Martin (Chair of the Integrated Care Executive and NED) presented the 
Integrated Care Executive Summary Report 10 October 2022, which was taken as 
read, and the following key points were noted:

(a) Good progress is being made and the planned workshop reviewing the 
Integrated Care Executive over the past year is booked for next week. This 
will enable reflection over the past year and opportunities for the future. 
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Resolved – that the Integrated Care Executive Summary Report 10 October 
2022 be received and noted. 

BOD18/12.22 Quality Committee Summary Report 29 September 2022

Resolved – that the Quality Committee Summary Report 29 September 2022 be 
received and noted.  

COMMITTEE MINUTES

BOD19/12.22 Foundation Group Boards – 2 November 2022

Resolved – that the Foundation Group Boards minutes 2 November 2022 be 
received and noted. 

BOD20/12.22 Quality Committee – 25 August 2022

Resolved - that the Quality Committee minutes 25 August 2022 be received and 
noted.

BOD21/12.22 Any Other Business

There was no further business to discuss. 

BOD22/12.22 Questions from Members of the Public

There were no questions received from members of the public.

BOD23/12.22 Date of next meeting

The next meeting was due to be held on 19 January 2023 at 1.00 pm via MS Teams.  
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WYE VALLEY NHS TRUST
ACTIONS UPDATE: BOARD OF DIRECTORS, THURSDAY 19 JANUARY 2023

AGENDA ITEM ACTION LEAD COMMENT
BOD10/12.22
Workforce
01.12.22

(B) The Chief People Officer and the Chief Finance 
Officer will present a report on the work being carried out on 
the changes to the numbers in our workforce.  

GE/KO Completed – Within Performance Report.

ACTIONS IN PROGRESS
BOD11/12.22
Finance Performance
01.12.22

(B) Future Finance Performance Reports will include 
detail around how the Trust benchmarks and compares 
regarding their finances to other Trusts.

KO Full detail will be included from Month 9 
reporting.
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Report to: Public Board
Date of Meeting: 19/01/2023
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) NHS Recovery Summit and Improving Discharge 

I was pleased to be invited to attend the recent Downing Street NHS summit led by the Prime Minister. I 
took part in the Discharge Workshop and shared some of our local experiences around the effective use of 
the Discharge to Assess model. Following the Summit an announcement was made that a further £250m 
would immediately be provided to commission additional Care Home capacity. Whist this will help, I hope 
that we will see more strategic solutions emerging.  In Warwickshire, the two other Trusts in our Group have 
announced that they are taking part in one of 6 national ‘Integration Frontrunner’ pilots which will seek to 
develop a broader range of services to support discharge with a particular focus on home based care. This 
will include exploration of direct provision of Domiciliary Care by South Warwickshire University Foundation 
Trust. 

The Summit also involved further sessions looking at Elective Recovery, Primary Care and Urgent and 
Emergency care.

2) Urgent and Emergency Care (UEC) Strategy

A revised NHS UEC Strategy is expected to be published soon. The revision is being led by Sarah-Jane 
Marsh the new national lead who has Chaired the National Discharge Taskforce over the past year. As a 
member of the Taskforce I have been engaged in the new Plan and look forward to a refreshed approach. 
One of the key issues that we have learnt as a Group is that UEC is a continuum of care which is best 
delivered when the focus is on the whole person. A huge proportion of our daily bed occupancy is used to 
support older people admitted as an emergency. We need to offer rapid assessment but treatment can be 
in a range of settings and admission to, or prolonged treatment in hospital is not always required or desired.

3) 2023/24 NHS Planning Guidance 

True to form, the Planning Guidance for next year arrived in my inbox on Christmas Eve. Whilst the timing 
was all too familiar, the content was less so. This year’s document was more succinct and demonstrated a 
shift in focus from a long list of objectives to something which gave a stronger sense of what the key priorities 
are for the next year. Integrated Care Systems are asked to focus on the following three tasks:

1. Prioritise recovering core services and productivity
2. Return to delivering the key ambitions in the Long Term Plan
3. Continue transforming the NHS for the future

Systems are asked to focus on the following priorities for 2022/23: 

• Invest in our workforce – with more people (particularly outside of hospital) and new ways of working, 
and by strengthening the ‘compassionate and inclusive culture needed to deliver outstanding care’. 

• Respond to COVID-19 ever more effectively – delivering the NHS COVID-19 vaccination programme 
and meeting the needs of patients with COVID-19. 

• Deliver significantly more elective care to tackle the elective backlog, reduce long waits and improve 
performance against cancer waiting times standards. 

• Improve the responsiveness of urgent and emergency care (UEC) and build community care 
capacity– keeping patients safe and offering the right care, at the right time, in the right setting. This 
needs to be supported by creating the equivalent of 5,000 additional beds, in particular through 
expansion of virtual ward models. 

• Improve timely access to primary care – maximising the impact of the investment in primary medical 
care and primary care networks (PCNs) to expand capacity, increase the number of appointments 
available and drive integrated working at neighbourhood and place level. 
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• Improve mental health services and services for people with a learning disability and/or autistic 
people – maintaining continued growth in mental health investment to transform and expand 
community health services and improve access. 

• Continue to develop our approach to population health management, prevent ill health and address 
health inequalities – using data and analytics to redesign care pathways and measure outcomes 
with a focus on improving access and health equity for underserved communities. 

• Exploit the potential of digital technologies to transform the delivery of care and patient outcomes – 
achieving a core level of digitisation in every service across systems. 

• Make the most effective use of our resources – moving back to and beyond pre-pandemic levels of 
productivity when the context allows this. 

• Establish ICBs and collaborative system working – working together with local authorities and other 
partners across their ICS to develop a five-year strategic plan for their system and places.

The key targets for the acute sector will include a return to a focus on the A&E 4 hr performance standard 
as the main performance metric. This sets out an ambition to return to at least a 76% level by the end of the 
year. Prior to Christmas, performance sat at around 65%. Ambulance Handovers should not exceed 30 
minutes and we are expected to eliminate 12-hour waits A&Es. The expectation to eliminate 78+ weeks 
elective waits remains. We are also expected to reduce Cancer 62 day backlog and achieve the 75% Cancer 
Faster Diagnosis standard. 

4) 2023/24 Financial Framework

The NHS’s financial arrangements for 2022/23 will continue to support a system-based approach to planning 
and delivery and will align to the new ICS boundaries agreed during 2021/22. We will shortly be issued with 
one-year revenue allocations for 2022/23 and three-year capital allocations to 2024/25. A further capital pot 
of £300m will be held centrally and allocated based on 22/23 financial performance. System deficits in 
2022/23 will need to be recovered in 2023/24. There is an intention to publish the remaining two-year 
revenue allocations to 2024/25 in the first half of 2022/23. 

System allocations are expected to be around the same amount as 22/23 uplifted for inflation (i.e. broadly 
flat). This includes an assumption of 5.5% non-pay inflation and a provision for a 2% pay settlement in 
allocations. It has also been indicated that the Government will top this up if the pay settlement is higher but 
we have also heard a suggestion that the pay award could be productivity linked. This raises the worrying 
prospect of it not being fully funded. 

The Guidance also makes it clear that the default for Elective Care will be Payment by Results (PBR). Whilst 
further details on the application of this have not yet been published, I was pleased to see a return to PBR 
in this area.  However it makes it clear that counting and coding will be subject to greater scrutiny including 
internal audit. The default for Non-Electives will be block. The devil will be in the detail.

5) More from our Great Teams – Update from the Medical Division

The most significant challenge for the Division since the last report has been the number of patients 
attending our Emergency department and requiring admission over the last few weeks and months. We 
have been working under considerable pressure with high numbers in our Emergency Department and all 
wards having more patients than they would normally have in escalation areas. Whilst this has been difficult 
for staff and patients we have strived to ensure our care has continued to be the best it can.  
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Urgent and Emergency Care  

It has been a challenging few months in our Emergency Care Department with high numbers of attendees 
– over the last 2 weeks we have averaged 179 attendances per day. However this includes our lowest day 
for the last month (133) and our highest (237). Numbers have eased off slightly but still remain at high levels. 
Ambulance conveyances are at slightly lower levels with an average of 51 per day, however that does 
include some days of very high levels of conveyance. The staff have risen to the challenge and despite a 
significant workload we have continued to perform well in relation to other Trusts for ambulance 
offloads.  Our patients are spending longer in the department than we would like but we have engaged with 
the team regarding improvements / ways of working and we need to generate capacity to implement this 
thinking as we re-focus on the first 3 hours of patient stay. We have also been successful in obtaining 
funding for new trolleys in our Emergency Department which allow patients to be more comfortable for 
longer. 

We are progressing with our plans to set up a virtual ward where we can provide supported care to patients 
in their own home. Recruitment is going well and plans for how referrals will be made and patients will be 
managed are in progress.

Medicine

In respiratory medicine we have purchased new Vapotherm machines for non-invasive ventilation.  With the 
increase in flu and RSV over the last few weeks, these machines have had a tremendous impact and arrived 
just in time to support the Trust; paediatrics in particular are very pleased and relieved that the new machines 
were received when they were.

In relation to diagnostics – our ECHO waiting times position has significantly improved 

Ambulatory and Frailty

Unfortunately due to bed pressures we have not been able to consistently run our Frailty SDEC but this time 
has allowed us to progress the training of staff members to ensure that when we do re-open we have a fully-
fledged workforce to run the unit.

Our TIA performance in Stroke was good, the percentage of patients treated within 24 hours of first contact 
has improved from 63.6% to 85.7%.

Following a successful business case we have appointed our first ever dedicated Nephrologist. We now 
have 1 Doctor and 2 nurses with a Dietitian to be appointed in the near future to support patients with Kidney 
Failure in Herefordshire

Cancer care

Whilst they still have some challenges the Division’s 28 day performance has improved in all 3 cancer 
specialities. A particular success has been in Dermatology where new processes have meant that in 
December 90% of patients were informed of the outcome of their investigations within 28 days (target 75%). 
We have also seen a significant improvement in our 62 day performance in Upper GI 
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Recruitment  

The Division have made a number of appointments over the last few months including an Associate 
Specialist in Dermatology which will increase our MOPS activity from January. As mentioned above we 
have appointed our first ever dedicated Nephrologist. We are also interviewing in March for a Consultant in 
Cardiology  

The Division have had a National General Management Training Scheme trainee since September who has 
been doing some excellent work for the Division – most notably supporting a piece of work we are 
undertaking looking at our junior medical staffing.  

6) Going the Extra Mile Awards – January 2023

Employee of the Month – Laura Samuel, Dietician

Laura is always doing great work.  She involves both parents and patients in useful and practical ways. She 
has designed an education program for the paediatric diabetic patients for the whole year. She has also 
been involved in designing and implementing useful workshops/study days for this group of patients when 
they move on to secondary school to help them prepare for this big change. 

Laura recently arranged a fun outing for the children and young people with diabetes. She took them for a 
walk, showed them King Arthur’s cave, they had a BBQ and then did archery. Needless to say: they 
absolutely had a ball of a time.  This was also a good opportunity for them to meet each other, to see that 
there are others in the same boat, to learn that they can still enjoy life despite having diabetes. Laura also 
organised the funding for this event. 

I definitely feel Laura is not only doing excellent work on a daily basis, she goes beyond that. This trust and 
the paediatric diabetes team is lucky to have her. 

Team of the Month – Out-Patient Nursing Team

The Outpatient Nursing Team in Oxford Suite, Fred Bulmer and ENT are a committed, flexible, 
hardworking team who are going the extra mile every day to support patient’s journey while in outpatients.
A few examples below:

• Fully engaged with the management of change to support evening and weekend working.  Staff 
are also volunteering weekends outside their hours to support additional sessions to reduce 
waiting times, including both Saturday’s and Sunday’s.

• Staff often stay late waiting with patients for transport or admissions.

• They are engaging with the outpatient transformation team looking coming up with some great 
ideas to improve outpatients

• Staff support patients with all their needs in a caring and compassionate way.

• Staff are volunteering to undertake additional training to help run blood clinics, swabbing patients, 
minor ops or any new ways of working to improve outpatients.

• Every morning at their huddle they come into work ready for the day, engaged and keen to make a 
difference to patients.

• They are engaging in with the sisters and junior sisters to support the service and in turn are 
supported by the junior sister and sister in charge.
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• This team should be commended on their flexibility and support with working additional weekends 
to ensure the additional sessions go ahead and their commitment to ensuring every patient has a 
good experience.

Glen Burley
Chief Executive Officer
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Managing Director – Executive Summary 

 
  

 

I have worked in the NHS since 1980 and the last time I personally witnessed ‘boarding’ that is, caring for patient in a bed that is not in a designated bed 

space, was in 1984.  

I have been dismayed by the extreme pressures that have been placed on our staff and our patients over the last 2 months and are continuing – which are 

not just the worst I have ever seen, but worse by a very significant margin.  

Despite our best efforts we have frequently not been able to provide the right number of staff for our expanded bed base because the temporary workforce 

has not been available in sufficient numbers. Our staff have then had to contend with caring for patients in poor environments, either a 5
th
 bed in a 4 bed-

ded bay or in ward corridors and waiting in large numbers in ED. Patients have suffered a lack of dignity and at times less than optimal care for their 

needs.   

At our peak in the first week in January across our acute and community sites and in the emergency department we have cared for over 80 extra patients, 

taking into account additional ward capacity that has been opened (for example our day case unit at night and weekends) that figure is over 100 and 

around 25% above our funded, staffed bed base. 

I would like to pay tribute to our clinical staff and our operational managers who have borne the brunt of the excessive demands placed on them and have 

by and large remained remarkably resilient. 

I can only apologise to our patients, who have also been remarkably understanding for the standards they have endured.  

As an organisation we have prioritised ambulance turnaround times as the best way to manage the safety of the population we serve in Herefordshire and 

mid-Powys. Due to our success in delivering this, we did attract large numbers of ambulances outside of our normal catchment area as other hospital 

struggled and saw extreme (up to 30 hours) delays to ambulances outside their ED’s.  The ambulance trust has now reduced the number of out of area 

ambulances to the Hereford site. 

A review of Herefordshire’s category 2 ambulance response times compared to Worcestershire for the latest available data in November, showed re-

sponse times are around 15 minutes faster in Herefordshire than in Worcestershire, although at 39 minutes still much longer than the 18 minutes national 

standard. 

The deterioration in the quality indicators for falls and pressure damage are likely to be the result of the pressures in our bed capacity. 

Whilst winter pressures, flu and Covid have combined to exacerbate an already difficult situation, the genesis of the problems we and our patients face is 

the lack of national workforce planning, investment and valuing the health and social care workforce over the last decade. 

We have worked with colleagues in ‘One Herefordshire’ on a set of schemes to deliver improved discharge and these are being introduced as quickly as 

possible. The discharge delay problems in Herefordshire are very much improved, whilst our out of county delays have deteriorated due to the out of coun-

ty emergency workload. This is resolving, and the addition of the new discharge fund is likely to enable us to place out of county patients whose discharge 

is delayed into Herefordshire community capacity where available. 

Our surgical staff have not been able to continue the level of activity that they planned to do due to the lack of beds, but we have maintained access for 

cancer patients and those with extremely long waits. At the time of writing we have been able make progress on ring-fencing more elective surgical beds. 

I am delighted that our ‘new deal’ approach to our health care assistant workforce does seem to have reduced the turnover of this important staff group 

and they will see the back pay of their new grades in their January pay packets. In the absence of a nationally funded plan for staff recruitment and reten-

tion we are continuing to seek local solutions across more of our workforce – in particular our registered nurses. 

Whilst our financial plan was broadly on target at the end of November, the additional staff required to manage the additional patients will have created 

extra financial pressures through December and January. From March the board will receive a more detailed agency report for nursing and medical staff to 

provide assurance on the steps being taken to minimise agency spend. 

Our focus is turning to CPIP delivery for 2023/24 and we will need to do much better than we have this year on delivering recurrent CPIP. 

Jane Ives 

Managing Director 
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Our Quality & Safety – Executive Narrative 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Lucy Flanagan 

Chief Nursing Officer  

  

 

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

Patient Experience 

The Friends and Family test text messaging service is rolled out to all inpatient and outpatient areas. Plans are now in place to complete 

the roll out to the Emergency Department and Maternity services. The Patient Experience team are exploring roll out to adults of children 

using our paediatric services.  

Patient Safety 

To support the Trust in implementing the National Patient Safety Strategy, and enable better access to our Quality and Safety data, the 

Trust has approved a business case to move to a new Incident reporting and risk management system. Implementation will take place in 

Q4 aiming to transition to the new system by 1st April 2023.  

Infection prevention and control 

In the absence of national guidance on the management of flu cases in an acute hospital setting the Regional Infection Prevention Team 

issued some regional principles in December 2022.  These principles included guidance in relation to the following aspects: 

 Mask wearing 

 Swabbing 

 Isolation and cohorting 

 Contact management 

 Step down of positive patients 

 Staff returning to work 

There are varying practices across the region, particularly in relation to management of flu contacts: we have an approved risk assess-

ment for the management of flu contacts and all contacts are monitored for flu acquisition.  The regional guidance advises levels of step 

down of flu positive patients in line with best practice yet to align to operational pressures  - “normal, capacity pressures and extremis”.  

Since the introduction of the guidance we have been operating at extremis, requiring the step down of positive cases at the earliest op-

portunity.  The step down of flu positive cases is overseen in every instance by the Infection prevention team and patients are only 

stepped down if they are in receipt of prophylaxis, are apyrexial and there are no other risk factors.  For our patients and their visitors the 

requirement to wear a mask has been stepped up unless an individual is clinically exempt. 

 
David Mowbray 

Chief Medical Officer 

 

3/31 28/184



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) August 2021 to July 2022                                                    

 

  

 

 

What the chart tells us: 

 The latest SHMI, as reported by NHS Digital for the period from August 2021 to July 2022, shows Wye Valley NHS Trust at 108.8, which is a significant overall reduction of 2.2. 

Both the in and out of hospital mortality rates have also reported significant reductions.  

 The trend line on the right hand chart shows a reassuring downward trend both in the SHMI and the crude mortality over the past 12 months.  

 The latest HSMR is currently unavailable due to some concerns with the data. 

 Our in-hospital crude mortality rate remains below the mean, with the latest month for November 2022 at 1.27% for all admissions, continuing to reduce. 

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:    

 A meeting with all key stakeholders to discuss the concerns with our #NOF pathway and the associated rise in mortality was held last month. A clear plan was made to address 

various areas, alongside an audit of the out of hospital deaths. The next meeting is planned for early February to review progress on key actions.  

 With the success of our locally developed perinatal mortality tool, which allows us to proactively monitor mortality in a real time fashion, a recent meeting was held  with clini-

cians from SWFT where we shared our dashboard. They are currently looking to see how they can implement the tool at there hospital.  

 The Medical Examiner service has made significant progress in the preparations for the Herefordshire roll out of the service, and are currently in the process of recruiting a fur-

ther two Medical Examiners from Primary care to support with the increased demand. The service is planning to go live in April.  

 The ICS Mortality group is being re-launched this month, which will provide us with a useful forum to share and work together with any problem areas or concerns.  4/31 29/184



Quality and Safety – Mixed Sex Quality and Safety – Pressure Ulcers 

We are driving this measure because: 
The Trust aims to reduce the occurrences of acquired pressure ulcers or pressure ulcers that deteriorate in our care.  

  

  

  

 

 

Performance and Actions  
 The Trust had a significant increase in the number of grade 3/4/ and unstageable pres-

sure ulcers in November. The highest number reported in the least three years. 

 Of the 13 cases reported since July 2022, all but one occurred in acute wards or under 

the care of district nursing teams.  

 Improvement work undertaken in the community hospitals has seen an improvement in 

completion of skin assessments on and during admission, initiated by the CQUIN pro-
gramme for 2022-23.  

 The improved skin assessments within the community hospitals has led to far fewer 
hospital acquired or deteriorating pressure damage 

 The CQUIN measure is being applied to the acute hospital for Q4 

 This will remain a quality priority for 23/24 and we have recently met to discuss how we 
might apply the mortality outlier methodology to the pressure ulcer project  

 The digital nurse noting project group have reviewed the electronic risk assessments to 
improve usability and are also exploring  an auto generated compliance dashboard 

 A full comprehensive improvement plan is being developed to drive reduction in the oc-

currences of pressure ulcers acquired or worsened in our care.  

Risks: 

 

What the chart tells us:   

The first chart shows since August 2021, there has been an overall increase in reporting of grade 3/4/ unstageable pressure ulcers acquired or worsened in our care, in particular 

two significant spikes in cases in January and November 2022. The chart indicates when the case was reported as a serious incident rather than when the case occurred.  

The second chart shows the CQUIN performance for community hospitals, 40-60% compliance is the expected target and the trusts Q1 compliance was 52% and 87% in Q2 
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Quality and Safety – Falls 

We are driving this measure because: 

Falls is the leading cause of injury related to hospital admission, estimated to cost the NHS 2.3 billion per year.  A significant proportion of falls occur in hospital.  The impact of  a patient 

falling is wide ranging particularly for the individual yet also extends to staff and the organisation more widely. 

  

 
Performance and Actions  

  98% of patients did not fall in our care 

 The number of falls and severity of harm are increasing—during 21/22 we reported 18 moder-

ate/severe harm falls, we have reported 18 April to October 2022 and the number increased 

further during quarter 3 and continues to rise in quarter 4—we do know we have seen an in-

crease in unwitnessed falls and this has been in part due to the pressure on our wards with 

additional patients and difficulties with staffing  

 We are focussing on bed rails assessments to ensure our policy and practice is aligned 

 We are introducing clinical practice training weeks with a focus on falls assessment and man-

agement to refresh clinical staff knowledge  

 We are amending the falls and bed rails assessments for the digital nurse noting platform to 

aid easier completion and guidance on management 

 We have added the falls training packages to the ESR platform 

 We have established a new operational/quality improvement group focussing on dementia, 

falls and femoral fractures 

Data—Falls harm rates 

 

 

 

 

 

 

 

National 

2014 

WVT 

15/16 

WVT 

16/17 

WVT 

17/18 

WVT 

18/19 

WVT 

19/20 

WVT 

20/21 

WVT 21/22 

to date 

Community Hospital Harm Rate 

0.19 0.28 0.56 0.24 0.07 0.15 0.45 0.36 

Acute Site Harm Rate 

0.19 0.13 0.22 0.12 0.12 0.12 0.19 0.21 
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Quality and Safety – Nutrition 

We are driving this measure because: 

Nutrition is a quality priority for the Trust  and has been developed in response to previous CQC findings 

 
The quality priority includes a number of elements including 

 Improving oversight of nutrition 

 Nasogastric management  

 Malnutrition screening scores for community hospital beds Q1-Q4 

 Enhanced audit of MUST score compliance for acute hospital beds Q4 

 Improved food scores within in patient surveys, PLACE and other sources of patient feedback                                        

Data—CQUIN performance 
 

Performance and Actions: 
  The appropriate governance structure is now in place and embedding into our structures; this includes the introduction of a Nutritional Steering Group and supporting meet-

ings 

 The remit of the groups includes everything from complex feeding regimes and nutritional support to the food offer, nutritional value and meal service delivery 

 We have appointed a nutritional specialist practitioner 

 Oversight of nasogastric tube management, the associated polices, training and competency assessment are being led by the specialist practitioner 

 The MUST screening tool is a risk assessment to identify individuals who are at risk or malnutrition or are obese and our compliance with the completion of this tool has sig-

nificantly improved since the introduction of the CQUIN 

 The MUST tool is used in the acute setting but not subject to the full CQUIN audit and to date has been the focus of a fairly limited audit—the audit principles  for the CQUIN 

have been rolled out to the acute site during Q4 

 We are working with our electronic system provider (maxims) to develop a dashboard which will be auto generated to include compliance with MUST assessment with the 

aim or reducing the manual audit burden associated with the CQUIN and acute site data collection 

 The national standards for healthcare food and drink were published in November 2022 and are subject to a review, and gap analysis 
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Our Performance – Executive Narrative 

 

 

 

 

 

 

 

 

Andy Parker 

Chief Operating Officer  

These are challenging times and although these updates provided in my Activity section this month represent the position in November 2022, currently, as 
I write this update, a third of the way through January, our Urgent and Emergency Care pathway over the last six to seven weeks has been under signifi-
cant pressure and continues to do so.  
 

The Christmas and New Year saw an increase in Covid and seasonal influenza cases, which hindered our flow across the Trust along with increased ad-
missions to our Intensive Care Unit [ICU], which has expanded beyond its bed base into escalation areas.   
 

Emergency Department [ED]  attendances  in December was the third highest this year with a 7.5% increase compared with December 19 and 10% in-
crease compared with last year, December 21. 
 

Overall Ambulance conveyances were lower than previous months however it has seen a rise in the last six weeks of diverts form other hospitals within 
and outside the County where ambulance delays are extensive and these increased conveyances have seen an increase in repatriations to Shropshire, in 
particular,  that have become more challenging to resolve.  
 

There was a significant increase in both patients that were classed as “majors” and paediatric attendances, both of which had the highest attendances on 
record, despite a reduction in Ambulance conveyances  
 

Although there was a significant rise in Ambulance handover delays over 1hr the Trust delivered remained of the better Trusts for Handover challenges in 
December, both 1 hour delays volume and average handover time. 
 

We have implemented may of our actions in our escalation and surge plans, along with the following additional actions.  

 On site Command  Structure in place across seven-day-a-week with daily Executive oversight. This includes enhanced Workforce and Logistics sup-
port to our Trusts Incident Control Room  

 Proactive adherence to their Enabling Proactive Flow SOP [based on the North Bristol/flow model] where we have seen patients “Boarding” as the 
5

th
 patients on a 4 bedded bay for the last month to increase capacity. The Trust have “boarded” beyond this, such as corridor care on wards, with 

patient fit for discharge, to ensure patients are moved from ED whilst discharges occur.  

 Increased Primary Care out of hours support at weekends to provide direct access for Community Hospital to seek clinical guidance on patients be-
fore transferring across to the Acute site and increased capacity for referrals direct from ED  

 Increase Community Hospital beds across all three sites in the County and increase “spot purchase” for Pathway 1 discharge delays. 

 Over the next few weeks there will be increased discharge to access capacity available at Hillside Care Centre in Hereford as a number of beds 
have been closed due to essential maintenance work since September 2022 

 The Community Integrated Response Hub has been working with West Midlands Ambulance Service to pull Category 3 and 4 999 call direct from 
their Ambulance Computer Aided Dispatch [CAD] system in their Control Room to their Urgent Community Response team saving an Ambulance 
response and conveyance to Hospital  

 Increased the senior presence of Senior Decision makers , across the Acute Floor, and implemented rapid access to speciality advice and guidance 
and face-to-face assessment to improve decision’s to admit 

 Increased Ward support the Integrated Complex Discharge Team to manage and support all discharge pathways, whilst staffing levels on the wards 
remain challenged. 

           

Our Sentinel Stroke National Audit  Programme [SSNAP], again, achieved a Grade “B” rating for Quarter 2 of 2022/23 with the highest score for the last six 
Quarter where we have achieved a Grade “B”. Well done Stroke Team !!! 
 

I would like to thank all our Staff across the Trust and our Herefordshire System Partners who have shown determination, resilience and unwavering com-
mitment during this period of unprecedented pressure. Thank You.   8/31 33/184



Operational Performance – Urgent and Emergency Care [UEC] / Emergency Department [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 [ED]

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

  

 

 

 

 

  

  

 

 

 

 

 

 

 

 

 

Performance and Actions  

 5,699 people attended ED in November which was 357 fewer than October. The daily aver-

age attendance was 184 with a range of attendances in month was 169 through to 227. 5 

days had 200 or more attendances which was 6 less than previous month. 

 1,649 ambulances conveyed to the Trust in month which was 79 fewer than last month. 

That equated to 53 per day. The range in month was 45 to 67 with 8 days having 60 or more 

conveyances which was 4 less than October. 

 Ambulance handover delays over 1hr were 6.1% of all conveyances. 42.5% of all ambu-

lance conveyances had a handover within 15 minutes which equal to the financial year-to-

date position. This is within the top quartile of English Trusts. 

 Same Day Emergency Care [SDEC]: 46% of all emergency inpatient activity was dis-

charged with 0 LOS in November. Performance has been above 40% since January 2021. 

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  

 Continue with our Modern Ward / Valuing Patient Time agenda to improve flow across  our 

sites.  Focusing on twice Board Rounds and the utilisation of our Ward Discharge Co-

ordinators. 

 Increased Urgent Care Response offering to reduce Ambulance response and convey-

ance through directly taking Category 3 and 4 patients off the Ambulance Control System.  

Risks: 

 Sustained pressure in ED attendances and continued challenges demand  including the 

continued impact of Covid and seasonal influenza. 

 Urgent and Emergency care flow through the health and social care system and the impact 

of Medical Fit for Discharge [MFFD] delays for pathway 1-3. Workforce constraints due to 

acute floor vacancies  

 Workforce challenges through vacancies across the acute floor and inpatient areas.  

What the charts 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 

Same Day Emergency Care [SDEC] Performance  
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Operational Performance  – Cancer Performance—28 days (October 2022) 

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 

  

 
The system may achieve or 

fail the target subject to ran-

dom variation 

Special cause variation – 

Cause for concern  (where 

low is a concern) 

Reasonable  

Assurance 

Performance and Actions  

Referrals  

 Cancer referrals remain high compared to two years ago with a 35% increase in referrals, 

an additional 2807 referrals. Referrals also remain high compared to pre COVID, 3 years 

ago with an 12% increase of an additional 1215 patients. 

 We continue to see high numbers of referrals in Lower Gastrointestinal [GI], 45% increase, 

over 700 patients, compared with 19/20 and Upper GI referrals, 26% increase, over 200 

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

around 6%, the same as 19/20. Skin referrals are down this year by 15%, -330 referrals 

comparted to last year due to the tele-dermatology pathway.  

 28 Days  

 Seven pathways failed to meet the target. Gynae, Haematology, Lower GI, Lung, Sarcoma, 

Upper GI and Urology.  

 With the implementation of the skin proforma at first OPA performance increased to 78% 

November and anticipated December position of 90%. Head and Neck have now reinstated 

their proforma at first OPA and now meeting target.  

Main Specialties impacting on performance reduction: 

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

Computerized Tomography Colonoscopies  [CTCs]  are now being booked within 14 days 

but reporting is a further 21-28 days. . Diagnostics update provides more detail. Lower and 

Upper GI specialities have recruited to pathway navigators and are in post, Endoscopy are 

currently going through the recruitment process.  

 Skin have their one stop clinics starting this month in Plastics and awaiting a date from Der-

matology once new clinicians are in post.  

Risks: 

 Cancer referrals continues remain over 15% above 19/20 levels  

 Endoscopy capacity and Radiology reporting still remains an issue   

What the charts tells us:   

 28 Day faster diagnosis =  Performance against this target improved in November to 59% but remained below the target of 75%, previous performance September 50% and Oc-

tober 56% so increase monthly. Anticipated December position 61% 10/31 35/184



Operational Performance  – Cancer Performance—62 days (October 2022) 

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 

  

 
The system may achieve or 

fail the target subject to ran-

dom variation 

Common cause variation 
Reasonable  

Assurance 

Performance and Actions  

62 Days:  

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

 Other pathways failed to meet the standard  

 Further deep dive undertaken in December and new actions have been set to improve per-

formance  

 All positions are filled within the cancer tracking MDT team with very minimal tracking delays 

as some members of the team are still undergoing training. Management team continue to 

track all patients above 62 days ensuring a validated position is declared weekly and 

themes highlighted to General Managers of cancer specialties.  

 104 day and 63 day waits for waits for Cancer have decreased to just over 130. Both driven 

by challenges Lower GI and Urology pathways, but improvements continue to be seen in 

the teams.  

 It is still anticipate that LGI referrals may continue to see an increase over the next few 

months as new campaign for abdominal pain, which may affect  this cancer target. 

 Non specific symptom pathway is currently being looked at as an ICS solution following the 

first meeting in December which will help support the patient that have negative FIT testing.  

 There is the risk that patients awaiting for inpatient elective TCI’s at WVT may become a 

cancer breach above 63 days due to emergency pressures on the trust. But this is closely 

managed in detail on a day-by-day basis. 

 

Risks: 

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

 Endoscopy and radiology capacity still remains to be an issue.  

What the charts tells us:   

 62 day Treatment standard = The Trust performance was 80.5% against a target of 85%.  
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Operational Performance  – Referral to Treatment Performance / Activity / Theatre Utilisation  

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 November New Outpatient [OP] appointments were 107% above 19/20  and Follow up 

appointments were 7% above 19/20.  

 Elective inpatient activity was 17% above 19/20  

 Elective Day Case activity was 11% below 19/20 activity. Mainly driven by case mix within sur-

gery to reduce long waiting patients and workforce challenges. Particularly areas of concern 

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

 Value-based Weighted Activity [VWA] across over night elective, day case, outpatient proce-

dures activity for acute specific Treatment Function Codes [TFCs] averaged 102% activity 

when compared  against the corresponding month in 19/20 across November.  

Actions to address around increased Productivity: 

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

ment 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  

 Divisions are planning to ensure that all patients at risk of breaching 78 weeks by the end of 

March 23 are booked and dated by the end of January 23.  There is a particular focus on the 

non-admitted cohort during this period of significant Urgent and Emergency Pressure. 

Risks: 

 Impact of UEC pathways on elective bed base. This is now an Issue for December and Janu-

ary. 

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

and high levels of staff absence.  

What the chart tells us:   

 Performance against English RTT standards in November was 61.2%, an 0.1% increase since last month. English RTT has remained in the low 60s% during 22/23  

 Performance against the Welsh RTT standards in November  was  69.4%. An  decrease of 0.6% from last month.  

 Theatre Utilisation remains above the National Mean and have improved to 80%  

12/31 37/184



Operational Performance  – Diagnostic Performance  

We are driving this measure because: 

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

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

  

  

 

 
 
 
 

 

Performance and Actions  
Imaging: 

 Magnetic Resonance Imaging [MRI] achieved 151% of 19/20 activity last month, supported by MRI 

van successfully negotiated 1 week per month end of Nov-March. 

 Computerized Tomography [CT] achieved 142% of 19/20 activity last month.  

 Insourcing radiographer option working well to cover vacancies in both CT and MRI, contract ceases 

mid Feb and is under discussion for extension.   

 Non-Obstetric Ultrasound achieved 79% of 19/20 activity last month due to sickness and scaling back 

of premium insourcing but further appointments made and new scanners procured to deliver brand 

new community services in Ross and Bromyard from Feb 2022.  

Echocardiography: 

 Achieved  over 137% of 19/20 activity last month. Additional insourcing has provided ongoing support 

along with additional sessions through substantive staff. Routine echo appointments have now signifi-

cantly improved with an average wait of around 8 weeks; despite some sickness within the depart-

ment, annual leave and prioritising inpatient requests to support with flow.   

Endoscopy: 

 Gastroscopy, Cystoscopy and Colonoscopy were all above 110% activity compared to 19/20 for No-

vember, despite the department having experienced a significant amount of Endoscopist sickness and 

competing demands for  ward cover in Surgery and Gastroenterology, with the current operational 

pressure,  we are still struggled to backfill weekday lists internally. 

 Surgery are creating  mid-term and long-term actions and plans to moving towards getting our book-

ing times down to 7 days in line with the 28 Day Faster Diagnosis Standard and 6 weeks in line with 

National Diagnostic Targets.  

Risks: 

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

 
  

 

Summary of key points 

 

Ongoing operational pressures NHS wide continues to impact on workloads, wellbeing and sickness absence. HR teams are sensitively supporting the 

management of long and short term sickness absence cases as appropriate in the current circumstances  

 

Turnover and retention remains of concern for clinical support workers and nursing areas. Divisions are being asked to conduct deep dives for review 

at  F&PE  meetings in order  to identify any additional actions that can be implemented. 

 

A series of benefits of working for WVT roadshows are planned to commence in March / April based on feedback received from staff and to showcase 

HR programmes in place aligned to the themes of the People Promise. These HR led roadshows will visit all sites with the aim of raising awareness 

and promoting our health & wellbeing offers, cost of living support, apprenticeships and general information on WVT staff networks, flexible working 

options and opportunities for career development.  

 

We have now completed the implementation of an organisation-wide e-rostering programme for nursing areas to ensure we have the right staffing lev-

els across our services and to provide effective, efficient longer-range rosters to support the wellbeing of our colleagues. Work continues on medical e-

job planning and rostering. 

 

WVT is fully involved in ICS wide industrial action planning meetings and we have a WVT working group in place to ensure we are well prepared in the 

event of strike action by staff. 

 

Initial results of the staff survey are very promising as we are above average in all 9 themes. A report will be presented in March once the final national 

data is published  

 

Information on the WVT workforce bridge analysis showing staff movements since March 2020 and actions being taken to address our workforce chal-

lenges are covered in the slides for the Board workshop.  

 

 

 

 

 

 

 

Geoffrey Etule 

Chief People Officer 
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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  
HCSW – we continue to work in partnership with Hoople care on the joint together healthcare recruit-

ment programme for support workers and we have seen a reduction of 75wte to 47wte vacancies over 

the past year.  

N&M - to-date, 85 international nurses have joined WVT and we are on track to employ 115 nurses by 

March. Retention rates of international nurses is excellent and we have retained 265 out of 287 staff 

recruited since 2018 with some progressing into band 6 and other senior roles. We will be welcoming 

our first cohort of 4 international midwives by March 2023. A business case to extend the international 

recruitment programme for 2023/24 is being considered by TMB. Our international recruitment pro-

gramme is recognised as best practice by NHSEI & NHS Employers. We have 107wte vacancies 

compared to 148 in July. 

