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WYE VALLEY NHS TRUST
Minutes of the Board of Directors Meeting

Held 6 June 2024 at 1.00 pm
Via MS Teams

Present:

Russell Hardy RH Chairman
Chizo Agwu CA Chief Medical Officer 
Glen Burley GB Chief Executive 
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)
Katie Osmond KO Chief Finance Officer 
Andy Parker AP Chief Operating Officer 
Grace Quantock GQ Non-Executive Director (NED) 
Nicola Twigg NT Non-Executive Director (NED)

In attendance:
Jon Barnes JB Chief Transformation and Delivery Officer
Alan Dawson AD Chief Strategy and Planning Officer
Geoffrey Etule GE Chief People Officer 
Erica Hermon EH Associate Director of Corporate Governance
Val Jones VJ Executive Assistant (For the minutes) 
Kieran Lappin KL Associate Non-Executive Director (ANED)
Jo Rouse JR Associate Non-Executive Director (ANED)
Amie Symes AS Associate Director of Midwifery – For Item 7.1

Minute Action

BOD01/06.24 Apologies for Absence

There were no apologies received.   

BOD02/06.24 Quorum

The meeting was quorate.

BOD03/06.24 Declarations of Interest

There were no declarations of interest noted. 

BOD04/06.24 Going The Extra Mile Awards

Team of the Quarter – Quarter 4 – Medical Division Team – The Chairman read out 
the reasons why the Medical Division Team were nominated for this award. 

Employee of the Quarter – Quarter 4 – Gajendran Kanagalingam – The Chairman 
read out the reasons why Gaje had been nominated for this award.  

The Chairman noted the items discussed at the Board Workshop held that morning.
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BOD05/06.24 Minutes of the meeting held 4 April 2024

Resolved – that the minutes of the meeting held on 4 April 2024 be confirmed 
as an accurate record and signed by the Chairman.

BOD06/06.24 Matters Arising and Action Log

Resolved – that the Action Log be received and noted. 

BOD07/06.24 Chief Executive’s Report

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

(a) Foundation Group Improvement Week 2024 – This was a fantastic event with 
a huge content from across the Foundation Group. This will be run every year. 
There were 1868 attendees this year!

(b) Elective Hub Development – It is a huge credit to everyone involved in 
designing and achieving this. The plan is for this to be opened in the very 
near future which will play a big part in our plan to reduce our waiting times 
this year and increase our elective income.  

(c) Financial Escalation Meetings – A System Escalation Meeting was held. Our 
Financial Plan may now be acceptable to NHSE, This includes a large deficit 
to the System which will be reduced by an allocation from a central 
contingency pot. This leave us with a big Cost Improvement Plan. Another 
consequence of having a deficit plan as a System is that we will lose an 
element of our capital allocation.

(d) Workforce Productivity Diagnostic Tool – We spent time in the Board 
Workshop this morning looking at our workforce improvements and 
challenges. It is pleasing to see the improved recruitment and retention of 
staff. We are now ensuring that this reduces our ongoing high cost temporary 
labour costs. The Workforce Productivity Tool is in addition to the suite of 
productivity tools that are coming through this year which shows the amount 
of activity each Trust is doing and compares that to the growth in workforce. 
As an NHS, it shows that we are about 11% lower on productivity. Locally it 
shows an 8.1% overall productivity fall which is made up of workforce growth 
and an activity increase. We looked at the causes of this earlier this morning, 
and tackling some of these will be an important part of our plans this year. 

(e) Further Capital Incentives for A&E Performance in 2024/25 – There is another 
capital incentive this year. We also received additional capital this year based 
on our March performance. 

(f) Reducing Premium Temporary Labour Costs – As an NHS, in July our aim is 
to not use any off framework agencies. The aim is to only work with those 
agencies that are willing to work within a financial envelope that pays an 
appropriate premium. 
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(g) MORE FROM OUT GREAT TEAMS – Update from the Surgery Division – 
June 2024 – The Division have been hugely involved in the Elective Hub 
along with 25 productivity aims for this year. There has also been high levels 
of increased elective activities. When the activity tool is updated, the CEO is 
expecting this to show a further increase for the Trust. 

(h) The Chairman reiterated that we are in a pre-election period and we have to 
be cognisant at this stage of not signing off any long term strategy plans which 
might be prejudicial in anyway. 

(i) Mrs Twigg (NED) was impressed with the openness and passion of staff to 
want to do more to personally develop and improve during the Improvement 
Week. She queried how many people dipped into the “goody bag” and do 
staff continue on this journey? The CEO advised that the digital “goody bag” 
contained all the videos and the content of the week. Part of the function of 
the Improvement Board is to oversee training and capability around 
improvement and how we use this to tackle our objectives. We will track 
progress through here and ensure that the Board of Directors are sighted 
periodically on this. The Managing Director confirmed that we can check who 
has viewed what. We also started this week our group wide operational 
development programme for our operational managers which will put these 
staff in contact with each other so that they can form action sets together. 

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

BOD08/06.24 Integrated Performance Report

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

a) The highest risk in the organisation is the amount of overcapacity that we are 
still running at. Today we have around 40 patients either in Accident & 
Emergency or boarding. This is clearly a risk for patients and staff experience 
and a financial risk as well. There has been some fantastic work in reducing 
our vacancies, we are not seeing all the benefits of this yet. The number of 
delayed discharges has improved significantly, particularly for our 
Herefordshire patients with the work around this being led by the Chief 
Transformation and Delivery Officer and the Local Authority to make better 
use of the Better Care Fund and improving productivity through the discharge 
pathways means that patients waiting to go home, particularly on our Home 
First Pathway has dropped from 4 -5 days now to between 1 and 2 days. 
Despite this, we still have a high number of boarding patients. One of the 
reasons for this is that we have also seen an increase in demand, figures are 
included in the Report. Figures show that comparing April and May from this 
year to last year, we are admitting about 6 patients a day more. We have 
seen a lot of good improvement work but there is still a lot more to do to 
manage within the bed base that we have. 
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b) Given this backdrop, what has been achieved through Urgent Care 
performance has been remarkable. This has required a lot of people every 
day doing everything that they can to ensure that they get patients treated as 
quickly as possible. Also, the Elective work that we are achieving during the 
difficulties of the numbers of patients is also remarkable. Our target this year 
was to achieve 117% and in the first month we achieved 125%. As we will 
have earned more finances for this work, this will help offset some of our 
financial pressures. 

c) We are not where we want to be at Month 1 – we are around £200k over 
where we expected to be. This mean that there is a lot more work around our 
CPIP required. 

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

BOD09/06.24 Quality (including Mortality)

The Chief Nursing Officer (CNO) and the Chief Medical Officer presented the Quality 
Report (including Mortality) and the following key points were noted: 

(a) The CNO took the Report as read and focused on the review of Paediatric 
Audiology Services. An independent review was undertaken in 2023 of NHS 
Lothian in Scotland. This found significant concerns and failings in relation to 
Paediatric Audiology Services. That subsequently prompted an assessment 
of services across England. We participated in the West Midlands review 
process.  

(b) A desk top review was undertaken last July in line with NHSE requirements 
and this identified some shortcomings and areas of improvement. We joined 
the System Level Bronze Incident Response Cell which worked towards a 
fuller review. This culminated in a site visit which took place in February 2024. 
This was led by NHSE’s Physiological Lead and a subject matter expert who 
was a Clinical Audiologist. A Report was issued at the end of February which 
concluded that our Paediatric Audiology services are safe and could continue 
to operate with no conditions on our practice. The Report did include some 
recommendations and the team developed an overarching action plan, the 
highlights of which are included in the Report. The full Report and action plan 
were discussed at the Quality Committee in detail. 

(c) The review is ongoing and includes a review of clinical cases on both the 
discharge and non-discharge pathway for children undergoing ABR testing, 
which is a complex hearing test. The review so far has identified that no 
patients need to be recalled for retesting, the review is ongoing and there are 
31 cases over a 5 year period that are yet to be reviewed. 

(d) We have agreed to continue to report into Quality Committee on our progress 
against the action plan and the conclusion of the ongoing clinical audit 
progress. We will continue to participate in the Bronze Incident Response 
Cell. We are also holding a Community Paediatric Workshop on 25 June to 
look at waiting times and some of the workforce challenges associated with 
this service. 
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(e) In addition and separately to NHSE’s incident response, the Care Quality 
Commission wrote to all Trusts in April asking that the Board of Directors are 
sighted on the quality and safety of Paediatric Audiology Services and to note 
whether they were making progress towards IQIPS accreditation. IQIPS is a 
long term aspiration for the Trust, but currently we are focusing on 
implementing the Quality Management System which is part of the IQIPS 
programme and have also expressed an interest in the national Audiology 
Paediatric Improvement collaborative.  We will write to the Care Quality 
Commission by their deadline of 30 June to confirm our aspirations to work 
towards IQIPS and to update on the safety and quality of our Paediatric 
Audiology Services. 

(f) Mr James (NED) advised that he and the Chief People Officer took part in a 
visit to Community Audiology last month as part of this review. He wanted to 
put on record the commitment of staff that he met in maintaining quality 
services and to address any improvements that needed to be made. 

(g) Our 12 month HSMR, which covers the period January 2023 to December 
2023, remains at 101.7, which is within the expected range. It is pleasing to 
see that the 1 previous outlier, Heart Failure, has dropped to the expected 
range. We will continue to review this. 

(h) Fractured neck of femur is an area of concern. A deep dive was undertaken 
to look into any areas that we can improve upon. There were 2 main areas 
identified and we will be undertaking improvement work in these areas. One 
was reducing the number of hours a patient spends in the Emergency 
Department, We are aiming for less than 4 hours to get them to their definitive 
bed base. The second is to increase the percentage of patients that get to 
Theatre in less than 36 hours. 

(i) Our extended perinatal mortality is well below the national target. All of our 
Mortality Leads are being trained on Structured Judgement Reviews and the 
Learning from Deaths Policy. We had the first Learning from Deaths 
Committee where the presentation on the deep dive on fractured neck of 
femur was presented. 

(j) The Managing Director advised that although the data has not yet come 
through, we are aware that we will be below 100 for the first time which is an 
amazing improvement on where we were a few years ago. 

Resolved – that the Quality Report (including Mortality) be received and noted.

BOD10/06.24 Activity Performance

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

(a) We delivered our activity plan for April and achieved above the expected 
figures. We delivered 1300 more appointments and 800+ more elective 
procedures compared to April 2023.  Overall, 300 more elective procedures 
than in April 2019. 
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(b) Our Productivity Programme Board continues to see some real improvements 
on some of the Productivity Schemes, particularly in Surgery. There have 
been real improvements in terms of the pre-operative assessment 
productivity gains in terms of reducing the length of time of their clinic slots 
and seeing more patients which continues into May with really strong plans 
for June before our Elective Surgical Hub opens. There are also strong 
improvements on our Theatre scheduling and visibility of our 6-4-2 scheduling 
process to ensure that we have the right patients in the right slots at the right 
time. 

(c) Diagnostics activity – This remains strong in terms of activity numbers, with 
our long waiting patients in two particular areas are an area of concern. The 
CNO has already discussed Audiology and we have some particular 
concerns with Audiology in terms of both workforce and physical room 
capacity and the team are looking at different ways of working and how to 
improve their clinic templates and ways of working. Our greatest area of 
concern is our Echocardiograms. Patients waiting greater than 13 weeks 
continues to increase due to workforce challenges (50% vacancies). We are 
looking to utilising Insourcing companies as well as 2 trainees that joined the 
team last year who are due to qualify later this year. 

(d) Urgent and Emergency Care – The COO wanted to thank the clinical and 
operational teams for the improvements seen. We have sustained and 
improved on our Minors and Paediatrics 3 hour emergency access standard. 
They are both maintained at 94% over the last 3 months. Our triage time also 
continues to reduce and our time to treatment in the Emergency Department 
(ED) is the best in the Region. 

(e) It has been a challenging few weeks regarding flow which we are focusing on 
whilst delivering our activity plans. We have a period of industrial action from 
27 June to 1 July which is always challenging to our teams to maintain all the 
operational and clinical pressures as well as prepare for these strikes. We are 
undertaking a focused MADE virtual event Week Commencing 17 June 
involving a number of key teams, including Primary Care, ahead of this 
industrial action. 

(f) The CEO noted the increase in length of stay of patients and after the MADE 
event, it would be useful to understand the makeup of this and whether it is 
complexity and acuity or around discharge pathways or some missed 
opportunities to discharge patients earlier who end up staying in hospital 
longer as a consequence of that. The COO advised that this is the aim of the 
event. We have good assurance around our pathways 1 – 3 and the long 
length of stay. The MADE event on 17 June will be mainly focused on 
Pathway 0 and the long length of stay patients have to make sure plans are 
in place to ensure that they are on the right pathway and there is nothing 
further we can do.
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(g) Ms Quantock (NED) noted regarding the 28 day Cancer Performance Faster 
Diagnosis Standard, it talks about the Post-Menopausal Bleeding Pathway, 
and queried if there is a plan on how this is going to be published and 
highlighted as there have been cases of patients not having their symptoms 
picked up as a sign of cancer. The Managing Director advised that the 
Unspecified Cancer Pathway is being set up with an MDT to review that 
particular group of patients who have vague symptoms that do not have a 
specific Pathway to refer them to. 

(h) Mr James (NED) noted that ED is still under huge pressures with a lot of work 
done to improve discharges, but we still have more patients in the hospital 
that we can cope with and therefore what we can do at the Front Door to 
ensure that we are only admitting appropriate patients. The COO advised that 
the focus is on how we stream patients away from ED and navigating at the 
Front Door to appropriate care pathways. We are working closely with 
Primary Care around how we screen patients directly with our ED Reception 
with guaranteed slots, specifically with ED for out of hours and weekends and 
overnight. We are working close with Taurus around improving these 
numbers. This is around how we are maximising our Same Day Emergency 
Care pathways which we have seen a significant increase in over the last few 
months and expanding our Virtual Wards and capacity. 

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

BOD11/06.24 Workforce

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

(a) We are seeing good improvements with most of our Workforce KPIs. Our 
turnover rate is down to 9%. Our HR and Occupational Health teams continue 
to work actively with Line Managers to reduce sickness absence. 

(b) Our Mental Health and Wellbeing Nurse is working closely with our teams. 
Mental health conditions are still one of the main reasons for sickness. We 
are doing a lot of work to highlight mental health support awareness. We are 
also promoting the new Herefordshire and Worcestershire Recovery College 
with a number of programmes to support mental health within the working 
environment. 

(c) As part of our Equality, Diversity and Inclusion agenda, we supported the 
NHS wide Diversity and Human Rights Week with a number of senior leads 
signing the pledge to be an inclusive leader. The Inclusive Pledge is 
something that we are pushing across the Trust as this fits in well with our 
Leadership Charter. 

(d) Faced with the NHS wide productivity and cost efficiency challenge, we have 
a Working Group in place, including our Trade Union partners, to look at 
schemes to support the efficiency and productivity challenge that we face as 
a Trust. 

 

 

Resolved – that the Workforce Report be received and noted. 
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BOD12/06.24 Finance Performance 

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

(a) Year to Date Performance – This just covers Month 1 – April. Not unique to 
the Trust, but recognising the impact of the Annual Account workload and the 
finalising of the plan, we are only reporting the expenditure position for Month 
1. 

(b) Our pay spend was £0.5m more than we planned to spend in April. This is 
largely driven by our continued reliance on our temporary workforce and 
slower than planned cost savings. 

(c) Agency spend represented around 5.5% of our total pay bill in April and we 
are targeting bringing this down to beneath the 3.2% expectation nationally 
over the course of the year. 

(d) We have maintained strong elective income performance this month which 
will translate in terms of strong elective income performance and will then 
partly mitigate the higher than expected costs on pay and non-payments into 
Month 2. 

(e) With a deficit plan, cash continues to be a key risk for us. We will require cash 
support again in 2024/25 linked to our deficit position. The Board of Directors 
are requested to support our submission for Quarter 2 revenue support 
request based on cash flow requirements. 

(f) Mrs Martin (NED) appreciated the conflicting pressure of more people 
presenting requiring our case and support and the need to drive down costs 
and the need to live within our means. 

(g) The Chairman noted that we need to drive the new Elective Hub hard and 
drive elective recovery to get the income in and to minimise the use of 
expensive temporary labour. 

 

 Resolved – that the Finance Performance Report be received and noted with 
formal Board endorsement to support cash support requests for ongoing 
submission for revenue support requests linked to our cash flow requirements.

 

ITEMS FOR APPROVAL

BOD13/06.24 Quality Committee Workplan and Terms Of Reference 

The CNO presented the Quality Committee Workplan and Terms Of Reference, 
which were taken as read, and the following key point was noted: 

(a) The Workplan and Terms Of Reference are updated to include this year’s 
quality and safety priorities. 

Resolved – that the Quality Committee Workplan and Terms Of Reference be 
received and approved. 
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BOD14/06.24 Quality Account 2023/24 

The CNO presented the Quality Account 2023/24 and the following key points were 
noted: 

(a) The Quality Account was presented to the Quality Committee last month and 
recommended for approval at the Board meeting today. 

(b) The Quality Account needs to be approved in advance of the Annual Account 
and Annual Report due to the publication date of 30 June. 

(c) The account is subject to the Statement of Assurance from the ICB, which we 
received yesterday which did not raise any material or substantial concerns 
or challenges in terms of content of the Account. 

Resolved – that the Quality Account 2023/24 be received and approved.  

BOD15/06.24 Operational Planning: Financial Plan 2024/25

The CFO presented the Operational Planning: Financial Plan 2024/25, which was 
taken as read, and the following key points were noted: 

(a) The Chairman noted that the numbers are still not all fixed, so we need to 
agree the Financial Plan recognising this.

(b) Over the course of the planning cycle we have kept the Board of Directors 
updated on the development of the plan and assumptions. 

(c) The paper sets out our final draft Financial Plan and our devolved Divisional 
Budgets for 2024/25. We knew at the point of writing this that the Plan was 
not accepted nationally and that further work was ongoing and a further Plan 
resubmitted, which we have confirmed.

(d) This sets out operational and activity performance assumptions. We are 
planning to deliver above our 2019/20 elective activity levels. The Activity 
Plan is based on achievement of high productivity levels through our core 
capacity. Therefore, we only rely on additional capacity when it delivers 
additional income funding. 

(e) Workforce – This remains largely flat apart from some known growth areas, 
eg the Elective Surgical Hub and starting our recruitment for the Community 
Diagnostic Centre. We are also targeting reducing significantly our temporary 
workforce at premium costs. 

(f) The Report sets out a planned deficit of £34.4m. This is what we submitted 
through the national process on 2 May. It requires delivery of around £20m of 
efficiency and productivity improvement to achieve this deficit plan. The 
System continue to engage with the national team in light of the fact that the 
overall deficit plan at 2 May was not acceptable and based on communication 
this week and a revised submission next week, we are expecting to reflect 2 
further adjustments to our income and expenditure position. One being a 
further stretch target on the efficiency side and the other being a national 
technical adjustment around PFI accounting. We are expecting this to result 
in a deficit Plan of £31.4m. 

9/16 9/157



 

(g) Capital – Our headline allocation is consistent with last year at £4.5m. This is 
significantly below the level we have been able to invest over recent years 
but also significantly below our anticipated requirement based on schemes 
already planned. We are also expecting reduced access to Capital Funds this 
year as a result of the size of the overall System deficit. We would therefore 
expect those figures to change slightly ahead of next week’s submission. The 
CFO already alluded to cash support being required on an ongoing basis both 
on the revenue side and also on the capital side.  

(h) The paper sets out areas of financial risk and potential financial opportunities. 
There is a significant element of risk in the Financial Plan although we do try 
to ensure that the assumptions we make in the Plan are credible albeit 
stretching in terms of delivery. Our significant risk is around the delivery of 
our Cost Improvement Plan and productivity target which is almost 6% of our 
cost base. 

(i) The CFO is asking the Board meeting to note progress made since the last 
update, ratify this with the detail around the Financial Plan and Budget, noting 
that this is subject to the 2 further changes next week as part of the national 
process. 

(j) The Chairman highlighted that we need to approve delegated authority to the 
CEO, CFO, himself and the Managing Director to finalise any changes. 

Resolved – that the Operational Planning: Financial Plan 2024/25 be received 
and approved with delegated authority to the Chief Executive, Chairman, 
Managing Director and Chief Finance Officer to approve the final Financial 
Plan prior to submission. 

BOD16/06.24 Herefordshire and Worcestershire – NHS Five Year Joint Forward Plan Update 
2024/25

The Chief Strategy and Planning Officer presented the Herefordshire and 
Worcestershire – NHS Five Year Joint Forward Plan Update 2024/25 and the 
following key points were noted: 

(a) A paper is being presented to each Board within the ICB in the System. 

(b) This is a high level 4 year plan meeting national and local requirements. 

(c) The finance section is still draft. Approval is therefore being asked of the 
Board meeting today subject to delegated authority to the CEO to approve 
the finance section. 

Resolved – that the Herefordshire and Worcestershire – NHS Five Year Joint 
Forward Plan Update 2024/25 be approved in principle with delegated authority 
to the Chief Executive to approve the finance section. 

BOD17/06.24 Update to Standing Orders

The Associate Director of Corporate Governance (ADCG) presented the Update to 
Standing Orders and the following key points were noted: 

(a) This is part of an ongoing piece of work to align our governance across the 
Foundation Group. 
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(b) This has occurred with the Standing Orders given that we should all be 
following the same code of conduct and governance arrangements. 

(c) There are no material changes. These have been adapted for use and 
reflected Worcester Acute Hospitals NHS Trust and George Eliot Hospital 
within them. 

Resolved – that the Update to Standing Orders be received and approved. 

ITEMS FOR NOTING AND INFORMATION 

BOD18/06.24 Perinatal Services Safety Report 

The Associate Director of Midwifery (ADM) presented the Perinatal Services Safety 
Report, which was taken as read, and the following key points were noted: 

(a) Due to the improved reporting and the speed at which we can now provide 
the information, the Report extends beyond the quarterly period, including 
March and April as well as Quarter 4. 

(b) Obstetric Attendance – There was 1 incident where a Consultant was 
required to attend but was not called. The local learning has been shared. 
This does not impact on our CNST compliance but we are expected to 
continue to observe this.

(c) As part of the CNST requirements, the Board of Directors are expected to 
have oversight of all Maternity Safety Incidents. Due to the Trust only having 
a small number of births and cases, it is possible for patients to be identified. 
Therefore, in the Public Board of Directors we will share an overview with a 
more detailed report being provided to the Private Board meeting. 

(d) One case met the threshold for PMRT in March with no cases in April. There 
were no HSIB (now known as MNSI) cases and no moderate incidents. There 
were also no concerns raised by external stakeholders during this period. 

(e) Cluster Review relating to maternal post-partum haemorrhage – We have had 
a higher number than usual and do sit outside the national average 
marginally. This has been improving but further improvement has been 
identified. We are undertaking a Cluster Review which will look to pull out key 
themes and will formulate an action plan to address this. This has been 
reported through Patient Safety Panel where the outcomes and the learning 
will continue to be shared. 

(f) PMRT Compliance – The update is provided within the Report. This is a 
CNST requirement. We are meeting all of our targets and deadlines that we 
are expected to meet. The ADM explained that under the grading of care. AA 
means that there have been no issues identified and no harm caused. 
Outstanding means that we are yet to grade the case. The cases shared in 
the Report are joint with Powys, therefore we are reliant on joint processes. 

(g) We have undertaken a PMRT Thematic Review – details within the Report. 
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(h) Patient Experience – We continue to have low numbers of complaints, 
although we did have 1 concern in March and 1 complaint in April. Overall, 
our Friends and Family feedback is positive. There is a varied response rate 
but overall this is around 20% which is slightly higher than the national 
average. 

(i) Care Quality Commission Survey Results – The next Report will include an 
action plan on how we will manage some of these improvements. The key 
highlight from the Survey results is that we scored in the Top 5 Trusts 
Regionally in each of the 8 subcategories. 

(j) We are working with the MNVP. The Report includes some of the celebrations 
and the considerations that have been presented from the 15 Steps visit. We 
continue to have the presence and the visibility of our Safety Champions who 
visit our Unit and undertake Safety Walkabouts on a regular basis, also 
included in the Report. 

(k) If everyone approves the new style of the Report, the plan is to continue with 
the triangulation section which pulls out immediate and short term actions and 
our longer term actions. This is pulling together all the intelligence that we 
have to provide a more structured Report. 

(l) Workforce – There are no concerns, we continue to be in a stable and 
improving position. Midwifery has seen a slight increase in turnover but we 
are recruiting back into these posts. 

(m)Obstetric Workforce – The situation is improving and is set to improve further 
within the Obstetric Consultant Group with recruitment to short and long term 
Locums along with some substantive recruitments. We are covering 24/7 on 
the rotas with our own staff. 

(n) MDT Ward Rounds – This is an improving picture but there is still further work 
to do. We are capturing the reasons why staff are not attending. This could 
be due to them attending Theatre, but they would be brought up to speed 
after the meeting. We just need to capture more detailed information 
regarding this. 

(o) Neonatal Workforce – There are no escalations and details are included in 
the Report. 

(p) This Report has been presented to the Quality Committee and there were no 
escalations to be highlighted to the Board of Directors. 

(q) The Managing Director noted that regarding the Care Quality Commission 
Survey Results, the 2 areas that we are in the bottom relate to partners or 
others to stay. Is this an environmental issue or a cultural issue? The ADM 
advised that the bottom 5 scores that are reported in the Report are personal 
to the Trust, they are not necessarily related to the Regional scores. We are 
below the average for this area. There are some environmental challenges 
for partners to stay. We do not have individual cubicles, with limited toilet 
facilities and limited space around the bed. Where there are exceptions or 
personal requests we do facilitate where we can. 
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(r) This issue has been raised previously and we have done a piece of work with 
the MNVP around this. The overall consensus from most women is that they 
do not want other people’s partners encroaching on their privacy and 
disrupting their evenings. 

(s) The Chairman highlighted that the PQSM Dashboard shows that around 50% 
of patients with us have a Caesarean Section. The ADM confirmed that 
between 40 and 50% of women are having a Caesarean Section. This is not 
included as a percentage alone as many years ago there was a drive in 
reducing the number of Caesarean Section rates which showed that in some 
cases lower rates did not always correlate with good care. What we do is 
individual case reviews and look at whether this was appropriate and 
indicated and then take learning from these cases. The Chairman advised 
that his focus was on elective Caesarean Sections not emergency sections, 
with our focus always on safety. It would be useful to see the elective number 
of Caesarean Sections out of the numbers. In terms of baby health, there is 
increasing evidence that unless a Caesarean Section is required for safety 
reasons, this procedure is not without consequences. The ADM clarified 
around the categories on the Dashboard for the Caesarean Section deliveries 
(R groups). RG1 – RG5 are the key areas we monitor. Robson Group 5 – the 
mother has had at least 1 Caesarean Section is highest category and most 
women who have had 1 section decide to have a further section. There is 
more informed decision making and counselling that can be provided. We 
need to ensure that decisions are being well documented. NICE gave out 
guidance a few years ago that everyone can choose their mode of birth. Our 
Consultant Midwife vacancy is back out to advert and once recruited, we are 
hoping that they will make a difference to our numbers. 