AHP – as part of the ICS Allied Health Professional (AHP) programme, 9 new  AHPs including 5 radi-

ographers, 3 OTs and 1 podiatrist will be in post by April.  

M&D - we are working with ID Medical on a programme to recruit international drs for WVT over the 

next 6 months.. Fortnightly meetings with MD, Medical Staffing Manager & Strategic Medical HR Lead 

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

throughout 2023/24. We currently have 77wte vacancies.  

Pharmacy - to meet the significant recruitment challenges we are taking a number of steps including 

advertising all jobs as open to flexible working, extending relocation packages in hard to fill areas, 

highlighting opportunities for personal and career development.  

We are extending our recruitment events and we will be promoting our vacancies Herefordshire wide 

with a series of events over the coming year. We are also extending WVT presence at regional and 

national fairs to promote our job opportunities. Our new WVT Ambassadors programme is being im-

plemented and this encourages employees to volunteer and promote WVT opportunities in different 

educational settings. 

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 improved in the 

three months.  

Nov-

21 

Dec-

21 

Jan-

22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 Aug-22 

Sep-

22 

Oct-

22 

Nov-

22 

8.4% 8.7% 9.4% 9.3% 9.4% 8.9% 9.1% 10.2% 11.2% 10.4% 9.0% 9.4% 9.2% 
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Our Workforce – Turnover 

We are driving this measure because: 

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

  

  

  

 

 

Performance and Actions  
The overall rolling 12 month turnover at Trust level is now at 14.4% for November 2021 to No-
vember 2022, with an average for the previous 12 month’s turnover being 13.3%. 

Clinical support workers at band 2 level continue to have the highest turnover rate at the Trust 
and are the group most affected by the cost of living crisis. Early indications are that the new 
WVT pay & career progression framework is starting to have a positive impact in terms of re-
cruitment & retention. 

Turnover rates for qualified nurses at band 5 level is another major area of concern at WVT 
and the Trust continues to work closely with the University of Worcester in sourcing qualified 
nurses. Our aim is to train and develop more WVT support staff into qualified nursing roles over 
the coming years  A review of the band 6 staffing establishment being conducted to ascertain 
the feasibility of employing more band 6 nursing staff which could  aid retention. By the end of 
the financial year we should have over 115 new international nurses employed by the Trust. 
We currently have 107 FTE nursing vacancies and we are expanding our international recruit-
ment  programme over the next year. 

All divisions have local recruitment & retention working groups in place to analyse new starter 
surveys and exit interview data so local actions can be implemented as appropriate. The WVT 
recruitment & retention working group is overseeing  exit interview surveys and recruitment & 
retention areas of concern  to ensure actions are being progressed in a timely manner to aid 
recruitment & retention of staff across the trust. 

The ICS funded workforce planning officer has joined WVT for 12 months and they will be sup-
porting our strategic workforce review projects.  

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 

Nov-

21 

Dec-

21 
Jan-22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

Sep-

22 

Oct-

22 

Nov-

22 

11.1% 11.6% 11.8% 12.2% 12.7% 12.9% 13.6% 14.0% 14.5% 13.7% 13.6% 14.2% 14.4% 
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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  
     During this month, overall sickness at Trust level has decreased slightly to 5.7%, which is lower 

compared to a rolling 12 month average sickness of 6.4%. This is in part can be attributed to a 

reduction in covid absence and focused HR support. Main reasons for absence are colds/winter 

ailments, mental health issues, msk and long term conditions. 

     At F&PE meetings, divisions now present comprehensive data on sickness absence which in-

cludes heat maps, costs, no. of reviews and % of return to work interviews conducted. These 

reports are important to show concrete actions being taken to manage sickness absence effec-

tively across WVT.  

    HR teams continue to sensitively support the management of long and short term sickness ab-

sence and considerable work continues to be done to enhance the wellbeing staff support offer 

including fast track OH referrals, wellbeing training, more psychological and team based wellbe-

ing support for staff. The wide range of health & wellbeing initiatives (Hereford & Worcestershire 

mental health hub, employee assistance programme, NHS apps and support lines, face to face 

counselling, clinical psychology) are still in place for staff.  

    The management of absence remains a key priority area for HR and case by case reviews are 

undertaken by HRBPs and OH for all long term sickness absence and short term absence cases 

of concern to ensure the absence process is being managed appropriately. The HR team are 

also following NHSE Improving Attendance Toolkit, in managing sickness absence.  

    A mental health nurse and staff physio are being recruited following a successful bid for funding 

from NHS Charities. Both fixed term roles will be based in occupational health and will provide 

more support to staff in order to reduce sickness absence. 

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 December 2020 and November 2022, this is mainly due to the 

Covid related absences. 

Assurance Variation Data Quality Mark 

 

  

The system is expected to 

consistently Fail the target 
Common cause variation Reasonable  

Assurance 

Nov-

21 

Dec-

21 

Jan-

22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

Sep-

22 

Oct-

22 

Nov-

22 

5.4% 6.1% 7.9% 6.9% 7.4% 7.4% 5.5% 6.5% 6.7% 5.3% 5.4% 6.2% 5.7% 
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Our Workforce – Appraisal 

We are driving this measure because: 

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

  
  

  

  

 

 

Performance and Actions  
 

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

capacity to complete performance appraisals. The modified and streamlined appraisal form is be-

ing used by line managers in holding wellbeing appraisal conversations with staff. This will contin-

ue to be reviewed at F&PE meetings in 2022/23.  

  

 

  Divisional leaders have been asked to ensure recovery plans are in place for outstanding perfor-

mance appraisals to be completed over the next 3 months.  

Risks: 

  

What the chart tells us:   

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

This is primarily due to the challenge of maintaining standards across the Covid Pandemic, however it has increased this month. 

  

  

   

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 

Nov-

21 

Dec-

21 

Jan-

22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

Sep-

22 

Oct-

22 

Nov-

22 

76.2% 77.4% 76.7% 76.9% 75.8% 73.3% 72.3% 72.2% 70.2% 69.8% 69.7% 71.5% 72.5% 
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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. This will continue to be re-

viewed at F&PE meetings. 

Risks: 

  

What the chart tells us:   

The rolling 12 month position remains fairly consistent across the period between November 2021 and November 2022, although it is showing a gradual decline but has improved 

in the last month. This is primarily due to the challenge of maintaining standards across the Covid Pandemic.  

  

   

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 

Nov-

21 

Dec-

21 
Jan-22 

Feb-

22 

Mar-

22 

Apr-

22 

May-

22 

Jun-

22 
Jul-22 

Aug-

22 

Sep-

22 

Oct-

22 

Nov-

22 

89.6% 89.9% 89.5% 89.5% 89.4% 89.3% 89.4% 89.3% 88.7% 88.5% 88.7% 88.5% 89.1% 
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Wider Workforce & Organisational Development Update—Dec 2022 

Substantive Budgeted FTE movement ( from April—Nov 2022) - table provides monthly data on staff movements across all divisions  in order for any areas of concern  to be addressed at F&PE 

meetings 
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Our Finance – Executive Narrative 

 
  

Income & Expenditure Performance 

The financial position remains significantly challenging.  Against the agreed deficit plan of £6.6m for the year, the financial position at the end 

of month 8 (November) was a deficit of £4.74m. This was only marginally behind the current plan with an overall adverse variance of £34k in 

month and £119k year to date.    

The position includes c.£6.5m of Elective Recovery Fund income, assumed to match levels of elective recovery which are not currently being 

fully achieved.  Given wider non elective pressures no national clawback is now anticipated; we are monitoring this closely.   
 

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 is important to closely monitor this trend 

each month to ensure it continues to move downwards as recruitment and retention initiatives embed. 

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

£1.5m). The delivery position has remained relatively static with a gap of £3.4m current state outturn forecast. There is concern re-

garding the level of non recurrent items as this creates an even larger recurrent shortfall as we move into 2023/24.  Nevertheless the 

Trust is on track to achieve and deliver £8.4m 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. 
 

The combined system financial plan was a £14.8m deficit for the year.  As at month 8 the system is reporting an adverse variance to plan, 

though remains committed to delivering the plan by year end. 

 

Capital 

The Trust has spent £3.8m 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 30 November 2022 was £20.8m representing a decrease during the financial year but better than the plan.  

Cash continues to be monitored closely to ensure we can 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 93% of invoices within 30 days in November.  

This represents a continued improvement on the prior months based on the revised calculation methodology. 

 

Operational Planning 202324: we are anticipating publication of the planning guidance in late December. 

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 8 (November) was a deficit of £4.74m.  This was 

only marginally behind the current plan with an overall adverse variance of £34k in 

month and £119k year to date. 

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

pacity and unfilled vacancies.  Although also includes exceptional agency values 

— 11.5% of total pay costs, and also bank usage, also at premium.  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.  

 The plan included a significant step-up in planned care and £11.6m of additional 

capacity provided to achieve this.  This position includes c.£6.5m of accrued 

Elective Recovery Fund income which would ordinarily be subject to partial claw-

back given our activity levels, though this is not anticipated to be enacted.  Year 

to date activity levels  would not trigger additional income (beyond core system 

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

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

£5.7m of savings to date. Opportunities continue to be converted into plans and 

focus is moving to 2023/24 plans.  The risk adjusted delivery forecast currently 

stands at £8.4m, though a significant element is non-recurrent.  

Risks: 

Key Financial risks  

 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. 
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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 11.5% 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.   

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

from the exceptional peak values earlier in the year. 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 £13.5m.  This is unafford-

able and it is positive to see the start of the effect of the corrective action beginning to influence 

the trend.  

 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 £14.4m 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)  

 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 potentially earn Elec-

tive Recovery Funding (ERF).   

The month 8 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 8 includes £6.5m 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 £305k 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 £479k in November includes: 

 £151k on the continuation of the development of the EPR/EPMA systems; 

 £87k on the new wards replacement corridor; 

 £162k on elective surgical hub fees; 

 £29k on backlog maintenance. 

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

position improved slightly in November.  The revised Better Payment Practice Code indi-

cates a continued slight improvement in November.  

Risks: 

 Forecast spend on Elective Surgical Hub of £2.7m in 22/23 is challenging. 

 Slippage of £593k 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 

liabilities.  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 

30 November 2022 against the plan. 

 

Non-Current Assets: The SoFP YTD position reflects the inclusion of 

finance lease assets as per IFRS 16 . 

 

Current Assets: Accounts Receivable reduced by £1.1m compared to 

the previous month.  This includes the impact of the reduction in PFI tariff 

prepayment. Cash held increased by £0.9m. 

 

Current Liabilities: Current liabilities reduced by £0.6m compared to 

last month due to falls in manual accruals and GRN accruals.  Net current 

assets reduced by £0.6m in month. 

 

Non-Current Liabilities: Non-current liability movements reflect the on-

going repayment of PFI liabilities but also include lease liabilities included 

as part of the IFRS 16 asset recognition exercise. 

 

Taxpayers Equity: The income and expenditure reserve reflects the 

deficit for the year to date. 

 

Risks: 

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

 What the chart tells us: 

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

end position.   
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Responsible 

Director
Standard Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-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% 55.5% 586 1056 55.2% 68.6%

2 Week Wait all cancers
Chief Operating 

Officer
93% 91.8% 98.4% 94.1% 92.8% 87.8% 87.3% 90.2% 889 986 91.6% 77.8%

Urgent referrals for breast symptoms
Chief Operating 

Officer
93% 70.5% 100.0% 100.0% 94.4% 100.0% 85.7% 72.0% 18 25 86.9% 75.8%

Cancer 31 day diagnosis to treatment
Chief Operating 

Officer
96% 85.1% 88.3% 83.3% 88.0% 89.5% 89.1% 93.6% 88 94 88.3% 92.0%

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

Officer
4 3 6 6 9 5 4 37

Cancer 62 days urgent referral to treatment
Chief Operating 

Officer
85% 70.8% 68.5% 66.9% 63.8% 65.2% 65.8% 79.8% 47.5 59.5 68.3% 60.3%

Cancer 62-Day National Screening Programme
Chief Operating 

Officer
90% 0.0% 66.7% 0.0% 100.0% 100.0% 0.0% 0 0.5 66.7% 67.1%

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

Officer
85% 76.9% 66.7% 18.2% 47.4% 88.0% 61.9% 57.1% 6 11 63.9% 73.9%

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

Officer
Plan 133 86 109 159 148 197 135 100

Community Service Contacts - Total
Chief Operating 

Officer
v 2021/22 96% 105% 96% 96% 102% 96% 106% 104% 29533 28499 100%

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

other)

Chief Operating 

Officer
80% 100% 100% 100% 100% 100% 99% 100% 100% 105 105 99.9%

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% 90.0% 91.1% 51 56 82.0% 87%

% emergency admissions discharged to usual place of residence
Chief Operating 

Officer
90% 88.2% 89.1% 89.7% 91.3% 89.9% 89.2% 89.7% 90.5% 2156 2383 89.7% 91.8%

A&E Activity
Chief Operating 

Officer
Plan 97.5% 104% 102% 103% 99% 97% 107% 102% 5699 5599 102%

Ambulance handover within 15 minutes
Chief Operating 

Officer
95% 40.8% 51.6% 45.0% 36.5% 38.3% 44.1% 42.1% 42.5% 638 1502 42.6% 26%

Ambulance handover over 60 minutes
Chief Operating 

Officer
0% 6.0% 2.3% 5.5% 9.2% 10.0% 6.8% 7.3% 6.1% 92 1502 6.7% 16%

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

Officer
Plan 92.3% 98% 105% 91% 94% 94% 102% 111% 2211 1991 98%

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

Officer
>40% 38.4% 39.5% 38.2% 39.4% 39.1% 40.6% 41.5% 42.3% 1008 2383 39.9% 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% 13.9% 790 5699 16.6% 5%

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 01:36 01:34 01:48

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 00:33 00:40 00:43 00:41 00:47 00:45 00:42 00:46 00:25

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

Officer
0 269 249 234 318 282 296 322 238 2208

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% 1.7% 97 5699 1.9% 8%

Wye Valley NHS Trust

Trust Key Performance Indicators (KPIs) - 2022/23

Quality of care, access and outcomes
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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% 61.2% 12760 20860 59.7%

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% 69.4% 2662 3838

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

Officer
22568 22722 22820 22988 23368 23813 24525 24698

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 1326 365157

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 94 43979

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 1 1542

GP Referrals
Chief Operating 

Officer
2019/20 99% 104% 110% 98% 115% 114% 113% 114% 3477 3049 108%

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

Officer
2019/20 104% 106% 104% 96% 107% 106% 99% 105% 4630 4402 103%

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

Officer
Plan 101% 95% 92% 97% 111% 89% 92% 92% 4630 5022 95%

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

Officer
2019/20 107% 109% 104% 101% 110% 104% 103% 104% 15938 15257 105%

Total Outpatient Activity (volume v plan)
Chief Operating 

Officer
Plan 108% 98% 96% 110% 130% 96% 105% 97% 15938 16362 103%

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

Officer
2019/20 91% 97% 90% 85% 91% 86% 90% 94% 2546 2702 90%

Total Elective Activity (volume v plan)
Chief Operating 

Officer
Plan 84% 83% 78% 86% 86% 75% 84% 85% 2546 3008 82%

BADS Daycase rates
Chief Operating 

Officer
Actual 85% 85% 84% 81% 79.1% 560 708 83.1% 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% 80.3% 76.5% 74%

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

Officer

10 per 

month
10 14 12 8 8 14 24 49 139

Diagnostic Activity - Computerised Tomography
Chief Operating 

Officer
Plan 115% 126% 126% 139% 135% 138% 146% 139.4% 3094 2220 133%

Diagnostic Activity - Endoscopy
Chief Operating 

Officer
Plan 103% 115% 101% 96% 99% 100% 124% 121.4% 823 678 107%

Diagnostic Activity - Magnetic Resonance Imaging
Chief Operating 

Officer
Plan 122% 87% 93% 96% 103% 123% 129% 142.8% 1499 1050 111%

Waiting Times - Diagnostic Waits >6 weeks
Chief Operating 

Officer
<1% 51.4% 46.9% 48.2% 45.6% 44.1% 39.5% 29.2% 24.9% 1433 5749 27.5%

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% 94.9% 129 136 93.7%

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% 18.5% 23 124 18.5%

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% 64.1% 118 184 64.1%

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% 87.3% 110 126 87.3%

Maternity Activity (Deliveries)
Chief Nursing 

Officer
v 2021/22 79.6% 116.5% 94.3% 102.7% 87.3% 84.2% 109.4% 97.1% 134 138 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

DNA Rate (Acute Clinics)
Chief Operating 

Officer
<4% 6.2% 6.0% 6.4% 6.5% 6.6% 6.7% 6.3% 6.0% 1675 26148 6.3% 7.8%

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% 81.6% 14404 17659 82.7%

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

Officer
v 2019/20 107.6% 110.5% 104.0% 103.9% 111.3% 103.4% 104.8% 104.2% 11308 10855 106%

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

Officer
Plan 110.6% 99.2% 97.7% 116.2% 139.2% 99.4% 110.9% 99.7% 11308 11340 107%

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

Officer
25% 28.6% 27.0% 26.5% 26.0% 24.9% 25.1% 23.2% 22.8% 3627 15938 25.5% 21%

In development - to be reported next month
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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% 6.7% 9 134

Bed Occupancy - Adult General & Acute Wards
Chief Operating 

Officer
<95% 92.9% 88.9% 88.2% 91.3% 92.2% 92.3% 92.4% 92.0% 270 293 91.3% 96%

Bed occupancy - Community Wards
Chief Operating 

Officer
<95% 94.6% 95.1% 95.5% 93.8% 93.0% 95.2% 86.5% 90.0% 71 79 92.9%

Mixed Sex Accommodation Breaches
Chief Nursing 

Officer
0 38 65 91 294 133 121 203 81 1026 3673

Patient ward moves emergency admissions (acute)
Chief Operating 

Officer
13.1% 11.6% 12.1% 8.7% 8.8% 9.5% 10.3% 10.2% 120 1174 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 4.3 7672 1768 4.4 5.5

ALoS – General & Acute Elective Inpatients
Chief Operating 

Officer
2.5 1.7 2.4 2.6 2.6 3.0 2.3 2.2 2.0 652 328 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% 9.0% 835 9326 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% 36.4% 839 2303

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

Officer
5% 9.8% 9.1% 10.2% 8.8% 9.3% 9.2% 8.8% 334 3796 9.3% 7.1%

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
<100 109.4 108.8 108.6 1157 1066 100

Never Events
Chief Nursing 

Officer
0 0 0 0 0 0 1 0 0 1

MRSA Bacteraemia
Chief Nursing 

Officer
0 0 0 0 0 0 0 0 0 0

MSSA Bacteraemia
Chief Nursing 

Officer
4 2 0 2 2 2 0 1 13

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

Officer
44 6 2 4 2 8 0 5 3 30

Number of falls with moderate harm and above
Chief Nursing 

Officer

2021/22

 (18)
3 3 1 1 3 5 3 1 20

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

Officer
0 2 1 2 0 2 1 2 8 18

Serious Incidents
Chief Nursing 

Officer
Actual 9 5 7 8 11 8 10 14 72

VTE Risk Assessments
Chief Medical 

Officer
95% 92.6% 92.4% 92.9% 92.2% 91.5% 91.3% 90.4% 90.5% 4011 4430 91.7%

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% 47.7% 21 46 54.6%

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% 75.0% 3 4 70.8%

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

Officer
80% 84.6% 91.4% 76.9% 78.6% 84.8% 92.5% 71.4% 70.0% 21 30 82.1%

Cleaning Standards: Acute (Very High Risk)
Chief Nursing 

Officer
98%

Cleaning Standards: Community (Very High Risk)
Chief Nursing 

Officer
98%

Number of complaints
Chief Nursing 

Officer

2021/22

 (352)
14 32 35 24 22 20 22 19 188

Number of complaints referred to Ombudsman
Chief Nursing 

Officer
0 0 0 2 0 0 0 0 0 2

Complaints resolved within policy timeframe
Chief Nursing 

Officer
90% 50.0% 27.8% 42.9% 46.2% 34.6% 34.8% 54.5% 57.1% 8 14 43.5%

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% 0.1% 3 5374 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  Nil Return 74%

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% 67.0% 2 3 90.6% 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% 67.0% 2 3 95.9% 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% 100.0% 99.2% 90%

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  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% 2.0% 3 0.5%

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% 23.0% 31 136 17.6%
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Responsible 

Director
Standard Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-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% 10.2% 12%

Appraisals
Chief People 

Officer
85% 73.3% 72.3% 72.2% 70.2% 69.8% 69.7% 71.5% 72.4% 2085 2878 71% 76%

Mandatory Training
Chief People 

Officer
85% 89.3% 89.4% 89.3% 88.7% 88.5% 88.7% 88.5% 89.1% 3133 3518 89% 88%

Overall Sickness
Chief People 

Officer
3.5% 7.4% 5.5% 6.5% 6.7% 5.3% 5.4% 6.2% 5.7% 184 3233 6% 6%

Staff Turnover Rate (Rolling 12 months)
Chief People 

Officer
10% 12.9% 13.6% 14.0% 14.5% 13.7% 13.6% 14.2% 14.4% 462 3209 14%

Vacancy Rate
Chief People 

Officer
5% 8.9% 9.1% 10.2% 11.2% 10.4% 9.0% 9.4% 9.2% 328 3570 10%

Responsible 

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

Year to 

Date

Trend - Apr 2019 

to date

Latest 

month v 

benchmark

National or 

Regional

Pass/

Fail

Trend 

Variation
DQ Mark

I&E - Surplus/(Deficit) (£k)
Chief Finance 

Officer
≥0 -£2,142 -£2,142 £2,592 -£677 -£867 -£509 -£372 -£623 -£4,740

I&E - Margin (%)
Chief Finance 

Officer
≥0% -9.0% -9.0% 9.1% -2.7% -3.4% -1.9% -1.4% -2.5% -£623 £25,391 -2.3%

I&E - Variance from plan (£k)
Chief Finance 

Officer
≥0 -£481 £254 £156 -£36 -£190 £130 £83 -£33 -£117

I&E - Variance from Plan (%)
Chief Finance 

Officer
≥0% 29.0% -10.6% 6.4% 5.6% 28.1% -20.4% -18.1% 5.6% -£33 -£590 2.5%

CPIP - Variance from plan (£k)
Chief Finance 

Officer
≥0 -£146 -£205 -£204 £61 £102 £6 -£164 £125 -£425

Agency - expenditure (£k)
Chief Finance 

Officer
N/A £2,050 £2,050 £1,945 £1,687 £2,131 £1,796 £1,578 £1,634 £14,870

Agency - expenditure as % of total pay
Chief Finance 

Officer
N/A 12.9% 12.9% 12.2% 10.7% 13.3% 10.3% 9.4% 10.1% £1,634 £16,236 11%

Agency - expenditure as % of cap
Chief Finance 

Officer
≤100%

Productivity - Cost per WAU (£k)
Chief Finance 

Officer
N/A

Capital - Variance to plan (£k)
Chief Finance 

Officer
≥0 -£147 £160 -£204 £186 £55 -£87 -£53 -£17 -£107

Cash - Balance at end of month (£m)
Chief Finance 

Officer
As Per Plan £35 £30 £31 £23 £29 £31 £20 £21 £20.8

BPPC - Invoices paid <30 days (% value £k)
Chief Finance 

Officer
≥95% 88.8% 86.7% 82.2% 88.7% 82.0% 73.7% 86.4% 74.2% £6,122 £8,252 84.3%

BPPC - Invoices paid <30 days (% volume)
Chief Finance 

Officer
≥95% 86.7% 87.7% 88.9% 88.3% 84.2% 89.1% 92.6% 93.1% £3,998 £4,294 88.8%

People

Latest Available Monthly 

Position

Latest Month
Latest Available Monthly 

Position

Latest Month
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Version 1 22020304 

Report to: Public Board
Date of Meeting: 19/01/2022
Title of Report: Exception Report – CNST Self-Assessment declaration
Status of report: ☒Approval ☒Position statement  ☐Information  ☐Discussion
Report Approval Route: Trust Board
Lead Executive Director: Chief Nursing Officer
Author: Amie Symes; Associate Director of Midwifery 
Documents covered by this 
report:

Trust Board Declaration Form 

1.  Purpose of the report
To provide Trust Board with the self-assessed and LMNS peer reviewed position against the 10 CNST 
standards (Year 4). 

2. Recommendation(s)
Board is asked to sign off the self-assessment for the 9/10 standards and support the action being taken 
to reach a conclusion on the compliance position for standard 3.  Given this outstanding element and the 
timescale for submission to NHS Resolution, Board is asked to delegate responsibility for standard 3 to 
the Managing Director, CNO and NED safety champion.  Subject to their view which will be informed by 
the further LMNS peer review a final recommendation will be made to the CEO to sign off the position in 
time for the February deadline.  At this stage it is not clear if the trust will declare full compliance with all 
standards or compliance with 9/10 standards.

The Board declaration submission is due to reach NHS resolution by 12 noon on 2nd February 2023.

3. Executive Director Opinion1

The approach taken by the maternity service and the LMNS has been robust and their conclusion of 
compliance is based on their interpretation and understanding of the guidance and conditions of the 
scheme:

• The extent of the evidence required makes it impossible to present in full to the Board and 
therefore the peer review supports validation of the self-assessed position

• Quality Committee have received progress updates in November and December
• Further discussion will take place with the LMNS in relation to standard 3 prior to the final 

deadline
• Should compliance with standard 3 not be achieved, an action plan to achieve compliance will be 

developed and submitted to NHS resolution as a requirement of the scheme
• All evidence is available for scrutiny should this be deemed necessary
• The declaration must be signed off by the CEO and cannot be delegated to any other Board 

member
• The declaration must also be signed by the ICB Responsible Officer and as such the ICB Chief 

nurse is fully briefed; in addition her deputy has attended Quality Committee and received the 
regular updates

• Trust Board previously agreed to delegate oversight of routine maternity reporting requirements to 
Quality Committee and subsequently, Trust Board oversight is achieved through the Quality 
Committee summary report, submitted direct to Trust Board - compliance has been assessed as 
full due to this formal delegation 

• The Trust must also declare that there are no external reports which may contradict their 
maternity incentive scheme submission

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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• I can confirm that the service has been subject to external review by the LMNS Insight visit, 
regional team Insight visit and HSIB related reviews.  The service has not been subject to a CQC 
inspection during this period.  To the best of my knowledge there is nothing in these reviews that 
would contradict our declared position. 

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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Maternity Services Exception Report; Performance against CNST 
(Clinical Negligence Scheme for Trusts) MIS (Maternity Incentive 
Scheme) Year 4 Standards

Introduction

Obstetric incidents can be catastrophic and life-changing, with related claims representing the Clinical 
Negligence Scheme for Trusts’ (CNST) biggest area of spend. Of the clinical negligence claims notified to CNST 
in 2021/22, obstetrics claims represented 12 per cent of clinical claims by number, but accounted for 62 per 
cent of the total value of new claims; almost £6 billion. The Maternity Safety Strategy set out the ambition 
to reward Trusts who have taken action to improve maternity safety, with the work supported through the 
Maternity Incentive Scheme.

Year 4 began in August 2021, with a temporary pause between December 2021 and May 2022, due to the 
Covid-19 pandemic. With the relaunch of Year 4 in May, the 10 standards (safety actions) were revised to 
support Trusts to continue working towards improved quality and safety. Since the relaunch, many Trusts 
raised concerns around their inability to achieve the scheme requirements, which led to a further revision of 
the guidance, published in October, with an extension of one month to the submission deadline, now 2nd 
February 2022. 

Trusts able to demonstrate achievement of the 10 standards will financially recover 10 per cent of their 
original contribution and will also receive a share of any unallocated funds. For Wye Valley, the value is 
£143,515. Trusts that do not meet all 10 standards will not recover their contribution, but may be eligible for 
a much smaller discretionary payment from the scheme to help them to make progress against any actions 
they have not achieved. 

Compliance Update

The Maternity Service has undertaken regular self-assessments of each of the 10 safety actions, filing the 
appropriate evidence and reporting to Maternity Safety Champions, Quality Committee and the LMNS (Local 
Maternity and Neonatal Systems) Board. More recently, a concluding self-assessment has been undertaken; 
the evidence gathering and self-assessment process has been a significant undertaking and the team 
(including neonates, anaesthetics and divisional operations) have worked extremely hard to achieve this. 

To further enhance assurance, the service invited the LMNS to undertake a peer review of the available 
evidence. Initiated in October, the LMNS provided interim updates which were subsequently shared with 
Quality Committee in the November and December reports. Queries raised by the LMNS were returned to 
the service, with requests to provide further evidence. This work progressed throughout December, with a 
one day onsite visit taking place on the 28th December; the Lead Obstetric Consultant and Lead Midwife for 
the LMNS were welcomed to WVT. The peer review returned positive results with a total of 9 of the safety 
actions being reviewed and compliance confirmed.
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Safety action 3 was excluded from further review during that visit. In CNST Year 2 the service declared non-
compliance with safety action 3, and subsequently received funds which were used to implement the 
Transitional Care service, with CCG approval at that time. In CNST Year 3, the Trust declared compliance with 
safety action 3. During November, the LMNS reviewed the evidence relating to safety action 3 and 
subsequently raised queries specific to the Transitional Care Guideline and model of care that was created 
as part of the Year 3 work. A further review of the available evidence has been requested.  A meeting 
between the WVT MDT and the LMNS has been arranged to reach a conclusion on compliance for this 
standard; it was not possible to arrange this prior to the Board paper submission.  The LMNS have been asked 
to provide a written report detailing any areas of dispute in relation to standard 3. Trust Board is asked to 
delegate responsibility for standard 3 to the Managing Director, CNO and NED safety champion who will 
make a recommendation to the CEO and ICB Accountable Officer in relation to compliance and the Trusts 
declared position.

Trust Board is asked to note that many of the standards require ‘Trust Board Level’ reporting and / or 
oversight. Trust Board previously agreed to delegate this responsibility to Quality Committee and 
subsequently, Trust Board oversight is achieved through the Quality Committee summary report, submitted 
direct to Trust Board. The Maternity Service has achieved all reporting requirements to this level. 

Following declaration of compliance through Trust submission in February 2023, NHSR will likely undertake 
a scrutiny and evidence audit to confirm compliance. Should non-compliance be identified through this 
scrutiny process, the consequence is that funds received from CNST are required to be paid back. There is no 
additional penalty associated with this. Compliance status by Trust is reported publically through the CNST 
website.   

Trust declaration remains at the discretion of Trust Board. 

Conclusion

External critique and challenge has been welcomed by the service through inviting and participating in the 
LMNS peer review. The service extends its gratitude to the LMNS for providing this level of support, and 
recommends Trust Board be sufficiently assured with the contents of this report to facilitate declaration of 
compliance with all 10 standards for the CNST submission. 

The Trust must submit their completed Board Declaration form by 12noon on Thursday 2nd February 2023. 
The template for completion is attached for information. 
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Table 1.

No. Outline Self-
assessed 
Status

LMNS-
assessed 
Status

Comments

1 Are you using the National Perinatal Mortality Review 
Tool to review perinatal deaths to the required 
standard?

2 Are you submitting data to the Maternity Services Data 
Set (MSDS) to the required standard?

3
Can you demonstrate that you have transitional care 
services in place to minimise separation of mothers and 
their babies and to support the recommendations made 
in the Avoiding Term Admissions into Neonatal units 
Programme?

Subject to further review
Guideline/SOP
Transitional care model

4 Can you demonstrate an effective system of clinical 
workforce planning to the required standard?

5 Can you demonstrate an effective system of midwifery 
workforce planning to the required standard?

6 Can you demonstrate compliance with all five elements 
of the Saving Babies’ Lives care bundle version two?

7 Can you demonstrate that you have a mechanism for 
gathering service user feedback, and that you work with 
service users through your Maternity Voices Partnership 
(MVP) to coproduce local maternity services?

8 Can you evidence that a local training plan is in place to 
ensure that all six core modules of the Core Competency 
Framework will be included in your unit training 
programme over the next 3 years, starting from the 
launch of MIS year 4?
In addition, can you evidence that at least 90% of each 
relevant maternity unit staff group has attended an ‘in 
house’, one-day, multi-professional training day which 
includes a selection of maternity emergencies, antenatal 
and intrapartum fetal surveillance and newborn life 
support, starting from the launch of MIS year 4?

9 Can you demonstrate that there are robust processes in 
place to provide assurance to the Board on maternity 
and neonatal safety and quality issues?

10 Have you reported 100% of qualifying cases to 
Healthcare Safety Investigation Branch (HSIB) and to 
NHS Resolution's Early Notification (EN) Scheme from 1 
April 2021 to 5 December 2022?
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An action plan should be completed for each safety action that has not been met

Action plan 1

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?

Reason for not meeting action

Who? When?

Rationale

Section B :  Please choose your trust in the Guidance tab

Please explain why the trust did not meet this safety action

What are the risks of not meeting the safety action? 

Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety 

action. Please ensure these are SMART.
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Action plan 2

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Safety action

Brief description of the work planned to meet the required progress. 

What are the risks of not meeting the safety action? 

Please explain why the trust did not meet this safety action

Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety 

action. Please ensure these are SMART.

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?

Reason for not meeting action

Rationale

Who? When?
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Action plan 3

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Does the action plan have executive sponsorship?

Who is responsible for delivering the action plan?

Safety action

Brief description of the work planned to meet the required progress. 

Reason for not meeting action Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety 

action. Please ensure these are SMART.

What are the risks of not meeting the safety action? 

Who? When?
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Action plan 4

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Does the action plan have executive sponsorship?

Please explain why the trust did not meet this safety action

Who? When?

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?

Reason for not meeting action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety 

action. Please ensure these are SMART.

What are the risks of not meeting the safety action? 
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Action plan 5

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

What are the risks of not meeting the safety action? 

Who? When?

Does the action plan have executive sponsorship?

Brief description of the work planned to meet the required progress. 

Reason for not meeting action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety 

action. Please ensure these are SMART.

Please explain why the trust did not meet this safety action

Safety action

Who is responsible for delivering the action plan?
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Action plan 6

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Safety action

Brief description of the work planned to meet the required progress. 

Reason for not meeting action

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?

Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety 

action. Please ensure these are SMART.

What are the risks of not meeting the safety action? 

Who? When?
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Action plan 7

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Reason for not meeting action Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety 

action. Please ensure these are SMART.

What are the risks of not meeting the safety action? 

Who? When?

Does the action plan have executive sponsorship?
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Action plan 8

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Reason for not meeting action Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety 

action. Please ensure these are SMART.

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?

What are the risks of not meeting the safety action? 

Who? When?
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Action plan 9

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Reason for not meeting action Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety 

action. Please ensure these are SMART.

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?

What are the risks of not meeting the safety action? 

Who? When?
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Action plan 10

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Reason for not meeting action Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety 

action. Please ensure these are SMART.

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?

What are the risks of not meeting the safety action? 

Who? When?
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Report to: Public Board
Date of Meeting: 19/01/2023
Title of Report: CQC Inspection and Action Plan
Status of report: ☐Approval ☐Position statement  ☐Information  ☒Discussion
Report Approval Route: Direct
Lead Executive Director: Chief Nursing Officer
Author: Chief Nursing Officer
Documents covered by this 
report:

CQC Inspection Report
Action plan 

1.  Purpose of the report

The CQC visited the Trust to conduct a focussed inspection on the 12th October 2022.  The focus of the 
inspection was to review the safety and well led domains for surgical services and the safety domain for 
medicine and in particular to take a view on the issues identified during the inspection held in 2019 which 
led to a section 29a warning notice and inadequate ratings for safety and well led for surgery.

The inspection report was published by the CQC on 21 December and is included in the papers.  We are 
required to develop an action plan to address any regulatory breaches ‘must do’s’ and consider actions to 
address the ‘should do’s’ recommended by the CQC.  The action plan is attached to these papers and has 
been shared with the CQC in line with their deadline of the 12th January 2023.

The inadequate ratings within surgery have been lifted and the safety, well led and overall rating for surgical 
specialties is requires improvement.  The safety domain for medicine remains as requires improvement.

2. Recommendation(s)

Board is asked to note the content of the inspection report and support the action being taken to address 
the findings.

Board is asked to support the recommendation that the Quality Committee oversee the progress against 
the attached action plan and receive periodic updates via the Quality Committee summary report.
 

3. Executive Director Opinion1

The outcome of the CQC inspection is really positive for the Trust, the effort of the teams in surgery and 
medicine are to be commended.  The rating uplift in surgery is a testament to the hard work of the 
leadership teams in anaesthetics, theatres and surgical specialities to improve safety and leadership in 
those areas.

The recommendations made by the CQC are not a surprise to the Trust and in most instances are areas 
subject to quality improvement and/or additional focus.  

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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Ratings

Overall rating for this service Requires Improvement –––

Are services safe? Requires Improvement –––

Are services effective? Requires Improvement –––

Are services caring? Good –––

Are services responsive to people’s needs? Requires Improvement –––

Are services well-led? Requires Improvement –––

Wye Valley NHS Trust

TheThe CountyCounty HospitHospitalal
Inspection report

County Hospital
Union Walk
Hereford
HR1 2ER
Tel: 01432355444
www.wyevalley.nhs.uk

Date of inspection visit: 12 October 2022
Date of publication: N/A (DRAFT)
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Overall summary of services at The County Hospital

Requires Improvement –––

We carried out this unannounced focused inspection within the surgical and medicine core services. We checked the
quality of services in response to a warning notice we issued following our inspection of the services in December 2019.
In the warning notice, we set out areas where improvement was needed including infection control, risk assessments,
mandatory training, culture and governance. This focused inspection was to see if improvements had been made within
these services.