Resolved – that the Perinatal Services Safety Report be received and noted. 

BOD19/06.24 Patient Experience Quarterly Report

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

(a) There continues to be a good response rate for our Friends and Family texts 
and good overall positive response rate. 

(b) There have been no new national surveys published since the last quarter. 

(c) We are concerned around the rising number of complaints and concerns, 
particularly when we benchmark across the Foundation Group, which is an 
area of focus for us. Positively, less complaints are coming back for a second 
time. There is still further work to be done around the timeliness of our 
responses but progress has been made with the backlog of complaints 
referred to at the last meeting. 

(d) We are setting up a Working Group to take forward the Public Health Service 
Ombudsman Model Service Guidance.

(e) The Patient Experience Committee are now focusing on patient engagement 
and supporting service users and our volunteers to support us with PLACE 
Lite and 15 Steps.  
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(f) The Chairman asked that Healthwatch brief us on their feedback on the whole 
Health Service system in a future Board Workshop. 

 LF

Resolved – that: 

(A) The Patient Experience Quarterly Report be received and noted. 

(B) To invite Healthwatch to a future Board Workshop to brief us on their 
feedback on the whole Health Service system. 

 LF

BOD20/06.24 Policy Panel Update

The ADCG presented the Policy Panel Update, which was taken as read, and the 
following key points were noted: 

(a) There has been a surge in the number of Policies due to expire, but the team 
are aware and appropriately managing this. 

(b) The Chairman queried if we are learning from the Foundation Group when 
we are updating Policies. The ADCG confirmed that we are. The Policy Panel 
is chaired by the Managing Director which the CNO and ADCG regularly 
attend. We ensure that the Equality Impact Assessment is undertaken and 
we are sharing best practice. 

(c) Mrs Hill (NED) noted that are a number of Policies which are out of date and 
questioned if there is a plan to remediate this. The ADCG advised that we are 
looking where possible for an extension when there are no material changes 
which we will approve through Policy Panel. The Matrix is regularly reviewed 
and Policy Holders hastened if their Policy is coming up for renewal. 

(d) The CEO noted that it might also be worth reviewing the life of the Policy as 
well to ensure that we are not reviewing them too frequently. 

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

BOD21/06.24 Board Assurance Framework and Divisional Very High Risk Report

The ADCG presented the Board Assurance Framework (BAF) and Divisional Very 
High Risk Report and the following key points were noted: 

(a) This new BAF reflects our 2024/25 objectives. 

(b) Where appropriate, we have retained the BAF risks from last year where they 
can be aligned to our new strategic objectives. Where they are not aligned to 
our strategic objectives, we have included them within the Risk Register. 

(c) There are a number of new BAF risks which the Board of Directors are invited 
to consider. 

(d) The BAF risks that have increased in score are the ones that apply to capital 
funds and the Digital Strategy. 
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(e) In future, we will provide a heat map for the BAF which sets out our risks and 
provide a rolling risk score graph to see the changes within the BAF risks 

(f) The Risk Register is more dynamic now. Risks are coming on and off and 
changing all the time as they are managed through the Executive Risk 
Management meeting. 

(g) Mrs Martin (NED) noted the risk on the Risk Register around the waiting times 
due to the lack of psychological support and wanted to make sure that this is 
being picked up across the System and ensuring that our Risk Register is 
dovetailing with other organisations Risk Registers. The Managing Director 
advised that the actions around what we are doing are not included in this 
Report as there is too much detail to include. She advised that the last action 
was to log this with the Children and Young Peoples Partnership across the 
ICB and locally. 

Resolved – that the Board Assurance Framework and Divisional Very High Risk 
Report be received and noted. 

COMMITTEE SUMMARY REPORTS AND MINUTES

BOD22/06.24 Foundation Group Board Minutes and Action Log 2 May 2024

Resolved - that the Foundation Group Board Minutes and Action Log 2 May 
2024 be received and noted.

BOD23/06.24 Integrated Care Executive Report

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

(a) The Chairman questioned if this was moving at the pace wanted. Mrs Martin 
(Chair of the Integrated Care Executive and NED) advised that there has 
been significant progress made in the last few months. A lot of work has been 
occurring around delayed discharges and care at home. 

Resolved – that the Integrated Care Executive Report be received and noted. 

BOD24/06.24 Quality Committee Summary Report and Minutes 29 February 2024 and 28 
March 2024

Mr James (Chair of the Quality Committee and NED) presented the Quality 
Committee Summary Report and minutes 29 February 2024 and 28 March 2024, 
which were taken as read, and the following key points were noted: 

(a) The Chairman asked if there was anything worrying Mr James as Chair of the 
Quality Committee. Mr James (Chair of the Quality Committee and NED) 
advised that a major concern relates to the pressure on ED and therefore on 
the wards. As a Board, our focus is naturally on overall 'flow' and numbers of 
patients rather than quality and safety of care. The Quality Committee 
receives a monthly Report which focuses on these issues important issues.

Resolved – that the Quality Committee Summary Report and Minutes 29 
February 2024 and 28 March 2024 be received and noted.
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BOD25/06.24 Any Other Business

There was no further business to discuss. 

BOD26/06.24 Questions from Members of the Public

Q1. Long stay hospital patients. Nationally it has recently been reported that hospital 
stays of more than 3 weeks have risen 15% above pre Covid levels. What is the 
position in Wye Valley Trust hospitals and how does it compare with pre Covid 
levels?

A1. The COO advised that comparing numbers to pre Covid, in the Acute Hospital 
site we have seen a 4% increase in the 21 day stranded patients. This is mainly 
driven by the 1 – 3 Pathway patient. If we include our Community Hospitals this is a 
7.8% increase for our 21 day stranded patients. 

Q2. PALS Visits. Before Covid some PALS volunteers at Wye Valley Trust were used 
on a regular basis, to interview patients in order to find out what they thought of Wye 
Valley Trust standards. Obviously this work stopped during Covid. Is it now safe for 
this activity to restart? If so will the Board initiate a restart programme?

A2. The CNO advised that it was the PALS Service themselves who undertook the 
Surveys with patients. There is insufficient capacity to do this, yet we now have 
several new ways to receive patient feedback which did not exist before. In addition 
the Patient Experience Committee are now utilising volunteers for the 15 Steps and 
PLACE Lite visits which includes engaging with patients around their experience of 
our services. 

 

Resolved – that the Questions from Members of the Public be received and 
noted. 

BOD27/06.24 Date of next meeting

The next meeting was due to be held on 4 July 2024 at 1.00 pm via MS Teams.  
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WYE VALLEY NHS TRUST
ACTIONS UPDATE: BOARD OF DIRECTORS, 4 JULY 2024

AGENDA ITEM ACTION LEAD COMMENT
ACTIONS COMPLETED
BOD19/06.24
Patient Experience Quarterly 
Report
06.06.24

(B) To invite Healthwatch to a future Board Workshop to brief us on 
their feedback on the whole Health Service system.

LF On the Board Workshop Agenda for December 2024. 

ACTIONS IN PROGRESS
N/A N/A N/A N/A
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Report to: Public Board
Date of Meeting: 04/07/2024
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: Click or tap here to enter text.

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 2023/24 Objectives the report relates to:
Quality Improvement
☐ Reduce our infection rates by delivering 
improvements to our cleanliness and hygiene 
regimes
☐ Reduce discharge delays by working in a more 
integrated way with One Herefordshire partners 
through the Better Care Fund (BCF)
☒ Reduce waiting times for admission for patients 
who need urgent and emergency care by reducing 
demand and optimising ward based care
Digital
☐ Reduce the need to move paper notes to patient 
locations by 50% through delivering our Digital 
Strategy
☐ Optimise our digital patient record to reduce 
waste and duplication in the management of patient 
care pathways
Productivity
☐ Increase theatre productivity by increasing the 
average numbers of patients on lists and reducing 
cancellations
☐ Reduce waiting times by delivering plans for an 
elective surgical hub and community diagnostic 
centre

Sustainability
☐ Reduce carbon emissions by delivering our 
Green Plan and launching a green champions 
programme for staff
☐ Increase the influence of One Herefordshire 
partners in service contracting by developing an 
agreement with the Integrated Care Board that 
recognises the responsibility and accountability 
of Herefordshire partners in the process
Workforce
☐ Improve recruitment, retention and employment 
opportunities by implementing more flexible 
employment practises including the creation of 
joint career pathways with One Herefordshire 
partners
☐ Develop a 5 year ‘grow our own’ workforce plan
Research
☐ Improve patient care by developing an 
academic programme that will grow our 
participation in research, increasing both the 
number of departments that are research active 
and opportunities for patients to participate

 

.

1/7 18/157



1. Financial Regime Changes
 
As previously reported to Board, the System plans submitted on 2nd May 2024 forecast an aggregate 
national deficit of close to £3bn, well above levels at a similar point in previous years. As a 
consequence, NHS England (NHSE) met face to face with systems and providers to seek further 
improvements. The discussions centred on each system's ability to meet “revenue financial plan 
limits”. Subsequently changes have been made to the financial regime to seek to incentivise their 
delivery. Under the new rules, systems are given revised targets to breakeven or to hit a specified 
level of deficit. A further 'fair shares' allocation has been identified for each system which allocates 
a proportion of a national contingency pot. Systems that have a deficit above their fair share of 
funding will face capital penalties, with bonuses for areas in balance. The new financial framework 
introduces a helpful element of realism by setting targets that NHSE feel can be hit, whilst also 
formally acknowledging that some areas will take a while to get back to breakeven. 

I have a concern that the focus remains on System level positions. The four Trusts in 
the Foundation Group are impacted in different ways by these rules, so we are in a relatively unique 
position to consider their impact.  South Warwickshire University NHS Foundation Trust (SWFT) and 
George Eliot Hospital NHS Trust (GEH) have plans which deliver breakeven in a System which 
currently plans to be in deficit. This deficit should be above the 'fair shares' position, so we will 
probably hold on to the system level capital allocation but the two Trusts will not receive an additional 
capital incentive. Wye Valley NHS Trust (WVT) and Worcestershire Acute Hospitals NHS Trusts 
(WHAT) both have deficit plans and whilst the system plan now delivers the overall level of deficit 
felt to be 'acceptable' by NHSE, because it exceeds the fair shares allocation we have seen a 
reduction in our capital allocation overall. Whilst there appears to be no guidance on how this should 
be handled within systems, I have agreed that the capital allocation to the Health and Care Trust (in 
breakeven) should not be affected by this penalty. We have therefore agreed a fair way of handling 
this between WVT and WAHT.  But it would have been interesting to see how this would have played 
out if we hadn't been in a shared leadership model. Elsewhere it is feasible that Trusts in breakeven 
positions will face capital reductions due to overall system positions. One would question whether 
this is fair or whether it creates the right incentives for improvement or for effective system working.

Withholding capital from organisations in deficit is always controversial, with critics arguing that 
allocations should be based on need only and insisting that the restrictions hold back investment 
that could boost productivity. Many criticised the Payment by Results financial regime but, in my 
opinion, it helpfully provided an indication of the relative productivity of each provider and provided 
a clear incentive for improvement. Allocating funding based on activity volumes appears to be fairer 
than simply allocating funding to deficits. I also feel that systems can play an important role in the 
overall financial management of the NHS but we should not lose the focus and accountability of the 
constituent statutory bodies. Incentives generally work in life, so we should seek to maintain some 
in the NHS. The current regime is due for an overhaul and I continue to seek to influence national 
thinking on this where I get the opportunity.

2. Urgent and Emergency Care (UEC)
 
The ever-increasing demand experienced in UEC is also an area which trips into the NHS financial 
management debate. There was a time where activity volumes were linked to tariff payments and 
hence Trusts which experienced larger increases in demand had some means of funding capacity 
to improve flow. In my view this is one of the reasons why performance against the 4-hour standard 
has dropped. The financial argument is much less important than the quality and safety argument 
though. We know that, despite the flaws of a single key indicator, good performance against the 4-
hour standard aligns to lower levels of mortality and better patient and staff experience. The counter 
argument to a full tariff-based system is that it potentially encourages the treatment and admissions 
of patients rather than thinking about demand reduction or delivering more care at home. I have 
therefore been suggesting a hybrid approach where we would incentivise best practice pathways as 
we do with other best practice tariffs, such as the very successful model supporting fractured neck 
or femur. 
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We are fortunate that most parts of the Group, with the exception of Worcestershire, have integrated 
hospital and community services. These arrangements facilitate the move to more home first care 
more easily in that resources can be transferred within the Trusts to build capacity out of hospital. 
This still excludes other key elements of the health and care service such as primary care, mental 
health care, ambulance services, social care etc. But it provides a useful reminder that the best 
solutions to flow problems often sit in partner organisations and as we increasingly take on 'lead 
provider' responsibilities we will need to find ways to pool resources and move funding within our 
Places to invest in the best solutions.
 

3. Pathology Network
 
Lord Carter set out plans over two decades ago to create Pathology Networks across the NHS. 
These plans were founded on productivity and service sustainability principles which still hold today. 
When Lord Carter talked to our Foundation Group Boards Workshop recently, he expressed 
understandable frustration that the plan set out had still not been fully implemented. Meanwhile, the 
case to do so has become more compelling and technological advances have made it easier to 
operate virtual networks. 
 
For a number of years there have been ongoing discussions about the scale of our local Pathology 
Network. The current consensus is that a suitable scale would embrace Coventry, Warwickshire, 
Herefordshire, and Worcestershire. The current Coventry and Warwickshire Pathology Network 
does not extend to WVT and WAHT, so a process is underway to seek to do so. 
 
This is no small undertaking, but I feel that, done in the right way, there should be benefits to patients 
and savings for the Trusts. We are discussing how the model could work so that we achieve the 
right balance between local access and flexibility whist benefitting from the sustainability and value 
associated with the expanded Network scale.  This has been added to the Foundation Group 
Strategy Committee July 2024 agenda for further discussion.
 

4. MORE FROM OUT GREAT TEAMS – Update from the Clinical Support Division – July 2024

Patient Access

In outpatients there have been a number of developments which support the specialties to deliver 
improved services. A Virtual Fracture service is commencing which will reduce the need for patient 
attendance in the busy fracture clinics. This service has also provided career progression within the 
plaster team to support recruitment and retention. A pre-operative assessment mini screening 
service has been implemented delivering the right input early on in the pathway to ensure patients 
are fit and ready for surgery. 

A new outpatient scheduling process (6-4-2) started on 17th June 2024, together with a new room 
allocation template. The aim of the project is to improve availability of rooms and increase room 
utilisation to above 85%, reduce room DNAs and reduce the instances of clinics being cancelled at 
less than 2 weeks.

In the first week, room utilisation has increased to 87% compared to 74% in the same week last 
year. Outpatients Scheduling, Referral Management Centre and nursing teams have worked closely 
with the specialties to ensure the roll out runs smoothly.

Further specialities are now back to being directly bookable on referral through the national e-
Referral Service which gives patients certainty of a date for their first outpatient appointment. 

The Referral Management centre has supported the rolling validation programme contacting all 
patients waiting 12 weeks to ensure they still need their appointment.

3/7 20/157



Mortuary/Bereavement 

HTA/Mortuary

Processes within the service are being modernised with a bespoke Mortuary software EDEN 
currently being installed. This will remove the risk of errors with paper processes and facilitate audits.

A new Mortuary Manager has been in post for 2 months and is making improvements with SOPs, 
competencies and audits are underway.  The Mortuary management team are working with the site 
team to review out of hours viewings.  

iPassport, a quality management system has been introduced for the oversight of SOP’s, training 
and audits, ensuring these go through correct governance structure.  

The bereavement team are working with 2wish charity to refurbish the Mortuary viewing and relatives 
room.  Flowers have been donated to improve the rooms and cards are now available for families to 
write notes to be left with their loved ones. 

Cancer Services

Since February 2024, the Trust has hit the 28 day Faster Diagnosis Target of 75% each month.  
Despite the national target not being increased to 77% until March 2025, WVT has set a local target 
to meet 77% from April 2024 and have successfully met this to date.   The faster diagnosis target is 
still being supported with 3 x Cancer Pathway navigators on a fixed term basis.  31 and 62 day 
performance remains a concern for the Trust however May 62 day data is on track to show a marked 
improvement.  Deep dives are being completed to identify main causes and bottle necks to help feed 
into the Cancer Actions Plans.  Clinical admin delays continue to be closely monitored and the Trust 
hopes to further improve this area with the development of using text messaging to reassure patients 
with benign results.

The FIT (Faecal Immunochemical Test) pathway has now gone live having been worked up between 
Primary and Secondary Care following national guidance which is designed to assist with the 
management of patients with a low risk of malignancy of Colorectal cancer.  Early indications are 
that this pathway is helping to reduce referrals into the Trust as intended and will be closely 
monitored over the next few months to assess its success.  

The NSS (Non-specific symptoms) pathway went live 3rd May with low referral numbers received to 
date.  The trust is working closely with Primary Care to help promote the pathway and ensure it is 
used where appropriate and is devising more communications to circulate internally.

The Haematology service has maintained open and safe access with Locum recruitment but 
unfortunately we were unable to recruit to the substantive Consultant. The Substantive Consultant 
post has been readvertised and we continue to try and secure an additional locum to support the 
service in the interim.   

Diagnostic Services

The Radiology team have continued to deliver significantly increased capacity across main 
modalities including; MRI (Magnetic Resonance Imaging), CT (Computed Tomography), USS 
(Ultrasound Scan) and DEXA (Dual Energy X-ray Absorptiometry/bone density scan) achieving; 
180%; 161%; 114% and 107% of 2019 activity in May 2024. Despite ever increasing levels of activity, 
the waiting list position has deteriorated slightly in spring driven by emergency and inpatient 
diagnostic demand.
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Planning permission was granted in May 2024 for the Wye Valley Diagnostic Centre. Build work 
continues at pace, with ground works commenced and footings 80% completed, with an opening 
date scheduled for July 2025. In terms of additional workforce for the new centre, the project is 
currently 32% recruited to plan. Early work is underway to explore expansion opportunities. 

Following a successful NHSE bid, the department have been successful in securing £415,000 
toward supply of an additional 3D mammography machine. This will increase scanning capacity for 
both symptomatic and screening patients, with delivery planned for autumn 2024. 

MRI AI Acceleration software is planned for installation on the two MRI scanners on the acute county 
site in July, which will not only speed up image acquisition improving productivity but also improve 
image quality. Following testing, this has potential to alter the prostate MRI protocol, reducing the 
need for consumables (contrast) and reducing appointment scan time offering a further benefit to 28 
day faster diagnosis performance. 

Digital transformation continues with the Emergency Department having moved fully to electronic 
order comms in March. Meanwhile GP order comms and clinical decisions support software is 
progressing to testing stage with rollout late summer/early autumn. 

Audiology have had a successful NHSE site visit in February to assess the paediatric service as part 
of regional and national review, with the service rated as safe. An ongoing action plan has been 
detailed and relayed both to Quality Committee and Trust board. 

Meanwhile, audiology waiting times see an ongoing improvement with the diagnostic 6 week wait 
`position improving from 51.3% in April to 64.7% in May. A new delivery model for Tier 2 (under 4 
year old) patients is being trialled 1st July to attempt increasing clinic throughput from four to eight 
patients per session due to single testing room limitation.  

Pharmacy

Pharmacist recruitment continues to be the department’s biggest challenge but through focused 
work streams have seen Pharmacist vacancy rates fall from 55% in Oct 2023 to 32% currently. We 
look forward to welcoming three newly qualified Pharmacists in August and another in January. We 
have pushed ‘go’ with international recruitment to close the remainder of the vacancy gaps and await 
applications.  

To support our Pharmacist recruitment we increased our cohort of trainee Pharmacists from three 
to four (and will retain two as newly qualified posts) and we have also increased our trainee 
Pharmacy Technician roles to 15 who are now qualifying and starting to close the Technician 
vacancy gaps. Both the Pharmacist and Pharmacy Technician trainees include several cross sector 
placements with our colleagues in Community (High Street), Mental Health and GP Practice 
Pharmacy sectors. This collaborate approach is now strengthened with the revival of the One 
Herefordshire Pharmacy Collaborative. We are making tentative progress to filling all the vacancies 
within the department but the skill mix and development opportunities within our department are 
attracting new recruits.

During the peak vacancy rates, work was centralised to the main dispensary, impacting on 
turnaround times and clinical risk due to lack of oversight at ward level. We are making small steps 
to re-establishing ward based clinical pharmacy, however mindful of our existing vacancy gaps and 
changed landscape / acuity post pandemic. 
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A knock-on-effect of the shortage of Pharmacists has been the impact on the aseptic production 
service within Pharmacy. This service prepares and clinically checks, amongst other medicines, the 
chemotherapy for our Oncology and Haematology patients. To safeguard the continuation of this 
vital service, this area continues to be prioritised with a focus to reducing the risk specifically in this 
area.

Despite the workforce challenges, a key achievement has been to maintain patient safety with a final 
checking accuracy rate of over 99.95%. 

With the expansion of the Pharmacy service since the opening of the hospital sufficient space to 
deliver the pharmacy service has exceeded and as a result a short, medium and long term plan to 
manage this has been developed. The short term plan of moving some Pharmacy staff off site which 
has now been implemented. The medium to long term plans are now being worked through with an 
exec led pharmacy estates and planning strategy group. 

Pathology

As referenced earlier in this report, the formation of the South Midlands Pathology (SMP) Network 
has encountered some delays from the initial proposed timelines. However, Heads of Terms have 
recently been proposed to all Trust Boards involved, and updated timelines are expected soon. In 
the meantime, regular weekly meetings continue between all Senior Responsible Officers (SROs) 
for each Trust within the network, with significant progress anticipated once the Heads of Terms are 
fully approved. In January, our new Clinical Director, joined us and is now the responsible SRO for 
WVT within the SMP.

There is positive news regarding our Histopathology department since the November update. We 
have recruited two full-time equivalent Histopathologist’s who will start in August. 

After their integration into the department, we will collaborate closely with our Consultant team to 
repatriate some currently outsourced services, aiming to reduce costs and improve turnaround times 
(TATs). 

Since January, the TATs have significantly improved, and we plan to maintain this progress once 
the new Consultants are in post. We have transferred all outsourcing for Breast histopathology 
services to Worcester Acute, which already supports our screening services. Longer-term, we aim 
to bring the Symptomatic Breast Service back in-house once our new Consultants are fully 
integrated. 

The department has not yet fully utilised digital pathology as it is not live at all sites, but we are 
working closely with our digital providers and the network to fully leverage digital technology.

Following the resignation of our Microbiology Manager in February, our Cellular Pathology Manager, 
has taken on the role on an interim basis in addition to her Cellular Pathology duties. After significant 
recruitment challenges over the past 2-3 years, we have now recruited a 12-month fixed-term NHS 
locum, with the possibility of longer-term recruitment as a CESR candidate. We are developing a 
longer-term workforce plan for Microbiology to address the significant increase in demand and test 
complexity. Our Consultant Microbiologists still recommend PCR tests for suspected COVID 
patients. Additional weekend working was temporarily funded during the pandemic, creating a 
current cost pressure for PCR testing. Our workforce plans for Microbiology will include options to 
reduce these cost pressures while meeting service demands.
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Our new Head of Blood Science, started in March and has been a welcome addition to the team, 
bringing fresh ideas and innovations. However, as our only consultant clinical scientist, the Head of 
Blood Sciences is currently a single point of failure for Duty Biochemist support. We are collaborating 
with colleagues at Worcester to cover annual leave or unexpected absences in the short term, while 
we develop more sustainable workforce solutions for the medium to long term. 

Our Immunology service remains vulnerable without Consultant Immunologist oversight. We have 
received recommendations from Bristol Immunology service on making the service more sustainable 
and meeting UKAS accreditations, which we are working through. 

The Managed Laboratory Services (MLS) tender is still ongoing; due to the age of the current 
equipment, TATs are below recommendations. We expect significant improvements once new 
equipment is in place from April 2025.

Glen Burley
Chief Executive Officer
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Managing Director – Executive Summary 

 
  

 

 

I have two main and related concerns as we enter the second quarter of the year.  The continued pressure on our urgent care pathways and our fi-

nancial position. 

We have continued to board a high number of patients during May and June, driven by increased demand and increased length of stay. The quality 

impacts of the congested ED and wards and the productivity impact of outlying medical patients in the day case unit and  surgical wards is worrying. 

There is also a direct financial impact of staffing additional beds. 

Despite the  demand and congestion it is a credit to our staff that  we have maintained the improved ED performance that we saw in March—albeit at 

higher cost than was in our plan.  We have improvement plans in place across the whole  urgent care pathway in acute and community services and 

with partners over the course of the summer. This includes  admission prevention, in-hospital productivity, early supported discharge, virtual ward 

expansion and further improvement to discharge pathways. 

The elective surgical hub, which is a fantastic state of the art new facility  opens on July 8th.  It is a three theatre complex designed for high through-

put elective lists and is a net 2 theatre increase in our elective capacity (as we will release the current temporary Vanguard theatre).  This opens up 

the opportunity to deliver more than our initial plan for elective work done on site and increase income to improve the financial position. 

The opening of the surgical hub has  provided the opportunity to reconfigure our bed base again to enable a better match of demand and bed capaci-

ty across medical and surgical beds. This will enable less outlying patients, less non clinical patients moves, better continuity and reduced length of 

stay. 

Our financial position is a £1.2m adverse variance to plan at month 2.  It is driven by under-delivery of our cost and productivity improvement plans 

and overspends on temporary staffing and non-pay. We have placed a high degree of scrutiny on our management and clinical teams to develop plans 

to deliver our financial plan. Our finance and performance meetings last month were focussed on financial delivery and there are numerous opportu-

nities to improve oversight and control of temporary staffing, increase income and identify further cost reductions. My expectation is that by month   

there will be an improved run rate and a risk assessed plan in place to deliver our CPIP target.  

On a more positive note our cancer performance in May has met the end of year national 28 day faster diagnostic and 62 day referral to treatment 

pathway  targets. Also our continued good performance on recruitment and retention has meant that we have been able to plan to revert all of our 

staff to agenda for change terms and conditions for extra work and overtime. The majority will be enacted in July with a few agreed exceptions by the 

end of the year. 

Lastly I would like to put on record my thanks to Jon Barnes, Jonathan Boulter, the clinical support division and most importantly all our staff who 

work in pathology services. Following an IT failure of our pathology system which took   days to resolve they put in place the business continuity 

plans, reverted to paper based methodologies and worked tirelessly doubling up staffing to manually manage all pathology tests. All patients were 

able to access urgent tests and the department had caught up with the backlog of routine tests by the end of the week.  An outstanding effort! 

Jane Ives 

Managing Director 
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Our Quality & Safety – Executive Narrative 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Lucy Flanagan 

Chief Nursing Officer  

Safety in Sync– Shortlisted for a HSJ Patient Safety Award 

Wye Valley NHS Trust, on behalf of One Herefordshire, submitted an application for the ‘Developing Patient Safety Culture’ award 

in the HSJ Patient Safety Awards 2024 for the work undertaken at the PLACE Based learning forum; Safety in Sync. The Safety in 

Sync team includes colleagues from WVT, Herefordshire General Practice and Worcestershire and Herefordshire Health and Care 

Trust. With attendance from a number of system partners (primary care, secondary care, mental health and community, ambu-

lance and healthwatch) the forum has helped to connect colleagues to work on improvement projects that will directly impact the 

safety and quality of our services in Herefordshire.  