During this inspection we inspected the surgical and medical core services using our focused inspection methodology.
We did not cover all key lines of enquiry; however, we have re-rated some key questions based on the findings from our
inspection. Overall, we rated safe and well-led as requires improvement in the surgical services. We did not rate the
effective, caring or responsive domains. This means we rated surgery as requires improvement overall. Overall, we rated
safe and effective as requires improvement in the medical services. We did not rate the caring, responsive or well led
domains. This means we rated medicine as requires improvement overall.

Our rating of The County Hospital stayed the same. We rated them as requires improvement because:

• We found that risk assessments for venous thromboembolism were not completed and updated in a timely manner.

• Theatre briefs were not always completed thoroughly and efficiently which meant that patient data could be missed.

• We found that patient notes were not locked away therefore, patient’s data was not protected.

• Mandatory training levels for the staff did not meet trust target.

• We found that World Health Organisation (WHO) checklist monitoring was not robust and there was confusion over its
validity.

• Staff were stressed and concerned about the newly implemented reverse boarding and the impact it was having on
the service.

• We found that missed doses of medicine were occurring on the medication charts and this was not audited. This
meant that the service did not have an understanding of the impact of these missed doses.

• Staff could not easily access basic life support training. This meant that training levels were low in most areas.

• In medicine, Mental Capacity Act assessments were not routinely completed for patients who required them.

• Deprivation of Liberty Safeguards were not effectively completed or reviewed in a consistent manner across
medicine.

However:

• The service had enough staff to keep patients safe.

• Staff had training and understood how to protect patients from abuse, and managed safety well.

• The hospital generally controlled infection risk well.

Our findings
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• The service managed safety incidents well and learned lessons from them.

• Staff felt respected, supported and valued. They were focused on the needs of patients receiving care. Staff were clear
about their roles and accountabilities.

• Staff used a nationally recognised tool to identify deteriorating patients and escalated them appropriately.

How we carried out the inspection

We inspected this service on 12 October 2022. This was an unannounced focused inspection looking at the surgical and
medical service. We inspected 5 surgical and orthopaedic wards, the operating theatres and pre-operative assessment
unit. We inspected 6 medical wards.

The team that inspected the service comprised 4 CQC inspectors, including a pharmacy specialist and a specialist
advisor with expertise in surgical services.

During our inspection we spoke with 40 staff members including nursing staff, healthcare assistants, allied healthcare
professionals, theatre practitioners, doctors and managers. We reviewed patient records.

You can find further information about how we carry out our inspections on our website: https://www.cqc.org.uk/what-
we-do/how-we-do-our-job/what-we-do-inspection.

Our findings
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Requires Improvement –––

Our rating of medicine remains the same. We rated them as requires improvement because:

• Mental Capacity Act assessments were not routinely completed for patients who required them.

• Deprivation of Liberty Safeguards were not effectively completed or reviewed in a consistent manner across
medicine.

• Mandatory training levels for the staff did not meet trust target.

• Mandatory training in basic life support (BLS) did not meet the trust target of 85%.

• We found that risk assessments for venous thromboembolism were not completed and updated in a timely manner.

• We found that missed doses of medicine were occurring on the medication charts and this was not audited. This
meant that the service did not understand the impact of these missed doses.

• Handovers were not always completed for patients between wards.

However:

• Staff had training and understood how to protect patients from abuse, and managed safety well.

• Staff used a nationally recognised tool to identify deteriorating patients and escalated them appropriately.

• Patients could reach call bells and staff responded quickly when called.

• Staff followed systems and processes to prescribe and administer medicines safely.

Is the service safe?

Requires Improvement –––

Our rating of safe stayed the same. We rated it as requires improvement.

Mandatory Training
The service provided mandatory training in core subjects but did not always make sure that staff had completed
it.

Nursing and medical staff received and kept up to date with their mandatory training and this training was
comprehensive and met the needs of the patients and staff.

The trust target for completion of mandatory training in core subjects was 85%. The overall compliance across the
service was 86%. However, in some areas of mandatory training, such as safeguarding, compliance for medical staff on
the stroke ward was 0%. The trust told us that the training targets for completion were not where they would hope due
to COVID-19 and that these would be monitored at the next divisional meetings.

Mandatory training in basic life support (BLS) did not meet the trust target of 85%.

Medical care (including older people's care)
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Data provided by the trust showed that the overall compliance rate for BLS across the service was 63%. Compliance was
25% for nursing staff in the discharge lounge and medical day case. Other wards like Garway and Dinmore had a BLS
training compliance under 40%. Medical teams, such as diabetes and lung function the clinical nurse specialist’s
compliance was under 40% compliant.

The trust told us that the lack of compliance was a result of COVID-19 and not being able to train more than 3 staff at any
one time. We were told training was prioritised for new starters and those staff members whose training was over 12
months old. Some of the nursing staff completed additional training which was essential to their role, such as advanced
life support.

All staff were required to complete Mental Capacity Act and Deprivation of Liberty Safeguards mandatory training. The
trust did not provide staff with mandatory training in the Mental Health Act.

Staff did not always show understanding of the Mental Health Act, Mental Capacity Act or Deprivation of Liberty
Safeguards and how to apply them to patients who may require assessment. The medical division had a 46.6%
compliance with Deprivation of Liberty Safeguards training and an 83.6% compliance with Mental Capacity Act training.
The trust provided information to state that they did not provide Mental Health Act training as statutory and mandatory
and therefore, this was not captured on staff record. Although, during 2021 and 2022, the trust delivered bespoke Mental
Health Act training to the board, clinical site management team, consultant body and juniors in a variety of forums using
the mental health lead nurse.

The safeguarding team told us that staff had been offered bespoke training on the Mental Capacity Act and Deprivation
of Liberty Safeguards but the response had been poor, particularly on the Acute Medical Unit (AMU). They identified that
this area needed additional training and this was going to be raised with the executive team.

Safeguarding
Staff understood how to protect patients from abuse and the service worked well with other agencies to do so.
Staff had training on how to recognise and report abuse and they knew how to apply it.

Nursing staff received training specific for their role on how to recognise and report abuse.

Staff demonstrated good knowledge of safeguarding principles particularly around physical and mental abuse. They
made referrals to the safeguarding team, as well as relevant third-party agencies where necessary.

Staff knew how to identify adults and children at risk of, or suffering, significant harm and worked with other agencies to
protect them.

All staff should have received training in safeguarding so that they could recognise and report abuse. The trust target for
completed training was 85%. The nursing staff group were 92% overall compliant in safeguarding adult level 2. The
medical staff were 87.7% overall compliant in safeguarding level 2. However, only 3 out of 13 medical division
departments had compliance levels that met trust targets. These were dermatology, rheumatology and medical GP staff.
Stroke (0%), plastics (33%) and gastroenterology (56%) had the lowest rates of compliance.

In departments where compliance met the trust target, staff were able to tell us how they were able to identify patients
at risk of, or suffering, significant harm and how they worked with other agencies to protect them. Staff were in general,
knowledgeable about safeguarding. Staff could give examples of how to protect patients from harassment and
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discrimination, including those with protected characteristics under the Equality Act. We identified one patient who was
at risk of abuse. Staff showed us the safeguarding measures that they had taken to protect the patient and assured us
that mitigating actions were in place whilst a safeguarding referral was processed by the local authority and other
relevant agencies responded.

If patients displayed inappropriate behaviour, they were risk assessed and appropriately managed for their own safety
and that of others. We saw appropriate and comprehensive risk assessments completed for several patients across the
hospital where a risk was identified.

Safeguarding posters were on display in ward areas and staff also knew where to find the trust’s safeguarding policies
and procedures which were located on the intranet. The safeguarding policy was up to date.

Staff knew how to make a safeguarding referral and who to inform if they had concerns. Staff were aware of information
on wards to guide them about when and who to contact to make a safeguarding referral. There were safeguarding link
nurses on the wards who had received further training and could assist staff with referrals. The safeguarding lead and
their team carried out ward rounds on most days to enquire about any potential safeguarding issues and to support the
ward team if necessary.

Cleanliness, infection control and hygiene
Staff mostly used equipment and control measures to protect patients, themselves and others from infection.
They generally kept equipment and the premises visibly clean. However, we identified a lack of consistency in the
completion of infection, prevention and control audits.

Ward areas were clean, however, furnishings were not always well-maintained.

All ward areas that we inspected were mostly visibly clean and tidy. However, Lugg ward had two bays where the
bathrooms had outstanding maintenance issues with the shower flooring. The flooring had slightly lifted and was torn
which presented as both a trip and infection control hazard. We were shown that these issues had recently been
reported to the estate team and were awaiting a date for repair.

Majority of staff followed infection control principles including the use of personal protective equipment (PPE). Most
staff were seen to wash hands, use antibacterial gels and PPE. Masks were worn in line with trust policy. Handwashing
facilities were located throughout all wards that we inspected. Hand hygiene audit compliance from April to September
2022 the medical division was between 95 and 99%.

We observed a range of staff including nurses, doctors and allied health professionals follow best practice for PPE and
being ‘bare below the elbows’ when delivering care. Bare below the elbow compliance for the medical division from
April to September 2022 was 95 to 100% for 5 out of 6 months, with one month being 88%.

The trust provided us with the recent IPC audits for several medicine wards. Each audit identified areas of concern with a
pass or fail. Six of those recognised that Dinmore, Acute Medical Unit (AMU), Garway, medical escalation, Lugg and Arrow
had dust on equipment, soiled commodes, poor IPC assurance, and items stored on the floor.

We identified a lack of consistency in the completion of these audits between wards. Only one out of the 9 audits we
reviewed had been fully completed. The remaining audits were not completed and lacked a record of whose
responsibility it was to take away the actions of the audit or who the actions had been reported to.
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Staff followed infection control principles including the use of personal protective equipment PPE.

Nursing and medical staff wore appropriate PPE for the tasks that they were undertaking. Where patients were identified
as infectious, staff donned and doffed the appropriate PPE and showed good practice for hand washing.

Patients with infectious diseases and illnesses were identified early and trust policy was followed to isolate patients into
side rooms or whole bays should there be a outbreak. Side rooms were clearly signed to inform staff and visitors of an
infection risk and the relevant infection control measures needed for that specific room. However, we saw on Dinmore
ward 2 sets of porters at separate times arriving with COVID-19 positive patients. The porters did not wear any PPE and
did not wash their hands until challenged by the CQC inspector. This was also escalated to managers.

Staff cleaned equipment after each patient contact and a green an ‘I am clean’ sticker was applied and dated from when
it was cleaned.

The infection prevention reports were discussed at the infection, prevention and control committee and reported to
board. As of from April to September 2022 the medical division had no case of healthcare acquired MRSA bacteraemia; 8
cases of healthcare acquired E.coli bacteraemia against a trust threshold of 39; and 8 externally reportable hospital
acquired Clostridium difficile cases.

Environment and equipment
The design, maintenance and use of facilities, premises and equipment kept people safe. Staff were trained to use
them. Staff managed clinical waste well.

Patients could reach call bells and staff responded quickly when called.

On each ward that we inspected call bells were appropriately attached to the patient’s bed and within the patients
reaching distance. We saw that where calls bells were pressed, they were attended to within 3 minutes.

The service had suitable facilities to meet the needs of patients’ families.

All the wards were suitable for their purpose and mainly clutter free. However, in the Acute Medical Unit (AMU) the
corridors appeared cramped due to the amount of equipment stored within them, such as the workstation on wheels,
patient record trolleys and monitoring equipment. This meant that when patients arrived via the trusts boarding policy
the corridors were further restricted in space.

On Dinmore ward a patient had recently deceased and the family were offered the use of the family room. When they
arrived at the family room, they witnessed nursing and medical staff using the room for the break. The nurse in charge
asked the staff to leave the room once they were informed.

The trust had recently started a reverse boarding policy for patients. This meant that the wards often had a higher
number of patients than bed spaces at certain times of the day. Patients who were waiting to be discharged and were fit
to sit, were moved from their bed to a chair. Then another patient would be admitted into that bed space. Staff told us
that patients did not always have a bed space and therefore, not all the facilities were available to them and dignity was
not always maintained. We were told that some patients were nursed in the corridors whilst they awaited discharge or a
bed to become available. However, we did not see this at the time of our inspection.
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The trust had processes in place for the maintenance and checking of electrical equipment in accordance with Managing
Medical Devices (January 2021), and other national guidance.

All equipment that we checked contained evidence of in date electrical safety testing and servicing. Managers told us
that safety alerts were disseminated to them and any recalled equipment was removed and sent to the procurement
team.

Assessing and responding to patient risk
Staff did not always complete and update all risk assessments for each patient. Handovers for patients moving
between wards were not always completed. Staff identified and acted upon patients at risk of deterioration.

Staff generally completed risk assessments for each patient on admission, using a recognised tool. However, these were
not always reviewed regularly. Risk assessments to assess a patient’s risk of developing blood clots while in hospital
were not always completed in line with national guidance or trust policy. National Institute for Health and Care
Excellence guidance (NG89) March 2018, states that all patients should be assessed to identify the risk of venous
thrombo-embolism (VTE) or blood clots as soon as possible after admission to hospital, or by the time of the first
consultant review and that reassessments for VTE should be at the point of consultant review or if their clinical condition
changes.

Between March and October 2022, 58% of patients had not received a VTE assessment within 24 hours. and there was no
second reassessment within 48 hours for 75% of patients. Within this same period 37 patients had a hospital acquired
VTE’s whilst being in hospital. The trust reviewed these patients and found that low or no harm had occurred because of
the hospital acquired VTE.

A patient in the Acute Medical Unit (AMU) who had arrived from the emergency department as part of the reverse
boarding policy was placed into the ward family room, as there was no space on the corridor. On re-visiting the AMU 7
hours later the patient was still in the family room. When the ward sister was asked about a bed space for the patient, we
were told there was not a bed space available. We checked to see if the patient had been given any observations or had
welfare checks in those 7 hours and they had not. We escalated this to the ward sister who asked a nurse to attend to the
patient.

Staff used a nationally recognised tool to identify deteriorating patients and escalated them appropriately.

Staff used a nationally recognised tool to identify deteriorating patients and generally escalated them appropriately.
The National Early Warning Score (NEWS2) was used for adults when required, dependent on the presenting condition.
This was a quick and systematic way of identifying patients who were at risk of deteriorating. Clinical observations, such
as blood pressure, heart rate, and respirations were recorded and contributed to a total score. Once a certain score was
reached a clear escalation of treatment was commenced. Any patients with a NEWS2 of four or more would trigger a
review from the doctor. NEWS2 were automatically calculated on the newly introduced electronic system. NEWS2 were
displayed on the electronic patient board behind the reception desks. Managers told us that they could see any high
scores and prompt action if needed. They felt they had good oversight of a patient’s clinical condition. The trust told us
that they were devising an auditing approach for the new electronic system.

Comprehensive risk assessments were mostly carried out on patients when they were admitted.

Nursing staff used nationally recognised tools to assess patient’s risk of developing for example, pressure ulcers
(waterlow), nutritional risks, falls, as well as risks associated with moving and handling. Patients identified at risk were
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placed on care plans and were monitored more frequently by staff to reduce the risk of harm. We reviewed 12 sets of
patient notes across 5 wards. The waterlow and falls risk assessments were completed in 11 out of the 12 patient notes.
Where the scores for these assessments showed that the patient was at risk, an individual care plan was in place. In the
records that we reviewed there was evidence of regular waterlow reviews for patients who had extended hospital stays.

We reviewed patients on each ward in order to identify patients at risk of sepsis. Patients who were at risk of sepsis had
been identified and the sepsis pathway had been implemented. In September and October 2021, a comprehensive
retrospective thematic review of deaths was undertaken as a result of a sustained higher than expected hospital
standardised mortality ratio for sepsis during the period April 2020 to March 2021 inclusive. The review identified 7
patients who had received poor sepsis care in the following ways:

• Poor initial assessment and clerking of septic patients making the subsequent management difficult.

• Initial diagnostic uncertainty lingering throughout the patient’s hospital admission.

• Assuming the wrong source of infection and subsequent choice of wrong antibiotics.

• Delay in escalation.

• Not seeking advice from microbiology or respected department.

• Blood culture is ignored nor requested in most of the cases.

• Over hydration in severe heart failure and renal patient.

We reviewed 10 patient risk assessments where sepsis had been queried or identified in AMU and Lugg ward. We saw
examples of early referral of suspected patients with sepsis, correct use of infection severity score and escalation of
management according to score, with same day senior medical reviews of patients with suspected sepsis. We saw that
the re-assessment had taken place at the end of 48 hours to assess the patient’s antibiotic response and reassess the
patient if not they were not responding.

In various staff areas on the wards we saw prompts for clinical staff when considering sepsis. For example, we saw signs
that stated; urosepsis is the most common diagnosis in sepsis patients, routine urinalysis and midstream specimen of
urine is very important to confirm diagnosis and reminders to be vigilant for fungal or atypical infection in
immunocompromised patients who are not responding to current antibiotics.

Staff did not always share key information to keep patients safe when handing over their care to others.

We observed patient handovers between wards on AMU, Dinmore and Lugg. On Dinmore and Lugg wards, patients were
welcomed on to the ward by the nurse in charge. Patients notes and a brief verbal handover were given. However, on
AMU, 2 patients arrived from the emergency department and were left by the nurse’s station on both occasions by the
staff transporting the patient. The notes were left with the patient and no verbal handover was given. Of these 2
patients, 1 waited 35 minutes before being spoken to and their notes reviewed. The second patient was spoken to within
10 minutes. Both patients were part of the reverse boarding process.

The nurse in charge was asked why a handover had not taken place and they stated that they did not know but that this
would have to be reported as an incident, as it was not policy to leave patients without handing over.

A locum staff nurse told us that patients regularly arrived on to AMU without being properly handed over. When we
spoke to management, they stated they were not aware of this problem and nothing had been reported. They told us
that that all staff would be reminded about the importance of proper and effective patient handovers.
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Medicines
The service used systems and processes to safely prescribe, administer and record medicines.

Staff followed systems and processes to prescribe and administer medicines safely.

An electronic prescribing and medicine administration (EPMA) system was used. The reason for prescribing medicines
was documented on the EPMA. Documentation of medicines administration including routes of administration and
specific times of administration were clear on all medicine records reviewed.

Allergy statuses of patients were routinely recorded on all medicine records we saw.

Venous thromboembolism (VTE) risk assessment outcomes and prescribing were completed on admission. There was no
automatic reminder for re-assessing VTE risk on the EPMA system. We were told that pharmacy staff prompted any
missed VTE assessments, however we found that these were not always completed.

Weights of patients were recorded on medicine administration records which was important for calculating weight-
based medicines prescribing.

The principles of antimicrobial stewardship were implemented which included review dates for re-assessing prescribed
antibiotic treatment.

Staff reviewed each patient’s medicines as regularly as possible and provided advice to patients and carers about their
medicines when resources were available.

Due to ongoing national difficulties in the recruitment of hospital pharmacists there was a reduced clinical pharmacy
service across the trust. Pharmacy staff worked hard to provide support to staff and patients and ensure that
monitoring, reviewing and providing clinical advice continued across the frailty wards and Acute Medical Unit (AMU).
This ensured medicines safety.

Staff did not always complete medicines records accurately and keep them up to date.

Patients prescriptions and medicines administration records were accurate however, staff did not always record the
reason for a missed dose. This is important information when reviewing patients’ treatments to ensure there is an up to
date accurate medicine history. Following a request to review missed doses it was reported that there were less than
0.2% of doses missed that had no reason documented from July to October 2022. However, the trust was aware that
there needed to be a process in place to review and follow up any missed doses with staff. The audit of missed doses was
to be included in the medicines safety report which would be presented to the patient safety committee every two
months.

Staff generally stored and managed medicines and prescribing documents safely.

Medicines were mostly stored in locked clinic rooms with secure access to authorised staff. However, we did observe on
AMU that some fluids we stored in an unlocked room where the door was constantly wedge open. We asked a staff nurse
why these were not in a secure area and we were told because they are not controlled drugs. The risk for intentional
tampering was possible and this was raised with the nurse in charge. We were told that this would be raised with the
pharmacists but when asked, we received no update on whether this was actioned.
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Medicine stocks were generally stored or managed in line with standard operating procedures.

Medicines room and fridge temperatures were within the recommended range, checked and recorded daily. Appropriate
action would be taken if deviation occurred.

Emergency medicines were available and stored in tamper proof trolleys or boxes. Checks were recorded and
undertaken daily to ensure equipment and medicines were within date and safe to use in an emergency.

Controlled drugs (medicines requiring more control because of their potential for abuse) were managed effectively and
stored safely and securely.

Staff followed national practice to check patients had the correct medicines when they were admitted, or they moved
between services.

Medicines reconciliation should be completed as soon as possible when people move from one care setting to another
and within 24 hours of admission. It is the process of accurately listing a person’s medicines when they are admitted or
when their treatment changes. Due to the pharmacy staffing issues medicine reconciliation was being undertaken less
than 50% during an inpatient stay. However, there was a dedicated pharmacy team based on AMU and a pharmacy hub
located within the frailty wards. The pharmacy team ensured that all new patient admissions and any newly prescribed
medicines were checked on AMU and on the frailty wards.

Staff learned from safety alerts and incidents to improve practice.

There was a system in place for reporting incidents and for receiving and dealing with medicines safety alerts. Staff
attended huddle ‘safety bites’ where they received updates or information on medicine safety incidents at both ward
and trust level.

Is the service effective?

Requires Improvement –––

Our rating of effective stayed the same. We rated it as requires improvement.

Consent, Mental Capacity Act and Deprivation of Liberty Safeguards

Staff did not always complete Mental Capacity Act and Deprivation of Liberty Safeguards assessments
where there was a potential need.
Staff understood how and when to assess whether a patient had the capacity to make decisions about their care.

Ward management on each ward that we inspected were asked about the understanding of the Mental Capacity Act and
Deprivation of Liberty Safeguards. Each staff member that we spoke to was able to effectively tell us what the process
for each was and when to apply them. However, we found that Mental Capacity Act and Deprivation of Liberty
Safeguards assessments were not routinely carried out where there was a potential need as identified on the patient
list.
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On Acute Medical Unit (AMU), we identified several patients that had been admitted with dementia or delirium. We
initially reviewed the patient records of 3 of these patients and found no reference to a capacity assessment. When the
nurse in charge was asked for a justification for no Mental Capacity Act assessment being completed, we were told that
there was not time and that the process was laborious.

In response to this comment was asked for a safeguarding lead staff member to attend the AMU to review the patients
that we identified with us. We were told by the safeguarding lead that within internal audits AMU been identified as not
always being compliant with the Mental Capacity Act. In total we reviewed 9 patients records who we feel should have
been given a Mental Capacity Act assessment but had not received one. We asked for these patients to be reviewed and
escalated our concerns to the executive team.

Following our inspection, the trust told us that they intend to re-audit AMU and take appropriate action to ensure
policies are followed so that Mental Capacity Act assessments were completed and where appropriate referrals were
made for a Deprivation of Liberty Safeguards.

On Lugg and Dinmore wards we found good use of the Mental Capacity Act and Deprivation of Liberty Safeguards and
best practice followed by involving family and friends in decision making processes where appropriate. Patient records
were comprehensively completed. Where patients may have needed a Deprivation of Liberty Safeguards but did not
have one, the nursing staff gave reasonable justification as to why it was not completed but acknowledged that they
would challenge themselves again and adopt a second check process to ensure the risk of any missed patients was
minimised.

Staff implemented Deprivation of Liberty Safeguards in line with approved documentation.

Where Deprivation of Liberty Safeguards were applied to a patient, they were done so in conjunction with risk
assessments to identify the impact of any measures put in place to safeguard the patients such as bed rails or restraint.
However, in AMU we identified that the main door to the unit was permanently locked and required a member of staff to
open the door for patients and visitors. There was signage to inform visitors of the need to ask to leave but there was not
always an available member of staff to let them out. We also identified that the only fire escape on the ward was
blocked. When we asked staff why the fire exit was blocked, we were told it was to stop patients leaving. We escalated
this to management on the grounds of fire safety and as a deprivation of liberty.

The main entrance remained locked the fire exit was unblocked.

Areas for improvement

Action the service MUST take is necessary to comply with its legal obligations. Action a trust SHOULD take is because it
was not doing something required by a regulation, but it would be disproportionate to find a breach of the regulation
overall, to prevent it failing to comply with legal requirements in future, or to improve services.

Action the service MUST take to improve:

• The provider must ensure that staff complete mandatory training, including basic life support (Regulation 18(2)(b)).

• The provider must ensure that all risk assessments including the venous thromboembolism risk assessment and falls
risk assessments are carried out in line with national guidance (Regulation 12(2)(a)(b)).
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• The provider must ensure that patients receive timely observations (Regulation 12(2)(a)(b)).

• The provider must ensure that all flooring is well maintained to prevent trip hazards and reduce the spread of
infection (Regulation 12(2)(h)).

• The provider must ensure all staff wear personal protective equipment in line with trust policy, including porters
(Regulation 12(2)(h)).

• The provider must ensure patients receive a Mental Capacity Act assessment and a Deprivation of Liberty Safeguards
where there was a potential need (Regulation 12(2)(a)(b)).

Action the service SHOULD take to improve:

• The provider should consider the impact that reverse boarding is having on the patients and staff.

• The provider should consider implementing a process for reviewing and following up missed medication doses.

• The provider should always ensure medicines are stored securely.

• The provider should ensure handovers are always completed for patients between wards.

• The provider should ensure that fire exits are never blocked.

• The provider should ensure audits are completed fully, for example infection control audits.
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Requires Improvement –––

Our rating of this service improved. We rated it as requires improvement because:

• We found that risk assessments for venous thromboembolism were not completed and updated in a timely manner.

• Theatre briefs were not always completed thoroughly and efficiently which meant that patient data could be missed.

• We found that patient notes were not locked away therefore, patient’s data was not protected.

• Mandatory training levels for the medical staff were poor.

• We found that World Health Organisation (WHO) checklist monitoring was not robust and there was confusion over its
validity.

• Staff were stressed and concerned about the newly implemented reverse boarding and the impact it was having on
the service.

• We found that missed doses of medicine were occurring on the medication charts and this was not audited. This
meant that the service did not have an understanding of the impact of these missed doses.

• Staff could not easily access basic life support training. This meant that training levels were low in most areas.

However:

• The service had enough staff to keep patients safe.

• Staff had training in key skills, understood how to protect patients from abuse, and managed safety well.

• The service controlled infection risk well.

• The service managed safety incidents well and learned lessons from them.

• Staff felt respected, supported and valued. They were focused on the needs of patients receiving care. Staff were clear
about their roles and accountabilities.

Is the service safe?

Requires Improvement –––

Our rating of safe improved. We rated it as requires improvement.

Mandatory training
The service provided mandatory training in key skills to all staff but did not always make sure everyone
completed it.

Nursing staff received and kept up to date with their mandatory training and this training was comprehensive and met
the needs of the patients and staff. Across all subjects and staffing groups training completion figures were high and
above the trust target with most in excess of 90%. The trust target for compliance was 85%. Training data was discussed
in the monthly surgical speciality governance meeting and team meetings.
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Nursing managers told us they addressed any gaps in training compliance by prompting staff to complete the training
within a specified time frame. They were given time to complete e-learning training either whilst at work or as paid time
at home. This meant systems were in place to maintain and improve training compliance rates. On Frome ward, staff
had a clinical lead whose focus was around education and training. They would also assist on the ward clinically to allow
staff members to complete their training in work time. Theatre staff told us they had time to complete training during
downtime when lists had been cancelled.

Managers said that it was hard to access basic life support (BLS) training which was delivered face to face. Only 3
members of staff were able to attend the course at one time and there had been sickness in the training department.
This meant that across most areas the training compliance for BLS was low. Training figures provided by the trust
following our inspection showed 68% of staff in the surgical services were compliant with adult basic life support
training.

The nursing staff did additional training which was essential to their role. On Frome ward, the nurses had recently all
been trained on the insertion of a nasogastric (NG) tube (a tube placed through the patient’s nose into their stomach to
assist with feeding). This NG training was introduced following an incident on the ward which highlighted a lack of
training.

Medical staff did not always receive and keep up to date with their mandatory training. Medical staff training showed an
overall mandatory training compliance rate of 71%. The lowest compliance rate was 45% for medical urology staff and
the highest compliance rate was 82% in ophthalmology medical staff. Medical staff said that they had dedicated
administration time to complete their mandatory training. Some medical staff had just started in the trust which meant
they had mandatory training modules outstanding. We spoke to a registrar who had started one week prior to the
inspection and still had a high number of outstanding modules. They said that they had been given administration time
to enable them to complete these.

The mandatory training was comprehensive and met the needs of patients and staff. Mandatory training covered the
appropriate subjects including safeguarding, resuscitation, infection prevention and control and moving and handling.

Clinical staff completed training on recognising and responding to patients with mental health needs, learning
disabilities, autism and dementia. Staff could access support from specialist teams and nursing staff when needed.

Safeguarding
Staff understood how to protect patients from abuse and the service worked well with other agencies to do so.
Staff had training on how to recognise and report abuse and they knew how to apply it.

Nursing staff received training specific for their role on how to recognise and report abuse. Staff knew how to identify
adults and children at risk of, or suffering, significant harm and worked with other agencies to protect them. Staff were
knowledgeable about safeguarding and some could give examples of when they had needed to act to safeguard
patients.

The services training compliance data for nurses and support staff for the surgical wards and theatre showed that the
overall mandatory training compliance mostly fell between 90% and 100% for safeguarding children (covering levels
one, two and three); and 85% and 100% for safeguarding adults (covering levels one and two). The trust target was 85%.

Medical staff did not always receive training on how to recognise and report abuse. Medical staff compliance for
safeguarding adults (level 2) was 69% and for safeguarding children (covering levels two) was 68%.
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Staff knew how to make a safeguarding referral and who to inform if they had concerns. Staff were aware of information
on wards to guide them about when and who to contact to make a safeguarding referral. There were safeguarding link
nurses on the wards who had received further training and could assist staff with referrals.

Safeguarding posters were on display in ward areas and staff also knew where to find the trust’s safeguarding policies
and procedures which were located on the intranet. The safeguarding policy was up to date.

Staff could give examples of how to protect patients from harassment and discrimination, including those with
protected characteristics under the Equality Act. Theatre staff demonstrated a good knowledge of safeguarding and had
completed the appropriate levels of safeguarding training. They understood how to support patients suffering from
abuse and how to refer a patient if needed.

Cleanliness, infection control and hygiene
The service controlled infection risk well. The service used systems to identify and prevent surgical site
infections. Staff used equipment and control measures to protect patients, themselves and others from infection.
They kept equipment and the premises visibly clean.

Ward areas were visibly clean and had suitable furnishings which were clean and well-maintained. Staff cleaned
equipment after patient contact and labelled equipment to show when it was last cleaned.

Staff followed infection control principles including the use of personal protective equipment (PPE). Staff were seen to
wash hands, use antibacterial gels and PPE. Masks were worn in line with trust policy. Handwashing facilities were
located throughout all wards that we inspected. We observed a range of staff including nurses, doctors and allied health
professionals follow best practice for PPE and being ‘bare below the elbows’ when delivering care. All audits completed
on the wards between July and September 2022 had 100% compliance with staff being bare below the elbows. However,
we did see one theatre practitioner who had a bracelet on. This was not in line with the infection prevention and control
(IPC) policy.

Theatre areas were noted to be visibly clean and procedures adhered to including those enhanced for COVID-19. We saw
staff cleaning down equipment appropriately following theatre cases. There were separate scrub, anaesthetic and
preparation rooms for each theatre.

Monthly audits were completed to assess staffs’ compliance with infection prevention and control standards and
guidance. Compliance was generally good on all the wards and theatres. Most areas for September 2022 had above 90%
compliance. There was poor compliance for some areas. For example, the clinical cleaning scores in July and August
2022 for Redbrook ward were 78% and 85% respectively. The manager told us that there were no housekeepers in these
months, and compliance had increased to 97% in September 2022 since recruiting a new housekeeper. The wards and
theatres were assessed using a star rating system for cleanliness. We saw 3 of the surgical wards had received a 5-star
rating for cleanliness and 2 wards and theatre had received a 4-star rating for October 2022.

Staff were supported by the IPC team. They attended the wards daily including the weekends to provide IPC advice and
support to the ward teams.

Staff received training about IPC and hand hygiene training during their initial induction and annual mandatory training.
The trust provided up to date training compliance data following our inspection which showed that 85% of nursing staff
and 62% of medical staff had completed level 2 IPC training. Where level 1 IPC training was required, all areas were 100%
compliant apart from the theatre logistics team who were 64% compliant.
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Trust data showed that from April to September 2022 the average staff compliance rate with hand hygiene across the
surgical services was 98%. Audits showed the actions were taken to address areas of poor practice. Each ward area
undertook weekly audits and results were discussed at safety huddles. The IPC team also conducted spot check audits
on a monthly basis for further assurance.

Side rooms were available when isolation was required, and staff told us how they would manage the risks associated
with transmittable infections. The information staff told us was in line with best practice.

Staff worked effectively to prevent, identify and treat surgical site infections. There were procedures in place to reduce
the risk and monitor for signs of surgical site infections (SSI) in line with The National Institute for Health and Care
Excellence CG 74 Surgical site infections: prevention and treatment. SSI’s were investigated and discussed at divisional
level and within the IPC committee. The service collected data on SSIs for hip and knee replacements in line with
national requirements. The total SSI rate for hips for April to June 2022 was 1.7% and for knees was 0%. This was better
than the national average.

All patients who had a pre-assessment were screened for Methicillin-Resistant Staphylococcus Aureus (MRSA) before
admission. All infections were reviewed by the director of IPC supported by the IPC team to ensure learning was
implemented. The surgical division reported no hospital acquired MRSA bacteraemia (blood stream infection) from April
to September 2022. There were 6 instances of other reportable infection attributed to the surgical service from April to
September 2022. This included 3 trust apportioned clostridium difficile infection and 3 e-coli MSSA bacteraemia’s.

There were 4 outbreaks of healthcare associated COVID-19 across the surgical wards from April to September 2022, with
a total of 20 patients testing positive for COVID-19. There were measures in place for managing patients and staff who
tested positive for COVID-19.

Reusable surgical instruments were decontaminated on site by a third party contracted by the trust using the trust’s
own decontamination unit. We did not inspect this service. The theatre manager told us that they were happy with the
service that was provided.

We saw that there was good sharing of information regarding prevention of spreading of infectious diseases. For
example, Frome ward clinical governance newsletter from July 2022 detailed the symptoms of Monkeypox and what to
look out for and updated guidelines for the management of COVID-19.

Environment and equipment
The design, maintenance and use of facilities, premises and equipment mostly kept people safe. Staff were
trained to use them. Staff managed clinical waste well.

The design of the environment followed national guidance. All the wards and theatre were suitable for their purpose and
mainly clutter free. The theatre corridors were visually kept very clean and tidy and all equipment stored appropriately.

The service had enough suitable equipment to help them to safely care for their patients. Staff carried out daily safety
checks of specialist equipment. We saw that all equipment, such as blood pressure monitoring equipment were tested
regularly to ensure their safety and effectiveness. We checked resuscitation trolleys on Frome and Redbrook wards and
in the theatre suite. Daily checks were completed correctly in all areas. Theatre had specialist emergency equipment
available, such as a difficult airway trolley and these were checked daily.

The service generally had suitable facilities to meet the needs of the patients and their families.
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The trust had processes in place for the maintenance and checking of electrical equipment in accordance with Managing
Medical Devices (January 2021), and other national guidance. All equipment we checked contained evidence of in date
electrical safety testing and servicing. Managers told us that safety alerts were disseminated to them and any recalled
equipment was removed and sent to the procurement team.

There was good availability of equipment within the theatres. Staff said that there was good advanced planning of
schedules which had reduced the issues they had previously found related to equipment. Most single use equipment
that we checked was in date. However, we found some out of date blood gas syringes in the anaesthetic room in theatre;
they were disposed of immediately.

An environmental audit was completed on a monthly basis within the infection control audit. We saw the results on
Frome ward which were 95% compliant for September 2022. The service had suspended Patient-Led Assessments of the
Care Environment (PLACE) audits due to the COVID-19 pandemic in line with national guidance to suspend. We were told
this was restarting with a PLACE inspection scheduled for 1 November 2022.
We saw that staff followed safe and effective systems to dispose of clinical waste.

The service had enough suitable equipment to help them to safely care for patients. Wards had access to specialist
mattresses and chairs to reduce the risk of pressure ulcers for those patients who needed them. We were told that
bariatric equipment was available when required.

The airflow systems in the operating theatres were validated and checked against standards set out in national
guidance Health Technical Memorandum (HTM) 03-01; “Specialised ventilation for Healthcare Buildings” 2021. However,
these inspections were out of date for all the theatres. The airflow systems should be inspected on an annual basis. We
were told that due to theatre access issues, the most recent monitoring had been delayed. The air quality monitoring
inspections were being arranged and the trust expected them to be completed within the next 6 months. This was on
the theatre risk register. The air validation inspection was undertaken in September 2022 and the filters were changed
and all tests within the system showed that it met the HTM 03-01 requirements.

The theatre manager, when they first joined, reported they found that scrub trolleys were disorganised and messy. They
implemented a ‘trolley of the day’ which included a prize at the end of the month. Since this, managers reported that
the theatre teams have had a very high standard of trolleys and feel encouraged to maintain high standards by the
competition and monthly prize.

Assessing and responding to patient risk
Staff did not always complete and update risk assessments for each patient and did not remove or minimise every
risk. Staff identified and acted upon patients at risk of deterioration.

Staff generally completed risk assessments for each patient on admission, using a recognised tool. However, this was
not always reviewed regularly. Risk assessments to assess a patient’s risk of developing blood clots while in hospital and
after surgery were not always completed in line with national guidance or trust policy. National Institute for Health and
Care Excellence guidance (NG89) March 2018, states that all surgical and trauma patients should be assessed to identify
the risk of venous thrombo-embolism (VTE) or blood clots as soon as possible after admission to hospital, or by the time
of the first consultant review and that reassessments for VTE should be at the point of consultant review or if their
clinical condition changes.

We saw that some patients had not received a VTE assessment. VTE assessments were completed by the doctors
electronically. Ward administrators produced a daily list for doctors which listed the outstanding patients who required
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their first and second VTE assessment. For example, on Frome ward on 12 October 2022, 5 patients had not had a VTE
assessment and 8 patients were outstanding a reassessment. On Redbrook, 2 patients required an initial assessment
and 3 patients required a reassessment. On Teme ward, there were 4 patients requiring a second assessment. We
highlighted that these patients needed an assessment to staff. The trust sent data regarding the completion of VTE
assessments following our inspection. The completion rates for the surgical service from April to September 2022 were
between 86.6% and 89.8%. The trust target was 95%. Within the monthly governance report for October 2022, this was
broken down into specialities and wards. The areas for concern were gynaecology who had 56.2% compliance and ear,
nose and throat (ENT) surgery who had 78% compliance. The ward completion rates were poor in some areas. In
September 2022, compliance was 52.9% for Teme ward, 81% for Frome, 78.8% for Redbrook, 15.3% for Primrose and
88.6% for Gilwern. Day case was 100% compliant with the completion of VTE assessments in September 2022. The trust
data showed that between April and October 2022, there were 22 patients who had a hospital acquired VTE. These were
under review to determine if they were avoidable or unavoidable; 7 of these had been classed as unavoidable and the
rest were pending review. These incidents were categorised to show the level of harm the patients received; 19 out of 22
received low harm which required extra observations or minor treatment and the other 3 had no harm.

The ward managers said that they were aware that completion of VTE assessments was an issue and the assessments
were often not completed. On the electronic system's ward list there was an icon that demonstrated if the first VTE
assessment had not been completed, however, there was no automatic alert to prompt the doctors to complete the
assessment. The system also did not always allow the assessment to be completed as it was time sensitive. We fed this
back to the trust who said that the system was due to be upgraded in November 2022 to include this prompt. Ward
managers said that they regularly prompted the doctors to complete VTE assessments. One doctor told us that they
were rarely reminded to do the reassessments. All junior doctors were trained on VTE completion in their induction. We
saw VTE completion results were shared in a staff governance newsletter in July 2022.

Following our inspection, the trust sent information which was shared with all staff regarding the learning points for
VTE. These were the points that the thrombosis committee had found following the review of serious incidents relating
to VTE. These included timely completion of the assessments, considering mechanical prophylaxis, such as Thrombo-
Embolus Deterrent (TED) stockings, also known as compression stockings, and reviewing decisions after clinical
changes.

Staff used a nationally recognised tool to identify deteriorating patients and generally escalated them appropriately.
The National Early Warning Score (NEWS2) was used for adults when required, dependent on the presenting condition.
This was a quick and systematic way of identifying patients who were at risk of deteriorating. Clinical observations, such
as blood pressure, heart rate, and respirations were recorded and contributed to a total score. Once a certain score was
reached a clear escalation of treatment was commenced. Any patients with a NEWS2 of four or more would trigger a
review from the doctor. NEWS2 were automatically calculated on the electronic system. During our review of the NEWS2
charts, we did not always find that the scores were escalated when required. On Redbrook ward, 2 patients had a NEWS2
of 4. We spoke to nursing staff about this and these patients had not been escalated to the doctor. The staff redid the
NEWS2 and the score changed to 2 for both patients. All other records we checked we found appropriate escalation.
NEWS2 were displayed on the electronic patient board behind the reception desks. Managers told us that they could see
any high scores and prompt action if needed. They felt they had good oversight of a patient’s clinical condition.

Comprehensive risk assessments were mostly carried out on patients when they were admitted. Nursing staff used
nationally recognised tools to assess patient’s risk of developing for example, pressure ulcers (Waterlow), nutritional
risks, falls, as well as risks associated with moving and handling. Patients identified at risk were placed on care plans
and were monitored more frequently by staff to reduce the risk of harm. We reviewed 9 sets of patient notes and the
Waterlow and falls risk assessments were completed in 7 out of the 9 notes. Where the scores for these assessments
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showed that the patient was at risk, an individual care plan was in place. A documentation audit was completed
monthly which looked at these risk assessments. The overall results across surgery were between 92 and 99%. The main
area which the wards had reduced compliance was the completion of falls risk assessments. Both Frome and Teme ward
had 76% compliance and Redbrook had 62% compliance for falls risk assessment completion between July and
September 2022. We were told that these audit results were discussed in daily huddles.

Risk based pre-operative assessments were carried out in line with national guidance. Patients for elective surgery
attended a nurse led pre-operative assessment clinic prior to their operation. The pre-operative assessment included
risk assessments to ensure that patients were fit for surgery. The nurse contacted an anaesthetist if required. However,
we were told that preoperative assessment appointments were often scheduled close to the patients planned surgery
date. Best practice was to review patients at approximately 12 weeks pre-operatively. This meant patients with
previously unknown health issues, for example, high blood pressure, potentially had their surgery cancelled until their
health issue was controlled. This was on the surgical risk register.

The service used the American Society of Anaesthesiologists (ASA) grading system to pre-assess patients’ level of risk for
general anaesthesia. This was completed by the nurses during the pre-operative assessment. There were 5 grades within
the ASA system. Grade 1 patients were normal healthy patients and grade 5 patients were patients not expected to
survive more than 24 hours with or without surgery. The hospital had level 2 and 3 critical care facilities for critically ill
patients to recover in following surgery. This allowed them to treat patients of all ASA grades safely.

Staff shared key information to keep patients safe when handing over their care to others. We did not observe a
handover. We were told that handovers included all necessary key information to keep patients safe. Nursing staff on
the surgical wards also included a ‘huddle’ at each handover. Staff highlighted workload issues, incidents, and any
reminders for staff around patient care. For example, we saw in Frome huddle book, staff were reminded that all
patients needed a wound care plan for each wound. Each ward recorded the meeting in a logbook. Theatre staff had a
huddle every day prior to the theatre list starting.

The trust used the ’5 steps to safer surgery’, World Health Organisation (WHO) surgical safety checklist, in line with
National Patient Safety Agency (NPSA) guidelines. These were recorded electronically. We looked at 3 set of patient
notes in theatre and these were all completed. Daily data was automatically generated which showed compliance to the
WHO checklist. The theatre recovery staff also completed daily checks to ensure completion of the checklist; these were
100%. However, the daily completion data which was automatically generated showed that they were not always
completed. For the week ending 18 September 2022, the overall compliance was 93%. There was some confusion
around the data’s validity. Managers were unable to state why there was not consistency with the results. They had
raised it with the trust to review the systems to ensure validity with the results. The pre-operative checklist had a
completion rate as low as 19% on some weeks. We were told that this was due to some of the checklists still being on
paper and therefore, not on the electronic system. This meant that it was difficult to audit due to some checklists being
completed on paper and some electronically.

Staff stated that they did get feedback from the WHO audits. One staff member told us that audits results had
highlighted that the debrief was poor in the emergency theatre and they had worked to try and improve this. The
theatre manager said that WHO completion had been poor at the start of the year. In April 2022, the theatre manager did
a teaching session and presentation to look at the issues and low scores for the WHO checklists. For example, the safety
brief completion was 7% for one theatre and all theatres had a completion rate below 50% for the debrief. This was
highlighted to all staff and the theatre manager had seen improvements.
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The theatre staff completed a quarterly WHO audit to establish if the five steps to safer surgery were being completed in
line with the recommendations. These audits were not observational audits and only looked at the completion of the
checklist. The quarterly WHO audit report showed an overall compliance of 98.4% for July to September 2022. The sign
out section was the main reason for the slight fall in compliance, although 5 of these cases were completed in eye
outpatients and not within theatres. Actions to make improvements included informing staff via a social media
application that facilitated secure real-time communication and to discuss at the team meetings. Managers stated that
the team leaders observed the WHO checklist completion on an ad hoc basis, but this was not documented.

We found that there was not a consistent approach to the completion of the brief within the 5 steps to safer surgery. We
observed a brief being completed and the staff had a verbal discussion about the patient which did not follow the
outline of the briefing document. The scrub nurse completing the form ticked ‘Group and Save’ and ‘antibiotics’ prior to
these being discussed within the brief by the team. We observed another brief where no checklist was used for its
completion and it was not documented formally by the team. A staff member told us that it would be documented
afterwards. This meant that there was a chance that vital information would be missed.

The trust had started reverse boarding patients. This meant that the wards often had a higher number of patients than
bed spaces at certain times of the day. Patients who were waiting to be discharged and were fit to sit, were moved from
their bed to a chair. Then another patient would be admitted into that bed space. Staff told us that patients did not
always have a bed space and therefore, not all the facilities were available to them and dignity was not always
maintained. We were told that some patients were nursed in the corridors whilst they awaited discharge or a bed to
become available. We did not see this at the time of our inspection. This process was a recent development to manage
the flow through the hospital. There was a standard operating procedure in place and patients were identified
appropriately using a clear inclusion and exclusion criteria.

The trust had a hospital wide approach to managing deteriorating patients. This involved a critical care outreach service
who provided services to patients outside the unit. They reviewed surgical patients on wards to help with interventions
to stabilise them and prevent them becoming more ill. There was 24-hour access to emergency surgery teams, including
theatres and doctors.

Nurse staffing

The service had enough nursing and support staff with the right qualifications, skills, training and experience to
keep patients safe from avoidable harm and to provide the right care and treatment. Managers regularly
reviewed and adjusted staffing levels and skill mix, and gave bank and agency staff a full induction.

The service had enough nursing and support staff to keep patients safe. Ward managers and the theatre manager told us
they had good staffing levels and were able to manage their staffing rota well. The number of nurses and healthcare
assistants matched the planned numbers. Managers were not always able to limit their use of bank and agency staff but
always requested staff familiar with the service. For example, we spoke to an agency staff member in theatre recovery
who had worked weekly shifts since 2018. Managers made sure all bank and agency staff had a full induction and
understood the service. New bank and agency staff received a local induction to each area on their first shift. This
ensured staff were familiar with ward layouts and emergency procedures.
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Ward and theatre managers told us they often had difficulty managing their nurse staffing rota due to having a largely
junior, or new team of nurses. This meant that although they had the correct number of nurses on each shift, not all staff
were trained in all the skills required. Frome ward had employed an extra band 7 nurse to support with the education
and training on the ward. Theatre staff told us that there was an onus on the experienced staff to supervise and train the
new staff and this caused added stress.

Theatre staff felt that there was a gap in the staffing levels at the handover times for the wards. They said that there were
regularly no staff members available to collect the patients between 7 and 8pm at night. This meant that patients were
staying in recovery for a long time and recovery staff had an increased number of patients.

Managers accurately calculated and reviewed the number and grade of nurses, nursing assistants and healthcare
assistants needed for each shift in accordance with national guidance.

Managers could adjust staffing levels throughout the day and night according to the needs of patients. Staffing was
discussed throughout the day at management meetings and staffing moves were made to ensure safe staffing across
the surgical service. Staff said that they were often moved to other areas to cover staff shortages. We were told that the
trust was bringing in an acuity tool to enable managers to identify the number of staff required to keep patients safe.
This tool considered the acuity and needs of the patients. This was not yet in place within the trust.

The service had low vacancy rates. There was a combined vacancy rate for the surgical service of 3.22%. Most wards told
us they were almost fully staffed and had few vacancies. Ward and theatre vacancies were filled by using bank and
agency staff. The service had varying rates of bank and agency nurses. Frome used 20.65% of agency staff in August 2022
and day case used 14.84% of agency in September 2022. Teme, Gilwern and Redbrook wards had below 8% agency rates
for September 2022. Managers said that they used regular agency staff members who knew the wards. Managers were
taking appropriate steps to address vacancy gaps. This included an ongoing overseas nursing recruitment programme.
Managers told us that this had been hugely beneficial and around 60% of their staff nurses had been recruited from this
programme. The staff nurses had a varying level of experience but were supported by the education team. They had
several study days and had protected study time. They were supernumerary on the ward until their had completed their
qualifying examinations. We spoke to 4 staff nurses within the wards and theatre who were part of the overseas
recruitment programme. They felt very supported. They said they had a good induction and were given time to complete
competencies and their exams.

The service had varying sickness rates. The sickness rate for registered nurses on the wards was 3.63% and for non-
registered clinical staff was 8.62%. The theatre had an overall sickness rate of 4.96%. The trust target was 3.5%.

The trust had recently implemented ‘reverse boarding’. This meant that patients who were identified as ready for
discharge would be moved from their bed to a chair to wait for the completion of their discharge. These patients were
selected if they were low risk and able to be cared for in a chair whilst waiting for their discharge. Their bed was then
utilised for a patient from the emergency department. This assisted with the flow through the hospital. Nurses told us
that it was difficult to manage the workload on the wards when they had very sick patients, or they had a lot of post-
operative patients when boarding patients were sent to the ward. This also meant that the nurses had more patients to
look after than planned. The managers said that at times, the patients who had been moved to the chair were not
always discharged and they had to find a bed for the patient later in the day. This created a higher workload for the
nursing staff and meant that patients were nursed in the corridors or in a chair rather than a bed.
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Medical staffing
The service did not always have enough medical staff with the right qualifications, skills, training and experience.
However, the service used locum and physician associates to help keep patients safe from avoidable harm and to
provide the right care and treatment. Managers regularly reviewed and adjusted staffing levels and skill mix, and
gave locum staff a full induction.

While the service did not always have the planned number of staff, staff told us that the wards felt safe. Service leaders
told us some wards had access to a physician’s associate (PA) who covered doctors in their absence. Physician’s
associates carry out some junior doctors’ roles but are usually unable to prescribe medicines. There were 3 within the
surgical service and staff reported that they were an excellent support to their day-to-day clinical workload.

The medical staff mostly matched the planned number. The service had a vacancy rate of 4.9% for medical staff. There
were 6.37 whole time equivalent (WTE) medical staff vacancies within surgical services. 4.32 WTE of these vacancies
were at consultant level. The surgical governance meeting minutes for October 2022 showed that the division had
concerns regarding the recruitment of medical staff. In particular, the middle grade tier within orthopaedics were
struggling to meet the demands of the speciality. This had exacerbated sickness, cancelled clinics, reduced quality of
care and increased turnover of staff. The orthopaedic team had the highest locum usage. This was on the surgical risk
register. Interviews for medics were scheduled for later in October 2022. Managers told us they were addressing the
vacancies through several avenues including a review of the incentive packages, escalation of hard to fill vacancies to
senior management, working groups to discuss the hard to fill vacancies and continued use of international
recruitment.

The service mostly used low levels of locum staff. Locum doctors were used to temporarily fill medical vacancies as
required. The overall usage from July to September 2022 was between 5 and 8%. The majority of the usage was between
the breast surgery and orthopaedic teams. In September 2022, the orthopaedic team had 17% of shifts filled with locum
doctors and breast surgery had 11%. All other areas were either 0 or 1%. Managers told us locum staff received a full
induction on arrival at the service.

The service mostly had a good skill mix of medical staff on each shift and reviewed this regularly. Each surgical specialist
had a mixture of consultant grade doctors, registrars and junior doctors. There were no foundation year 2 (FY2) doctors
on the wards. One foundation year 1 (FY1) doctor told us that this did not impact on their level of support. There was an
FY1 doctor based on each ward from 8am to 5pm every day. If the junior doctors were not available, the registrar was
available for help and when the registrar was unavailable, staff contacted the consultant.

Sickness rates for medical staff were low and reducing. Data received showed that sickness levels had reduced from
7.6% in July 2022 to 5.86% in September 2022.

Doctors ward rounds occurred daily in the morning and was led by a consultant surgeon. The medical staff also reviewed
surgical patients who were on a non-surgical ward (outliers).

The service always had a consultant on call during evenings and weekends. A consultant was on call for emergencies 24
hours a day, seven days a week. Junior doctors told us that the consultants were supportive and accessible. Consultant
led ward rounds took place on Saturdays and Sundays. Senior staff told us every patient was seen daily at ward rounds.
Nurses said access to on call consultants was effective and reported very positive working relationships with them.
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We spoke to a registrar who had just joined the trust and they said that their induction was very good. The induction
schedule included a handover from their predecessor who had been very positive about the role. Junior medical staff
told us they were able to attend their mandatory training and their weekly junior teaching sessions. The physician’s
associates covered their time on the ward to allow them to attend teaching sessions.

Records
Patient records were not always stored securely. Staff kept detailed records of patients’ care and treatment.
Records were clear, up-to-date and most were easily available to staff providing care.

Records were not stored securely. Although most patient records were stored in lockable trolleys on each ward, records
trolleys were not locked on any of the wards during our inspection. Records trolleys were lockable using a key and staff
told us this made it difficult for everyone to gain timely access to notes when required, and therefore, the trolleys were
usually open. This meant unauthorised personal were able to access confidential information. However, the electronic
records were stored securely, and computers were locked when not in use.

Patient notes were comprehensive, and all staff could access them easily. They were both paper and electronic. We
reviewed 9 sets of patient records. We found that they were mostly complete. They included pre-operative information,
risk assessments, care plans and consent forms. The records clearly stated the possible risks, complications and side
effects of the specific procedures.

When patients transferred to a new team, there were no delays in staff accessing their records. Patients notes were
transferred with the patient between wards and theatres. There were processes in place for sharing and transferring
information between teams, services and organisations. For example, when a patient was discharged.

The service regularly audited their medical records. The compliance was for July to September 2022 for the inpatient
wards was between 92% and 99%. The falls assessment was the area that needed improving for 3 out of the 4 wards;
compliance was between 62% and 76%. We found in 2 out of the 9 notes that we checked that the falls risk assessment
had not been completed.

Medicines
The service used systems and processes to safely prescribe, administer and record medicines. However,
medicines were not always stored appropriately, and fridge temperatures were not always checked. Pharmacy
staffing levels were low which impacted on the reconciliation of medicines and timely discharges.

Staff followed systems and processes to prescribe and administer medicines safely. An electronic prescribing and
medicine administration (EPMA) system was used. The reason for prescribing medicines was documented on the EPMA.
Documentation of medicines administration including routes of administration and specific times of administration
were clear on all medicine records reviewed.

Allergy statuses of patients were routinely recorded on all medicine records seen.

Venous thromboembolism (VTE) risk assessment outcomes and prescribing were completed on admission. There was no
automatic reminder for re-assessing VTE risk on the EPMA system. We were told that pharmacy staff prompted any
missed VTE assessments, however we found that these were not always completed.

Weights of patients were recorded on medicine administration records which was important for calculating weight-
based medicines prescribing.
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The principles of antimicrobial stewardship were implemented which included review dates for re-assessing prescribed
antibiotic treatment.

Staff reviewed each patient’s medicines as regularly as possible and provided advice to patients and carers about their
medicines when resources were available. Due to ongoing national difficulties in the recruitment of hospital
pharmacists there was a reduced clinical pharmacy service across the trust. Pharmacy staff worked hard to provide
support to staff and patients. This ensured medicines safety.

Staff did not always complete medicines records accurately and keep them up to date. Patient's prescriptions and
medicines administration records were accurate however, staff did not always record the reason for a missed dose. This
is important information when reviewing patients’ treatments to ensure there is an up to date accurate medicine
history. Following a request to review missed doses it was reported that there were less than 0.2% of doses missed that
had no reason documented from July 2022 to October 2022. However, the trust was aware that there needed to be a
process in place to review and follow up any missed doses with staff. The audit of missed doses was to be included in the
medicines safety report which would be presented to the patient safety committee every two months.

Staff did not always store and manage all medicines and prescribing documents safely. In theatre, we found two
injectable medications that were not locked away. We raised this with the room leader, and they were immediately
locked away. Medicine stocks were not always appropriately stored or managed in line with standard operating
procedures. For example, on Redbrook ward there were two boxes of intravenous antibiotics stored on the workbench
and not stored in a locked medicine cupboard. We were told it was due to a lack of cupboard space. There were two
bags of prescribed medicines for two patients on the workbench which had not been placed in locked patient bedside
lockers. When this was pointed out to staff the medicines were removed and immediately put in the bedside lockers.

The service ensured that medicines requiring refrigeration were stored at the recommended fridge temperatures with
daily records available. However, the process for checking medicine/clinic room temperatures to ensure safe medicine
storage was not always followed. For example, on Redbrook ward there were no records of the clinic room temperature
documented and no room thermometer available to take a temperature reading.

Emergency medicines were available and stored in tamper proof trolleys or boxes. Checks were recorded and
undertaken daily to ensure equipment and medicines were within date and safe to use in an emergency.

Controlled drugs (medicines requiring more control because of their potential for abuse) were managed effectively and
stored safely and securely.

Staff followed national practice to check patients had the correct medicines when they were admitted, or they moved
between services. Medicines reconciliation should be completed as soon as possible when people move from one care
setting to another and within 24 hours of admission. It is the process of accurately listing a person’s medicines when
they are admitted or when their treatment changes. Due to the pharmacy staffing issues medicine reconciliation was
being undertaken less than 50% during an inpatient stay. However, the pharmacy team were working hard to provide a
limited service to review all new admissions, newly prescribed medicines and check medicines ready for discharge.

Staff learned from safety alerts and incidents to improve practice. There was a system in place for reporting incidents
and for receiving and dealing with medicines safety alerts. Staff attended huddle ‘safety bites’ where they received
updates or information on medicine safety incidents at both ward and trust level. On Redbrook ward there was a
dedicated board for ‘Medicine Management’ with reminders about safe practice with medicines.
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Incidents
The service managed patient safety incidents well. Staff recognised and reported incidents and near misses.
Managers investigated incidents and shared lessons learned with the whole team and the wider service. When
things went wrong, staff apologised and gave patients honest information and suitable support. Managers
ensured that actions from patient safety alerts were implemented and monitored.

Staff knew what incidents to report and how to report them. Staff raised concerns and reported incidents and near
misses in line with the trust policy. Staff received feedback from investigation of incidents, both internal and external to
the service. Throughout the surgical service, we noted a positive incident reporting culture and evidence of learning
from incidents through our discussions with staff. For example, we were told about a specific incident on Frome ward
where a patient did not receive adequate nutrition and had delays to care due to a poorly managed nasogastric tube
(NGT) (a tube placed through the patient’s nose into their stomach to assist with feeding). Following this, the manager
did a timeline of events in the learning room and invited staff to put sticky notes onto its detailing areas of good practice
and areas of improvement. All staff reported that this enhanced their learning with this incident. NG training was
highlighted as an action and staff had since completed training and competencies on this. We saw recent incidents
reviewed and actions at handover, these were documented in the huddle books for staff who did not attend. All wards
were participants in a social media application that facilitated secure real-time communication between the members.
They used this application to share incidents and learning; this was monitored by managers.

Never events were reported as required. Never events are serious incidents that are entirely preventable because
guidance or safety recommendations providing strong systemic protective barriers are available at a national level and
should have been implemented by all healthcare providers. Managers debriefed and supported staff after any serious
incident. NHS England's web-based serious incident management system known as Strategic Executive Information
System (StEIS) showed that between September 2021 and September 2022, the trust reported 1 never event that was
related to surgical services. It related to wrong site treatment within the ophthalmology service.

Staff raised concerns and reported incidents and near misses in line with trust policy. Incidents were investigated in a
timely manner. Lessons learned were identified and shared within the service to reduce the risk of similar incidents from
occurring. Staff received feedback from the investigation of incidents. We saw that themes and learning from incidents
were effectively filtered down to staff through safety huddles, newsletters and emails. This also included the sharing of
national patient safety alerts that had resulted from incidents from other external sources. However, the pre-assessment
team did not feel they heard about incidents within the service and were not always aware of lessons learned for other
areas within the service.

Staff understood the duty of candour They were open and transparent and gave patients and families a full explanation
if and when things went wrong. The duty of candour is a regulatory duty that relates to openness and transparency and
requires providers of health and social care services to notify patients (or other relevant persons) of certain notifiable
safety incidents and provide reasonable support to that patient. We saw a reminder about the duty of candour for staff
within a ‘safety bite’ from 3 October 2022. A safety bite was a weekly release of information for staff which related to
patient safety.

Managers investigated incidents thoroughly. Patients and their families were involved in these investigations. On the
day of our inspection, the matron was meeting with a family to discuss an incident that had occurred, the learning and
provide them with ongoing support.
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Is the service well-led?

Requires Improvement –––

Our rating of well-led improved. We rated it as requires improvement.

Culture
Staff mostly felt respected, supported and valued. They were focused on the needs of patients receiving care. The
service had an open culture where patients, their families and staff could raise concerns without fear.

We saw there was a positive open culture. Staff told us and we saw that they openly reported incidents as there was a no
blame culture at the trust. Staff told us they felt incident reporting was an opportunity to improve care and reflect on
their practice. We saw that incidents were discussed openly during safety huddles and reflection and learning was
encouraged in response to incidents.

Most staff we spoke to said they were proud to work for the trust and believed they worked as part of a team which was
valued. Staff told us that the managers within the surgical service were very supportive. Theatre staff said that the
manager was “very focussed” and “forward thinking”.

Within the 6 months prior to this inspection, there had been a lot of changes to the infrastructure of the surgical service
which involved team and ward moves. We were told that the executive team listened to the staff and made ward
changes following concerns raised. There was an additional matron and general manager employed which enabled
focus on the structure and support needed. Staff felt settled in their wards and teams. Staff and managers told us that
staff were frequently moved from their usual ward to cover on other wards and some of them found this stressful.

The recent reverse boarding process had created a challenge within the service, and this had affected the morale.
However, the staff felt that the managers were raising their concerns and trying to find a mutual resolution. In the most
recent sisters meeting, they had discussed the dip in morale following the reverse boarding implementation and ideas
on how to improve it. This included recognising staff members through a star of the month; this had not yet been
implemented. Some managers felt that changes were not always communicated by the senior leadership in a timely
manner. For example, we were told that the ward staff were informed about the reverse boarding the day before it was
due to be implemented. They felt that this did not give enough time to ask any questions and understand the process.

Staff were focused on the needs of patients receiving care. We found that the staff morale was generally good, but it had
been recently affected by the new reverse boarding process. The most recent staff survey results from 2021 showed that
staff working within surgery had a lower morale score than the trust average. The 2021 staff survey results were also
compared to the average across the UK and in some areas, such as staff engagement and always learning, they scored
better than the national average. We saw an action plan to improve some of the areas which included increasing senior
visibility, well-being newsletters and improving the culture around appraisals.

The overseas nurses reported that they felt part of the teams and the culture was excellent. They felt very supported and
enjoying the working environment.
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Each ward were participants in a social media application group that facilitated secure real-time communication
between the members. They shared concerns, audit results, incidents, learning and good news. Staff felt that this was an
effective way to communicate. Team meetings did not occur as the service found it was difficult to capture staff without
impacting on patient care. However, we found that they shared learning in many other ways. Staff were knowledgeable
about their area and felt informed by their managers.

Managers found that the team leader role within the theatres was not clear. They asked the staff to complete a diary for
a month and used it alongside the job description to create a role profile with detail on their daily tasks. The team
leaders found that their role improved greatly, and they were much clearer on their expectations and support needed.

The theatre had a mental health wellbeing board which displayed the contact for mental health first aiders and had
information around the signs of stress. Staff told us that they generally felt well supporting regarding their mental
health.

We reviewed the surgical governance meeting minutes for September 2022 and the Freedom to Speak Up Guardian had
received 23 concerns in April to June 2022. This was discussed with the managers the themes and how the areas of
concern could be improved. There was Freedom to Speak Up information sent out in October 2022 as part of the trust’s
weekly safety bites newsletter. This gave the staff details about how their information would be used and who they
could speak up to if required.

Governance

While leaders operated effective governance processes throughout the service and with partner organisations, it
did not always have a systematic approach to continually improve the quality of its services.

Systems were in place to assess, monitor and improve the quality of care within the surgical service. The senior staff said
that the service had made progress around strengthening its governance and risk frameworks. We were told that there
was a clear focus on governance in the surgical service. There was a clinician responsible for governance and they were
given protected time to focus on governance. There was a monthly surgical service governance meeting, general surgical
business meeting and a surgical specialities meeting. We reviewed minutes from these meetings and saw that incidents,
staffing, guidance and audits were discussed. There was an action plan which showed actions being completed in a
timely manner. The governance report for August 2022 was displayed within staff areas on the wards.

We found that improvements had been made in relation to concerns raised at our previous inspection. However, not all
of these had been fully addressed on this inspection. For example, venous thromboembolism (VTE) assessments were
still not completed thoroughly, the theatre brief was not completed in a consistent way and medical staff mandatory
training completion was still low.

There were daily divisional meetings which followed a capacity meeting. This meant that the surgical division leaders
reviewed the daily activity and made decisions together regarding staffing, boarding patients and the safety of the
wards.

Theatre held a weekly governance meeting which discussed cases and incidents from the previous week within theatres
where there were learning needs identified. These meetings were not documented.
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There was a quarterly division quality committee report. The report for April to June 2022 detailed learning from
incidents. This included the results of an audit following an incident where a patient had been lost to follow up for 2
years. The service investigated this over a 6-year period to ensure all patients were followed up correctly. They found
that 45 patients were identified as requiring further review, of which 10 patients were identified as lost to follow up.
These patients were reviewed, and no patient harm was identified.

We saw the surgical governance report for September 2022. This showed that actions were not always addressed in a
timely manner following a serious incident (SI). The action plan for serious incidents had 41 overdue actions with the
oldest action from 30 April 2020. This action was for the medical teams to be reminded of the importance of reviewing
patients when asked and adhering to the National Early Warning Scores (NEWS) escalation process. The untimeliness of
completion of actions was discussed within the governance meeting and recognised that improvement was needed.

Regular audits were completed to assess and monitor the quality of care. However, we did not always see that there was
not always an action plan within the audit. For example, the trust sent us documentation audits which showed
compliance was 76% for patient falls risk assessments. However, there were no actions to improve the completion of
these assessments.

Some of the systems in place to assess, monitor and improve quality were not always effective in identifying safety
concerns. Staff told us that compliance with completing Vvenous Tthromboembolism (VTE) scores was a continuous
challenge despite nurses and pharmacists on wards prompting medical staff for VTE assessments to be completed.
Senior leaders were aware that this was an issue, but improvements had not been made. We were told that they were
hoping to see improvements when an automatic prompt was added to the electrical notes system in November 2022.
This was not noted on the risk register as an ongoing risk to the patients and there was no improvement plan on the
wards.

There was a lack of oversight regarding missed doses within the medicine charts. We found blank boxes in several
medicine charts throughout the surgical wards with no reason documented for this missed dose. We were told that this
was looked at if managers had time. This was not consistently audited and there was no ownership from the managers
of this issue.

Weekly sisters’ meetings were held with matrons. Staff who attended these meetings described them as an effective
two-way communication where safety, staffing, feedback from senior nurse meeting, local ward feedback and
governance were discussed. We were told that concerns could be raised and information from senior leaders was
cascaded down to wards. Following these meetings, ward managers shared updates with the staff on the wards through
handovers, huddles and communications on team boards.

Across the theatre suite there were daily briefings at 8am and outside of this there were noticeboards and all staff
emails. Theatres also had a monthly rolling half day audit programme which included sharing of information, audit
results and training opportunities.

The theatres were completing a theatre improvement project. They had completed a series of engagement days with the
focus on observing and listening to all staff in theatres and recovery areas. A team was formed with two consistent
improvement leads to ensure impartiality. The quarterly governance report highlighted that staff engagement had been
fantastic and they had raised concerns but also potential solutions. The main themes from their sessions with the team
included communication, workforce, information technology systems, wards and health and wellbeing.
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Management of risk, issues and performance
Leaders and teams used systems to manage performance effectively. They identified and escalated relevant risks
and issues and identified actions to reduce their impact. They had plans to cope with unexpected events.

Organisation and patient safety risks were identified and recorded on the service’s risk register. Each risk was assigned a
risk score and level based on its severity and a mitigation plan was put in place to mitigate the risk. For example,
environmental risks were in place such as the clean utility temperature increases over the threshold in the summer
months. There was a mitigating plan, however, the infrastructure of the building did not allow for air conditioning to be
fitted. We saw this was discussed in August 2022 surgical governance meeting, as well as other risks within the service.
Managers were all aware of their risks and had acted upon these appropriately. Not all staff were aware of the risk
register but were aware of the risks within their areas.

The wards and theatres said that the new reverse boarding procedure had created new risks within the service. This had
been implemented 6 days prior to our inspection. They felt that it led to poor patient experience with corridor care,
increased stress on the ward and an increase in patient to staff ratio. Staff said that there were no criteria for the
patients who were being boarded. However, the enabling proactive flow standard operating procedure detailed the
criteria for patients who could be boarded. It stated that these patients must be level 0 or 1 level care only. It was not on
the ward level risk register.

Minutes of governance and board meetings showed that the highest level of risks within the service were discussed on a
regular basis which showed there was senior management and board level oversight of extreme risks.

Mortality and morbidity reviews were regularly completed to review and learn from deaths and other adverse incidents.
Staff told us learning was shared from these meetings to ensure learning was shared.

A monthly exception report was produced. Items covered included; complaints, incidents, safeguarding and risk. Senior
leaders told us this provided key information to enable them to have effective oversight of quality and safety within the
division. The clinical lead on Frome ward was completing a quality service improvement course to implement quality
improvement in the workplace. There was a focus on driving improvement within the service.

Managers monitored staffs’ compliance with training, and they were aware of gaps in training compliance rates. Where
gaps were identified, appropriate action was taken to address these.

During our inspection, the trust was becoming increasingly pressured from an emerging COVID-19 wave. There was a
coordinated response across the site as managers worked to reintroduce measures including as the enhanced wearing
of masks within the clinical areas.

Areas for improvement

Action the service MUST take is necessary to comply with its legal obligations. Action a trust SHOULD take is because it
was not doing something required by a regulation but it would be disproportionate to find a breach of the regulation
overall, to prevent it failing to comply with legal requirements in future, or to improve services.

Action the service MUST take to improve:
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• The provider must ensure that all risk assessments including the venous thromboembolism risk assessment and falls
risk assessments are carried out in line with national guidance (Regulation 12(2)(a)(b)).

• The provider must ensure that briefs are completed thoroughly and efficiently so that data on the patient is not
missed (Regulation 12(2)(a)(b)).

• The provider must ensure confidential information is not accessible to unauthorised people (Regulation 17(2)(d)).

• The provider must ensure that systems for monitoring quality of care are effective to identify risks and drive
improvements (Regulation 17 (2)(a)(b)).

Action the service SHOULD take to improve:

• The provider should review the process for monitoring World Health Organisation (WHO) checklists and ensure that
the data is valid.

• The provider should consider the impact that reverse boarding is having on the patients and staff.

• The provider should ensure that medical staff have completed their mandatory training

• The provider should ensure that staff have access to basic life support training.

• The provider should arrange for theatre airflow systems to be inspected on an annual basis.

• The provider should ensure that patients pre-operative assessments are completed in a timely manner.

• The provider should consider implementing a process for reviewing and following up missed medication doses.

• The provider should always ensure medicines are stored securely.

• The provider should make sure that clinic room temperatures are taken daily to ensure the safe storage of medicines.
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The team that inspected the service comprised of three CQC inspectors, one CQC pharmacy inspector and a specialist
advisor. The inspection team was overseen by Sarah Dunnett, Head of Hospital Inspection.

Our inspection team
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Action we have told the provider to take

The table below shows the legal requirements that were not being met. The provider must send CQC a report that says
what action they are going to take to meet these requirements.

Regulated activity
Treatment of disease, disorder or injury Regulation 17 HSCA (RA) Regulations 2014 Good

governance

Regulated activity
Treatment of disease, disorder or injury Regulation 18 HSCA (RA) Regulations 2014 Staffing

Regulated activity
Treatment of disease, disorder or injury Regulation 12 CQC (Registration) Regulations 2009

Statement of purpose

Regulation

Regulation

Regulation

This section is primarily information for the provider

Requirement notices
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Reg Core Service Must/ Should CQC Action Statement

Lead Actions Monitoring method

Monitoring 

Committee/ Group/ 

Report (and frequency)

Position at time of 

reporting

Target date for 

completion

Progress Notes/comments Evidence

18 Medical Care Must The provider must ensure that staff complete mandatory training, 

including basic life support (Regulation 18 (2)(b)).

Divisions All staff to complete stat mand training within statutory timescale Education report on 

BLS

F&PE Monthly Not on track Oct-23 For refresher training there is regular F2F and self directed 

training available but the DNA rate is circa 50% due to 

operational pressures and patient care taking priority, new 

starters are required to undertake BLS upon 

commencement

Stat mand training reports

12 Medical Care /

Surgery

Must The provider must ensure that all risk assessments including the 

venous thromboembolism risk assessment are carried out in line with 

national guidance (Regulation 12(2)(a)(b)).