Venous Thromboembolism risk assessment 

The national target for risk assessment is 95%.  The trust has struggled to achieve the target as can be seen in the chart below.  

The current performance measure is for the assessment to be achieved within 24 hours of admission, yet as of April 2024 this has 

changed to within 14 hours and will represent a further challenge. 

To tackle the issues the following action has bee taken: 

 Committee membership and remit extended and adjusted 

 Guidance and support sought from the VTE specialist network 

 Risk assessment to be linked to EPMA (expected September 2024) 

 Live dashboard developed to monitor compliance at a glance 

Further improvement plans include the launch of an awareness campaign, further teaching at induction and extended provision at 

autumn teaching for all grades of doctors and Advanced Clinical Practitioners.  Further development of performance reporting to 

include timeliness of administration of thromboprophylaxis treatment. 

 

 

Chizo Agwu 

Chief Medical Officer 
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Our Performance – Executive Narrative 

 

 

 

 

 

 

 

 

Andy Parker 

Chief Operating Officer  

During May we continued to see record high attendances through our Emergency Department [ED]. Type 1 ED attendances , described as a Consultant led 24-hour service 

with full resuscitation facilities, reached almost 6,500 patients, which averaged 214 patients a day, compared with May in 2023, and this is an additional 20 patients per day. 

The last three months have seen recorded Type 1 ED above 6,300 attendances, a significant increase. 

In May we continued to see positive 4 hour Emergency Access Standards for Minor and Paediatric Type 1 attendances, both at 95% for the month, with continued improve-

ments in our Triage times and our Same Day Emergency Care [SDEC] pathways remain strong with increased volumes of patients.   

However, the congestion in our ED department and the additional bordering patients in unconventional care beds remains at the same high unacceptable level as the win-

ter.  

We continue to see a sustained reduction in patients delayed waiting for discharge Pathway 1 and also the amount of time from Medically Stable for Discharge [MSFD] to 

actual discharge 

Our focus is now on Pathways 2 and 3 bedded pathways, with work being undertaken by operational and commissioning colleagues across our system- this is being moni-

tored through our Discharge to Assess [D2A] Board. In the next few months we are going to launch our D2A Dashboard across the system which will allow System partners 

to review capacity and delays across the whole system which will allow for easier escalation and working together to resolve issues.  

From a quality perspective, our plans around maximising reablement potential is in progress and we are focusing on our reablement education offer. This will be system 

wide and will be offered to all of our partners and providers, working within our D2A services. 

West Midlands Ambulance Service [WMAS] referrals to Urgent Community Response [URC] continue via all agreed routes including Touchpoint calls, clinical conversations 

and the team reviewing the WMAS Computer Aided Dispatch [CAD] portal. We have seen an increase in both referrals and the number of calls taken of the CAD by UCR in 

May. Work is ongoing to improve recording of referral location and type. Changes with streaming process at WMAS have seen a rise in inappropriate referrals, which is re-

sulting in capacity issues in our Community Integrated Response Hub [CIRH], due to additional referral management and triage. A deep dive in progress to understand ef-

fect. 

A phased approach has been developed and commenced, related to our Virtual Ward [VW] 

Phase 1 May- July - review of our current 20 bedded ward to reflect on the last 12 months and deliver improvements- our focus being maximising occupancy and improving 

governance 

Phase 2 July- September - the expansion of our VW beds and the transfer of the service to our Integrated Care Division to allow for improved integration with Primary Care 

and basing the co-ordination function of VW with the community delivery function. Discussions are ongoing with acute services and primary care to identify opportunities for 

specialties to have beds on the ward. 

Our Elective Surgical Hub [ESH] is due to open on the  8th July. Ongoing work and final preparations are happening to get the two new Theatres and Cataracts Suite ready 

for its first patients.  

Morale among our Theatres teams is high in anticipation of this new facility and the Surgical Division and support services are working extremely hard to unsure that testing  

of technology, patient pathways, changes and revision to Theatre Templates and scheduling of operating lists are as robust as the can be ahead of the “Go Live” date.  

Key to the successful running of any Operating Theatres is all in the planning ahead of the day of surgery. The Productivity Operating Theatre concept of the 6-4-2 schedul-

ing supports theatre teams to work more effectively together; to improve the quality of patient experience, the safety and outcomes of surgical services, the effective use of 

theatre time and overall staff experience.  

 

 

 

 

While there has been some positive movement with scheduling, it is acknowledged that we have a huge amount more to do to deliver further improvement but also to transi-

tion the Surgical Specialities and Theatre teams into a position where good and effective scheduling becomes business as usual. 
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Our Workforce – Executive Narrative 

 
  

 

Junior Doctors announced further strike action for 5 days from 27th June until  2nd July. During the forthcoming industrial action the Trust will aim 

to operate a Christmas ward cover rota as a minimum. Divisional teams have developed comprehensive plans to minimise the impact on our pa-

tients.  

Specialist and Associate Specialists (SAS) drs have accepted the revised pay offer which will see drs on the 2021 SAS contracts receive a basic 

pay uplift of between 6.1 and 9.22% of their current pay. This bring to and end their dispute with the government. 

We are taking active steps to maintain sickness absence at below 4.5% over the next few months with a focus on employees who have ongoing 

short term sickness absence and those who have been absent for over 100 days over the past months. Comprehensive plans for each individual 

are being reviewed by HR and OH to ensure adequate support and appropriate management actions are in place. The main reasons for sickness 

absence are mental health conditions, gastro conditions and infleunza.  The close monitoring and sensitive management of sickness absence re-

mains a key priority area for the HR team. The monitoring of sickness absence will continue through monthly F&PE meetings. 

Staff turnover now stands at 9.2% and HR teams will continue with their active engagements in divisional recruitment & retention working groups 

to ensure that local actions are being implemented to fill vacancies and maintain low staff turnover.  Turnover for qualified nurses & midwives now 

stands at to 8.81%. Staff turnover for band 2 hcsw staff  now stands at 14.94%. Areas with increased staff turnover have been identified and ac-

tive steps are being taken to reduce staff turnover in these departments.  

Working with ICS wide colleagues, we are supporting the development of the Culture & Inclusion strategy “Making Inclusion a Reality”. The strate-

gy is based on three key areas which aims to address health inequalities, enhance the staff experience and strengthen the freedom to speak up 

culture across all ICS organisations. 

In our efforts to contribute towards a more inclusive and accepting society, we supported Pride month with our LGBTQ+ colleagues as the annual 

event serves as a powerful reminder of the importance of acceptance, diversity, and love for everyone.  

Our workforce opportunities working group is in place with HR, finance and project leads working on a number of schemes to generate cost sav-

ings and enhance productivity through implementing automated processes in back office areas over the coming year.  

With effect from 1st July, we are terminating many local pay rates that have been in place over a number of years and reverting back to Agenda 

for Change pay rates as part of the efficiency savings drive for the Trust.  

We have teamed up with Halo Leisure to run our first ever WVT Family Fun Day for Trust staff and their families on the afternoon of Saturday, July 

6. A number of local businesses have signed up and the Fire Service will also be supporting the event. 

Divisional leaders supported by HR are holding staff engagement/listening events across the trust as part of the InTouch “Just one thing” 2024 

staff engagement programme on enhancing patient care, health & wellbeing, the working environment and eliminating waste. 

Geoffrey Etule 

Chief People Officer 
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Our Finance – Executive Narrative 

 
  

24/25 Financial Plan  

The Trust set an income and expenditure deficit plan of £34.4m as part of the overall H&W system plan, which was not accepted nation-

ally.  A further submission was made on 12th June 2024 which reflected a deficit plan of £31.4m. The changes are additional stretch 

CPIP target of £1.2m and additional income to reflect the impact of PFI accounting of £1.8m.   Reporting will now be against the £31.4m 

deficit plan.  

  

 

Month 2 Income and Expenditure position  

The month 2 position was a year to date deficit of £7.1m. This was behind the planned deficit of £5.9m, with an overall adverse variance 

of £1.2m.  Though the period has been challenging operationally, it is a disappointing financial position at this early stage of 

the year. 

 

At Month 2 we have seen overspends against planned pay costs of £0.9m, non-pay £1.1m and excluded drugs £0.4m. These were off-

set by additional income (including ERF) of £1m.  A number of factors have adversely impacted the position, including some one off 

items, though the primary driver of the adverse position relates to CPIP under delivery of £0.9m to date. At month 2 there remains is in 

the region of £5m still not identified against any opportunity; a cross divisional CPIP workshop was held during May to understand pro-

gress, risk and opportunities for further schemes. 

 

Extended Finance and Performance Executive meetings are being held to facilitate deep dives into divisional financial performance to 

ensure an effective response to mitigating financial risk and delivering the financial plan. 

 

 

Capital 

The capital available to the Trust has reduced by £0.6m as the system’s CDEL allocation has been reduced due to the planned deficit. 

The plan also assumes a saving of £0.9m on ESH can be delivered through the release of contingencies. The restrained capital position 

continues to require close management and difficult decision making to balance risk with the limited funding available. 

 

 

Cash 

Cash remains a risk which continues to be closely managed. If the adverse variance isn’t recovered this will become a real risk to the 

Trusts ability to pay suppliers on time.   NHSE cash support is only available up to the level of the planned deficit.  

Katie Osmond 

Chief Finance Officer 
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Digital Strategy 2024 - 2027

1.  Purpose of the report
The paper below sets out the Trust’s high-level digital strategy from 2024 – 2027.  The Trust reviews its 
digital strategy every three years.  This edition builds upon rather than supersedes the 2020 strategy.

The content has been developed in consultation with the Lead Nurse Digital, Chief Clinical Information 
Officer and operational leads as well as the Trust’s internal subject matter experts and key suppliers, 
including Hoople Ltd., a shared services company hosted by Herefordshire Council and part owned by 
the Trust.

Workshops were held with the Digital Programme Board in August 2023 and the Board of Directors in 
October 2023.

The strategy was drafted in December 2023 by the Associate Director of Information Management and 
Technology and agreed by the Digital Programme Board in February 2024 following minor amendments.

It was endorsed by TMB on 19th April 2024 with the chair advocating an ambitious approach to its 
implementation, subject to available funding.

The updated strategy is built around the four tenets agreed at last year’s Board workshop:

• Clinical Systems
• Back Office and Infrastructure
• Citizen Access
• Benefits Realisation

It is presented today for Board approval and formal adoption by the Trust.

2. Recommendation(s)

To adopt the 2024 -2027 Digital strategy.

3. Executive Director Opinion1

I am pleased to recommend this Digital Strategy to the Board.  We are grateful to all colleagues who 
have engaged with its development.

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 2023/24 Objectives the report relates to:

Quality Improvement

☐ Develop a business case and implement our 
blueprint for integrated urgent and emergency 
care with our One Herefordshire partners

☐ Work with partners to ensure that patients 
can move to their chosen destination rapidly, 
reducing discharge delays

☐ Work with partners to deliver the 
improvement plan for Children’s services

Digital

☒ Implement an electronic record into our 
Emergency Department that integrates with 
other systems

☒ Deliver the final elements of our paperless 
patient record plans in order to improve 
efficiency and reduce duplication

☒ Maximise the functionality of EMIS with 1H 
partners and the shared care record

Productivity

☐ Deliver our Elective Surgical Hub project and 
associated productivity improvements in order 
to increase elective activity and reduce waiting 
times

☐ Continue our Community Diagnostic Centre 
project in order to improve access to 
diagnostics for our population

☐ Create system productivity indicators to 
understand the value of public sector spending 
in health and care 

Sustainability

☐ Work with Group partners to identify fragile 
services and develop plans to make them more 
sustainable utilising the scale of the group and 
existing networks

☐ Redesign selected services to focus more on 
prevention in order to reduce secondary care 
activity 

☐ Build our Integrated Energy Solution on the 
County Hospital site to reduce carbon 
emissions

Workforce

☐ Deliver plans for ‘grow our own’ career 
pathways that provide attractive roles for 
applicants

☐ Increasing the number and quality of green 
spaces for staff and improve the catering offer 
at the County Hospital in order to improve the 
working environment for staff

☐ Embed EDI objectives in our performance 
appraisals in order to make a demonstrable 
improvement in EDI indicators for patients and 
staff

Research

☐ Increase both the number of staff that are 
research active and opportunities for patients 
to participate in research through our academic 
programme in order to improve patient care 
and be known as a research active Trust 

☐ Continue to progress our plans for an 
Education Centre in order to develop our 
workforce and attract and retain staff
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Purpose
The Trust’s Digital Strategy is intended to help the organisation select, deploy and 
run technology to achieve its objectives.  It focuses on using digital tools to enhance 
operations, increase efficiency and improve the patient experience.  It is a roadmap 
for the effective use of digital assets.

The approved strategy is underpinned by a governance framework reporting 
regularly to Trust Management Board via the Digital Programme Board.  These 
committees have a role to ensure that the plans that are developed to deliver the 
strategy are realistic, affordable and achievable.

The delivery of the digital strategy remains an iterative process of aligning digital 
capability with business needs. Success comes after multiple ‘do and learn’ cycles.