Robbie Dedi Introduction of EPMA mandated solution VTE monthly report F&PE Monthly

Monthly report 

continues - on track

May-23 The systematic solution is due in May 2023 - in the 

meantime monitoring/ check and challenge will take place 

in F&PE, through thrombosis committee and at patient 

safety committee

Monthly reports

12 Medical Care /

Surgery

Must The provider must ensure that all risk assessments including the falls 

risk assessments are carried out in line with national guidance 

(Regulation 12(2)(a)(b)).

Jo Burns CQC findings - 11/12 records completed on Medicine and 7/9 in Surgery

Audit data also showed improvements required

Current risk assessment meets national guidance

Risk assessment being updated for EPR/Maxims to make it more user friendly

Dashboard in development on Maxims - timescale for development unclear as dependent 

on third party

Audit via compliance audits in clinical areas - only sample audit not full

Exception report F&PE Monthly Business as usual Timescale 

dependent on third 

party

Compliance can only be audited manually and is part of the 

sample audit, 5 records per ward per week.  Automated 

compliance dashboard is currently sitting with Maxims 

technical team for development

Compliance audits

12 Medical Care Must The provider must ensure that patients receive timely observations 

(Regulation 12 (2)(a)(b)).

Clinical Teams CQC finding - this related specifically to a boarding patient on AMU - there is no other 

reference in the report to timeliness of observations

The importance of observations for boarders has been cascaded to all wards

Any observations not performed in line with assessed frequency are automatically escalated 

to nurse responsible for the patient through the system 

Eobs system n/a Business as usual ongoing n/a n/a

12 Medical Care Must The provider must ensure that all flooring is well maintained to 

prevent trip hazards and reduce the spread of infection (Regulation 12 

(2)(h)).

n/a This specifically related to the bathroom on Lugg n/a n/a completed completed completed flooring replaced

12 Medical Care Must The provider must ensure that all staff wear personal protective 

equipment in line with trust policy, including porters (Regulation 

12(2)(h)).

CQC finding - this related to a porter not wearing appropriate PPE, monitoring and check 

and challenge will continue as business as usual 

IPC lead nurse to deliver refresher IPC training to sodexo colleagues

IPC reports Infection prevention 

committee/divisional 

reporting

Business as usual ongoing Refresher training dates for sodexo to be agreed IPC and local audits

Audits can be reviewed by staff group

12 Medical Care Must The provider must ensure patients receive a Mental Capacity Act 

assessment and a Deprivation of Liberty Safeguards where there was a 

potential need (Regulation 12(2)(a)(b)).

Lucy 

Flanagan/David 

Mowbray

Undertake a re-audit and take appopriate action to ensure policies are followed so that 

Mental Capacity Act assessments were compelted and where appropriate referrals were 

made for a Deprivation of Liberty Safeguards.

Provide specific training to AMU

Quality priority 

update

Quarterly update to 

Quality Committee

Audit due in Q4 Mar-24 Specific training has been provided to AMU staff 

immediately following inspection.  There is however a need 

to roll out to the wider medical and nursing workforce and 

will run as a quality priority for the next 12 months

Audit data

12 Surgery Must The provider must ensure that briefs are completed thoroughly and 

efficiently so that data on the patient is not missed (Regulation 

12(2)(a)(b)).

David Stoten Safety brief of the WHO safer surgery checklist to be completed thoroughly by theatre team 

in a timely manner. Discussed at department meetings (Audit and Daily briefings), 

Compliance monitored by the team leaders in each of the theatres and discussed with the 

theatre manager.

Observation 

Monthly audit 

Documentation 

review

Directorate Governance 

& Risk 

Ongoing

ongoing

digital systems

17 Surgery Must The provider must ensure confidential information is not accessible to 

unauthorised people (Regulation 17(2)(d)).

Divisions This related to notes trolleys not being locked

Replace relevant tolleys with digi pad rather than key access

Remind staff of importance of locking trolleys when not in use

Safety walkabouts Reviewed as part of 

walkabouts

ongoing ongoing Trolleys are on order

17 Surgery Must The provider must ensure that systems for monitoring quality of care 

are effective to identify risks and drive improvements (Regulation 17 

(2)(a)(b)).

SEEKING CLARIFTY FROM CQC IN RELATION THIS POINT

Medical Care /

Surgery

Should The provider should consider the impact that reverse boarding is 

having on the patients and staff.

Andrew Parker Boarding policy and approach under regular review Datix

Feedback

Complaints

TOG/Gold under regular 

review

ongoing Proactive boarding against discharges has been superseded 

by permanent boarding during the last 4 weeks due to 

significant operational pressures

TOG minutes and/or GOLD action log

Medical Care /

Surgery

Should The provider should consider implementing a process for reviewing 

and following up missed medication doses.

Tony McConkey/ 

EPMA

Detailed report to be presented to Medicines Safety Committee and to individual Divisions 

indicating performance to minimise the occurance of missed doses (including unintentional 

missed doses). Escalation will be to Patient Safety Committee if necessary

Medicines Safety 

Committee Report

Medicines Safety 

Committee/Patient 

Safety Committee (if 

required) Bi monthly

on track Mar-23 Awaiting first report to Medicines Safety Committee 

(March 2023)

Report - sample report is available and was submitted to 

the CQC

Medical Care /

Surgery

Should The provider should always ensure medicines are stored securely. This related specifically to IV fluids on AMU where a locked door was propped open - the 

importance of keeping fluids locked has been reiterated to colleagues on AMU

Redbrook and theatres had drugs on work benches that should have been locked away

Matrons walkabouts Local monitoring ongoing ongoing walkabout findings are not documented, all findings are 

escalated and dealt with immeidately

n/a

Medical Care Should The provider should ensure handovers are always completed for 

patients between wards.

Shortened handover document devised by Frailty Matron and cascaded to other Matrons.

Face to face clinical handovers during extreme operational pressures.

Datix  SI panel/Directorate 

and Divisional Meetings

Ongoing 20/01/2023 Handover sheet being shared with other Matrons.

Medical Care Should The provider should ensure that fire exits are never blocked. Alan Dawson This related specifically to the fire exit on AMU

The current fire door cannot be secured and potentially puts vulnerable patients at risk if 

they attempt to abscond via this route

Options for securing the fire door are being reviewed by the fire officer

Completion of work n/a timescale to be 

confirmed

timescale to be 

confirmed This issue was rectified on the day of the inspection and is 

routinely reviewed by the nurse in charge of AMU on a 

daily basis - this is not an issue in other areas

Fire door secure

Medical Care Should The provider should ensure audits are completed fully, for example 

infection control audits.

Matrons This related specifically to some elements of the cleanliness and IPC audits being incomplete IPC reports Cleanliness and 

Infection prevention 

committee

ongoing ongoing IPC and cleanliness audits including monitoring data

Surgery Should The provider should review the process for monitoring World Health 

Organisation (WHO) checklists and ensure that the data is valid.

David Stoten All stages of the WHO safer surgery checklist to be completed by theatre teams Discussed at 

department meetings (Audit and Daily briefings), Monitored by theatre manager through  

the SQL reporting system results discussed with the team leaders in each of the theatres.

Observation 

Monthly audit 

Documentation 

review

Directorate Governance 

& Risk 

Ongoing ongoing

Surgery Should The provider should ensure that medical staff have completed their 

mandatory training.

David Mowbray Medical staff to complete training Stat mand report F&PE Monthly on track Oct-23 Routine reporting broken down by staff group rather than 

divisional level will be submitted to F&PE from January 

2023

Statutory and Mandatory training reports

Surgery Should The provider shoul ensure that staff have access to basic life support 

training.

Lucy Flanagan Statutory and mandatory BLS is available for all staff n/a n/a n/a Complete Accessibility is no longer the issue/ this is about attendance 

(see must do action)

Training slots versus uptake - data available on request 

from resus team

Surgery Should The provider should arrange for theatre airflow systems to be 

inspected on an annual basis.

Christian Homersley Plan to conduct survey during January 2023 completed work work has 

commenced

End of February Schedule for theatres in place and work has commenced Work completed

Surgery Should The provider should ensure that patients pre-operative assessments 

are completed in a timely manner.

Ian Channon 6-4-2 theatre scheduling, medical secretaries advised to book pre-op 2 weeks prior to TCI, 

ring-fenced pre-op  appointments for 2ww, Saturday & Sunday clinics, tailored pathway for 

2ww patients.

Observation 

Monthly audit 

Documentation 

review

Directorate Governance 

& Risk 

ongoing ongoing Theatre Access Policy mandating 6-4-2 scheduling now in 

operation. Developing exception report for breaches of 2 

week 

Should Do Actions Only 
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Surgery Should The provider should make sure that clinic room temperatures are 

taken daily to ensure the safe storage of medicines.

Matrons Matrons to check monitoring compliance as part of matron walkabouts Matrons walkabouts Local monitoring ongoing ongoing walkabout findings are not documented, all findings are 

escalated and dealt with immeidately
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Report to: Public Board
Date of Meeting: 19/01/2023
Title of Report: Workforce & Organisational Development (OD) Strategy
Status of report: ☐Approval ☒Position statement  ☒Information  ☐Discussion
Report Approval Route: Chief People Officer 
Lead Executive Director: Director of HR and OD
Author: Geoffrey Etule, Chief People Officer
Documents covered by this 
report:

1.  Purpose of the report

The Workforce & Organisational Development Strategy outlines key actions to be taken over the next 3 
to 5 years to grow, develop and retain a sustainable workforce. The Strategy is designed to ensure WVT 
is recognised as a model employer of choice.  

This report provides a quarterly update on the Workforce & OD Strategy for the Board.

2. Recommendation(s)

The Board is asked to review and note the progress being made in delivering the Workforce & OD 
Strategy as attached in appendix 1.

3. Executive Director Opinion1

With significant workforce challenges and vacancies across the NHS, it is important for the Trust to have 
a comprehensive Workforce & OD Strategy that sets out key strategic themes and enablers to ensure the 
Trust can be recognised as a good model employer of choice. The Strategy remains a live document 
which can be easily adapted to workforce and organisational developments over the coming year.

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

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

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

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

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
2 A number of the Trust Objectives are common to the Foundation Group, although they have been localised to meet the Trust’s needs. 
These are identified in the list above in BOLD.
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Workforce & OD Strategy Update – January 2023

1. Executive summary

The WVT workforce & organisational development strategy identifies the Trust’s workforce priorities for the 
next 5 years and is designed to support the delivery of the Trust’s vision, mission and strategic objectives. It 
sets out our strategic workforce priorities and the approach we will take to deliver them.

The strategy builds on our foundations as a good employer and our CARE Values of Compassion, 
Accountability, Respect and Excellence. We want to continue building a highly engaged workforce who are 
motivated to provide great care in line with our Mission i.e. to provide a quality of care we would want for 
ourselves, our families and friends.

Our main ambition is to make working in WVT an attractive career opportunity for all and to support the 
development of a highly skilled, flexible and sustainable workforce for the future. Our key workforce themes & 
aims are listed in the table below.

Key Themes Aims / Ambitions 

1. Workforce transformation To have a more efficient and productive workforce 

2. Growing our workforce       Grow and maintain a sustainable & flexible workforce

3. Recruitment & retention     Attract, retain and develop a high quality workforce

Key Enablers
• Health & wellbeing Maintain a caring and supportive working environment

• Equality, diversity & 
inclusion

Provide a safe and values driven environment free of 
discrimination, harassment or bullying

• Leadership & management 
development

Develop knowledge, skills and experience of all line 
managers 

• Education & development Provide excellent education & development programmes 
for all staff to maximise their potential

• Staff engagement Ensure WVT is seen as a great place to work by listening, 
engaging and acting on staff feedback

• HR policies & procedures Streamlined and family friendly policies and procedures

2.  Developments – January Update 

The attached table in appendix 1 provides an update on key developments to-date in delivering the key themes 
and enablers of the Workforce & Organisational Development strategy. Key points to note since the last update 
in September includes the following;

Workforce Transformation
• An ICS funded strategic workforce planning officer has been recruited to support WVT for an initial 

period of up to 12 months 
• Medical Director led group (MARP) and Chief Nursing Officer led group (NARP) looking at agency 

reduction
• Divisional Challenge Boards in place to review and monitor agency use in ICD, Medical & Surgical 

divisions
• E-rostering project completed for nursing areas in December and exec report being drafted
• Progressing with the roll out of e-rostering for clinical staff and electronic job planning for drs with 

monthly updates at the e-rostering Project Board and TMB to ensure project is on track 

Growing our own staff 
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• New WVT intranet site with comprehensive information on apprenticeships for staff and line managers
• The WVT career & pay progression framework to enable HCSWs to progress from band 2 to band 3 

roles is now in place and is being used as a recruitment & retention tools for support workers
• Working with DWP on promoting development programmes for unqualified staff to enhance their skills 

and knowledge 
• Ongoing work on growing more support staff into qualified nursing roles across all divisions

Recruitment & Retention
• WVT & Hoople support worker recruitment project (together healthcare) won the Herefordshire 

Healthcare Team of the year award 
• Pension Contribution Alternative Payment (PCAP) scheme introduced which provides an optional 

alternative to pension contribution for those eligible employees who can demonstrate that they are 
impacted by the pension tax thresholds

• Launch of WVT Ambassador Programme which encourages staff to volunteer their time to speak in 
schools and colleges about their roles or participate in careers events and activities

• Working with ID Medical to expanding international recruitment to support pharmacy and other 
departments

• First cohort of international midwives appointed
• Overseas nurses being appointed to support community hospitals 
• Chief Nursing Officer led project reviewing band 5 to 6 progression for nurses has commenced 
• Divisional recruitment & retention working groups working on local actions 
• HRBPs leading monthly reviews of exit interview and new starter information and taking actions in 

divisions including stay interviews 
• ICS attraction & retention lead appointed to support WVT and One Herefordshire Partnerships projects     
• WVT Flexible working sub-group in place and meeting with Milton Keynes to explore feasibility of 

using any hours contracts for staff to aid retention 

Health & Wellbeing 
• Excellent feedback received from staff on the Connecting staff with Nature project and ongoing work 

with the University of Derby to extend the project for another year 
• Halo Leisure gym instructors running exercise classes at the County site and wellbeing sessions at 

Community hospitals 
• Schwartz Rounds offering a forum for staff to discuss the emotional and psycho-social aspects of 

caring for patients now in place with open sessions for staff to attend
• Ongoing Mental Health First Aid England Awareness development sessions for line managers
• WVT Workplace Menopause group now in place and running workshops for staff with guidance and 

information on living with the menopause

Equality, Diversity & Inclusion
• WVT Workforce Race Equality Standard (WRES)  & Workforce Disability Equality Standard (WDES) 

reports to be presented at TMB in January 
• Cultural Ambassadors now in place and supporting staff networks, employee relations and recruitment 

activities at WVT
• ICS funded EDI manager hosted by WVT – contract extended to March 2023 to support staff networks 

and EDI programmes 
• Ongoing work on mapping requirements of the new NHS Equality Delivery System (ED2) which 

requires EDI actions on services, workforce and inclusive leadership

Leadership & Management Development
• Excellent feedback received from delegates on Cohort 3 of the WVT Leadership programme and 

offerings for 2023/24 being reviewed 
• Medical leadership development programme aligned to the WVT programme developed with Robbie 

Dedi

Staff Engagement
• Series of roadshows being developed for the promotion of WVT benefits and wellbeing programmes 

available for staff
• A brand new Facebook page launched by the Comms team to celebrate our achievements, promote 

job opportunities and showcases our employees
• Promoting financial wellbeing, guidance and NHS wide support available to staff on the intranet
• HRBP local engagement meetings with staff to support wellbeing and address issues of concern 
• Ongoing Have a chat with an exec informal meetings for all members of staff
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HR Policies & Procedures
• Training on conducting investigations to line managers 
• Mediation and coaching database being developed for WVT for 2023/24

ICS Workforce Projects
• ICS wide review of OH services and role in promoting staff wellbeing has commenced and the review 

will be completed by March
• A strategic ICS funded workforce planning officer is now in post and deployed to support WVT for an 

initial period of 12 months 
• ICS led workforce planning sessions using the NHS STAR model being rolled out  
• ICS wide attraction & retention lead to support local programmes 

3. Measures of success

WVT continues to face significant operational pressures and due to this it has been difficult to attain positive 
improvements in all HR / workforce performance indicators as can be seen in the Board performance report. 
With Covid cases declining and once operational pressures are reduced, the HR team will be able to work 
more actively with line managers in implementing key workforce initiatives for the Trust. 

Divisional leads supported by HR Teams are working on recovery plans and it is envisaged that HR KPIs will 
be mainly green rated by the end of the financial year. 

HR @ WVT – 2021/22 Developments
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Appendix 1

WVT WORKFORCE & OD STRATEGY - Growing & developing our workforce for a sustainable future 

KEY THEMES & ENABLERS 2022/26

Our main ambition is to make working in WVT an attractive career opportunity for everyone and to support the development of a highly skilled, flexible and 
sustainable workforce for the future. Our key workforce themes and enablers are listed below.

Key Themes Aims / Ambitions 

1. Workforce transformation To have a more efficient and productive workforce 

2. Growing our workforce       Grow and maintain a sustainable & flexible workforce

3. Recruitment & retention     Attract, retain and develop a high quality workforce

Key Enablers
• Health & wellbeing Maintain a caring and supportive working environment

• Equality, diversity & 
inclusion

Provide a safe and values driven environment free of 
discrimination, harassment or bullying

• Leadership & management 
development

Develop knowledge, skills and experience of all line 
managers 

• Education & development Provide excellent education & development programmes 
for all staff to maximise their potential

• Staff engagement Ensure WVT is seen as a great place to work by listening, 
engaging and acting on staff feedback

• HR policies & procedures Streamlined and family friendly policies and procedures
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WVT WORKFORCE & OD STRATEGY – UPDATE FOR JANUARY 2022 (shaded areas in yellow)
Actions Required – 2022 - 2023 HR & OD TEAM ACTIONS TO-DATE RAG

Theme 1

Workforce 
Transformation 

• Full engagement with ICS wide 
projects 

• Roll out e-rostering to all nursing staff 
– 100%

• TRAC applicant tracking to minimise 
recruitment turnaround times

• Robust agency review processes in 
place 

• Rigorous review and monitoring of 
sickness absence - < 4.5%

• Review temporary staffing office and 
grow bank staff

• Strategic workforce planning officer recruited and deployed to support WVT for an initial period of up to 12 
months

• Medical Director led group (MARP) and Chief Nursing Officer led group (NARP) looking at agency reduction
• Divisional Challenge Boards in place to review and monitor agency use, ICD, Medical & Surgical
• E-rostering project for nursing areas completed in December 
• Progressing with the roll out of e-rostering for clinical staff and electronic job planning for drs with monthly 

updates at the e-rostering Project Board and TMB to ensure project is on track
• Allocate e-rostering roll out for clinical staff  
• All Ward Based staff in Medical Division are successfully on Allocate and all nursing areas will be on e-

rostering by the end of the year
• Medical e-rostering project lead working closely with Deputy MD on consultant job planning and e-rostering 

for doctors to be completed by March 2023
• Engagement with ICS project on Community Diagnostics Centre (Dan Harding is Associate Director for ICS)
• Community Diagnostics Care workforce group commencing June 2022
• WVT Education & Workforce Group in place with Divisional representatives and reviewing required 

workforce transformation, education and general workforce issues

Theme 2

Growing our 
own staff

• Central WVT T&D budget to support 
and develop support workers into 
qualified posts e.g. registered nurse 
degree apprenticeships 

• Appropriately staffed Practice 
Education Development team and 
resources 

• Appoint dedicated ACP / PA 
coordinator 

• New WVT intranet site on apprenticeships with comprehensive information for staff and line manager
• Promoting apprenticeship programmes available through road shows, posters and staff appraisals
• WVT career & pay progression framework for band 2 HCSW staff is now in place and is being used as a 

recruitment & retention tool   
• Chief Nursing Officer led project reviewing band 5 to 6 progression for nurses has commenced 
• Working with DWP on promoting development programmes for unqualified staff to enhance their skills and 

knowledge 
• Ongoing work on growing more support staff into qualified nursing roles across all divisions 
• Increasing apprenticeship positions particularly in hard to recruit areas i.e. Cardiac Physiologists
• Increasing apprenticeship numbers in HCSW, ACP’s, admin ensuring all leaders have been trained where 

needed on the requirements of the apprenticeship
• Exploring new apprenticeship opportunities i.e. PA apprenticeship
• Working on identifying ACP/PA leads across the Trust
• Ongoing work with Education Lead on mapping out apprentices to admin roles to identify a career ladder
• More Band 4 NA’s being introduced in Community Hospitals
• Introduction of AHP Degree Course
• Introduction of AHP Return to Practice opportunity
• Introduction of ACP’s at Community Hospitals
• Supporting Radiology apprenticeships (from existing Imaging Assistant group)
• Exploring feasibility of HEE funding to support Sonography training post 
• Pharmacy workforce continues to follow grow your own model, including trainee pharmacy technicians, 

development pharmacist roles, cross-sector training roles 
• Introduction of ACP roles in Cancer Services
• Working with The Princes Trust on employing young people and to host NHS Cadets from September
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Theme 3 

Recruitment & 
Retention 

• Exit interview analysis and actions - > 
30% 

• Recruitment & retention incentives for 
hard to fill areas 

• All jobs advertised as open to flexible 
working

• Retire and return programmes
• International recruitment project for 

nursing staff
• Develop contracts with leading 

recruitment agencies
• Develop relationships with other 

universities 
• Identify key areas to grow more 

support workers 
• Increase apprenticeships – 10%

• WVT & Hoople support worker recruitment project (together healthcare) won the Herefordshire Healthcare 
Team of the year award 

• Pension Contribution Alternative Payment (PCAP) scheme introduced which provides an optional 
alternative to pension contribution for those eligible employees who can demonstrate that they are 
impacted by the pension tax thresholds

• Launch of WVT Ambassador Programme which encourages staff to volunteer their time to speak in 
schools and colleges about their roles or participate in careers events and activities

• Working with ID Medical on expanding international recruitment to support pharmacy and other 
departments

• First cohort of international midwives appointed
• Overseas nurses being appointed to support community hospitals 
• Chief Nursing Officer led project reviewing band 5 to 6 progression for nurses has commenced 
• Divisional recruitment & retention working groups working on local actions 
• HRBPs leading monthly reviews of exit interview and new starter information and taking actions in divisions 

including stay interviews 
• ICS attraction & retention lead appointed to support WVT and One Herefordshire Partnerships projects     
• WVT Flexible working sub-group in place and meeting with Milton Keynes to explore feasibility of using any 

hours contracts for staff to aid retention

• Trac recruitment reports now being shared with the Division and HRBP scrutiny and support of weekly 
chasing of non-compliant key performance areas to improve and enhance timely recruitment

• WVT Recruitment & Retention Group now in place to review and act on recruitment & retention issues 
affecting WVT

• Ongoing international recruitment programme for clinical staff 
• Quarterly triangulation of exit and new starter interviews with leavers and staff groups
• Turnover aligned to triangulation of exit interviews
• All vacancies reviewed weekly to ensure active advertisement and full recruitment in place. 
• Retention activities including itchy feet conversations, stay Interview Café’s 
• Increasing apprenticeships to maximise development and increase skill & knowledge base. 
• Application of internally developed career escalators for Clinical Fellow to Specialty Docs in Emergency 

Medicine and Cardiac Physiology (hard to recruit areas) 
• CESR supportive job plans for medical staff for specialty Doctors across 4 specialities and with plans to 

expand into Stoke specialty. 
• Increasing volunteer engagement in all areas – to support the workforce and offer valuable experience 

within the Trust – linking in with local schools for volunteer arrangements for aspiring health care 
professional and linked with Duke of Edinburgh achievements and across all sectors in a local school 
diploma. 

• Converted locum into substantive post in Anaesthetics
• Working on locum, substantive, agency, retained agency options for Consultant roles 
• Agency spend scrutiny at Challenge boards and weekly medical rota meetings.
• OSCE Nurses being introducing into Community Hospitals from June 2022
• Recruitment Incentives agreed for consultant recruitment – microbiology and histopathology
• Successful international recruitment programme has closed B5 Radiographer vacancy gap
• Successful international recruitment of BMS staff to microbiology
• New Undergraduate programme for Diagnostic Radiographers by Worcester Uni –Sept 2022 
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KEY ENABLERS 

Health & 
Wellbeing 

• Develop WVT health & wellbeing 
brochure

• Regular health & wellbeing 
programmes for staff

• Complete WVT health needs 
assessment survey

• Complete THRIVE At Work health & 
wellbeing framework tool

• Excellent feedback received from staff on the Connecting staff with Nature project and ongoing work with 
the University of Derby to extend the project for another year 

• Halo Leisure gym instructors running exercise classes on the County site and wellbeing sessions at 
Community hospitals 

• Schwartz Rounds offering a forum for staff to discuss the emotional and psycho-social aspects of caring for 
patients now in place with open sessions for staff to attend

• Ongoing Mental Health First Aid England Awareness development sessions for line managers
• WVT Workplace Menopause group now in place and running workshops for staff with guidance and 

information on living with the menopause

• WVT Health & Wellbeing Group in place with representatives across all Divisions
• Promoting health & wellbeing by supporting national events (mental health, stress, cancer, know you 

numbers etc)
• WVT health & wellbeing brochure and monthly e-bulletin on wellbeing topics – annual health & wellbeing 

week in October
• Mental Health at Work project, Nature Connectedness project with the University of Derby 
• New sickness absence monitoring arrangements from June 2022 with KPI’s regarding review period 

discussions, return to work discussions – including a data cleanse exercise to reconcile Allocate and ESR 
data over the last 12 months. Trigger reports will be highlighted to managers and non-compliance will be 
escalated to Matron/General Manager level to tackle performance concerns

• Develop Nurse staffing sickness absence trajectory to reduce from 8.5% average for 21/22 to 6% by end of 
Q3 and 4% by end of Q4 22/23

• Newly devised monthly sickness absence training now live – all HR operational team training
• Active promotion of wellbeing support available for all staff across Divisions 
• REACT mental health conversations training up and running, developed and delivered by HRBP’
• Well Being Conversations Tools provided to the Division and active discussions at handover and ward 

huddles in place. 
• Regular monitoring and review of flexible working requests to ensure fairness and equity in all departments  
• Promotion of the Flexible Retirement Options available to staff.
• Team time psychological support sessions for staff – additional sessions for FY2 drs 
• Specialised counselling in ITU for staff 
• HR Drop in sessions run in various wards for staff to discuss any wellbeing concerns
• Survey created and publicised around moving wards and how to improve process
• Mental Health First Aiders in place across all community sites and x 113 at WVT 
• Wellbeing Champions at each Community Hospital site
• Various wellbeing activities being done at Community sites
• Civility Saves Lives training being delivered across teams
• 165 line managers trained to-date in Mental Health Awareness
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Equality, 
Diversity & 
Inclusion
(EDI)

• Implement ICS / NHS EDI actions on 
high impact changes, 

• EDI training for line managers
• WRES, WDES
• Introduce staff networks (BAME, 

LGBT+, Disability)
• Introduce international staff group

• WVT Workforce Race Equality Standard (WRES)  & Workforce Disability Equality Standard (WDES) 
reports to be presented at TMB in January 

• Cultural Ambassadors now in place and supporting staff networks, employee relations and recruitment 
activities at WVT

• ICS funded EDI manager hosted by WVT – contract extended to March 2023 to support staff networks and 
EDI programmes 

• Ongoing work on mapping requirements of the new NHS Equality Delivery System (ED2) which requires 
EDI actions on services, workforce and inclusive leadership

• WVT Staff Networks in place – BAME, LGBT+, Disability – and promoting national and NHS EDI 
programmes 

• Leading and promoting EDI employment related work ICS wide 
• FTSU Champions from a BAME background 
• Cultural Ambassador reps – x 4 members of staff being trained 
• Listening Events for EDI – commencing in June
• To deliver the in-house Culture Survey and action plans
• Seeking resources ICS wide for permanent EDI managers at the appropriate level to drive NHS EDI 

workforce requirements 

 

Leadership & 
Management 
Development

• WVT leadership programme linked to 
Group GROWTH model

• Coaching programme for line 
managers 

• Clinical leadership development 
programme 

• Excellent feedback received from delegates on Cohort 3 of the WVT Leadership programme and offerings 
for 2023/24 being reviewed 

• Medical leadership development programme aligned to the WVT programme developed with Robbie Dedi

• Excellent feedback received from cohort 2 of the WVT Leadership programme and cohort 3 to commence 
in September

• Increasing numbers of staff uptake on Educational programmes and reporting quarterly on numbers at 
Divisional People Board meetings

• Active promotion of coaching for performance skills to line managers 
• Plans for all line managers to attend  the WVT Management and Leadership Course over next 12 months

Education & 
development

• Career development framework for 
nursing / midwifery staff 

• Onsite career development clinics for 
support workers

• Deliver Level 2 qualifications for 
support staff

• Utilising HEE, WDF and apprenticeship levy to develop WVT staff 
• Annual WVT training needs analysis for all Divisions linked to WVT strategic priorities 
• Working with universities and local colleges in promoting apprenticeships for staff
• Stay Interview Café’s will link in with development clinics
• Divisional Management linking in with OD department and local college around bespoke admin courses to 

help develop a local pipeline of admin professionals
• Working in partnership ICS wide in promoting NHS development programmes for staff 

Staff 
Engagement 

• Excellent relations with unions and 
staff networks 

• Programmes to support recognition as 
a great place to work

• Staff recognition awards
• Listen and act on staff surveys 
• Introduce range of benefits for staff 

• Series of roadshows being developed for the promotion of WVT benefits and wellbeing programmes 
available for staff

• A brand new Facebook page launched by the Comms team to celebrate our achievements, promote job 
opportunities and showcases our employees

• Promoting financial wellbeing, guidance and NHS wide support available to staff on the intranet
• HRBP local engagement meetings with staff to support wellbeing and address issues of concern 
• Ongoing Have a chat with an exec informal meetings for all members of staff

• Reasonable 2021 Staff Survey results and ongoing actions on Survey /  NHS People Promise 
• Staff Survey Listening Events and workshops in Divisions to address issues locally 
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• Open door policy for staff to meet all executive directors 
• Increased presence in staff networks – BAME, LGBT+, Disability – offering staff paid time to attend 
• GEM award recognition 
• Financial awareness wellbeing programmes for staff
• Using My WVT hapi app to promote staff engagement 
• Working across the Group on programmes to support staff faced with growing cost of living crisis 

HR policies & 
procedures 

• Review and introduce streamlined HR 
policies and procedures in key areas ( 
sickness, bullying, grievance, flexible 
working, recruitment, disciplinary)

• Training and development sessions for 
line managers on key policies

• Guidance notes and faqs for line 
managers in key areas

• Policies and processes to support staff 
wellbeing and edi agendas 

• Develop HR management 
development toolkit

• Training on conducting investigations to line managers 
• Mediation and coaching database being developed for WVT for 2023/24
• Key policies in place with dedicated self-service information intranet pages per policy. 
• HR Policy toolkit training sessions -  sickness absence, policy overview, investigations training established
• Exploring policy authorisation sign off processes and challenging red tape of overly intense sign off 

processes and extensive form completion – plans to move to digitalisation model.  
• Plans for KPI improvement – SMART plans for appraisals in low compliance areas. 
• HR Team helpline and HR email for staff queries 

ICS workforce 
projects 

• Full engagement in ICS  wide 
workforce projects - agency reduction, 
leadership, health & wellbeing, edi, 
transformation

• ICS wide review of OH services and role in promoting staff wellbeing has commenced and the review will 
be completed by March

• A strategic ICS funded workforce planning officer is now in post and deployed to support WVT for an initial 
period of 12 months 

• ICS led workforce planning sessions using the NHS STAR model being rolled out  
• ICS wide attraction & retention lead to support local programmes 

• Ongoing engagement in ICS wide workforce projects – resources, capacity and expertise required ICS 
wide for delivery of successful projects to be addressed 

Recruitment 
department 

• Full compliance with NHS recruitment 
standards 

• Reviewing new Trac reports and identification of hotspots and targeting non-compliant areas in terms of 
shortlisting and reference check processes 

• Maintaining full compliance with NHS recruitment standards
Temporary 
Staffing Office

• Increase bank only staff by 10% • Ongoing work on reviewing medical rates in order to standardise rates across the ICS
• Advertising current bank rates and benefits to staff including the bonus scheme and opportunities to work 

in a variety of areas and develop enhanced skill sets.
• Developed an enhanced induction and a streamlined core skills training programme for bank staff 
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Report to: Public Board
Date of Meeting: 19/01/2023
Title of Report: Safer Staffing Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Direct to Board
Lead Executive Director: Chief Nursing Officer
Author: Emma Smith Associate Chief Nursing Officer
Documents covered by this 
report:

1.  Purpose of the report

To provide the board with oversight of nurse staffing 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

Due to the pressure the trust is under the staffing position has become more challenged since November; a 
number of factors are driving this including increased staff sickness, reduced agency availability, additional beds 
open as part of winter escalation and boarding patients across each of our wards.  The impact of this on staff 
wellbeing and patient experience is of concern.

I would like to propose a change to reporting on nurse staffing to Board given the revised Board meeting 
schedule; this will enable more timely oversight and discussion relating to nurse staffing.  The proposed changes 
would continue to meet the National Quality Board (NQB) requirements.

• The fill rate report and any associated headlines for staffing will form part of the Quality indicators report 
in order to fulfil NQB requirements

• A more detailed report will be presented to Quality Committee each month to fulfil NQB requirements
• An agency report is being developed as a separate reporting requirement and will be presented to Board 

in March
• The biannual acuity and dependency audit will resume (suspended during Covid) and will be presented to 

Quality Committee and Board

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:

Quality Improvement
☐ Improve the experience of patients receiving care 
by improving our clinical communication

☒ Improve patient safety through implementing 
change as we learn from incidents and complaints 
across our system

☐ Reduce waiting times for diagnostics, elective and 
cancer care

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

Integration
☐ Make care at home the default by utilising our 
Community Integrated Response Hub to access a 
range of community responses that routinely meets 
demand on the day

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

☐ Improve quality and value for money of services by 
making a step change increase in the range of 
contracts that are devolved to the One Herefordshire 
Partnership

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

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

☐ Stop adding paper to medical records in all care 
settings

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

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

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

☐ Develop our managers’ skills and system leadership 
capability

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

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

In line with Board reporting requirements and data validation this report would ordinarily cover the period 
November 2022, given the timing of the Board due to the festive period and the significant pressure the trust 
and wider NHS is facing this report will also refer to the December and January position.  Data will be shared 
where this is available.  

During the period covered the following should be noted:

• The numbers of patients admitted with COVID 19 and Flu have steadily increased within excess of 40 
cases at our peak, creating over 100 flu contacts. 

• ED has continued to see large numbers of attendances on a daily basis. 
• 4 escalation areas have been open overnight every night in ED during this period.
• There have been between 20 and 30 patients awaiting a bed in ED every morning, the length of stay 

in the emergency department has increased significantly due to pressures.
• The Medical Escalation Ward has been open during this period and whilst initially based on the 

second floor with 6 beds has now moved to GAU (16 beds plus borders).  This ward has a limited 
available workforce and is heavily reliant on temporary workforce and staff being moved from other 
wards.

• The day case unit has accommodated medical outlying patients initially overnight and on a weekend 
and is now fully occupied by medical patients. 

• An additional 12 beds have been opened across the three community hospitals increasing the bed 
base from 76 to 88.

• The enabling flow policy has operated throughout this period.
• Since the festive period all of the acute wards have accommodated between 1 and 5 additional 

‘boarding’ patients over and above their usual bed base - this is achieved through an additional 
patient in every bay.

• The acuity and dependency of patients has increased significantly during this period and the number 
of frail patients is also increasing.

• We have seen an increase in the number of medical outliers in surgical beds, approx. 30 – 50, at any 
given time. This has resulted in some cancelled elective activity, although the Trust has worked hard 
to ensure patients requiring urgent or cancer surgery proceed as planned.

• There has been an increase in numbers of paediatric patients attending ED and requiring 
admission. This has been for a variety of reasons although there has been an increase in respiratory 
conditions and attendances due to Streptococcus A. Patient’s acuity has been high and there have 
been an increase in relation to children requiring high dependency care.

All of the factors above have led to an additional demand on staffing. During the period December to date 
we have increased our requests to the agency from circa 520 shifts per week (first week of November) to 
circa 720 per week.  The agency’s ability to meet our rising demand has been poor and the agencies 
performance has dropped from 81% at the end of November to 60% in recent weeks.

During this period sickness has risen to a peak of 16% for RN’s and 12% for HCA’s, the main reasons being 
flu/respiratory conditions, stress and anxiety and MSK problems.

The fill rate data for November is provided below yet feels irrelevant for discussion purposes given the 
pressure and performance we are experiencing now.  Whilst the data for December is not available, many 
of our wards are struggling to achieve their baseline staffing for their normal bed base, despite having up 
to 5 additional patients every day and night.  This undoubtedly is leading to poor quality of care for our 
patients, increasing falls and pressure damage and impacting on staff health and wellbeing.
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We have developed a rota of support to the wards that is being covered by non-ward based nurses, 
volunteers and administrative support to ease the pressure on the ward based teams and to ensure that 
basic care needs are being met.

Fill Rate Data - November 2022

 Day Night  
 RN Fill HCA Fill RN Fill HCA Fill Overall (Actual) CHPPD

Primrose Unit 133.6% 65.7% 119.6% 83.3% 8.5
Maternity Ward 85.7% 106.0% 92.5% 85.6% 6.0
Children's Ward 120.4% 131.9% 114.8% 97.0% 10.4

Lugg Ward 92.3% 92.2% 103.3% 125.0% 6.0
Wye Ward 120.7% 79.1% 91.1% 90.0% 7.2

Cardiac Care Unit 100.0% 96.8% 100.1% 96.7% 12.0
Leominster Community Hospital 142.3% 87.9% 147.0% 143.3% 6.5
Bromyard Community Hospital 104.8% 111.3% 103.9% 147.9% 8.1

Ross Community Hospital 111.6% 93.7% 143.6% 110.9% 6.4
Teme Ward 90.8% 77.4% 98.4% 81.6% 8.8

Redbrook Ward 94.9% 98.9% 101.9% 96.7% 6.9
Special Baby Care Unit 83.7% - 92.7% - 11.6

Intensive Care Unit 96.2% - 90.0% - 24.7
Gilwern Ward 109.9% 64.3% 78.3% 56.7% 10.5

Acute Medical Unit 122.1% 78.1% 100.7% 106.7% 7.6
Ashgrove Ward 116.8% 77.7% 102.2% 114.9% 7.1
Dinmore Ward 112.2% 70.2% 100.0% 102.2% 6.5
Garway Ward 102.5% 94.4% 104.4% 106.7% 7.9
Frome Ward 111.5% 86.4% 122.0% 110.5% 7.1
Arrow Ward 118.1% 77.8% 125.7% 87.8% 7.4

Analysis of Fill Rate Data 

Many areas have fill rates in excess of 100%, these are explained below:

• Primrose Ward – OSCE nurses qualified, requiring time to work alongside another trained nurse 
undertake medication competencies, utilised instead of HCA staff.

• Children’s ward – Due to high acuity patients, increase in high dependency patients and an increase 
in paediatric patients through ED, requiring additional nursing support.

• Wye Ward, AMU Lugg Ward – Increase in patient acuity and boarding patients.
• Leominster Community Hospital – Increased bed numbers during the time period requiring 

additional staff.
• Bromyard Community Hospital – Increased patient dependency requiring additional staffing.
• Ross Community Hospital – Patient requiring RMN support.
• Frailty Wards – Due to high patient acuity and dependency and boarding patients.
• 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).

Temporary workforce

Clearly the demand on temporary workforce has significantly increased during this period as outlined above.  
Whilst the November position continued to show some improvement in spend and Thornbury reduction, this 
has not been the case in December, as can be seen in the charts below.
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Report to: Public Board
Date of Meeting: 19/01/2023
Title of Report: Audit Committee Summary Report 8 December 2022
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Select Director
Author: Andrew Cottom, Chair of Audit Committee/NED
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To brief the Board on the main issues arising from the Audit Committee held on 8 December 2022. 

2. Recommendation(s)
To receive the report.

3. Executive Director Opinion1

N/A

4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:
Quality Improvement
☐ Improve the experience of patients receiving care by 
improving our clinical communication

☐ Improve patient safety through implementing change as 
we learn from incidents and complaints across our system

☐ Reduce waiting times for diagnostics, elective and cancer 
care

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

Integration
☐ Make care at home the default by utilising our 
Community Integrated Response Hub to access a range of 
community responses that routinely meets demand on the 
day

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

☐ Improve quality and value for money of services by 
making a step change increase in the range of contracts that 
are devolved to the One Herefordshire Partnership

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

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

☐ Stop adding paper to medical records in all care settings

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

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

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

☐ Develop our managers’ skills and system leadership 
capability

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

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

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

1/1 124/184



1/1

Wye Valley NHS Trust
Trust Board Meeting – 19th January 2023

Summary of Audit Committee (AC) meeting held on 8th December 2022 

MATTERS FOR PARTICULAR ATTENTION

Change of Committee Chair – The chair responsibility was formally handed over from Andrew 
Cottom to Nicola Twigg

Internal Audit – Tracking report shows on schedule positions with no overdue concerns and Internal 
Audit Plan process for 2023/2024 discussed and a way forward agreed to ensure all key 
stakeholders have the appropriate opportunity to contribute and influence and meetings will be 
arranged in January

Financial Sustainability – Raised as an issue in the External Audit Report, March 22 has led to an 
Internal Audit Self-Assessment being undertaken confirmed by supporting evidence demonstrating 
how the Trust is planning to improve Financial Sustainability following the challenges post Covid 
Pandemic. Ratings were considered fair and appropriate and suitable actions in place for continuous 
improvement. The committee as a result was also able to consider the link between tackling the 
agency issue, our financial sustainability and the External Audit Qualification because of our 
continuing deficit which will be followed through with the action planning outcomes.

External Audit – Timeline agreed for 2022/2023 Audit, Initial Planning, Interim Audit and Final Audit 
commencing 2 May 2023 aiming to complete 16th June but allowing slippage to June 30th if required.

OTHER MATTERS

Report Discussion / Recommendation

Risk Management 
Deep Dive

An important piece of work which has been raised both at Audit 
Committee and by QC Chair on the structure, frequency and 
control of governance meetings across the Trust but felt 
appropriate to postpone until January when the Associate Director 
of Corporate Governance returns from sick leave

Internal Audit Results from Effective Recruitment and Retention received and 
whilst no concerning trends or bottlenecks it did identify several 
areas where more could be done to help position WVT as 
employer of choice and help improve staff retention and these 
have been share with HR and a full action plan agreed to follow 
through which would be worth sharing more widely as part of the 
Trusts overall Recruitment and Retention plan.

Counter Fraud Evidence across all Trusts that threats are increasing. Proactive 
approach continuing to be being taken in WVT with schedule 
agreed. Benchmarking Single Waivers information now provided 
linked closely to Financial Sustainability actions and showing 
favourable results and limited further actions required at this time.

Prepared by:-
Nicola Twigg, Chair of Audit Committee
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Report to: Public Board
Date of Meeting: 19/01/2023
Title of Report: Charity Trustee Summary Report 15 December 2022
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Select Director
Author: Frank Myers, Chair of Charity Trustee/NED
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To brief the Board on the main issues arising from the Charity Trustee meeting held on 15 December 
2022. 

2. Recommendation(s)
To receive the report.

3. Executive Director Opinion1

N/A

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

Quality Improvement
☒ Improve the experience of patients receiving our 
care

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

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

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

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

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

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

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

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

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

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

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

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

Meeting 15th December – Summary Report

Annual report and accounts 2021-2022 

These were received and noted. Some minor revisions to wording were requested.

Fundraising update

The Chief Strategy and Planning Officer (AD) presented the fundraising update in the 
absence of the Charity Fundraiser and the following key points were noted.

Education Centre

Funds have now been identified to develop the outline business case which will be completed 
in the new year.

The Campaign Director role has an agreed budget of £2,000 for advertising of the role. 

Conversations are ongoing with other organisations/stakeholders who are considering how 
they might support and support the facility.  

A City Master Planning meeting is due to take place and there are a number of university 
buildings across the city which could be utilised.  The Chief Strategy and Planning Officer 
will give an update at the next meeting.  

There is a project team in place to formulate an interim ‘plan B’.  Which could include use of 
the Lionel Green Building to accommodate.

Once details are clear about the Campaign Director post the Chief Strategy and Planning 
Officer will draft a clear plan and timetable for discussion

Quarter 2 Finance Report

The Associate Chief Finance Officer (FM) presented the Quarter 2 Finance Report.

The report covers the period to 30th September 2022.

There has been an increase in funds reflecting some significant legacies over the past 3 
months.

As at 30th November total £2.133M which is £168,000 increase from 30th September which 
has benefitted both the Education Centre and oncology.

There was some discussion around how donors are thanked for legacies and when thank 
you letters should be sent and by whom they should be signed.  The Chief Strategy and 
Finance Officer agreed to draft a formal proposal to be brought the next meeting. 
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Charitable Funds Savings Account

A range of accounts have been reviewed for best rates and 3 have been identified:

Instant Access CCLA has best rates and are currently used by a number of NHS trust charities.  
Linked closely to Bank of England base rate and would look to transfer a significant proportion 
of money.

Higher rate for fixed term or notice period.  Barclays Treasury Deposit.  1-12 months term, 
minimum £100,000.

It was noted that it will be necessary to ensure there are significant funds in instant access to 
cover any payments.

The Trustees agreed that all funds would be transferred to the CCLA account with 
immediate effect and would be monitored on regular basis.

Frank Myers MBE

January 2023 
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Report to: Public Board
Date of Meeting: 19/01/2023
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 November 14, 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

Integrated Care Home Support

It was acknowledged that improvements could be made at PLACE level to better support residents and 
staff in care homes, with integration needing more attention. To that end, priorities had been agreed and 
there are a series of PCN-based workshops taking place, the progress of which will be reported to ICE.  
This will help address the feedback from the care home sector by broadening the scope of the 
programme to include: a review of the relationship between primary care and care homes; improving 
dialogue; refreshing PCN level engagement; and, building some key practices and principles.

PCN Development

• Although some organisations were structured in a way to align with PCN teams and a 
neighbourhood footprint, others (including the council and HACT) were not.  Support was being 
provided to enable/improve a holistic view of the population as opposed to an 
organisation/service view.   The PCNs had met to identify issues and share best practice, 
identifying priorities.  

• Anticipatory care is increasingly important and a draft specification had been published although 
the timeline for deliverables was awaited.  In the meantime, work continues exploring the data to 
determine which cohort of people might benefit the most and how the workforce could be best 
deployed.

Urgent Community Response

• The point of care testing business case was near completion.
• In the previous month, the service had had the highest number of referrals since its inception, 

achieving more than the 70% target.  That said, 111 referrals were low and warranted 
investigation.  On the other hand, paramedic referrals had increased.  

• Funding had been secured for the next 12 months for an End of Life Co-ordinator role.
• ‘Admissions avoided’ figures were improving all the time and were exceeding the original target of 

4/5 per day
• A ‘missed opportunity’ audit was underway focusing on the over 75s; those conveyed, then 

discharged from ED and how the service might have helped.  

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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• The biggest positive had been with the Falls Responder service as they can now assist as second 
responder.

Discharge to Assess

Discharge to Assess pathways had been mapped, detailing what reporting is provided alongside a 
dashboard.  Discussion with Adult Social Care was to take place to provide further assurance of the 
pathways and their management operationally, improving on areas which experience slight 
fragmentation.

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: 19/01/2023
Title of Report: Quality Committee 27 October 2022 Summary Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: N/A
Lead Executive Director: Chief Nursing Officer
Author: Ian James NED and Quality Committee Chair
Docs covered by this report: N/A

1.  Purpose of the report
The Trust Board is asked to receive and note this summary of items discussed

2. Recommendation(s)
For information. Note that this was a shortened meeting due to the Chair requesting some time for a 
workshop to consider wider questions of how the Committee meets its assurance responsibilities. 

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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Safeguarding Annual Reports

Quality Committee received the Safeguarding Annual Reports 2021/22 and the following key
points were noted:

Overall there is a general increase in the number of referrals for all 3 services.
The Trust does not have a Domestic Abuse Lead but our Hospital Independent Domestic Violence 
Advisor has been commissioned for a further year who does provide support and signposting as 
required.
Liberty Protection Safeguards – We are still awaiting an official launch date on when these will 
come into place. The details have been out for consultation and the Trust have feedback on 
several
issues from our and an ICS perspective. This will take over from the Deprivation Of Liberty 
Safeguards.

Committee discussed a number of issues raised in the reports including Mental Capacity Act, 
pressure ulcers and quality of care and the alignment of our quality priorities with the key issues 
raised in the annual reports. 

Safeguarding 2022/23 – Quarter 2 Reports

Quality Committee received the Safeguarding Quarter 2 Reports 2022/23 and the following key
points were noted, with the focus in particular on the challenges in children’s safeguarding:

There continues to be an increase in referrals for Quarters 1 and 2 for Adult and Child 
Safeguarding and Children Looked After, with very high numbers of children being looked after.
This has presented some operational difficulties regarding escalation which we have addressed. 
We will be taking part in some of the Workshops around Local Authority Children’s Services
following on from the OFSTED inspection.
We are also reviewing our capacity within MASH (the multiagency provision) because we have 
noticed a significant increase in referrals to this multiagency safeguarding hub. 
We face continuing difficulties in the Trust delivering our statutory Initial Health Assessments in a 
timely way and have not achieved this in Quarter 1 or 2. We are also now experiencing difficulties 
with our Review Health Assessments for children as consent for these is now an additional 
requirement. The associated capacity issues are being addressed by the CMO and CNO.

Committee recorded its concern and noted the significant efforts being made to address the 
challenges in children’s safeguarding.

CQC Unannounced Inspection 12 October

Committee received the high level letter and feedback received from the Care Quality Commission 
following their inspection which took place on 12 October.

This was an unannounced focused inspection in relation to the Section 29a Warning Notice that 
was received following the last full inspection that was undertaken at the Trust and the report that 
was published in 2020. They came back to look at the Safety Domain in Medicine and Surgery and 
the Well Led Domain in Surgery. 

A number of issues were raised alongside some positive feedback particularly around the safety 
culture in theatres and the approach to learning from incidents. 

Formal feedback will follow in 6 weeks.
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NHSE Cleanliness Inspection

This was their third inspection of our cleanliness, C-Diff infection rates and infection prevention 
control practices.

On this occasion colleagues attended from NHSE alongside the ICB Infection Prevention Nurse 
and two colleagues from UK HSA.

The first inspection rated the Trust as red and the second as amber. It is not clear if RAG ratings 
will continue but a number of issues were raised on the day across clinical, estates and Sodexo 
areas of responsibility which was disappointing given the focus we continue to give to this priority.

Committee will consider the findings when the full feedback has been received. 

PQSM Report - Maternity

The PQSM report was received and discussed particularly in light of the recent East Kent report 
which highlighted concerns around culture and behaviours. ADM confirmed that since the East 
Kent Report was published, she has been working with her colleague in the Foundation Group 
around this with the plan to give a presentation at the Foundation Group Board meeting. Part of 
the approach is to align the work across the Foundation Group and we are already doing this work 
through the LMNS and Worcester. 

Patient Safety Committee Report

The new Patient Safety Framework continues to be rolled out. There have been some detailed 
conversations around how our Serious Incident Framework might alter. Serious Incidents are likely 
to change and move into some of the new ways of reviewing and reporting. We will also need to 
review our IT infrastructure around incident reporting. 

Workshop

The second half of the meeting took the form of a workshop to allow reflection and consideration of 
how the Quality Committee and its constituent reporting bodies fulfil our requirement to assure the 
Board on Quality and Safety of services, including how we make the best use of people’s time and 
resources, avoid duplication and use delegation appropriately and effectively. Feedback is being 
considered and will be aligned with the wider governance review due to recommend any changes 
from April 2023. In the interim it was agreed to suspend Divisional reporting.  
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Report to: Public Board
Date of Meeting: 19/01/2023
Title of Report: Quality Committee 24 November 2022 Summary Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: N/A
Lead Executive Director: Chief Nursing Officer
Author: Ian James NED and Quality Committee Chair
Documents covered by this 
report:

N/A

1.  Purpose of the report
The Trust Board is asked to receive and note this summary of items discussed

2. Recommendation(s)
For information. 

3. Executive Director Opinion1

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

Quality Improvement
☒ Improve the experience of patients receiving care 
by improving our clinical communication

☒ Improve patient safety through implementing 
change as we learn from incidents and complaints 
across our system

☐ Reduce waiting times for diagnostics, elective and 
cancer care

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

Integration
☐ Make care at home the default by utilising our 
Community Integrated Response Hub to access a 
range of community responses that routinely meets 
demand on the day

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

☐ Improve quality and value for money of services by 
making a step change increase in the range of 
contracts that are devolved to the One Herefordshire 
Partnership

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

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

☐ Stop adding paper to medical records in all care 
settings

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

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

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

☐ Develop our managers’ skills and system leadership 
capability

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

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

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Quality Priority – Infection Prevention – Cleanliness Report

As part of our infection prevention work we have introduced a new cleanliness auditing process 
that replaces the previous system of self-auditing. This covers 71 areas: Clinical Support and 
Integrated Care Divisions have 13 areas being Reviewed, Medical Division have 16 areas and the 
Surgical Division have 29 areas. 

The latest results show an increase in compliance in all areas apart from the Emergency 
Department (ED) which is due to ongoing pressures not allowing cleaning staff to get into some 
areas to clean. 

Quality Committee noted that this new and “fresh eyes” auditing approach is a positive step to 
strengthen our infection prevention assurance and needs time bed-in and to make an impact. 

Quality Priority – Infection Prevention – NHSE Cleanliness Inspection Feedback

This was the third inspection for the Trust. The first in October 2021 resulted in a red rating on the 
escalation matrix for NHSE. An amber rating was given in April 2022 and following the inspection
in October, we are now under ‘intensive reporting’ (equivalent to a red rating), which is 
disappointing. We are in the process of developing our actions in response.

There are a number of things to address following the findings of this inspection and these are 
being addressed including increased monitoring in Theatres and other areas of concern.
A meeting has also been held with Sodexo to ensure higher cleanliness standards in their areas of 
responsibility and the plan is to develop a joint strategy on how we work together to ensure a clean 
hospital. There is good engagement and a strong commitment from Sodexo.

We are also ensuring that our new audit process is picking up the inspection themes 

Quality Priority – Infection Prevention – Quarterly Report

At the end of Quarter 2, we had ten C-Diff cases. Seven have been reviewed so far. One did not 
have any lapses in care, four cases had lapses in care identified and could have contributed to the 
C-Diff. Four of these cases were linked to cleanliness issues. There were no links this quarter
between the patients who contracted C-Diff.

Quality Priority – Mortality – Monthly Report

Overall, this is an improved month. Our SHMI is down to just under 109 and our out of hospital 
SHMI has also reduced. Key issues:

We are investigating coding of palliative care patients to assess if mis-coding is contributing to 
higher mortality rates.
Fractured neck of femur is a concern and we are reviewing these cases.
Infant mortality reporting is high and we will conduct a deep dive to understand the figures better.

Quality Priority – Maternity – Monthly PQSM Report 

The PQSM report was received and the following issues were discussed:  

One late miscarriage occurred in October.

Post Mortem Examinations – There is a shortage of Pathologists able to undertake these. We will 
continue to utilise Birmingham Women’s Hospital but we have been informed that there will be an 
extended reporting time. However, this is expected to return back to the usual seven days in the 
near future.
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The CMO advised regarding the MBRRACE report which was recently received, we are 7th from 
the top in terms of our stillbirth rates (out of 154 Trusts) which is positive

Quality Priority – Maternity – CNST Report

We are in the process of reviewing our compliance with the 10 CNST standards including a peer 
review. The results will come back to committee in December before submission to Board in 
January.
 
Quality Priority – Patient Experience – In-patient Survey Results

Survey sample from November 2021 with 1,250 patients were invited to take part with 571 
completing, a 48% response rate.

Compared with last year’s results, we were about the same for thirty four areas but there was 
significant decrease in seven areas.

Our lowest scores relate to asking for feedback on care, quality of food, help with eating and 
dietary needs or requirements and waiting to be admitted. 

It was noted that the results relate to 2021 and that since then we have instigated a number of 
changes including our own surveys to collect real time feedback from patients, text messaging to 
improve family and friends test feedback. We are also doing a mini inpatient survey in November. 

Quality Indicators Report

Due to a number of QI’s not being available, Committee focussed on the new Family and Friends 
Test text-messaging service which has been very well received and on mixed-sex breaches which 
are continuing but in line with the principles previously agreed by the Committee.

Nurse Staffing Report 

October was another busy month, particularly at the front door. We have also started to reverse 
board patients on our wards early in the morning to relieve pressures at the front door.

Due to the large numbers of patients, we have had to open a number of escalation areas. This has 
led to an increase in staffing levels in October. 

Committee received a presentation on our overall approach to safe staffing levels including how 
we use the Safer Nursing Care Tool for adult inpatients and Community Nursing Safer Staffing 
Tool, together with proposals to ensure we are using these effectively.

Clinical Effectiveness and Audit Committee Report

Committee received the report and noted in particular the work to address how we improve 
tracking of audit actions where we lack a clear process. The Audit Team are planning to look for 
national examples to use to ensure all actions are carried out/completed or put on to Datix to 
ensure oversight.
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WYE VALLEY NHS TRUST 

Minutes of the Audit Committee 

Held on 15 September 2022 at 9:30 a.m. – 12:30 p.m. 

Via MS Teams 

 

Present: 

Andrew Cottom AC Audit Committee Chair & Non-Executive Director (NED) 

Nicola Twigg NT Non-Executive Director (NED) 

In attendance: 

Mike Gennard MG RSM UK Tax Accounting Ltd., Partner, Internal Audit  

Erica Hermon EH Associate Director Corporate Governance/Company Secretary 

(joined at 9:40 a.m.) 

Ian Howse IH Partner, Risk Advisory Team, Deloittes LLP 

Asam Hussain AH RSM Tax Accounting Ltd. 

Katie Osmond KO Chief Finance Officer 

Frank Myers, MBE FM Associate Non-Executive Director 

Bradley Vaughan BV RSM UK Tax Accounting Ltd., Manager, Local Counter Fraud 

Service   

 

Minute  Action 

AC001/09.22 APOLOGIES FOR ABSENCE 

 

 

 The Chair announced that the meeting was recorded for the purpose producing 

the minutes. 

 

Apologies were noted from Grace Quantock, Associate Non-Executive Director 

and Clive Andrews, Associate Chief Finance Officer. 

 

AC002/09.22 QUORUM & DECLARATION OF INTEREST 

 

 

 The meeting was quorate. No declarations of interest were noted. 

 

 

AC003/09.22 MINUTES OF THE MEETING HELD ON THE 16 JUNE 2022             

 

 

 The minutes were agreed as an accurate record of the meeting.  

 

 Resolved – that the minutes of the meeting held on the 16 June 2022 be 

confirmed as an accurate record of the meeting and signed off by the 

Committee Chair.  

 

AC004/09.22 MATTERS ARISING AND ACTIONS 

 

 

 The completed actions on the action log were noted. 

 

AC6.5/06.22 – Waiting List Initiatives (WLI). Benchmarking exercise currently 

underway to review WLI rates across partners/group and Policy/procedures to 

be reviewed. Timescale to be discussed with the Chief People Officer and an 

update provided at the December Audit Committee. ACTION 

 

 

 

 

KO 
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AC08.3/06.22 – Losses and special payments report – Quarter 4 2021/22 – A 

benchmarking on Pharmacy losses to be presented at the December Audit 

Committee. The Committee queried the reason why the information was not 

available from South Warwickshire NHS Foundation Trust (SWFT), as they 

should be available from the last SWFT Audit Committee Minutes. The Chief 

Finance Officer agreed to contact SWFT to progress. ACTION 

 

AC05.1/03.21 – Risk Management Deep Dive and IM&T Programme – Clarity 

required on the scope expected by the Audit Committee from Divisions to avoid 

duplication of reporting of risks. Following a discussion it was agreed that the 

Associate Director of Corporate Governance (ADoCG) continue with the piece 

of work on Governance Mapping to understand how risks and processes are 

applied within each team, Division and Directorate. A timescale of a few months 

was suggested for the completion of the work and the new Chair of Audit 

Committee will work with the ADoCG in the New Year as part of the handover 

process.  Following the handover a decision will be taken through the Audit 

Committee as to whether the deep dives within the organisation would be 

beneficial. 

An update on Governance Mapping to be presented at the December meeting 

with the focus on risk to provide assurance to the Audit Committee. ACTION 

 

 

 

CA/KO 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

EH 

 Resolved – that  

 

(A) The Action Update be received and noted. 

(B) Chief Finance Officer to contact SWFT to progress on information 

relating to benchmarking on Pharmacy losses. 

(C) Associate Director of Corporate Governance to present an update 

on Governance Mapping, with the focus on risk at the next 

meeting. 

 

 

 

AC005/09.22 GOVERNANCE  

AC05.1/09.22 AUDIT COMMITTEE ANNUAL REPORT 2021/22 

 

 

 The Chair presented the Audit Committee Annual Report – 2021/22 and the 

following points were noted:- 

 

 It was noted that this will be the final Annual Report presented by 

Andrew Cottom (NED) and Chair of Audit Committee as Nicola Twigg 

(NED) will be taking over as Chair once a handover timetable is agreed;  

 The report will be presented to Trust Board to provide assurance that 

the Audit Committee is fulfilling the requirements of the Terms of 

Reference; 

 The Chair asked if there were any issues, comments or perspectives 

within the report. No issues were raised and the report was approved. 

 

 

 Resolved – that the Audit Committee Annual Report 2021/22 be received 

and APPROVED. 
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AC05.2/09.22 WVT RISKS BY TYPE  

 The Associate Director of Corporate Governance and Company Secretary 

presented the WVT Risks by Type. The following points were noted:- 

 

 The purpose of the Risks by Type and Risk level is to provide the Audit 

Committee with details of the types of risk (by level) being recorded by 

the Trust; 

 The Audit Committee is invited to note the type of risks currently on the 

Wye Valley Trust risk register (hosted on DATIX), which was presented 

at the last Audit Committee; 

 Mr Myers (ANED) highlighted the Workforce element of the ‘Risks by 

Risk Type and Risk level (current)’ chart and commented on the 

‘Extreme’ risk indicated. The ADoCG offered an explanation that any of 

the extreme risks, above 15 are presented at Board.  The risks by type 

are seen across all of the Divisions;  

 There are 8 risks that are ‘Extreme’ relating to workforce;  

 The ADoCG offered to present the ‘Extreme’ and ‘High’ risks that are 

presented to Board alongside the WVT Risk by Type; 

 Mrs Twigg (ANED) suggested that if the levels could be minimised to 

one ‘Extreme’, one ‘High’, one ‘Low’ and one ‘Moderate’ the chart would 

be easier to follow; 

 The Chief Finance Officer highlighted that the levels had been agreed 

in the context of setting the Internal Audit Plan and to provide clarity on 

the spread of the risk to ensure that the focus is on the right scale for 

the long and short list exercise for the future Audit Plan; 

 The Chair commented that the report was a useful addition to the Audit 

Committee reports. 

 

 

 Resolved – that the WVT Risks by Type be received and noted. 

 

 

AC05.3/09.22 SFI REFRESH  

 The Chief Finance Officer presented the SFI Refresh report and the following 

points were noted:- 

 

 The purpose of the report is to provide the Audit Committee with 

proposed updates to the Standing Financial Instructions (SFIs) and to 

better align approval limits across the Foundation Group; 

 The recommendation to the Audit Committee is to approve the revised 

SFIs; 

 The SFIs were presented last year and endorsed but have undergone 

a refresh rather than a rewrite with some proposed changes; 

 The four key points that have been changed, which have tracked 

changes applied to them include:- 

o An update to the role titles from Director of Finance to Chief Finance 

Officer etc. throughout the document; 
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o Page 45 - Clarifying the role of the Audit Committee and monitoring 

the use of single tender waivers, which was an Internal Audit action 

that has now been closed off; 

o Page 74 - Clarification in relation to the Capital Programme for the 

signing of letters of intent on major capital schemes and the 

delegated limits; 

o Page 85 – Aligning the SFI and approval levels across the 

Foundation Group. Some approval levels will reduce in Wye Valley 

NHS Trust, however this is not expected to lead to extra approvals 

for people in the hierarchy and will not provide a challenge in terms 

of practicalities or delays in completing approvals;  

 Following the agreement of the Audit Committee to the changes the 

SFIs will be republished and reissued to all budget holders and project 

managers with a reminder of their responsibilities; 

 Mr Myers (ANED) raised the issue of repeat orders on the same supplier 

in order to defeat the levels. The Chief Finance Officer confirmed that 

this element was included in the document, but if further clarification 

was required this would be obtained offline.  Mr Myers (ANED) 

confirmed that a re-emphasis and strengthening on this subject within 

the document would be beneficial, especially to Procurement. ACTION 

 The Chair highlighted the additional point (11.) on page 10 of the report 

which states that “The failure to comply with SOs and SFIs can be 

regarded as a disciplinary matter that could result in dismissal”. The 

Chief Finance Officer confirmed that most job descriptions where 

people have delegated responsibility have a reference for delegated 

budget and operating within the SFI. It was agreed as an action that the 

Chief Finance Officer will discuss with the Chief People Officer to 

formalise and make more explicit and check if complying with SOs and 

SFI is incorporated into the induction programme. ACTION 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

KO 

 

 

 

 

 

 

 

 

KO 

 

 

 

 Resolved – that  

 

(A) The SFI Refresh be received, agreed and APPROVED by the Audit 

Committee with final approval to be received at Trust Board. 

(B) The repeat orders on the same supplier to be re-emphasized and 

strengthened within the SFI refresh document. 

(C) A discussion to formalise delegation compliance with SOs and 

SFIs be incorporated into the induction programme. 

 

 

AC006/09.22 INTERNAL AUDIT  

AC06.1/09.22 IA PROGRESS REPORT 

 

 

 RSM, UK Internal Auditors (IA) presented the IA Progress Report and the 

following points were noted:- 

 

 The Internal Audit Plan was approved by the Audit Committee on the 9 

June 2022. The progress report provides an update against the plan 

and summarises the results achieved to date; 

 

 

 

 

 

 

4/10 140/184



  

 The Effective Recruitment audit is now complete, however the IA are 

awaiting responses to some queries from the team; 

 Four additional reports are planned to start before the next Audit 

Committee meeting on the 8th December 2022;  

 All dates within Appendix A – Progress against the Internal Audit Plan 

2022/23 are confirmed, other than two changes that require the Audit 

Committees approval, one of which is the Financial Sustainability 

Review and the second is the Cleanliness Review. The rationale for the 

changes can be found in Appendix B. 

 

 Resolved – that the IA Progress Report be received and the audit time 

changes were AGREED. 

 

 

AC06.2/09.22 RECOMMENDATION TRACKER  

 RSM, UK Internal Auditors (IA) presented the Internal Audit Management 

Actions Tracking Report and the following points were noted:- 

 

 The report provides details of all agreed management actions arising 

from Internal Audit work; 

 Item 3. Summary outlines the current status as at the 8 September 

2022. Currently there are 26 actions on the tracker, with 12 not yet due, 

6 were closed off, 8 not closed, 6 of which are work in progress, which 

should be completed by the end of September; 

 2 audit actions require extended date approval, together with the 6 

audits that have  been delayed until the end of September by the Audit 

Committee:-  

o Medical Workforce Management – policy and updates required, 

which were completed. The British Medical Association (BMA) 

raised a dispute, which has now been resolved. The policy has been 

put on hold until April 2023; 

o Procurement Review – member of staff is on maternity leave and a 

revised date has been requested until the end of December. This 

audit relates to the joint procurement policy for the Foundation 

Group; 

 Mrs Twigg (NED) raised the issue regarding the dispute that the BMA 

has highlighted and the twelve month delay. It was agreed as an action 

that the Chief Finance Officer ascertain if the resolved dispute is a one-

off with the BMA or if it is likely to have further implications for the Trust. 

ACTION  

 The IA confirmed that even though there is some slippage on the tracker 

with regard to dates, generally the interest and scrutiny by the Audit 

Committee sets a good culture within the organisation; 

 The Chief Finance Officer highlighted the frequency of reporting of the 

SFIs, the single tender waiver to Audit Committee. At least 6 monthly or 

quarterly was suggested. Also to ensure the single tender waiver was 

on the Committee Work Plan. It was agreed by the Audit Committee that 

the SFI’s, single tender waiver be placed on the agenda on a quarterly 

basis. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

KO 
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 Resolved – that  

 

(A) The Recommendation Tracker be received and noted. 

(B) The Procurement Review revised date to be AGREED. 

(C) The Medical Workforce Management revised date to be AGREED 

once assurance received by the Chief Finance Officer over if the 

BMA dispute was a one-off or if further implications for the Trust 

are likely. 

(D) SFI’s, single tender waiver to be added to quarterly Audit 

Committee agendas. 

 

 

AC07/09.22 COUNTER FRAUD  

AC07.1/09.22 LCFS PROGRESS REPORT  

 The Local Counter Fraud Specialists (LCFS) presented the LCFS Progress 

Report Plan and the following points were noted:- 

 The report provides an update in respect of counter fraud work 

undertaken at the Trust since the last Audit Committee and covers the 

reporting period 1 April to 26 August 2022; 

 The counter fraud functional standard return was submitted by the due 

date of the 10 June 2022 to NHS Counter Fraud Authority with an 

overall rating of ‘Green’, which demonstrates full compliance with the 

standards; 

 An action plan was attached within the report which details areas that 

the LCFS are reviewing; 

 Proactive scopes for work to be undertaken for commencement in 

October 2022 and completion prior to Christmas will be submitted to the 

Chief Finance Officer for sign off;  

 A 3 hour Identity and Verification session took place at the Trust with 

positive feedback received; 

 Confirmation was received that a report on Single Tender as a 

benchmarking exercise will be presented at the next Audit Committee. 

 Increase in mandate fraud across organisations, additional work may 

be required possibly before Christmas; 

 The LCFS raised the case of an allegation that an individual has been 

identified as an imposter and has been undertaking shifts, posing as 

another Trust staff member. The individual has been arrested and 

investigations are ongoing. The LCFS will raise the issue of patient 

safety as it is unsure if the individual is even qualified; 

 Clive Andrews, Associate Chief Finance Officer has been nominated to 

become the Trust’s Fraud Champion; 

 Confirmation was received by the LCFS that the risk was received for 

Pharmacy and Medication from the ADoCG; 

 Mr Myers (ANED) raised the issue of the 5% figure which shows that on 

average every single employee is taking a day a month as sick leave. 

The LCFS responded that this falls under staff working whilst off sick. It 

was noted that members of the public or staff members will contact the 
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LCFS to advise that staff members are working elsewhere. Mr Myers 

(ANED) commented that the back to work interviews are not working as 

numbers are not reducing and this has continued; 

 A discussion followed around workforce issues and the IA confirmed 

that a report on workforce, to include workforce planning and 

succession planning will ultimately reduce the reliance on temporary 

staffing. The IA commented that a data sharing agreement with the 

agencies that provide temporary workers should be in place; 

 The LCFS commented that the National Fraud Initiative is mainly aimed 

at public sector bodies, it identified people that are working at other 

Trusts;  

 The Chair commented on the sickness and the return to work interviews 

and agreed as an action to speak to the Chief People Officer for his 

perspective on what can be done to obtain further assurance. ACTION 

 Mr Myers (ANED) requested that the report, or an extract of, can be 

shared in relation to mandate fraud with the Finance Director at the 

Herefordshire Community Foundation. The Chair suggested that Mr 

Myers (ANED) speak to the LCFS directly as the Audit Committee 

papers were not for sharing outside of the group. ACTION  

 It was noted that information is also available on the National Counter 

Fraud and NHS website which would provide some of the more generic 

benchmarking. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

AC 

 

 

 

FM/BV 

 Resolved – that  

 

(A) The LCFS 2021/22 Work Plan was received and noted. 

(B) A discussion on sickness and return to work interviews and the 

Audit Committee receiving assurance to take place.  

(C) LCFS and Mr Myers (ANED) to discuss mandate fraud offline. 

 

 

AC08/09.22 FINANCIAL FOCUS  

AC8.1/09.22 ICS FINANCIAL REPORTING/GOVERNANCE UPDATE 

 

 

 The Chief Finance Officer (CFO) provided a verbal update on the ICS Financial 

reporting/Governance and the following points were noted:- 

 

 Financial frameworks for working together, for example, risk and 

investment frameworks, are still in progress following the ICB’s 

becoming formal organisations, although work has now stalled. As work 

develops an in-depth update will become available; 

 From an ICB/ICS perspective the Trust is continuing to share financial 

information with other organisations in an overall systems position and 

a system IPR; 

 The tension experienced was raised between organisations with regard 

to responsibilities for authority and accountability in relation to ICB and 

PLACE and the Trust. Recent guidance included the requirement to 

implement a system double lock for investments above £200,000 when 
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actually the Board level is at half a million. This double lock system has 

not yet been implemented; 

 The One Herefordshire Partnership met in July when a briefing/training 

session took place to obtain an insight of the financial position for the 

Trust, Taurus Healthcare and the Primary Care Trust. 

 

 Resolved – that  

 

(A) The ICS Financial reporting/Governance update was received and 

noted. 

 

 

AC08.2/09.22 LOSSES AND COMPENSATION  

 The Chief Finance Officer (CFO) presented the Losses and compensation and 

the following points were noted:- 

 

 The purpose of the report is to provide the Committee with a summary 

of the Losses and Special Payments during Quarter 1; 

 Primarily drugs and blood stock losses (£25,093) and recoverable 

prescription charges that were written off (£2,235) were reported; 

 Mr Myers (ANED) requested how the prescription bad debts were 

recovered. It was agreed that the Chief Finance Officer would ask the 

Finance team to include the recovery process in the next report. 

ACTION 

 Mrs Twigg (NED) commented on the Loss of Personal Effects (£90) and 

questioned if there was an initiative in place to assist in losing patients 

property. It was agreed that the Chief Finance Officer would contact the 

Senior Matrons and nursing teams to receive their perspective on the 

initiative that has been implemented. ACTION 

 

 

 

 

 

 

 

 

 

CA 

 

 

 

 

 

KO 

 Resolved – that  

 

(A) The Losses and Special Payments report was received and noted. 

(B) Finance team to include the recovery process for prescription bad 

debts in next month’s report. 

(C) Senior Matrons to be contacted regarding their perspective on the 

initiative implemented to combat the loss of personal effects by 

patients. 