Background
In December 2020 the Board of Directors approved a three year strategy to

• Complete and optimise our clinical programme
• Maintain and improve essential infrastructure
• Explore the potential of new technology

In the three years since this strategy was adopted the Trust has

• Completed its original EPR programme
• Implemented a centralised clinical systems function
• Replaced end of life data centre hardware and software and created a fully 

DR-capable/resilient secondary data centre fit for purpose to support the 
Trust’s increased reliance on clinical IT

• Invested in business continuity and implemented a test regime
• Explored RPA and AI in specific applications such as Stroke diagnosis

In December 2022 the Maxims EPR went into “business as usual”.  At this point the 
Trust’s IT programme can be regarded as having delivered “the basics”.  This 
updated strategy has been developed following a Digital Programme Board 
workshop in August 2023 and a Board of Directors workshop in October 2023.  It 
sets out to build upon those basics through a broader digital strategy with an 
additional focus on digital inclusion and benefits realisation.

National Context
National digital strategy is for Trusts to increase their clinical digital maturity.  This is 
now measured using the NHS bespoke What Good Looks Like (WGLL) Digital 
Maturity Assessment (DMA).  This comprises a core set of fifty questions and a 
further set of approximately one-hundred “contextual” questions.
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NHS England also sets out a minimum level of digital capabilities for secondary care 
provider organisations in the Digital Capabilities Framework (DCF), formerly the 
Minimum Digital Foundations.  This will iterate as national expectations develop.  
Currently, the DCF is split into three capability levels:

• Core capabilities: These capabilities set the bar for a minimum level of digital 
maturity for the levelling up agenda. These capabilities have a well-
established market offering.

• Transformational capabilities: There is an emerging and scalable market 
offering for these capabilities with example implementations present in 
selected organisations, although not widespread across the regions.

• Innovation capabilities: These capabilities have yet to be proven at scale but 
hold promise. Such areas should be included in future development plans of 
digitally mature organisations, with support from the market to develop such 
solutions, including developments to support future national requirements.

In addition, NHSE have set out seven short-term objectives ahead of the 2024 
general election.  These are capabilities which are expected to be deployed quickly 
and for which funding opportunities are expected to be available. 

• Smart System Control - ICS level dashboards
• Electronic Bed and Capacity Management
• Digitised Records and Workflow (EPR)
• Optimising Waiting Lists
• Dynamic Discharge
• AI diagnostic support
• Patient Portals App Programme

Local Context
The Trust is part of the Herefordshire and Worcestershire ICB and also a Foundation 
Group incorporating Wye Valley NHS Trust, Worcestershire Acute Hospitals Trust, 
George Eliot NHS Trust in Nuneaton and South Warwickshire NHS Foundation 
Trust.  The Foundation Group spans two adjacent ICBs.

A longer term objective of the Foundation Group is to achieve economies of scale 
across back office functions.  As has been seen with the establishment of the 
Procurement shared service this is most easily achieved where all parties use the 
same ICT system.  Conversely, lessons abound of corporate mergers and 
acquisitions which have failed or experienced integration difficulties due to 
incompatible technology and inadequate digital planning.  For example, the problems 
faced in 2022 by Banco Sabadell in integrating TSB into its banking operations 
following its acquisition from Lloyds.

The key message is that the sheer volume of digital interactions today create a lot 
more vulnerabilities when it comes to service integration.

3/15 61/157



                                                                                             4

Herefordshire and Worcestershire ICB are seeking to ameliorate these risks through 
a focus on digital channels and platforms, such as the patient portal.  Also through 
joint working on data analytics and population health management.  The emerging 
ICB strategy is to ensure integration and consistency across digital touchpoints 
whilst retaining the adaptability and flexibility needed to support individual, 
independent and different organisations. 

The Foundation Group Strategy Board, which is comprised of Executive and Non-
executive Directors from across the 4 Trusts within the Group have recently received 
a proposal in respect of the Digital Data and Technology (DDaT) Portfolio. 

The Outline Case for Change articulates the benefit of leveraging the DDaT Portfolio 
whilst acknowledging the different levels of digital maturity and operating landscape 
across the Group. 

The Foundation Group level approach recognises key domains related to: 

• Strategic DDaT Leadership 
• Business Intelligence & Informatics 
• Digital Applications deployment, implementation & optimization 
• Infrastructure resilient, secure by design 
• Innovation and engagement 

A concentrated focus on these key domains will help to drive up the digital maturity 
of the individual organisations across the group. Develop and build on the 
continuous improvement ethos already embedded within the Foundation Group 
culture and create the right environment for a digital revolution to support the delivery 
of high-quality patient care. 

Trust Context
Since establishing its EPR programme in 2015 Wye Valley NHS Trust has made 
considerable progress on its Digital journey.  Having started near the bottom of 
contemporary digital maturity league tables the Trust now has an established EPR in 
both Acute and Community settings used in over 60% of patient contacts.

The Trust also now engages more effectively with regional initiatives being the first 
site to go live with Digital Pathology in early 2022 and the first spoke site to go live 
with RapidAI in stroke diagnosis in November 2023.
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However, these advances come at a cost.  The clinical importance of maintaining a 
reliable modern infrastructure is greater than ever and the increased number of client 
devices, servers and network ports means the cost of technology refresh across the 

IT estate (in order just to stand still) now runs at £800k - £1,000k per year before 
further development and enhancements are taken into account.  This figure is 

derived from the cost of replacing 1/5 of the client hardware estate each year (to 
keep the age of client IT within five years) and recent notifications from Hoople about 

the end of life of key data centre hardware.

Wales and Powys
Previously, although some advancements have been made with digital information 
exchange with Wales on an opportunistic/tactical basis (mostly utilising the Welsh 
Clinical Communications Gateway) there has not been a plan to include Powys in 
the Trust’s digital strategy.  The Welsh Government has now endorsed a three year 
plan from 2022 – 2025 to invest in digital communications across the border.  Powys 
Teaching Health Board and Wye Valley NHS Trust welcome this opportunity to 

Clinical Systems Timeline 2015 - 2022

EPR Programme initiated 2015

Initial Contract with IMS Maxims August 2015

NPfIT PAS replacement July 2017

GDE/FF Funding Agreement October 2018

EPMA procurement completed Summer 2019

Community paperless record March 2020

Enterprise Nurse Clinical Noting & Whiteboards April 2020 onwards

EPMA pilot areas October 2020

EPMA go-live from March 2021

Inpatient Clinical Noting from May 2022

Shared Health and Care Record from July 2022

Renewal of Maxims Contract August 2022

Nurse Clinical Noting Stage 1 Optimisation August 2022

Outpatient Clinical Noting from November 2022

Clinical Systems Group (Business as Usual) established December 
2022
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reduce the reliance on paper information exchange and relevant work is being 
commissioned from Hoople to facilitate further integration.

Development of the Strategy
The intention is for the 2024 strategy to be an organic development from the 2020 
strategy and not a step change.

Workshops were held with the Digital Programme Board in August 2023 and the 
Board of Directors in October 2023.

The Board felt it important to take time to reflect on the developments to date and to 
ensure that they are working optimally and delivering the anticipated benefits.  
Anecdotally, there is room for ergonomic improvements to the user interface.  Staff 
are complaining about “too many mouse clicks”.  There was an appetite to continue 
to build on the recent improvements to nurse noting (achieved by moving from the 
enterprise EPR platform to mHealth apps) and to keep the user interface as simple 
as possible.

Although in general the Maxims development methodology has been effective, there 
is a feeling in some instances that paper processes have been digitised too literally 
and consequently the technology is not being used to its best advantage.  This is 
reflected in the continuing need to enter the same information more than once 
across multiple forms.  It was felt that better business/problem analysis would lead to 
better solutions to the problems we are trying to solve.

Delays and gaps in support for equipment on the wards are starting to show and 
need to be addressed, picking up the point already made about the cost of 
maintaining a larger IT estate.  It was felt that both the process and the funding 
needed to improve.

The Board felt a new priority should be citizen access and digital inclusion, 
supporting the patient portal and use of the NHS App as a front-end.  Done right, this 
will help the public to take more responsibility for “self-management” of chronic 
conditions and engage with initiatives such as PIFU.

The Trust makes good use of the Shared Care Record, but there are further 
developments, such as the online RESPECT form, which would return even greater 
value and benefits for patients.

The Trust’s responsibility for maintaining part of the critical national infrastructure 
was acknowledged along with the need for continual improvement in service, 
maintenance and cyber-security.

It was agreed to build the new strategy around four tenets
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Technology
The focus of the Trust’s strategy is people rather than technology.  Developments 
are prioritised in terms of their potential benefits, ultimately to our patients and the 
residents to whom the Trust provides services.  For this reason, the original strategic 
aim to deploy new technology has been removed.  It is now implied across the digital 
strategy that technology that is the best fit for the purpose or problem being solved 
will be used. 

The Trust is aware of ongoing developments in Robotic Process Automation, 
Artificial Intelligence Virtual and Augmented Reality, Chat Bots and the Internet of 
Things.  All potentially have a part to play alongside more traditional Information 
technology in helping the NHS to face the challenges and opportunities of the 21st 
Century.

For example, the use of robotics in Pharmacy has been identified during capital 
planning as an opportunity to work around limitations of the physical building whilst 
also delivering greater efficiencies dispensing drugs.

Clinical Systems

The Trust completed phase 2 of its EPR programme in December 2022 with the 
establishment of the Clinical Systems Group, merging PAS, EPR, EMIS and EPMA 

Clinical Systems

Back Office and Infrastructure

Citizen Access

Benefits Realisation

Developing Clinical Systems Group

Digital Maturity

Frontline Digitisation

Professional Standards

Electronic workflow

Automation
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support staff into a single, centralised support function.  This has been generally 
successful.  A “one year on” review by the Associate Director of IM&T has 
highlighted longstanding vacancies and both technical and non-technical training 
needs.  An affordable plan to address these gaps will be put in place over the next 
18 months.

Phase 2 of the EPR programme narrowly missed taking the Trust to HIMSS level 5.  
This was due to changes in the HIMSS requirements during the lifetime of the 
programme which had to be extended due to the Covid-19 pandemic.  The Trust 
submitted a number of blueprints for national adoption which were developed during 
its time on the Global Digital Exemplar programme as a Fast Follower.  The Trust 
was also recently included in the EPR Optimisation Playbook published in December 
2023 by NHS England.

The NHS now uses its own Digital Capabilities Framework (DCF) to measure clinical 
digital maturity via an annual self-assessment developed by McKinsey and 
Company, Inc.  The national ambition is for all Trusts to meet the core capabilities by 
March 2025.

Funding is available through the Frontline Digitisation Programme to address gaps in 
digital capabilities.  The Trust has applied for funding to support its business cases 
for:

• Single Sign On
• Emergency Department EPR
• EPR Phase 3 (optimisation and expansion)

Despite having been awarded an on-boarding payment in February 2023 further 
funding has so far been delayed due to third-party contractual queries raised by NHS 
England.

The ability for the EPR to support emerging professional documentation standards 
and the development of real-time dashboards is an opportunity for the Trust to 
improve patient safety and the consistency of outcomes.  This work is being led by 
the Lead Nurse Digital reporting to the Director of Nursing.

Electronic workflow, including Powys through the welsh programme referred to 
above, is also being refined and updated as the potential for electronic solutions 
becomes embedded in the organisation.

New technology is now being successfully integrated with the Trust embracing 
opportunities around AI (stroke diagnosis), RPA (gastroenterology two-week wait 
referrals) and Robotics (Surgery and potentially Pharmacy).

This on-going development and optimisation of the Trust’s clinical systems will be 
supported by a renewed rigour around benefits management led by the recently 
appointed Benefits Manager.
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Back Office & Infrastructure

By contrast to the on-going development and optimisation of the Trust’s clinical 
systems, during the lifetime of this strategy there are a number of step-changes 
required in back-office technology and infrastructure.

BT Openreach has announced that in December 2025, they will permanently switch 
off the UK’s old analogue telephone network (ISDN and PSTN). This action will 
completely shift communications technology into the digital space and every phone 
line in the UK will become digital, with calls routed over internet-based technology 
known as Voice over IP or VOIP.

The Trust is currently highly dependent on legacy analogue telephony and is 
preparing for this change by leading the ICB procurement for a new VOIP contract.  
Robust plans are being developed to implement the new solution across Trust sites 
in time for the switch-off.  As well as securing the future of traditional site-based 
telephone and switchboard operations the new technology will better support home 
and hybrid working, which has become the norm for some staff groups since the 
Covid-19 pandemic, by integrating with MS Teams and Mobile devices. 

Microsoft will end support for many of the products which the Trust currently relies 
upon on 14th October 2025.  This includes Windows 10, Office 2016 and the on-
premise Exchange (e-mail) server via which the Trust currently receives the 
wvt.nhs.uk mail service from Herefordshire Council.

Hoople are working to present the Trust (via the Digital Programme Board) with 
costed options and some provision has been made in financial planning for the 
anticipated extra cost of subscription-based licensing and the capital cost of change.

The Trust has around 600 client devices that are not able to run Windows 11 and 
which will need to be replaced before October 2025.

As part of these changes, the Trust may need to consider whether changing from its 
local wvt.nhs.uk identity to the national nhs.net would be worthwhile financially.  
Hoople have been asked to present costs on a year-by-year basis.  It is anticipated 
that although this change could save money in the long-term it may actually be more 
expensive (and disruptive) in earlier years working counter to the short-term 
imperative to control costs.

Telecoms

Microsoft

National versus Local Identity

Business Intelligence

Hoople’s Role
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ICB and Group collaboration on Business Intelligence and Reporting continues with 
a recognition that the Trust will need to modernise its technology in line with the 
Group direction during the coming years.

Hoople’s role was discussed at the Board workshop where the value of the asset the 
Trust had in its part-ownership of Hoople was acknowledged and the desire to 
continue current ICT contracting arrangements reaffirmed.  Hoople ICT have been a 
valuable partner to the Trust through the EPR programme.  Latterly, Hoople have 
acquired more Health customers and have increased their involvement in the local 
health system through Hoople Care, which has grown steadily since 2018 when it 
started working in partnership with Herefordshire Council as part of Home First.  
Hoople are also a likely partner in the plans being developed by the Trust for a new 
Education Centre.