 

 

AC08.3/09.22 TENDER WAIVER UPDATE  

 The Chief Finance Officer (CFO) presented the Tender Waiver update and the 

following points were noted:- 

 

 The purpose of the paper is to provide the Audit Committee with a 

summary of the waivers to Standing Financial Instructions (SFIs) 

agreed for the period April 2022 to March 2023; 

 Due to the limited numbers of waivers available and now that the Trust 

has moved to a Shared Service a comparator view will be provided 
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going forward to include benchmarking with George Eliot Hospital NHS 

Trust and South Warwickshire NHS Foundation Trust (SWFT); 

 2 tender waivers were approved in the period and the expectation is 

that there will be an increase in single tender waivers due to the 

implementation of the No Purchase Order, No Pay policy; 

 Mr Myers (ANED) commented on the language translation waiver of 

(£120,000) and if any challenge had been provided on the process. The 

response provided was that language and translation services is on the 

Foundation Group procurement list to review across all 3 Trusts. 

Herefordshire Council provide a face to face service which offers a good 

value service and can be flexible to the needs of the Trust. It was agreed 

as an action that the re-procurement of the telephone language line 

service is explored offline. ACTION 

 

 

 

 

 

 

 

 

 

KO 

 Resolved – that  

 

(A) The Tender Waiver update was received and noted. 

(B) The Chief Finance Officer to explore the service provided by the 

telephone language line service. 

 

 

AC08.4/09.22 NEW STYLE IPR FINANCIAL REPORTING  

 The Chief Finance Officer (CFO) sought views from members as to the New 

Style Board Integrated Performance Reporting (IPR) and the following points 

were noted:- 

 

 The reporting process has now been implemented and is still evolving 

in particular in regard to the finance section; 

 The Committee confirmed that the key information was primarily 

covered in the new condensed version of the report. The Chief Finance 

Officer confirmed that the sections around financial risk will require 

strengthening; 

 Mrs Twigg (NED) supported the new format and commented on the 

structure and the ease of reading the report and which will continue to 

be reinforced. Mr Myers (ANED) and the Chair were in agreement. 

 

 

 Resolved – that  

 

(A) The New Style IPR financial reporting discussion was received and 

noted. 

 

 

AC009/09.22 EXTERNAL AUDIT  

AC09.1/09.22 2021/22 VALUE FOR MONEY/AUDIT COMPLETION  

 Deloittes LLP, External Auditors presented the 2021/22 Value for Money/audit 

and the following points were noted:- 

 

 The Auditors annual report was presented, which provides a summary 

report of the accounts and the value for money arrangements that the 

external auditors (EA) undertake; 
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 The EA highlighted the delay in reporting on the accounts and the 

cooperation received in completing the report; 

 The only modification to the opinion was in relation to the value for 

money. No modifications were reported in the accounts and no 

significant changes from the IC260. It was noted that remuneration 

reporting was a problem across the NHS, with 60% missing the deadline 

this year; 

 The EA highlighted that 2 significant weaknesses were raised in relation 

to arrangements, one of which prompted a section 30 referral in relation 

to the financial position of the Trust and the second was in relation to 

the CQC report and the actions highlighted; 

 The weakness relating to governance was removed, leaving the 

financial sustainability remaining; 

 No new recommendations were noted and the completion certificate 

has been issued to allow the final processes and publication to take 

place; 

 The Chair highlighted the System Oversight Framework (SOF), which 

the Trust is reported to be at level 3 (mandated support). This is due to 

operational waits, CQC and financial performance. The Chief Finance 

Officer offered a view stating that moving from a 3 to a 2 would require 

the Trust to demonstrate a breakeven plan and to deliver a surplus, 

which is not an immediate short term with the deficit plan for this 

financial year; 

 The EA confirmed that it is a means for the centre to justify the level of 

support and intervention that it is basically supporting. The Chair 

commented that a real sense will be provided when the organisation is 

in a breakeven position. 

 

 Resolved – that  

 

(A) The 2021/22 Value for Money/Audit Completion report was 

received and noted. 

 

 

AC10/09.22 AOB  

  

 No other business was noted by the Committee. 

 

 

AC12/09.22 DATE OF THE NEXT MEETING – 8 December 2022- 9:30 a.m. – 12:00 p.m.  
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WYE VALLEY NHS TRUST

Minutes of the Charity Trustee
Held on 15th September 2022

Via MS Teams 
Present:

Frank Myers MBE FM Chair and Associate Non-Executive Director (ANED)
Glen Burley GB Chief Executive
Geoffrey Etule GE Chief People Officer
Katie Farmer KF Charity Fundraiser
Lucy Flanagan LF Chief Nursing Officer
Russell Hardy RH Trust Chairman
Erica Hermon EH Associate Director Corporate Governance and 

Company Secretary
Richard Humphries RHu Non-Executive Director (NED)
Jane Ives JI Managing Director
Frances Martin FMa Associate Non-Executive Director (ANED)
Katie Osmond KO Chief Finance Officer
Andrew Parker AP Chief Operating Officer
Grace Quantock GQ Associate Non-Executive Director (ANED)
Nicola Twigg NT Non-Executive Director (NED)
In attendance:

Vicky Roberts VR Executive Assistant – For the minutes
Minute Action

CT01/09.22 Apologies for Absence

Apologies were received from:  Clive Andrews, Associate Chief Finance 
Officer, Alan Dawson, Chief Strategy and Planning Officer, Christobel 
Hargraves, Non-Executive Director, Ian James Associate Non-Executive 
Director and David Mowbray, Chief Medical Officer 

CT002/09.22 Quorum

The meeting was quorate.

CT003/09.22 Declarations of Interest

There were no declarations of interest

CT004/09.22 Minutes of the meeting held on 21st July 2022

Resolved – that the minutes of the meeting held on 21st July 2022 be 
confirmed as an accurate record and signed by the Chair. 

CT005/09.22 Matters Arising and Action Log

All actions were reviewed and updated.

Resolved – that:  The Action Log updates be received and noted
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CT006/09.22 ITEMS FOR REVIEW AND ASSURANCE

6.1  Fundraising Update

The Charity Fundraiser (KF) presented the fundraising update.  The report was 
taken as read and the following key points noted:

Grant Finder is now available and a joint demonstration with SWFT colleagues 
is due to take place next week.  The package should be available for use by 
the next committee meeting.

There is no further update on the delivery suite project at this time.

The Chief People Officer is awaiting an update on the phase 3 money due from 
NHS Charities Together.

The Fundraiser (KF) has taken a three day a week secondment to the role of 
CPIP Programme Manager with the Transformation Team.

The Managing Director (JI) asked for a description of Grant Finder.  The 
Fundraiser (KF) confirmed that it is a database for grant making trusts.  SWFT 
are also taking part and a workshop will be taking place as mentioned earlier.  
Mr Myers asked to also be included in the workshop.

The Managing Director (JI) asked about the progress of the card readers.  The 
Fundraiser (KF) confirmed that the paperwork has recently been signed and 
this is now moving forward following some issues.

Mr Myers (FM) asked what the cost of Grant Finder would be.  It was confirmed 
that there is a £5,000 total cost.  The Chief Executive (GB) will follow up with 
George Eliot to find out why they have decided not to implement.

Education Centre

There had been a slight drop in momentum throughout August.  

Mr Myers (FM) confirmed that he was due to attend the Clive Richards Board 
meeting next week.

Mr Myers (FM) also confirmed that conversations are ongoing with NMITE and 
that he had met with representatives from Hereford and Ludlow College the 
previous day, who would also like to be involved with the project.  The full 
business case is not yet available but has been promised by Autumn.

6.2  Charitable Funds Savings Account

The Chief Finance Officer (KO) presented the proposal to increase the interest 
returns on the charitable fund monies.

The account currently has increasing balances with poor interest returns.  It 
was agreed, based on loan risk strategy, to reconsider the risks.
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There are a range of alternative low risk savings accounts available and it is 
proposed to use CCLA Investment Management for the time being; then to 
undertake further work to review the potential use of longer-term notice and 
fixed term accounts with better returns.

Mr Humphries (RHu) noted that as interest rates continue to rise we should 
pick institutions that pass rates on to savers consistently rather than just the 
current highest rate.

Mrs Twigg (NT) suggested that we should not use the main named institutions 
and suggested that the Unity Trust Bank is very good and is linked to ESG 
principles and ethical banking.

Mr Myers (FM) agreed that CCLA had consistently come up well.

The Chief Finance Officer (KO) confirmed that further work would be 
undertaken and brought back to the committee in December but thought that it 
would be beneficial to move some funds to CCLA in the meantime.  

It was agreed that some funds would be moved to a higher interest account 
which would not be tied in after December.  Some further analysis will take 
place and a plan for future investment brought back to the December 
committee meeting.  ACTION KO/CA

Resolved – that:

(A) The fundraising, Education Centre and Finance updates were 
received and noted

(B) Some funds to be moved temporarily to a higher interest account 
and following further analysis, a firm plan will be brought to the 
next Committee meeting in December KO/CA

CT07/09.22 Any Other Business 

Mr Myers (FM) noted that this was the last meeting for Richard Humphries and 
Christobel Hargraves, who would both be stepping down.  He thanked them 
for all that they had done during their time on the committee.

CT08/09.22 Date of next meeting

The next meeting is due to be held on Thursday 15th December at 1400, via 
MS Teams
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 29 September 2022 at 1.00 – 4.00 pm
Via MS Teams

Present:
Richard Humphries RH Deputy Committee Chair and Non-Executive Director (NED)
Lucy Flanagan LF Chief Nursing Officer
Jane Ives JI Managing Director 
David Mowbray DM Chief Medical Officer
Grace Quantock GQ Associate Non-Executive Director

In attendance:
Mehmood Akhtar MA Associate Medical Director, Surgical Division – Left during Item 5.1
Felicity Archer FA Matron, Medical Division 
Liz Davies LD Radiology Services Manager – For Item 5.1
Ingrid Du Rand ID Research and Development Lead – For Item 6
Linda Dykes LD Associate Chief Medical Officer, Integrated Care
Daniel Harding DH General Manager, Clinical Support Division  
Rachael Hebbert RHe Associate Chief Nursing Officer
Steve Heptinstall SH Cardiac AHP/Nurse Lead – For Item 5.1
Rachel Jones RJ Quality Matron
Val Jones VJ Executive Assistant (for the minutes)
Neil Lawson NL Cleanliness Committee Chair – For Item 7
Katie Long KL Deputy General Manager, Clinical Support Division 
Rachel McColm RM Associate Chief Medical Officer, Medical Division – Arrived during 

Item 7
Sue Moody SM Lead AHP, Integrated Care Division
Raechel Skinner RS Integrated Care Boards Representative 
Amie Symes AS Associate Director of Midwifery
Laura Weston LW Lead Infection Prevention Nurse – For Item 7 

QC001/09.22 APOLOGIES FOR ABSENCE

Apologies were received from Jo Clutterbuck, Associate Chief Operating 
Officer, Clinical Support Services, Robbie Dedi, Deputy Chief Medical 
Officer, Chris Hargraves, Chair of the Quality Committee and Non-
Executive Director,  Sarah Holliehead, Associate Chief Nurse, Medical 
Division, Ian James, Associate Non-Executive Director, Tony McConkey, 
Clinical Director, Pharmacy & Medicines Optimisation, Natasha Owen, 
Associate Director of Quality Governance, Emma Smith, Associate Chief 
Nursing Officer and Nicola Twigg, Non-Executive Director. 

QC002/09.22 QUORUM

The meeting was not quorate. 

QC003/09.22 DECLARATIONS OF INTEREST

There were no declarations of interest received. 
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QC004/09.22 MINUTES OF THE MEETING HELD ON 25 AUGUST 2022

Resolved – that the minutes of the meeting held on 25 August 2022 
be confirmed as an accurate record of the meeting and signed by the 
Committee Chair.

QC005/09.22 ACTION LOG

(a) QC007/08.22 – (B) – The Chief Nursing Officer (CNO) advised 
regarding benchmarking for our pressures ulcers is difficult across 
the Foundation Group as we all count in different ways. The CNO 
has discussed this with the CNOs in the Foundation Group, they 
have a counting error and also are experiencing high numbers of 
pressure ulcers. We agreed to work collectively across the Group 
regarding pressure ulcers. 

(b) QC017/06.22 – (B) – The CNO advised that the new Safety in Sync 
meetings are a great example of system working and the system 
coming together to learn from incidents. 

(c) QC007/08.22 – (C) – The meeting with the Lead Infection 
Prevention Nurse and Mr James (ANED) has been arranged. 

(d) QC008/08.22 – (C) – Mr Humphries (NED) has asked the Health 
Foundation’s Improvement Analytics Team if they can help the 
Trust to get behind the numbers of our pressure ulcers. The key 
person involved has been on leave; Mr Humphries will chase for a 
response. 

(e) QC011/08.21 – (B) – The Clinical Director, Pharmacy & Medicines 
Optimisation has agreed to make clear the outcomes of the 
escalations to the Patient Safety Committee in future Medicine 
Management Reports. Some escalations are discussed at the 
Finance and Performance meetings. 

Resolved – that:

(A) The Action Log be received and noted.

(B)  Mr Humphries (NED) will chase a response from the Analytics 
Team in regards to supporting the Trust with analytical 
capacity to get behind the numbers of our pressures ulcers. 

RH

BUSINESS SECTION 

QC006/09.22 CANCER PATIENTS EXPERIENCE SURVEY  

The Radiology Services Manager and the Cardiac AHP/Nurse Lead 
presented the Cancer Patients Experience Survey report and  presentation 
and the following key points were noted: 

• The National Cancer Patient Experience Survey was open to 
patients aged 16 years and over who had been admitted as a day 
case for a cancer related issue. 
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• Breakdown – The response rate included a good variety of cancer 
sites. 

• Overall – We did very well in this survey with a lot of positives to 
take from this. 

• Below Expected Range – We were below in three areas. 1st 
question - This was partly due to Covid restrictions, with breast and 
skin the worse areas. 2nd question – Lower GI achieved 100% for 
this. We scored lower than the national rate but still achieved a very 
high score. 3rd question – Provision of information continues to be 
an issue and is being reviewed from a Trustwide perspective. 

• Other Areas to Improve – This included patients being offered 
information around financial support, family members/friends being 
able to discuss care with a staff member, being given enough 
information around recurrence, the main point of contact for the 
patient and family/carers being involved as much as the patient 
wanted. 

• Diagnostics – Length of wait, explanation of results and privacy 
were all above national levels. Information and staff having correct 
information was the same as national levels. 

• Hospital Care – Patients were involved in their care with high 
levels of trust with good information provided about what they 
should/should not do after leaving hospital. 

 
• Mr Humphries (Deputy Committee Chair/NED) queried if this was 

the first survey carried out and if not, if we were able to compare 
with previous results. The Radiology Services Manager advised 
that this was an ongoing survey, with issues previously with 
diagnostics – we have now improved in this area. The difficulty is 
that we have only recently received the results and have just gone 
out to sample for next year’s survey. 

• The CNO advised that whilst information giving is a trust wide 
problem it is also part of all our jobs to improve and needs to start 
at service level. It would be useful to see plans on how to improve 
this in future reports. It is positive to see that we have improved in 
the results for patients who are admitted overnight to the Trust as 
this has been an area of concern in previous surveys. 

• Ms Quantock (ANED) noted that within the Gender Tables, the 
Female column was blank for a number of results. The Radiology 
Services Manager advised that this was due to how patients 
completed the survey.

• The Managing Director noted the importance of comparing data to 
previous surveys in the next report to enable a view on 
improvement/deterioration. We are in the middle for most areas 
and our plan should be to be in the top quartile on every area, we 
need to be more ambitious. Clinical communication is at the heart 
of this. 
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• The Associate Chief Medical Officer, Integrated Care noted that the 
ethnicity data is unsurprising but can we do anything in particular 
to ask our ethnic patients/service users about their feedback. The 
Radiology Services Manager advised that we do not see a diverse 
ethnicity of patients in our Trust. The Cardiac AHP/Nurse Lead 
advised that the survey is sent out in different languages so this is 
not a barrier for completion. 

Resolved – that the Cancer Patients Experience Survey report and 
presentation be received and noted. 

QC007/09.22 Research and Development

The Research and Development Lead provided a verbal update on 
Research and Development and the following key points were noted: 

• 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. 
There are strategy meetings and plans in place around these. 

• We are slightly behind with our quarterly performance reporting but 
there are plans in place to improve this. 

• Commercial trials are difficult to run at the Trust due to our size, so 
it is very positive that the INFORM cancer trail will open shortly. A 
primary research stroke trial is also opening next week. 

• We have expressed interest in the RESPOND trial for acute 
deterioration after emergency surgery. This is a four tier trial. 

• The ETHOS trial has been published – this is a staff wellbeing trial 
which we over recruited to. We are the only District General 
Hospital to over recruit. We are expecting the full trial to come to 
Hereford which is very positive. 

• The Band 6 Research Nurse is going out to advert and we now 
have a Research Midwife in post. 

• A review of what Clinical Nurse time and patient facing time is 
required is being undertaken to measure efficiency and skills 
across the week. 

• Our birth rate is too low for the GB3 trial so we are looking at a 
Foundation Group collaboration. There is a monthly meeting set up 
with the Foundation Group Network to discuss joint working in trials 
to ensure that our patients do not lose out on trials due to low 
numbers. We are also working with Worcester to improve our ICS 
research and linking in with Worcester University and Coventry and 
Warwickshire to join resources. 
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• 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. All staff 
are welcome to join in research.

• Mr Humphries (Deputy Committee Chair/NED) asked the Research 
and Development Lead for an update on where we are as a Trust 
with research as she is new to the post and will have a fresh 
perspective. The Research and Development Lead advised that we 
punch above our weight! In Covid, we were one of the highest 
recruiters. Further detail will follow in the next report in January.

 
• The Associate Chief Nursing Officer felt that we definitely needed 

to encourage nurses and AHPs to join in with research. The 
Associate Chief Medical Officer, Integrated Care advised that the 
team are trying to persuade the Community AHPs to embark on 
some simple grassroots research. 

Resolved – that the Research and Development verbal update be 
received and noted. 

 
QC008/09.22 CLEANLINESS REPORT – DEEP DIVE

The Lead Infection Prevention Nurse (LIPN) and the Cleanliness 
Committee Chair  presented the Cleanliness Report – Deep Dive report 
and presentation and the following key points were noted: 
 

• The CNO introduced the report. The report is presented to ensure 
that the Quality Committee and the Board of Directors are sighted 
on the Cleanliness Standards; these are reported to the Infection 
Prevention Committee. Previously aggregate KPIs were included 
in the Board pack but since the new Cleanliness Standards were 
introduced and the Board pack has been reviewed these are no 
longer included. A summary of this report will be included in the 
Chair’s Summary Report to the Board of Directors. 

• The Board of Directors agreed to a £1.5m investment in cleanliness 
standards and we need to ensure that we show how this 
investment is being used. 

• The LIPN advised that in April 2021 the new Cleanliness Standards 
were introduced. Since April 2021 the 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. 

• Comparison of 2021/22 – 2022/23 Data – The slide includes a 
breakdown of all areas for Quarter 1 and Quarter 2.   

• Comparison of Star Ratings 2021/22 – 2022/23 data – This 
includes a breakdown and a review of each individual area. A lot of 
work is needed to support staff to explain the changes in audits and 
scoring. 
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• Audit Validations – Audit validations will include joint monitoring, 
efficacy audits and external audits. 

• The Cleanliness Chair advised that last year, 90% of the audits 
were carried out by a local member of staff from that department.  
The new monitoring approach means all audits are external to the 
area, objective and seen through fresh eyes.  This new approach 
may also be a reason for the drop in ratings.

• The Estates scores include forty nine elements which upon review 
are not a mandatory part of the National Cleanliness Standards 
Audit and have therefore reduced the star rating. These elements 
will still be monitored but not included in the ratings. The CNO 
agreed, noting that some of the team are new and this will require 
some education and embedding. We know that some of the scores 
are reduced due to our Estates issues. Positively these do not need 
to be included and so will improve our scores in the next quarter. 

• The CNO advised that this is a complex area to understand. 
National Standards require us to display the stars each area has 
been awarded which could be quite stark leading to the public 
misbelieving that they are not being cared for in a clean 
environment. She welcomed discussion around getting the balance 
right between providing star ratings that reflect the reality but in a 
way that the public can understand and not cause concern. 

• Mr Humphries (Deputy Committee Chair and NED) queried 
whether we have a good enough grip on our star rating decline and 
the potential reputational risk in scores being low. 

• Ms Quantock (ANED) queried if there is any differentiation between 
1 star regarding the immediate health risk related to this part of the 
work. The LIPN advised that the audit criteria are not weighted. The 
same marks are given for a soiled ceiling tile as a soap dispenser 
being broken. This is reviewed by Divisions and reported back to 
the Cleanliness Committee. Any concerns not being addressed are 
escalated to the LIPN or the Cleanliness Committee Chair. The 
CNO advised that we have asked Divisions for a deep dive at the 
next Finance & Performance Committee meetings and to feedback 
on any areas of concern and what is critical that they are unable to 
resolve and present a risk. 

• Ms Quantock (ANED) suggested that we may need to think about 
how we are going to keep up with the maintenance of the estates 
due to the age and queried if we have a sustainability plan. The 
Managing Director explained that the estate is not old in NHS terms 
now that the Hutted Wards have been demolished. There is an 
improvement in both staff reporting issues and them being 
recorded on the Sodexo Helpdesk. Sodexo are working through 
the backlog so their responsiveness should improve over the next 
few months.

6/17 155/184



• The Cleanliness Committee Chair advised that the positive from 
this is that we are auditing far more than previously and 
immediately escalating any areas of concern. There is not enough 
time in the Cleanliness Committee to review all areas. This is new 
to us and to the public and is occurring across all Trusts so will be 
interesting to see how the public react across the country. 

• The Quality Matron suggested we present this challenge to the 
Patient/User Groups to get their perspective on what information 
the public would like/need to help them understand. The CNO felt 
this was a very good idea. The Managing Director suggested this 
could also go through the Community Partnership Group which is 
led by Healthwatch. 

• Mr Humphries (Deputy Committee Chair/NED) queried if there was 
any more that we could do around this area. The LIPN advised that 
a lot of work was occurring to support and bridge the gap between 
Estates, Sodexo and the clinical team along with more staff in the 
cleaning team. 

• The Deputy Committee Chair questioned whether we needed to 
engage with the Communication Team in regards to preparing for 
any adverse publicity. The CNO will work with comms on this 
matter. 

• It was agreed that the Quality Committee continue to receive a 
quarterly Cleanliness Report until we are satisfied that we have got 
to grips with this. 

LF

LW/NL

Resolved – that:

(A) The Cleanliness Report – Deep Dive and presentation be 
received and noted.

(B) The Chief Nursing Officer will ask the Patient/User Groups to 
get their perspective on what information the public would 
like/need to help them understand the new star ratings from 
the new Cleanliness Standards. 

(C) The Cleanliness Report will be presented to the Quality 
Committee on a quarterly basis. 

LF

LW/NL

QC009/09.22 QUALITY PRIORITY – MORTALITY REPORT

The Chief Medical Officer (CMO) presented the Quality Priority – Mortality 
Report and the following key points were noted:

• We continue to be in much the same position, with a slight 
decrease in our mortality statistics by one point. Our Foundation 
Group colleagues are in a worse position. 

• Crude mortality remains reassuringly low. 

• Included in the report are the actions that we are taking to address 
where we think some of the causes for these high rates lie. 
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• Perinatal mortality - We are on trajectory to meet the planned 
reduction but stillbirths are not. The CMO has asked the Matron for 
Quality & Safety (Maternity) and Associate Director of Midwifery to 
undertake a review of the stillbirths that have occurred during the 
last six months as there are potentially some issues that we need 
to explore. 

• Learning is coming out of the Community Hospital analysis of 
deaths. More actions are needed around this, which will be 
included in the next Mortality Report. 

• Mortality reviews are going well with virtually all hospital deaths 
now being reviewed, with a tracker behind all of these reviews. Two 
GPs are now Medical Examiners as well. Community Hospital 
deaths are being included from April next year. 

• The Managing Director queried if the disparity with the SHMI 
between in and out of hospital deaths is less significant given our 
HSMR figures. The CMO advised that there has not yet been time 
to split these figures. The in hospital deaths are at 104 and the out 
of hospital deaths at 131, which we are addressing. 

• The Managing Director noted that there were various theories that 
our improvement could be related to, eg an improvement in our 
RESPECT forms and advanced care planning. The CMO 
confirmed that the discussions with Yeovil are due next month. The 
Managing Director hoped that we can obtain a lot of learning from 
this. 

• The ONS data has a number of patients dying in the “other” 
category. The CMO was not aware of a review of these patients 
taking place, noting that it would be useful if Public Health could 
audit this to see if there are any themes. 

• The Integrated Care Boards Representative advised that 
historically Public Health used to undertake a retrospective audit of 
data that they had access to and were able to see if any GP 
practices were an outlier for any aspects of mortality. 

• The Associate Chief Medical Officer, Integrated Care advised that 
all risks identified from Community Hospital Mortality Reviews are 
already captured in existing projects looking at patient 
selection/prioritisation/handover/transfer/medical mode/nursing 
model and staffing levels. The only cases we have had where 
problems were identified out of this are those that arose in their 
Acute stay and we have handed them back to the relevant teams 
for further examination. 

AS

Resolved – that:

(A) The Quality Priority – Mortality Report be received and noted.
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(B) The Associate Director of Midwifery will present the results of 
the review of the stillbirths that have occurred during the last 
six months in the Trust to the next Quality Committee meeting. 

AS

QC010/09.22 PERINATAL QUALITY SURVEILLANCE MODEL 

The CNO presented the Perinatal Quality Surveillance Model which was 
taken as read, and the following key points were noted: 

• Births have increased from 137 in July to 150 in August which is an 
expected rise. 

• Induction rates in labour fell in July and August and are now at 31% 
which is positive. 

• Robson Groups 1, 2 and 5 are improving but are all above 
standard. Group 1 – National standard less than 15%, last month 
we peaked at 26.8%, now at 18.2%. Group 2 – National standard 
less than 34%, we are at 56%. Group 5 – National standard 60%, 
90.9% last month, 85% this month which is still very high with a lot 
of work required to reduce this. 

• During August there were no stillbirths or neonatal deaths.

• In response to the question raised previously around the process 
for recruiting Bank and Agency staff, the CNO advised that there is 
a management plan and pre-checks put in place for Midwifery staff. 

• There are no Consultant gaps on the rota. There are two new 
Consultants in post and one further Consultant starting in the New 
Year.

• There have been improvements in the midwifery workforce with 
vacancies back out to advert.

• No concerns or complaints were received. There are three formal 
complaints outstanding. 

• CNST – We have achieved nine out of ten of the standards – details 
within the report. We are awaiting a refresh of the Continuity Of 
Carer Model in the coming weeks. The submission date for this 
plan has been moved back from January to February. The final 
position will be reported to the October Quality Committee, the next 
Trust Public Board meeting in December and the LMNS in 
December. 

• The next PQSM Report will include more detail around training. 

• Neonatal Mandatory Training – This has shown a minor 
improvement with training now at 76%, CNST requires this to be at 
90%. We need to ensure that we meet this target by November. 
This has also been raised as a safety issue. 
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• The Associate Director of Midwifery advised that we received a 
letter last week from NHSE regarding Continuity of Carer. There is 
no longer a timed target to work towards. This is still an aspiration 
for Trusts but they can now consider if the model fits their needs 
and if they are able to achieve this with safer staffing. Birth Rate + 
is being reviewed to see if this is acceptable to use for safer 
staffing. There is nothing in its place currently. 

Resolved – that the Perinatal Quality Surveillance Model be received 
and noted.   

QC011/09.22 DIVISIONAL REPORT – INTEGRATED CARE

The Lead AHP, Integrated Care Division presented the Divisional Report, 
Integrated Care and the following key points were noted: 

• There are no major concerns to report. 

• The Integrated Care Pressure Ulcers graph (included in the report) 
is being well received and provides assurance. 

• We piloted moving some Community Services to the Hereford 
Leisure Centre over the summer. This was very positive and is 
being expanded with a number of services being run from there 
from October. 

• Our Stroke Services have once again received a SSNAP B score, 
this is now four quarters in a row. 

• Ross Community Hospital – A lot of work has been ongoing with 
massive strides being made (details within the report). 

• Pressure Ulcers and CQUINS are improving but more work is still 
needed. 

• Controlled Drug Audits – We have struggled to achieve these. This 
is partly due to staff shortages in Pharmacy as they are unable to 
undertake the audits. The team are now undertaking their own 
monthly audits now. 

• The Managing Director queried if a review of the outcome data for 
stroke is being reviewed as this should have improved with our 
constant SSNAP B score. The Stroke Working Group need to 
understand what our outcome data looks like, we need to ensure 
that we have checked this. The Lead AHP, Integrated Care Division 
will review this. 

• The CMO questioned what audits we are undertaking on 
cerebrovascular deaths as we may be having late presentations, 
which we need to review. 

SM
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• Mr Humphries (Deputy Committee Chair/NED) questioned whether 
the improvement in the staffing situation in the City District Nursing 
team had been maintained.as this was not mentioned in the report. 
The Lead AHP, Integrated Care Division advised that the huge 
improvements made in this team were included in the last report. 
We have had no resignations since January and are virtually fully 
recruited to now. 

• The CNO confirmed that there have been a lot improvements at 
Ross Community Hospital with some fantastic work going on. We 
have invited the Care Quality Commission to visit – so far they have 
not taken us up on this offer but agreed they may hold some focus 
groups with staff. 

Resolved – that:

(A) The Divisional Report – Integrated Care be received and noted.

(B) The Lead AHP, Integrated Care Division will review if the 
outcome data for stroke is being reviewed as this should have 
improved with our constant SSNAP B score. 

SM

QC012/09.22 DIVISIONAL REPORT – CLINICAL SUPPORT

The  General Manager, Clinical Support Division  and the  Deputy General 
Manager, Clinical Support Division presented the Divisional Report – 
Clinical Support and the following key points were noted: 

•
• 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. 

• Radiology Working Group – This has progressed well with actions 
and progressing well as a group. The Policy for Communication 
and Incidental Findings is due to go through the Clinical 
Effectiveness and Audit Committee and Trust Management Board 
next month. 

• There have been no new incidents during the last quarter which is 
positive. 

• There has been a slight increase in the number of Policies overdue 
but they all have agreed deadlines to be reviewed by. 

• There were a number of complex complaints received during the 
last quarter. There has been very good engagement from 
Cheltenham General Hospital regarding the oncology content of 
these complaints. 

• One good example of progress is the CRIS communication which 
is expected to go live in October. 
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• A Radiology meeting is being held next week with Quality 
Standards. This is the standard that we are working towards but is 
a large document of standards to achieve. Regular updates on 
progress will be provided to the Quality Committee. 

• New service developments – We are benefiting from the capital 
underspend with a couple of new ultrasound machines being 
purchased for Ross and Bromyard Community Hospitals. This is 
very positive for our patients who have not previously had this 
equipment available at these sites. 

• Pathology – There has been good progress being made with digital 
technology but there are challenges regarding our medical 
workforce supply. 

• Pharmacy – They are a great team to work with and are working 
well towards the One Herefordshire Pharmacy Plan. This is a brand 
new way of working in Pharmacy and Secondary Care. 

• Cancer Services – The teams from the Trust, Cheltenham and 
Gloucester are all working well together. Due to a deterioration in 
the cancer 62WW, a meeting is being held next week with key staff 
to discuss. 

• Patient Access – The transformational outpatient work is 
progressing very well. All nursing staff have been recruited to. 

Resolved – that the Divisional Report – Clinical Support be received 
and noted. 

QC013/09.22 QUALITY INDICATORS REPORT 

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

• The Health Service Investigation Branch (HSIB) recently visited the 
Trust regarding nutrition. They had picked up on one of our Serious 
Incidents which had been discussed at this Committee. They are 
undertaking a national review of nutrition and complex feeding and 
used our case as part of this review. When they visited they were 
impressed with the MDT working and arrangements we have put in 
place since the incident.  The national report will be published in 
the next twelve months. 

• C-Diff – We are still an extreme outlier. We have shared the 
Improvement Plan (included within the report) with the Region. As 
part of this we continue to focus on antibiotic stewardship. We 
changed the formulary last year and added in an order sets. Next 
week, antibiotic ward rounds will commence which should help 
further. 

• The NHSE Cleanliness Visit was cancelled for September due to 
the Queen’s Funeral. We are awaiting a further date. 
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• The detail around the increasing number of outbreaks has been 
included in the Board of Directors report. In line with National 
Guidance, we have eased restrictions and stopped mask wearing 
and eased restrictions on visiting arrangements for patients. 

• Symptomatic screening is identifying the numbers that we are 
currently seeing.  In two out of three outbreaks the index cases 
were linked to visitors. We were also able to keep services open 
for two out of three of these outbreaks. 

• The Managing Director highlighted that the complaint response 
rate is worrying. It is important to understand our median response 
rate as this could be very close, if not under the target set, and 
asked for this data to be pulled together to understand our actual 
complaint response times. 

LF

Resolved – that:

(A) The Quality Indicators Report be received and noted.

(B) The median response rate data to be reviewed to enable us to 
understand our actual complaint times. LF

QC014/09.22 SAFER STAFFING REPORT

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

• We have to include the fill rate data with fill rates regularly in excess 
of 100%. The report includes some of the background of what is 
driving this. 

• This month we had a number of complex child cases that required 
additional support with Registered Mental Health Nurses and 
additional staff to support complex cases on Dinmore and Garway 
Wards. Arrow Ward also had a number of NIV patients during the 
month. 

• The Associate Chief Nursing Officer, Surgery is leading on a large 
piece of work including a full establishment review, benchmarking 
and acuity audits. This will include comparison to our Foundation 
group partners. This will be presented to a future Quality 
Committee meeting for review.

• Our financial position is largely driven by our huge reliance on 
agency. The Nurse Agency Reduction Programme meetings have 
restarted, with key areas being focused on for the Board of 
Directors report. Escalations for approval are being brought to the 
Executive Directors out of hours and to senior staff in hours to try 
to reduce our agency use. We are also trying to stop the use of 
agency Health Care Support Workers as they are not value for 
money and do not provide continuity of care for our patients. 
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• Last month the revised rate card for our Master Vend Agency was 
introduced. This has been approved at the Trust Management 
Board and the Board of Directors. We are running a shadow month 
this month to enable the changeover with the expectation that we 
will see a reduction in spend on agency and our Master Vend 
achieving rates at the rates we expected in line with the contractual 
arrangements. 

• 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. 
We need to ensure that these staff are available for mental health 
services rather than ourselves and we are working on the 
requirements when these staff are needed or whether we can 
utilise our own trained in house staff. 

• The Managing Director felt that the issue around Registered Mental 
Health Nurses has been on the Action Log for a while and advised 
that we need to keep this action on the Action Log until it is finally 
resolved. The CMO advised that the Health and Care Trust are 
offering a quarterly meeting where this issue could be discussed. 

• The Quality Matron advised that we are not always able to ring 
fence Health Care Support Workers as one to one staff as they can 
get moved by the Level 2 to fill gaps as they are not aware of their 
remit whereas the Registered Mental Health Nurses are not 
moved. The Managing Director stated that we cannot allow this to 
happen and it is for the Divisional Management Teams to ensure 
that this does not occur in the future. The CNO advised that there 
is an escalation process in place for the Integrated Care Division 
with the Associate Chief Operating Officer, Integrated Care 
Division regarding this. 

LF

Resolved – that:

(A) The Safer Staffing Report be received and noted.  

(B) The action around the use of Registered Mental Nurses in the 
Trust to remain on the Action Log until this issue is resolved. 

LF

QC015/09.22 PATIENT EXPERIENCE QUARTERLY REPORT

The CNO presented the Patient Experience Quarterly Report, which was 
taken as read, and the following key points were noted: 

• The CNO is concerned around the number of complaints received. 
Benchmarking across the Foundation Trust, we are seeing triple 
the number. We know that some of this is how we label a formal 
complaint or concern but each concern raised is an issue about 
care with us and we need to resolve them. Patients and relatives 
are being signposted to PALS which is not always appropriate. If 
an issue is raised in a clinical area this needs to be resolved in the 
clinical area. Staff need to feel confident to be able to resolve 
issues directly when raised. 
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• Overdue complaints and responding within timescales - The team 
are now reviewing how they measure this performance in a 
different way. In addition, clinical teams are also being asked to 
provide a trajectory for the completion of their backlogs. Medicine 
and Surgery are aiming to resolve most of their backlogs by the 
end of October. 

• It is positive to be seeing less “come backs”, ie more questions 
raised following the complaint response. We are getting things right 
first time which is good news. 

• We are seeing local surveys being developed. We regularly send 
these out which allows more timely feedback than the National 
Surveys which we take part in. The District Nurse, Community 
Hospital and inpatient areas are being sent out on a quarterly basis 
which allows more timely feedback to focus on key areas. 
Particular focus currently is on information giving and 
communication. 

• We have also successfully piloted the use of text messaging for 
Friends and Family feedback. This is now in the process of being 
rolled out to all areas and the contract extended for a further 
eighteen months. The national question asked is “would you 
recommend the services” with a response with free text.  In addition 
we will soon be able to text and attach a link to our local survey 
which patients can respond to. 

• Volunteers – The CNO welcomes the number of volunteers we 
have and notes that we have recruited over ten of our youth 
volunteers into substantive positions. 

• Interpreting Services – There is high demand for this service, 
particularly for Eastern European Interpreters. 

• We are refreshing the Patient Experience Committee and 
introducing a new Improvement Group to help move forward with 
this agenda. 

• The Managing Director felt that it was very positive that we are now 
able to receive nearly real time feedback. We know that we have a 
problem with clinical communication and this will allow us to directly 
feedback to teams which is very important to enable improvements.

 
• Ms Quantock (ANED) noted that people are used to providing 

feedback and queried if we offered an incentive to feedback or 
whether we could. The CNO advised that we do not and have not 
considered this. The Managing Director noted the costs involved in 
this in the current climate. 

• The Deputy Committee Chair highlighted the pie chart in the report 
around Complaint Themes, with communication an area that is 
constantly being raised and one which we need to continue working 
on to improve. 
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• Mr Humphries (Deputy Committee Chair/NED) advised that his 
experience was that once something becomes part of a formal 
complaint procedure it is too late within the process to sort out the 
issue with a conversation/telephone call and questioned how we 
reverse the culture of staff when they are apparently unable to 
resolve issues at the point of contact. The Associate Director of 
Midwifery advised that the process also becomes very intensive 
regarding time to resolve it as a formal complaint which often just 
needs more time than if resolved at source. A Nurse Specialist 
and/or Patient Experience can offer support to staff. Face to face 
meetings usually produce a better outcome. 

• The CNO felt that it is all of our jobs to manage concerns raised. 
Once this becomes a formal complaint this becomes a negative 
process and experience which could easily be resolved by the 
Ward Sister, Nurse or Charge or the person in contact with the 
patient rather than going to PALS. 

• The Matron, Medical Division advised that a number of 
concerns/complaints are around lack of communication and 
listening. We need to ensure that we really listen to the individual 
and their relatives and is a theme we need to work on. The CNO 
advised that discussion is being held around opening up visiting 
more to support this. 

Resolved – that the Patient Experience Quarterly Report be received 
and noted.

QC016/09.22 CLINICAL EFFECTIVENSS AND AUDIT COMMITTEE SUMMARY 
REPORT

The CNO presented the Clinical Effectiveness and Audit Committee 
Summary Report, which was taken as read, and the following key points 
were noted: 

• The CNO and CMO met yesterday to sign off the Quality Impact 
Assessment for Patient Initiated Follow Up. 

• CQUIN for pressure ulcers and MUST scores – We are making 
good progress towards the MUST scores and achieving them for 
the pressure ulcers. 

Resolved – that the Clinical Effectiveness and Audit Committee 
Summary Report be received and noted. 
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CONFIDENTIAL SECTION

QC017/09.22 SERIOUS INCIDENT REPORT

QC018/09.22 ANY OTHER BUSINESS

• The CNO advised that the next Quality Committee meeting will be 
partly run as a workshop. Now that Revd Hargraves has stood 
down as Chair and Mr James is taking over, this will enable 
members to discuss what is working well and what changes are 
wanted to help inform the work of this Committee. 

QC019/09.22 DATE OF NEXT MEETING 
The next meeting is due to be held on 27 October 2022 at 1.00 pm via MS 
Teams. 
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 27 October 2022 at 1.00 – 4.00 pm
Via MS Teams

Present:
Ian James IJ Committee Chair and Non-Executive Director 
Lucy Flanagan LF Chief Nursing Officer
Jane Ives JI Managing Director 
Frances Martin FM Non-Executive Director 
David Mowbray DM Chief Medical Officer
Natasha Owen NO Associate Director of Quality Governance
Grace Quantock GQ Non-Executive Director
Nicola Twigg NT Non-Executive Director

In attendance:
Mehmood Akhtar MA Associate Medical Director, Surgical Division 
Lynne Carpenter LC Quality and Safety Matron
Jo Clutterbuck JC Associate Chief Operating Officer, Clinical Support Services
Robbie Dedi RD Deputy Chief Medical Officer
Rachael Hebbert RHe Associate Chief Nursing Officer
Sarah Holliehead SH Associate Chief Nurse, Medical Division 
Val Jones VJ Executive Assistant (for the minutes)
Hamza Katali HK Associate Chief Medical Officer, Clinical Support Division 
Lynne Kedward LK Associate Chief Operating Officer, Surgery Division 
Tony McConkey TM Clinical Director, Pharmacy & Medicines Optimisation
Sarah Parry SP Associate Chief Operating Officer, Integrated Care Division 
Raechel Skinner RS Integrated Care Boards Representative 
Amie Symes AS Associate Director of Midwifery

(a) Mr James (Chair of the Quality Committee and NED) opened the 
meeting advising of the immense challenge of Chairing the Quality 
Committee. Quality and quality assurance are essentially 
everything that we do and it is everything that we do viewed through 
numerous different lenses. Hence the challenge for the Committee 
is to maintain focus on those things that we need to do to provide 
quality assurance for the services that we provide to our patients. 

(b) Daunting though this is, our Trust mission is to provide a quality of 
care that we would want for ourselves, our friends and family and 
the purpose of the Quality Committee is to assure that we do. Part 
of the job of Chair is to remind us of this.

(c) Secondly Mr James (Chair and NED) noted that the Kirkup Report 
provides a focus on four key recommendations that are universal 
themes that if you have them will not guarantee that you provide 
quality services, but if you do not have them, you will not provide 
quality services. These four key recommendations align with the 
core values of the Trust. He went on to give examples how these 
recommendations can be transposed into our core values. 
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(d) Mr James (Chair and NED) formally welcomed Mrs Martin (NED) 
to the meeting advising that she has taken on the role of Maternity 
Safety Champion and will be attending Quality Committee as 
appropriate. 

QC001/10.22 APOLOGIES FOR ABSENCE

Apologies were received from Linda Dykes, Associate Chief Medical 
Officer, Integrated Care, Daniel Harding, General Manager, Clinical 
Support Division, Rachel Jones, Quality Matron, Sue Moody, Lead AHP, 
Integrated Care Division, Rachel Murray, Clinical Quality Improvement & 
CQUINs Manager, Andrew Parker, Chief Operating Officer and Emma 
Smith, Associate Chief Nursing Officer, Surgery Division.

QC002/10.22 QUORUM

The meeting was quorate. 

QC003/10.22 DECLARATIONS OF INTEREST

There were no declarations of interest received. 

QC004/10.22 MINUTES OF THE MEETING HELD ON 29 SEPTEMBER 2022

Resolved – that the minutes of the meeting held on 29 September 
2022 be confirmed as an accurate record of the meeting and signed 
by the Committee Chair.

QC005/10.22 ACTION LOG

(a)  QC014/09.22 - B) The Chief Nursing Officer (CNO) confirmed that 
this action around reducing the use of Agency Registered Mental 
Health Nurses remains open until we see a reduction in our 
reliance on the use of these staff and is part of our Nurse Agency 
Reduction Programme. There is a checklist around the use of 
Registered Mental Health Nurses which is being launched next 
week. We will also have a contact during the working week at the 
Mental Health Trust to discuss any issues or patients that we do 
not feel require a Mental Health Nurse. The Programme Manager 
– CPIP has had a meeting with our staff to discuss the launch of 
this process. Update on progress to be provided at the January 
meeting. 

LF

Resolved – that:

(A) The Action Log be received and noted.

(B) An update on the progress of plans to reduce our reliance on 
Agency Registered Mental Health Nurses will be provided to 
the January Quality Committee meeting. 

LF
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BUSINESS SECTION 

QC006/10.22 SAFEGUARDING ANNUAL REPORTS 2021/2022  

The Associate Chief Nursing Officer (ACNO) presented the Safeguarding 
Annual Reports 2021/22, which were taken as read, and the following key 
points were noted: 

• Overall there is a general increase in the number of referrals for all 
3 services. 

• The Trust does not have a Domestic Abuse Lead but our Hospital 
Independent Domestic Violence Advisor has been commissioned 
for a further year who does provide support and signposting as 
required. 

• Liberty Protection Safeguards – We are still awaiting an official 
launch date on when these will come into place. The details have 
been out for consultation and the Trust have fedback on several 
issues from our and an ICS perspective. This will take over from 
the Deprivation Of Liberty Safeguards. 

• The CNO advised that the content of the Annual Reports are 
prescribed externally through  our contract. We will therefore be 
asking the Board of Directors to approve sharing this report with 
external agencies rather than approval of content. 

• Mrs Twigg (NED) highlighted the positive improvement in training 
with the Level 3 Safeguarding Training at 100% with some areas 
we are continuing to work on, such as pressure ulcers. If we are 
ensuring that all staff have the right level of training this is a good 
way to follow through then on the actions for the improvements we 
need to see. 

• Ms Quantock (NED) noted that the report advised that Digital Nurse 
Noting does not allow for “in the moment” documentation and 
questioned if there was an update on this. The CNO advised that 
we are relaunching the Digital Nurse Noting Project and revamping 
this but the project resource is not available until January and so 
will not see much activity before then. It is expected to take around 
a year to have a system we view as “fit for purpose” We have 
recruited frontline users to support the project, eg Health Care 
Support Workers and Registered Nurses at a junior and more 
senior level to come together with three workshops commencing in 
November and end in December. One will focus on the forms 
available on the system and how we make these  fit for purpose, 
one will walk  through the patient journey  and one is around 
Maxims coming in to advise of the possible changes and designs 
for the revised system. We will then be moving it onto the Clinical 
Noting Platform which enables us to do much more with better 
functionality and better visibility of all the Noting systems in one 
place. There has been good engagement with the staff recruited to 
these specialist roles given protected time to attend the Project 
Groups. The CNO has also set up a Digital Nurse Noting Board 
which she will Chair, starting next month. 
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• The ACNO advised that once the system is working correctly it will 
enable much better analysis and auditing.

• The Chief Medical Officer (CMO) raised his concern that we are 
completing this report with prescribed content rather than 
addressing areas that we feel are of concern to us. It is positive to 
see that the Mental Capacity Act is within the report as one of our 
priorities which we will be re-auditing, but where do we track this? 
We need to ensure that we do not become complacent that we 
have an action plan and do not take this further – we need to ensure 
that we are being professionally curious. The ACNO advised that 
the detail is contained within the quarterly reports that are 
presented to the Quality Committee where we take a closer 
analysis at the detail. The CNO noted that the specific example that 
the CMO gave around the Mental Capacity Act / Deprivation Of 
Liberty Safeguards is also a Quality Priority for the Trust this year 
which also generates a quarterly report. The CMO went on to 
question whether we having Working Groups for all these priorities. 
Mr James (Chair and NED) felt that the important point was that we 
have an action plan for 2023 with the detail being reported back 
through the quarterly reports. We just need to ensure that these 
quarterly reports contain any separate areas raised from the 
Annual Reports.

• Mr James (Chair and NED) noted in that last year pressure ulcers 
and care were two issues highlighted that required further 
improvement but are not specific priorities for this year. The CNO 
apologised  that if the report is not clear then that needs to be 
resolved, yet specifically in relation to pressure ulcers, these are a 
Quality Priority for us this year and progress would not be included 
in the Safeguarding Reports as these are dealt with separately. The 
CNO suggested that this be discussed further in the workshop 
section of this meeting. 

Resolved – that the Safeguarding Annual Reports 2021/2022 be 
received and proposed for approval to share with external agencies 
by the Board of Directors. 
 

QC007/10.22 Quarter 2 2022 – 2023 Safeguarding Reports 

The ACNO presented the Quarter 2 2022 – 2023 Safeguarding Reports, 
which were taken as read, and the following key points were noted: 

• There continues to be an increase in referrals for Quarters 1 and 2 
for Adult and Child Safeguarding and Children Looked After. 

• We have the highest number of Children Looked After, currently at 
406. 

• Incidents of domestic abuse have also increased this quarter.
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• As previously noted, we do have some very high percentages of 
training but there are also some areas severely impacted upon due 
to operational pressures, eg the Emergency Department, but these 
are being picked up as an action through Safeguarding with 
discussions being held with the Operational Managers.

• We have had some issues regarding the Local Authority Children 
Services with some operational difficulties regarding escalation 
which we have addressed. We will also be taking part in some of 
the Workshops around Local Authority Children’s Services 
following on from the OFSTED inspection. 

• We are also reviewing our capacity within MASH (the multiagency 
provision) because we have noticed a significant increase in 
referrals to this multiagency safeguarding hub. Along with the ICB, 
we are looking at our resources for this. We have one WTE 
Safeguarding Nurse that is part of that multi-agency response, but 
due to the increase in referrals, the ICB have recognised that more 
resource is required. 

• The CNO highlighted once again, the difficulties in the Trust 
delivering our statutory Initial Health Assessments in a timely way. 
We have not achieved this in Quarter 1 or 2. We are also now 
experiencing difficulties with our Review Health Assessments for 
children as consent for these has been added which was not 
required previously. There are two pieces of work occurring – one 
system wide and once locally to try to address this. The Deputy 
Chief Medical Officer is leading on a capacity and demand piece of 
work with the Community Paediatric team. In particular, this is 
around the doctor’s capacity to deliver their aspects of this in 
relation to Children Looked After and adoption.  An internal meeting 
is being held with the Community Paediatric team, the CNO and 
the Associate Chief Nursing Officer to look at this and alternative 
roles to take away some of the tasks that can be taken away from 
the doctors to enable them to carry out the tasks that they are 
required to undertake. A separate system meeting with the Local 
Authority and the ICB is also planned to look at access to Children’s 
Services which will hopefully help to address some of the areas 
that we are continually failing on in terms of some of our most 
vulnerable children. 

• The CNO and CMO went to a Health Partnership meeting recently 
where all partners met (eg Police, Health and Local Authority) to 
review how we respond as a System to the findings of the Ofsted 
Inspection. 

• Mr James (Chair and NED) raised his concern around the 
Children’s Quarterly Update. There is a lot of work being 
undertaken as described, but if you read the report as a standalone 
document without understanding the background and context, this 
report is a matter of concern with regards the areas that we are 
struggling to achieve and the areas where we do not have the data 
to provide assurance. 
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Resolved – that the Quarter 2 2022 – 2023 Safeguarding Reports be 
received, acknowledging the challenges that we are facing, some of 
which are not within our remit, and the actions that we are taking 
around this.

 

QC008/10.22 CARE QUALITY COMMISSION UPDATE

The CNO presented the Care Quality Commission Update and the 
following key points were noted: 
 

• Include in the papers is the high level letter and feedback received 
from the Care Quality Commission following their inspection which 
took place on 12 October. 

• This was an unannounced focused inspection in relation to the 
Section 29a Warning Notice that was received following the last full 
inspection that was undertaken at the Trust and the report that was 
published in 2020. They came back to look at the Safety Domain 
in Medicine and Surgery and the Well Led Domain in Surgery. The 
intention of the inspection  was to review the inadequate ratings 
within Surgery. 

• The team consisted of five Inspectors – a Surgeon, two Nurses who 
are full time Inspectors, a Paramedic who is a part time Inspector 
and a Pharmacist. 

• They designated four Inspectors to the Surgical Division and every 
surgical ward and Theatres were reviewed and inspected as part 
of this process. One Inspector reviewed all of our medical wards. 
This did not cover the Emergency Department which was subject 
to a separate Inspection which was undertaken during the 
pandemic. The Section 29a Warning Notice contained some 
significant “must dos” for Medicine and Surgery that needed 
addressing as part of this Care Quality Commission Inspection, the 
trusts view is that these have been largely addressed. 

• The CNO shared a presentation based on the lines of enquires 
which the Care Quality Commission continue to pursue after the 
inspection,  internally we have rated these Red, Amber and Green 
in terms of whether these have been resolved or whether they will 
continue to feature in any subsequent report from the Care Quality 
Commission. These are areas that are discussed regularly in the 
Quality Committee and/or as part of our Quality Priorities. 

• There are ongoing data requests being received around our 
compliance with VTE risk assessment and hospital acquired 
thrombosis. The CNO has discussed this with the Deputy Chief 
Medical Officer who is the Chair of the Thrombosis Committee and 
leading on the Trust becoming an Exemplar Site for VTE. If any 
further requests are received, we are planning on suggesting that 
they meet with the Deputy Chief Medical Officer to discuss the 
context in more detail as this is a complex area. 
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• We are fairly confident that the Medicine Safety Issues are resolved 
given that since the last Inspection we have implemented the 
EPMA system so that our ability to put weights on Drug Charts and 
medicines administered etc, we feel are now resolved. 

• One of the things that the Care Quality Commission picked up on 
is that our system does not allow you to record a reason for not 
giving a drug and allows you to progress without completing this. 
They could not understand why this was the case  and are 
concerned that we do not use the audit function of missed doses, 
hence this is marked as amber on the slide. 

• Statutory and Mandatory Training – Our aggregate data shows a  
good level of compliance for our training, although this has reduced 
during Covid. Drilling down to professional groups highlights an 
issue with medical staff compliance. Hence this has been marked 
as red. 

• The Care Quality Commission found that our Mental Capacity Act 
and Deprivation Of Liberty Safeguards Policy was one of the most 
clear and concise that they have seen, and therefore they felt that 
staff should be following that Policy as it was simple to follow. In 
practice they found that Mental Capacity Act assessments were not 
always taking place in a timely manner or recorded as such.

• Surgical Must Dos – There are a number of these but there is a 
level of confidence on what the Care Quality Commission found, 
with the issues in Theatres found in their last inspection in 2020 
largely resolved. This was around the management of equipment , 
compliance with hand hygiene, bare below the elbow infection 
practices being clear, eg when you needed to wear scrubs or when 
you could enter the environment not wearing scrubs, our use of 
safety checklists and how seriously we took safety. The verbal 
feedback from the Care Quality Commission noted the 
improvements that had been seen in this setting. 

• They found notes trolleys on wards unlocked. We did put a 
challenge in around this being a busy ward environment and you 
are not going to be locking them all of the time and they are always 
in the line of sight of the Ward Station. 

• The Care Quality Commission could see that we have robust 
processes in place now regarding carrying out WHO checklists and  
watched this happening in practice.  They could see the culture 
within Theatres had improved with regards to safety. This has been 
marked as amber as the two safety checklists that they witnessed, 
they  felt for some staff that this was  a “tick box” exercise, in that 
they were completing the checklist on the system before the actual 
discussions had taken place. 
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• Medical staff completion of mandatory and statutory training in 
Surgery was problematic. To note, there was some national 
guidance issued during the pandemic, which we adopted, which 
stated that mandatory training did not have to be undertaken, 
hence seeing staff now catching up with this training. 

• Basic life support training has been problematic for us throughout 
the pandemic as we were only able to have small numbers of staff 
undertaking this training in the Training Rooms. Hence, this is 
marked as amber. 

• We do continue to be an extreme outlier for mixed sex breaches in 
comparison with other Trusts in NHSE, which was highlighted by 
the Care Quality Commission during their visit. 

• Referral To Treatment is left without a colour code as this is the 
situation we are in due to the pandemic. 

• The Care Quality Commission saw very good practice of Safety 
Huddles and learning from incidents when they questioned staff 
about sharing and learning from incidents within the Theatre 
environment. 

• Feedback So Far - The Care Quality Commission feedback on the 
day included (not already noted): they saw a clean, tidy and clutter 
free environment, good infection prevention practices, and 
observed good hand hygiene and good bare below the elbow and 
proper doffing and donning practices. They felt that our Infection 
Prevention posters were clear and concise. Staff consistently fed 
back that they felt supported by their management teams. They 
also recognised that our international nurse recruitment was 
successful and exemplary. They visited us on Day 6 of the 
implementation of our Boarding Policy. This is where we move 
patients from the Emergency Department into our wards on the 
back of a predicted discharge.  They recognised that this was new 
and difficult but they saw a really positive approach to this on 
Garway Ward. They also identified some fantastic staff during their 
feedback.  There was recognition that some staff were tired and 
they also noted that staff on AMU and the Day Case Unit were not 
as receptive to being inspected as other areas. 

• The CNO also advised that the Care Quality Commission have a 
concern over the locked door on AMU which is locked differently to 
other wards (swipe card rather than button release) which requires 
a member of staff to let you out. We have discussed the rational for 
this type of door and provided further context around the Mental 
Capacity Act guidance. 

• The Care Quality Commission advised that they plan to produce 
the draft report for us within five to six weeks of the date of the 
Inspection.  We will be given a week to check for factual accuracies. 
This will then be returned to them and published four to five weeks 
after this. 
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• As we have only received high level feedback, we have not yet 
developed an action plan but included in the report are the areas 
highlighted that we need to improve upon and what we are doing 
about them. This also includes detail around how this is being 
monitored and which group monitors this. A full action plan will be 
developed once the formal report is received. 

• The Clinical Director, Pharmacy & Medicines Optimisation advised 
regarding the Care Quality Commission enquiry around EPMA and 
missed doses, that he had spent some time discussing this today 
with the Care Quality Committee Pharmacist and went through our 
process which was done by design. She is much more comfortable 
with this now and we will run an audit report tomorrow and ensure 
that this is with them by the deadline. Therefore, this should not be 
an issue in the future. 

• Mrs Martin (NED) thanked everyone involved in the visit for all their 
hard work and the amount of detailed already produced prior to the 
action plan being written. It is also about ensuring that we do not 
just hit the target but miss the point, as the Chair discussed earlier. 
This is also an opportunity for us to reflect and ensure that we 
support and challenge as required and ensure that we can 
evidence that we are doing the right things. 

 
Resolved – that the Care Quality Commission Update be received and 
noted. 

QC009/10.22 NHSE INSPECTION 

The CNO provided a verbal update on the NHSE Inspection and the 
following key points were noted:

• This was their third inspection of our cleanliness, C-Diff infection 
rates and infection prevention control practices. 

• Two colleagues attended from NHSE – Kirsty Morgan and Deb 
Adams (who undertook the last two visits) along with Melody 
Gaudin, (Infection Prevention Nurse, ICB) and two colleagues from 
UK HSA. The CNO and the Lead Infection Prevention Nurse 
supported the team with their visits to the clinical areas and on the 
wards by the individual nurses and Matrons in these areas.

• Due to the larger teams, we split into two groups and visited eight 
areas. This included six areas we were to choose and two of their 
own choosing. We chose the Maternity Ward, Theatres and 
Dinmore and Redbrook Wards (surgical and medical wards. They 
chose Frome Ward and Arrow Ward. 

• When we were visited in October 2021 we were Red RAG rated. In 
their visit in February 2022 this was raised to an Amber RAG rating. 
After this visit, we were not given a RAG rating. We are not sure 
whether this is because they are no longer use the RAG rating or 
whether this will be indicated in their letter to us. 
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• There were issues found on the day, a lot of these were Sodexo 
related matters which featured in the last inspection, particularly 
around cleaners’ trolleys, cleaners’ cupboards and waste disposal. 
The CNO has a meeting arranged with the new management 
regime from Sodexo to discuss these findings. 

• Clinical Cleans – These are the things that we are responsible for. 
Nurses and Housekeepers in particular are responsible for 
cleaning.  Their feedback was that we need to pay more attention 
to detail. We need to be more diligent in cleaning all elements of 
those things that we are responsible for. 

• There were a very small number of clinical practice issues identified 
which we will address. One of which was the overuse of gloves in 
some areas, which we addressed on the day. 

• We have also had issues with the new Sharps Box around the 
closure of these found during the visit. This is a national issue with 
difficulties closing these boxes reported to the MHRA. 

• Unfortunately they also found pill cutters and green scissors left out 
which they found last time. 

• There were some Estates issues which are part of the backlog 
Maintenance Programme that were recognised and picked up by 
the team. 

• There were some further Estates issues that are difficult to 
address. For example, in our new PFI building the toilets are 
rimmed and in our new build they are not rimmed and our sinks in 
the PFI building have swan taps which should not be used. The 
difficulty is if these are not part of the lifecycle maintenance they 
would not be automatically or easily changed. 

• The team recognised that we have limited storage and difficulty in 
storing some items which has led us to not always being able to 
follow best practice, particularly in Maternity and Dirty Utility areas 
in the PFI building. 

• There were some specific “snagging” issues noted in the new ward 
block that they felt we need to pursue and resolve. 

• There were also some very specific issues picked up in Theatres 
which is not what was found when the Care Quality Commission 
visited a short time previously, which were resolved on the day. 

• A few minor issues were picked up in the Milk Kitchen on the 
Maternity Ward which have already been resolved. 

• The team will send us a letter containing more detailed feedback 
when we will be provided with an opportunity to respond to 
regarding factual accuracy. An action plan will then be produced.
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• The team also saw a lot of good practice which is consistent with 
the Care Quality Commission findings. Apart from the overuse of 
gloves, this included good hand hygiene, bare below the elbow and 
they saw good compliance with mask wearing despite the current 
complexities. They also saw very good nursing documentation on 
our Nurse Noting system and liked the fact that our cleaning 
schedules were displayed along with our star ratings and 
appreciated the difficulties for patients in understanding the context 
of these. 

• The Managing Director felt that the findings from the NHSE 
Inspection were more detailed than that of the Care Quality 
Commission which appear to show that our monitoring and auditing 
of our standards are either not accurate or something is found on 
a visit that is corrected but there is no learning from this. We are 
obviously discussing this with Sodexo and have a new Monitoring 
Team in place along with the new Sodexo UK Chief Executive who 
is very keen to get this right. The Managing Director asked that the 
meeting that the CNO is having with Sodexo tomorrow includes 
discussion on why things are being picked up that should not be 
occurring. 

• The Managing Director asked the CNO to ensure that the Condition 
Survey that is due to be carried out soon around the maintenance 
of the building includes a lifecycle check on items such as taps and 
includes whether they are the right standard and not just in working 
order. The CNO advised that she has sent more detailed notes to 
the Head Of Estates around these issues and will follow this up. 

• Mr James (Char and NED) noted that this report will be deflating 
for some staff given the amount of work they have put in over the 
months. The CNO confirmed that the report and letter from the 
Care Quality Commission and the NHSE Inspections should have 
been received in time for them to be added to the next meeting 
agenda. There is an expectation that action plans will be developed 
following this and discussed regularly at the Quality Committee and 
Board of Directors. 

Resolved – that the NHSE Inspection verbal update be received and 
noted.

QC010/10.22 PERINATAL QUALITY SURVEILLANCE MODEL 

The Associate Director of Midwifery (ADM) presented the Perinatal Quality 
Surveillance Model (PQSM) which was taken as read, and the following 
key points were noted: 

• Positively there were three sets of twins delivered this month which 
is unusual. 

• The unassisted birth rate increased in September, and as 
discussed at the Finance and Performance meeting, we are going 
to review the background to this with an update included in the next 
report. 
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• As noted in the report, we have been notified by Birmingham 
Women’s Hospital Mortuary Department that they are facing 
difficulties with perinatal and post-mortem examinations. This is 
due to a shortage of Pathologists able to undertake these 
procedures. We have since been advised to continue to refer our 
babies for these procedures and if they are unable to fulfil the 
procedure they will arrange for transfer to another unit.  A new 
universal access criteria is being reviewed by the National Team 
and we will therefore await their further guidance. 

• There will also be a delay in results being received of around 21 
days, this was previously 7 days. We need to ensure that the teams 
are clear with patients around this new timeframe. 

• There were no stillbirths over 24 weeks’ gestation in September 
and there were no neonatal deaths. 

• We received 28 compliments during this period and no complaints.

• CNST have undertaken several refreshes this year with the latest 
published in October. Some of the narrative around training is not 
clear which appears to show that this has to be 90% for 12 
consecutive months. The ADM has therefore submitted our training 
compliance data to the team to assess. They have confirmed that 
providing we meet the 90% target for Paediatrics and the 90% 
target for LMNS for Paediatrics then we will be fully complaint on 
that element. The CNO has also asked the ADM to contact the ICS 
to undertake a peer review of all standards before we sign these 
off. 

• Our Maternity training figures are positive but more work is being 
undertaken to improve our neonatal training.

 
• The report references looking at Level 1 plus SCBU taking 

singleton deliveries from 30 weeks and multiples from 32 weeks. 
We had our LMNS insight visit yesterday and a further update on 
that the will be included in the next report. Feedback from this visit 
included that we are outlier in that SCBU typically takes babies at 
32 weeks and 34 weeks for multiple births and we are reducing the 
capacity in what we are taking. The Clinicians feel that this is a risk 
for us if a baby is transferred out for specialist care and then 
transferred back to us that this stretches the team with the 
significant amount of care required. We will need to carry out a 
piece of work to review the capacity we currently offer. 

• The Neonatal Team have marked as red on their action log the  
provision of dedicated cover for Dietetics, Occupational Therapy, 
Physiotherapy, Speech and Language Therapy and Psychologists 
as part of their team.  

• Mrs Martin (NED) had contacted the ADM to arrange a meeting 
with herself and neonatal colleagues to discuss some of the items 
on the action log for a better understanding. 
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• In response to a question raised by the CMO regarding the report 
only showing figures for one month, the ADM advised that the 
PQSM is a national model that we are conforming to but there is 
opportunity to improve the data included and how this is presented. 
To provide reassurance, the CMO suggested that the details of a 
Peer Review were included noting that an external team had 
reviewed our stillbirths and no care issues were found. 

• The CMO noted regarding our Level 1 plus SCBU, this was relating 
to our rurality, agreeing that we could go down to 32/34 weeks but 
we would need direct immediate access to Worcester for these 
babies (if required to transfer them) to ensure high level care was 
provided. 

• The ADM confirmed that since the East Kent Report was published, 
she has been working with her colleague in the Foundation Group 
around this with the plan to give a presentation at the Foundation 
Group Board meeting. The recommendations from East Kent are 
very different to previous reports being less Trust specific and more 
aimed at governing bodies. Part of this work is therefore to align 
the work across the Foundation Group and we are already doing 
this work through the LMNS and Worcester. The recommendation 
from the East Kent Report is for a dashboard to be produced which 
is fit for purpose and helps with “reading the signals”, the National 
Team need to provide this. The monthly report does just include 
the monthly data but the dashboard that accompanies it does 
include the trajectories and trends to spot anomalies. 

• Mrs Twigg (NED) noted that training has been a theme throughout 
the meeting and questioned whether this is not as high on the 
agenda as it should be possibly due to Covid and lack of staff and 
queried whether we are questioning this enough and what we need 
to do to get assurance that the right training is getting completed in 
a timely way and what risks are there in training not being 
undertaken in a timely way. The Deputy Chief Medical Officer noted 
the general theme is around accessing and using computers to 
undertake training and the content and relevance of the training, 
which is not just an issue for the Trust. A piece of work is needed 
around making training more relevant for staff groups. This is just 
one of many tasks staff have to undertake and is not always their 
top priority. Mrs Twigg (NED) understood the difficulties but 
struggled to understand what was essential training when it was all 
classed as mandatory. The Deputy Chief Medical Officer gave the 
example of VTE which is not mandatory for the Trust but different 
Trusts do but it this is added to the other numerous training that 
staff have to undertake it becomes impossible to manage. 

• The ADM noted in terms of training for maternity that staff worked 
really hard throughout Covid to continue undertaking training and 
sustained good results. When we thought for CNST that we 
required over 90% for 12 consecutive months all other Trusts in the 
Region advised that they would fail this but we only had one month 
where we failed this. All training is now back to face to face with 
additional training introduced.
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• Mr James (Chair and NED) noted that if training is mandated then 
this needs to be completed and if this is not the case then this 
needs to be reviewed. 
 

Resolved – that the Perinatal Quality Surveillance Model be received 
and noted.  
 

QC011/10.22 PATIENT SAFETY COMMITTEE SUMMARY REPORT

The Deputy Chief Medical Officer presented the Patient Safety Committee 
Summary Report, which was taken as read, and the following key points 
were noted: 

• The Patient Safety Framework continues to be rolled out. There 
have been some detailed conversations around how our Serious 
Incident Framework might alter. Serious Incidents are likely to 
change and move into some of the new ways of reviewing and 
reporting as is already occurring. 

• We also need to review our IT infrastructure around incident 
reporting, but this is not due to occur until next year. 

• A Junior Doctor gave a presentation to the meeting on behalf of the 
Urologists around catheterisation. We have had a couple of 
Serious Incidents around urinary catheterisation damaging the 
urethra. There is a new piece of equipment that prevents this 
damage to the urethra occurring. 

• We need to agree on how to implement innovative technology 
within the Trust which may still be undergoing investigation and 
have some financial implications. The Deputy Chief Medical Officer 
has discussed this with the Associate Medical Director for 
Research and Development and is going to write a proposal on 
how we introduce innovative techniques and how we track these 
over the long term. 

• The CMO noted that we have to be careful that Clinicians are not 
receiving a secondary gain from the company for these innovations 
and ensure that they receive scrutiny and a Quality Impact 
Assessment. 

Resolved – that the Patient Safety Committee Summary Report be 
received and noted.

CONFIDENTIAL SECTION 

QC012/10.22 Workshop - Review of Committee

QC013/10.22 ANY OTHER BUSINESS

There was no further business to discuss. 

QC014/10.22 DATE OF NEXT MEETING 
The next meeting is due to be held on 24 November 2022 at 1.00 pm via 
MS Teams. 
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Acronym

AAU Acute Admissions Unit 
ACS Accountable Care Systems
ACE Active Care for Everyone
AEDB Accident & Emergency Delivery Board
AHP Allied Health Professional 
AKI Acute Kidney Injury
AMU Ambulatory Medical Unit
A&E Accident & Emergency Department
BAF Board Assurance Framework
BAME Black, Asian and Minority Ethnic
BGAF Board Governance Assurance Framework
CAMHS Child and Adolescent Mental Health Services
CAS Central Alert System
CAU Clinical Assessment Unit
CCU Coronary Care Unit
C. Diff Clostridium Difficile
CCG Clinical Commissioning Group
CPIP Cost Productivity Improvement Plan
CNST Clinical Negligence Scheme for Trusts
COPD Chronic Obstructive Pulmonary Disease
COSHH Control Of Substances Harmful to Health
CQC Care Quality Commission
CQUIN Commissioning for Quality & Innovation
CTP Costing Transformation Programme
DOLS Deprivation of Liberty Safeguards
DCU Day Case Unit
DNA Did Not Attend
DTI Deep Tissue Injury
DTOC Delayed Transfer Of Care
ECIST Emergency Care Intensive Support Team
ED Emergency Department
EDD Expected Date of Discharge
EDS Electronic Discharge Summary
EPMA Electronic Prescribing & Medication Administration
EPR Electronic Patient Record
ESR Electronic Staff Record
FAU Frailty Assessment Unit
FBC Full Business Case
FOI Freedom of Information
F&F Friends & Family 
FRP Financial Recovery Plan 
FTE Full Time Equivalent
GAU Gilwern Assessment Unit
GE George Eliot Hospital 
GIRFT Getting It Right First Time
GMC General Medical Council
HASU Hyper Acute Stroke Unit
HCA Healthcare Assistant
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HDU High Dependency Unit 
HSE Health & Safety Executive
HFMA Healthcare Financial Management Association
HAFD Hospital Acquired Functional Decline
HSMR Hospital Standardised Mortality Ratio
HV Health Visitor
ICS Integrated Care System
IG Information Governance
IV Intravenous
JAG Joint Advisory Group
KPIs Key Performance Indicators
LAC Looked After Children
LAT Looked After Team
LMNS Local Maternity and Neonatal System
LOCSIPPS Local Safety Standards for Invasive Procedures 
LOS Length Of Stay
MASD Moisture Associated Skin Damage
MCA Mental Capacity Act
MES Managed Equipment Services
MHPS Maintaining High Professional Standards  
MIU Minor Injury Unit
MLU Midwifery Led Unit
MRSA Methicillin-Resistant Staphylococcus Aureus
MSSA Methicillin-Sensitive  Staphylococcus  Aureus
MASD Moisture Associated Skin Damage
NEWS National Early Warning Scores
NHSCFA NHS Counter Fraud Authority
NHSLA NHS Litigation Authority
NICE National Institute for Health & Clinical Excellence
NIV Non-invasive ventilation
OBC Outlined Business Case
OOC Out Of County
OOH Out Of Hours
PALS Patient Advice & Liaison Service
PAS Patient Administration System
PCIP Patient Care Improvement Plan
PIFU Patient Initiated Follow Up
PPE Personal Protective Equipment
PFI Private Finance Initiative
PID Project Initiation Document
PIFU Patient Initiated Follow Up
PLACE Patient Led Assessment of the Care Environment
PHE Public Health England
PROMs Patient Reported Outcome Measures
PTL Patient Tracking List 
QIA Quality Impact Assessment
QIP Quality Improvement Programme
RAG Red, Amber, Green rating
RCA Root Cause Analysis
ReSPECT Recommended Summary Plan for Emergency Care and Treatment
RGN Registered General Nurse
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RRR Rapid Responsive Review
RTT Referral to Treatment
SAA Surgical Assessment Area
SCBU Special Care Baby Unit
SDEC Same Day Emergency Care
SOP Standard Operating Procedures
SOC Strategic Outline Case
SSNAP Sentinel Stroke National Audit Programme
SHMI Summary Hospital Level Mortality Indicator
SI Serious Incident
SIRI Serious Incident Requiring Investigation
SOP Standard Operating Procedure
STF Sustainability and Transformation Funding
STP Sustainability and Transformation Plan
SWFT South Warwickshire NHS Foundation Trust
TMB Trust Management Board
TIA Transient Ischemic Attack
TOR Terms of Reference
TTO To Take Out
TVN Tissue Viability Nurse
UTI Urinary Tract Infection
WTE Whole Time Equivalent
WHO World Health Organisation
WVT Wye Valley NHS Trust 
WW Week Wait
YTD Year To Date
#NOF Fractured Neck of Femur
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