Citizen Access

Prior to 2022 the Trust’s ability to engage digitally with the public was limited due to 
its internal reliance on paper and limited electronic workflow.  The EPR programme 
has changed this and the pandemic saw early opportunities for virtual and remote 
consultations, patient initiated follow-up and remote monitoring.  Unfortunately, some 
of the solutions procured during the pandemic were unsustainable and growth in 
these areas has since waned.

The Trust’s lowest scores for citizen empowerment in the 2022 digital maturity 
assessment related to online access to their record and self-triage capability.  The 
ICB patient portal and its integration with the NHS App and IMS Maxims will go a 
long way towards addressing the gaps in access to records.  The Board recognises 
that providing more content to encourage independent use of services is a priority.  
Through the Patient Portal project the Trust is taking the opportunity to overhaul its 
patient advice leaflets and update them into digital formats.

The Trust website is a key communication channel between the Trust and the public 
which receives over a million views per year from patients, visitors, potential recruits 
and interested citizens.  In August 2023 the Trust was informed by the Government 
Digital Service, which is part of the Cabinet Office, that its website did not comply 
with accessibility standards.  An options appraisal has been developed by the Trust’s 

Patient Portal

Trust Website

Digital Inclusion

Access to Support
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Communications Manager in collaboration with Hoople to address these 
shortcomings.

Research has shown that a lack of digital skills and access can have a negative 
impact on a person’s life, leading to poorer health outcomes and a lower life 
expectancy, increased loneliness and social isolation, with less access to jobs and 
education.  It can mean paying more for essentials, financial exclusion, and an 
increased risk of experiencing poverty. 

In June 2023 HM Government’s Communications and Digital Committee published a 
report on Digital exclusion.  The Committee highlighted concerning figures around 
the level of digital skills and access in the UK:

• 2.4m people are still unable to complete a single basic digital task to get 
online.

• 5m workers will be acutely under skilled in basic digital skills by 2030.
• 1.7m households have no broadband or mobile internet access.
• £63bn is lost each year to the UK economy each year due to overall digital 

skills shortages.
• 1m people have cut back or cancelled their internet packages in the last year 

due to affordability issues.

These factors are exacerbated in Herefordshire by limited access to fast broadband, 
poor 4G/5G coverage and the lack of affordable, local ICT support.

These are not problems that the Trust alone can solve, but they must be borne in 
mind when providing digital access to services, particularly if these services are not 
equally available by other means.  It is recognised by the Board that commitment, 
involvement and a meaningful contribution to multi-agency initiatives to tackle digital 
exclusion will return health and financial benefits to our patients, staff and visitors.

Benefits Realisation

In its digital journey since 2015 the Trust has spent in excess of £20m public money.  
The Board recognises not just the need to demonstrate a return on this investment 
but also the role Digital has to play in making the patient journey quicker, safer, more 
consistent, more accessible and more accountable.  In order to help achieve this a 
key role included as part of the establishment of CSG was the Benefits Manager.  

Benefits Management

Review of EMIS, EPR and EPMA Benefits

Paper Reduction

Access to Training
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The Trust is pleased to have recruited to this role an experienced clinical benefits 
lead with experience of working on national programmes.

As well as formalising the structure for benefits management across new clinical 
projects and business cases the benefits manager is reviewing key completed 
projects to enable the Trust both to track and promote expected benefits.  An 
overview of this on-going work can be seen in Figure 1 CSG Benefits on a Page.

Reducing the use of printing, paper and paper notes is key aim of the Trust during 
the lifetime of this strategy.  This will be achieved through a focus on benefits, 
usability and training.   A recent case-study looking at the deployment of EMIS in the 
community highlighted that this had save one-million sheets of paper during 2022-23 
with an ecological benefit of saving 15,700Kg of carbon dioxide emissions.

Workforce benefits will be achieved through training and up-skilling whilst freeing up 
staff from the need to do tedious, repetitive manual tasks.  Alongside the benefits 
work, CSG plans to make the clinical systems training function more proactive and 
visible to clinicians in the Trust ensuring more consistent use of systems across 
departments and improving data quality.

Figure 1 CSG Benefits on a Page

Funding & Delivery
A draft five year capital plan was produced for the ICB in December 2023.  This 
includes known high-level projects required to deliver this strategy.  References to 
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specific current projects are to accommodate where these may be expected to 
run/overrun into future financial years. 

The recommended level of capital investment remains at approximately £4m per 
year noting that the plan is front-loaded due to projects that have not proceeded as 
planned in 2023-24 following delays with the anticipated Frontline Digitisation 
funding.  These delays arose because the Trust’s existing contract with IMS Maxims 
pre-dates the Frontline Digitisation programme and therefore does not comply with 
its latest procurement guidance.  This issue has been escalated to the national 
Director of Frontline Digitisation for a decision.

The Trust currently spends approximately £6m revenue annually on operating its 
digital and ICT estate.  This includes the annual support and maintenance of key 
clinical systems such as Maxims, the £1.4m cost of the Hoople contract and staffing 
the in-house Clinical Systems Group.  A £4m capital investment on top of this would 
represent a total annual spend of 3.4% of the Trust’s nominal annual turnover of 
£295m.  This is below the 4% - 5% target previously proposed by NHSE in 2019 and 
slightly higher than the historical 3.2% of turnover the Trust averaged in the years 
preceding the pandemic.
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Figure 2 Draft Five Year IM&T Capital Plan December 2023

Conclusion and Next Steps
Digital transformation is vital for the Trust and this includes a robust ICT operation 
that ensures process continuity.  Whilst managing the legacy, the Trust also needs to 
focus on the smarter use of its data.

In the three years since the December 2020 strategy was published the Trust has 
continued to make significant progress advancing its digital maturity.  It is almost 
inevitable that this progress will now need to slow down.  The Trust and the local 
health system are financially challenged and the sums needed both to maintain what 

Capital Scheme Name 2024/25 2025/26 2026/27 2027/28 2028/29 Total

EPR - Phase 3 (incl. Surgical Pathway & DNN) 400 400 400 400 400 2,000

Smaller IM&T Schemes 150 150 150 150 150 750

ED System Replacement 750 250 0 0 0 1,000

EPMA Integration & Optimisation (e.g. Pharm Stock Control) 100 100 100 100 100 500

Outpatient Prescribing (EPS) 350 50 0 0 0 400

EMIS / Community Optimisation 75 75 75 75 75 375

Robotics 0 0 0 1,000 0 1,000

Ophthalmology EPR 0 0 0 0 1,000 1,000

Apex Hardware Replacement 0

GP Order Comms 0

Order Communications Optimisation 75 75 0 0 0 150

Oncology Database Modernisation (OAST) 130 20 150

Pathology LIMS 200 200 200 600

ITU EPR system replacement 500 500 1,000

ICB Project Trust Resources (e.g. Patient Portal) 200 200 200 200 200 1,000

Managed Print Implementation 0 0 200 0 0 200

ICB WAN Implementation 200 200

Data Warehouse & BI 500 500 1,000

Hoople Core Infrastructure Replacement - Rolling Programme 500 500 500 500 500 2,500

Client Device Replacement 500 500 500 500 500 2,500

E-Rostering Medical 0

Single Sign On 375 375 0 0 0 750

T-Pro Implementation (speech rec) 200 50 0 0 0 250

MS Windows 11 Implementation 200 200 400

MS Strategy Implementation (incl. NHS Mail Migration) 400 400 200 1,000

Video Conferencing 300 300

Telecom Upgrade Programme 300 300 0 0 0 600

4,775 4,255 3,345 3,625 3,625 19,625
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has already been deployed and continue to deploy new digital technology at pace 
are unaffordable.

It is therefore appropriate that the next three year period is characterised by taking 
stock of what has already been delivered and optimising it, broadening its internal 
appeal and public reach whilst maximising its operational and financial benefits.  This 
is exemplified by the ongoing push to reduce the use of paper.  This said, the Trust 
cannot afford to stand still and on-going modernisation at a sustainable pace 
(supported, where appropriate, by national funding) remains an important part of our 
strategy.
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Report to: Public Board
Date of Meeting: 06/06/2024
Title of Report: Integrated Care Board One Herefordshire Update Briefing
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Click or tap here to enter text.
Lead Executive Director: Managing Director
Author: Jane Ives and Jon Barnes
Documents covered by this 
report:

Click or tap here to enter text.

1.  Purpose of the report
To ensure the Board remain informed and up to date with consequential issues that are being managed or 
discussed at the integrated care board, integrated care partnership assembly or one Herefordshire partnership

2. Recommendation(s)
For Information.

3. Executive Director Opinion1

This report outlines the funding available in the BCF for this year, the progress made already on improving the 
productivity within the discharge to assess pathways and sets out the challenge to further improvements in the current 
year.

In addition to the agreed improvements for discharge to assess there will be a review of the other BCF funding and 
further opportunities for improvement in the other funding streams

4. Please tick box for the Trust’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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1.0 Integrated Care System Update

Nothing of note to report

2.0 One Herefordshire Partnership Update

The Better Care Fund

The Better Care Fund is a partnership programme between the Department for Levelling Up, Housing and 
Communities, NHS England, the LGA and DHSC. It is government’s ‘flagship’ fund for integration of health 
and social care

The two purposes of the funding are: 

• Spending on social care services to benefit health and to improve overall health and social care 
outcomes

• Facilitate the smooth transition of people out of hospital, reduce the chances of re-admission, and 
support people to avoid long term residential care.

Every Health and Wellbeing Board is required to submit a BCF plan with the aim of working towards 
improved performance against the two programme objectives:

• To enable people to stay well, safe and independent at home for longer
• To provide people with the right care in the right place at the right time
• The BCF is also a vehicle for wider joining up of services across health and local government, such 

as support for unpaid carers, housing support, and public health.

The Memorandum of Understanding

The Memorandum of Understanding (MOU) between the Herefordshire and Worcestershire Integrated 
Care Board (ICB) and the One Herefordshire Partnership (One HP) sets out a series of delegated 
responsibilities including a responsibility for the Better Care Fund (BCF). Specifically, One HP is responsible 
for the following.

• Building consensus between partners and setting objectives beyond the nationally determined 
outcomes as part of the annual planning of the Better Care Fund, including the BCF Plan.

• Development and implementation of new and/or revised services or care pathways.

• Monitoring, delivery and reporting of performance and outcomes.

• Budget management and ensuring spending lives within the resources allocated, identifying 
remedial actions where spending is off trajectory.

BCF planning for 2024/25

Funding for the BCF has increased by £2.6m for 2024/25. However, funding of £2.3m utilised in 2023/24 is 
not available in 2024/25: the BCF underspend reserve was fully depleted by planned spending in 2023/24, 

The net effect of the changes is an increase of £0.3m in funding. This increase in funding is not sufficient to 
meet inflationary increases in recurrent commitments, so reductions in expenditure are necessary to 
deliver a balanced plan.
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The main area of financial pressure on the BCF for 2024/25 is within Discharge to Assess funding, 
continuing to procure the same volume and type of supported discharge services that was procured 
2023/23 would have seen a significant cost pressure on the BCF.

The capacity and demand planning undertaken for the 2024/25 plan identified a number of opportunities 
to create a Discharge to Assess spending plan that would remain within the budget available.

The following 3 tables summarise the capacity and demand plan for this year. The plan requires a number 
of improvements to be delivered in year.

• Improvement in occupancy levels and average length of stay for all reablement providers.

o Pathway 1 – HomeFirst
o Pathway 2 – Hillside
o Pathway 3 – Ledbury Intermediate Care Unit

• A more responsive Pathway 1 service seeing patients going home within 24 hours on average 
compared to the 108 hour average we saw last year.

2024/25 BCF FINANCIAL PLAN- 
SUMMARY

Balance of 
Funding
Over / 

(Under) 
committed

MANDATORY TRANSFER TO ADULT 
SOCIAL CARE

£6,874,214 £389,082 £7,263,296 £7,263,296 £0

NHS COMMISSIONED OUT OF HOSPITAL 
SERVICES

£9,114,213 £515,862 £9,630,075 £9,630,076 £0

DISABLED FACILITIES GRANT £2,466,616 £7,919 £2,474,535 £2,474,535 £0
IMPROVED BETTER CARE FUND £6,782,841 £0 £6,782,841 £6,782,841 £0
ADULT SOCIAL CARE DISCHARGE FUND £1,998,716 £1,681,734 £3,806,849 £3,806,849 £0
BCF UNDERSPEND RESERVE £1,879,060 -£1,879,060 £0 £0 £0
LOCAL AUTHORITY URGENT & 
EMERGENCY CARE FUND

£413,761 -£413,761 £0 £0 £0

TOTAL £29,529,421 £301,776 £29,957,596 £29,957,596 £0

Funding Stream
2023/24 Plan 

Value
Change in 

Funding
2024/25 Total 

Funding
2024/25 Plan 

Value
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2023/24 Home First Demand 73,400 hours
Reduce demand by reducing average length of stay in home care -2,467 hours
Demand moved to Home First by reducing discharge delays 7,426 hours
2024/25 Revised demand 78,359 hours

Home First 2023/24 capacity 34,397 hours
Increase capacity by reducing staffing vacancies 9,304 hours
Increase capacity by reducing average length of stay 3129 hours
Home First 2024/25 capacity 46,830 hours

Bridging Service 2023/24 capacity 7,654 hours

Spot purchase capacity required 23,874 hours

D2A Home First Costs
2024/25 
Budget

2023/24 
Outturn

Budgeted costs of Home First £2,842,156.28 £2,922,747.00
Additional costs of reduction in Home First vacancies £0.00 £0.00
Budgeted costs of Bridging Service £160,042.77 £156,751.00
Estimated costs of spot purchase hours £542,712.36 £320,840.91
Total cost of Home First £3,544,911.41 £3,400,338.91
Planned Increase in Costs £144,572.50

D2A HOME FIRST DEMAND & CAPACITY SUMMARY

2023/24 Residential Care Demand 10,883 OBDs
Move demand to Home First by reducing discharge delays -2,543 OBDs
2024/25 Revised demand 8,340 OBDs

Hillside 2023/24 capacity 6,310 OBDs
Increase capacity by increasing occupancy levels 240 OBDs
Increase capacity by reducing average length of stay 614 OBDs
Hillside 2024/25 capacity 7,164 OBDs

Optimum block contracted capacity 462 OBDs
Spot purchase capacity required 715 OBDs

D2A Residential Care Costs
2024/25 
Budget

2023/24 
Outturn

Budgeted costs of Hillside £1,311,317.00 £1,384,620.00
Additional costs of increased occupancy at Hillside £0.00 £0.00
Estimated costs of contracted beds £54,699.30 £117,958.00
Estimated costs of spot purchase beds £127,884.66 £526,123.00
Total cost of residential care £1,493,900.96 £2,028,701.00
Planned Reduction in Costs

D2A RESIDENTIAL CARE DEMAND & CAPACITY SUMMARY

-£534,800.04
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Progress to date 

Commissioning work undertaken in 2023 by council commissioning colleagues to improve the capacity and 
responsiveness of the domiciliary care market has been very successful. 12 months ago there were circa 
150 individuals across their own homes, in Pathway 1 or 2 provision  or in a Hospital bed, all  assessed as 
needing domiciliary care but unable to receive that care. This is consistently now down to under 20 and is 
often in single figures.

 The MOU came in to place at the end of 2023 since that time One H has been able to make a number of 
improvements to Discharge to Assess performance.

• Working with Home First to reduce the wait time for medically safe for discharge from 4.5 days to 
within 1 to 2 days.

• Utilise BCF funding to recruit an Analyst to design a D2A dashboard to allow the monitoring of 
performance and quality metrics.

• Created a D2A Board to oversee plans and provide assurance to the wider system

• Deliver a One HP approved BCF plan supported by the ICB

2023/24 Nursing Care Demand 8,032 OBDs

 LICU 2023/24 capacity 3,026 OBDs
Increase capacity by increasing occupancy levels 300 OBDs
Increase capacity by reducing average length of stay 153 OBDs
LICU 2024/25 capacity 3,479 OBDs

Optimum block contracted capacity 462 OBDs
Spot purchase capacity required 4,091 OBDs

D2A Nursing Care Costs
2024/25 
Budget

2023/24 
Outturn

Budgeted costs of LICU £1,320,817.58 £1,255,649.37
Additional costs of increased occupancy at LICU £0.00 £0.00
Estimated costs of contracted beds £69,600.06 £223,966.00
Estimated costs of spot purchase beds £673,673.98 £688,027.00
Total cost of nursing care £2,064,091.61 £2,167,642.37
Planned Reduction in Costs

D2A NURSING CARE DEMAND & CAPACITY SUMMARY

-£103,550.76
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Medical Agency Reduction Programme (MARP) – Executive Narrative 

 

 

 

 

 

 

 

 

 

Chizo Agwu 

Chief Medical Officer  

  

 

The Medical Agency Reduction Programme (MARP) is established as one element of the Trust’s overall drive to maximise Best Use of 

Resources, Productivity and Efficiency and will specifically target the reduction on the reliance and use of medical temporary staffing, to 

include medical agency, external bank locums and internal overtime for cover need.  

Success in this area should further enhance the quality of care offered to our patients, releasing resource for other patient care activities, 

and release management time to concentrate on other priorities such as recruitment and waiting list target performance. 

There is evidence we are employing more Whole Time Equivalent (WTE) medical staff than we are losing to unbudgeted maternity leave, 

sickness leave and vacancies. This is therefore not the main driver for MARP.  

Key areas of focus in this respect are:  

 Controls and governance 

 Medical staffing HR related complexities  

Recruitment however, as likely to be expected, remains pivotal. MARP has identified an opportunity to improve upon timely recruitment, 

not exclusively, but mainly at junior and middle grade level and also recognises that additional attention and support is needed for recruit-

ment into fragile services and Consultant posts that are hard to recruit into.  

 

The main key performance indicators used by MARP are:  

 Medical temporary staffing cost and volume for both medical agency and medical bank 

 Direct comparison of the use of  WTE in medical temporary staffing terms against the WTE gap at specialty and grade level 

 The medical WTE vacancy position 

 WTE recruitment against plan 

 High cost locums and average rates paid to medical bank 

 

This report provides a view through a number of drivers and performance measures.  The slides provide insight into MARP performance 

and the direction of travel MARP is headed in as we enter into 2024-2025.  
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Medical Temporary Staffing  Cost Trends -  Agency  

We are driving this measure because: 
We monitor monthly agency costs closely as it is an indicator of volume change  and informs us of the direction of trend.  

  

 

 

 

 

 

 

 

  

 

 

Performance and Actions  
 

The 24/25 YTD M2 medical agency position is 34% less than the same period in 23/24.  

The SPC chart is showing a steady decline, which is reflective of the improvements and con-
sistent approach against the agency spend. This is despite continuing higher levels of Consult-

ant vacancy. The YTD M2 position is well within the 24/25 CPIP target trajectory, by 45%   

24/25 actions include: 

 Recruitment into new posts to replace the medical temporary staffing (MTS) with a sub-
stantive workforce  

 Increased controls and governance in line with revised establishment and in particular 

additional controls for medical bank 

 Provision of  written rota and annual leave rules 

 Review of HR complexities to eliminate or reduce other gaps on rotas relating to HR 

issues. 

 MARP focus on timely recruitment, particularly at middle and junior grade, supported by 
the Medical Workforce Team 

 MARP focus on hard to recruit to areas, supported by the Medical Workforce Team 

 Rate reduction programme through the H.T.E framework 

 Additional focus on other measures against medical temporary staffing use, such as 

gaps created on rotas due to rota changes and medical staff removed from rotas 

Risks: 

 

 Recruitment into hard to recruit areas and further medical staff retiring/resigning 

 Utilising agency for additional activity i.e. RTT and recovery 

What the charts tells us:   

There is a 34% improvement against the 23/24 agency spend YTD but the direction of trend has not changed sufficiently. There is a still a huge opportunity for improvement against 

the medical agency spend. 
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Medical Temporary Staffing  Cost Trends  - Medical Bank  

We are driving this measure because: 
We monitor monthly medical bank costs closely as it is an indicator of volume change and informs us of the direction of trend. Medical bank costs often opposes agency cost  

  

 

 

 

 

 

 

 

  

 

 

Performance and Actions  
 

The 24/25 YTD M2 medical bank cost position is more or less in line with the same period in 
23/24. There has been month on month reduction  arresting the steep rise 

The SPC chart is showing a cause for concern against the medical bank spend. The main rea-

sons for this unfavourable position is identified to be due to utilising medical temporary staffing 
to provide cover outside of the funded establishment. This matter is being resolved through an 
urgent establishment review and recruitment into newly approved vacancies. 

We should begin to see the positive impact of this from August.  

Despite these concerns, the YTD M2 position is well within the 24/25 CPIP target trajectory, by 
24%   

 

Ongoing actions include: As per slide 2.  

Risks: 

  

 Recruitment into hard to recruit areas and further medical staff retiring/resigning 

 Utilising medical bank to replace agency, instead of preventing the requirement 

 Industrial action 

 

What the charts tells us:   

The overall volume and direction of trend against the medical bank spend remains a serious cause for concern.  
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Medical Temporary Staffing  Cost Trends  - Combined Position (Agency and Bank) 

We are driving this measure because: 
We monitor monthly medical bank and agency costs combined closely as it provides an overview is an indicator of volume change and informs us of the direction of trend.  

  

 

 

 

 

 

 

 

  

 

 

Performance and Actions  
 

The M2 YTD combined (agency and bank) position is within the CPIP target trajectory by £1 
million (32%).  

Despite a positive start to the year, the trend line is however still showing a high predicted  

yearend spend. It is therefore essential that the cost and volume continue to reduce in line 
with, or below the planned CPIP trajectories shown on slides 2 and 3. 

Ongoing actions include: As per slide 2.  

 

  

What the charts tells us:   

Although improved, the overall volume and direction of trend against the combined medical bank and agency spend remains a serious cause for concern.  

   CPIP Target Performance 

Month 

Required Spend to 
Achieve CPIP 
(£000) 

Actual Total 
MTS Spend 
YTD (£000) 

Difference in 
Cost (£000) 

Percentage Differ-
ence 

April 1,617,954.0 1,035,000.0 582,954 39% 

May 1,624,610.0 1,167,000.0 457,610 28% 

YTD 3,242,564.0 2,202,000.0 1,040,564 32% 
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Medical Staffing Vacancy Position — Junior and  Trust Total 

We are driving this measure because: 
Vacancies directly lead to an increased use of temporary staffing and can also be used as a performance indicator against the volume of medical temporary staffing being used.  

  

 

 

 

 

  

 

 

Performance and Actions  
 

In 23/24 MARP Focused on junior recruitment, as performance in this area was poor. This is 
reflected in the SPC chart.  

The Trust is expecting a disturbance in performance due to a recent increase in the junior 

workforce establishment which will require recruiting into and impending deanery gaps from 
August (the latter is proactively being mitigated with recruitment plans) 

24/25 medical recruitment actions include: 

 Ongoing fortnightly divisional recruitment meetings with the Medical Workforce Manager 
to review recruitment progress and plans. 

 MARP focus on plans for hard to recruit to areas and longstanding Consultant vacan-

cies. 

 MARP focus on timely, proactive recruitment, particularly at Middle Grade and Junior 
level.  

 Ongoing review of deanery gaps and delays with a view to mitigate this risk. 

 Further consideration of alternative plans for hard to recruit to areas e.g. replace Con-
sultant workforce with middle grade or AHP support.  

 Confirmation of  recruitment plan for hard to recruit to areas to include - 

 Incentives package  

 Personal development plan/wraparound support for new starters (international) 

 

The Trust total vacancy position is consistently good despite the difficulties we continue to 
face at Consultant grade.  

 

Risks: 

As per slide 5 

What the charts tells us:   

Both the junior and Trust total vacancy positon are consistently good. 
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Overall workforce performance for Medical Staffing 

We are driving this measure because: 
We provide and monitor this wider performance across medical staffing as this provides essential context.  This section provides the context of sickness and maternity leave  

  
  

 

 

Performance and Actions  
 

Sickness levels are below the national threshold of 3%. It is not anticipated that sickness lev-
els have impacting significantly on the overall medical agency and bank spend. 

The maternity vacancy has recently reduced to below the national average of 1%. Again it is 

not anticipated that maternity leave is impacting significantly on the overall medical agency 
and bank spend. 

 

 

Ongoing actions: 

 Review and triangulation of sickness during MARP divisional review meetings with spe-

cialty teams and triangulation against sickness recorded on ESR. 

 Sickness absence management policy application monitored via Divisional HR Teams 
and training provided where required. 

 

 

Risks: 

 Ongoing high levels of maternity leave and sickness 

 Sickness information not recorded on ESR and/or not aligning with divisional as-

sessment 

What the chart tells us:   

Sickness has stabilised since a sharp increase in 2022 and is below the national average. Maternity leave is in line with the national average. 
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Top Earning and Longest Serving Locums 

We are driving this measure because: 
Top earning and longest serving locums are a key performance indicator. We are attempting to reduce rates paid and end the long term use of individual locums.  

  
  

 

 

Performance and Actions  
 

Our performance against long serving and high cost locums remains unsatisfactory.  

We have commenced a review and are developing plans to end contracts for long serving and 
high cost locums wherever possible. Exceptions include fragile services and exceptionally 

hard to recruit to areas such as Haematology and Stroke 

 

24/25 Actions: 

 Approval of ED business case, subject to finance  

 Completion of recruitment plans into hard to recruit to areas as outlined on slide 6 

 Escalate high rates to Exec colleagues for approval 

 Attend regional Agency rate reduction collaboration in July 24 

Risks: 

 Reliance on individual locums, particularly for fragile services  

 Recruitment into hard to recruit to areas, particularly in specialist areas 

 Locum availability 

What the chart tells us:   
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Nurse Agency Reduction Programme (NARP) – Executive Narrative 

 

 

 

 

 

 

 

 

 

 

 

Lucy Flanagan 

Chief Nursing Officer  

  

The NARP programme has been established as one element of the Trust’s overall drive to maximise Best Use of Resources, 

Productivity and Efficiency.  In this respect, specifically to target the reduction on the reliance and use of high cost commer-

cial agency.  This should further enhance the quality of care offered to our patients, releasing resource for other patient care 

activities, as well as placing most value and effort into recruiting and retaining our substantive nursing workforce. 

This  financial year we will target the reduction in nurse agency expenditure, through a mix of price improvement and volume 

reduction and against the current 23/24 outturn baseline of £9.3m.   

The NARP efficiency plan is incorporated into the wider Trust Plan for 2024-25 and is valued at £4.0m, this equates to not 

spending more than £5.3m on Nurse Agency.   This is a highly challenging target but would return us below the level of ex-

penditure of 2021-22 (which was £8.5m). 

This report provides a view through a number of drivers of the position and performance measures*.  It also shares how we 

manage and monitor the master vendor agency supplier and introduces the Efficiency plan and target which we have set 

through NARP for 2024/25.  Progress is monitored and captured through this report.   

*There are some final budget adjustments based on investments and uplift which will be fully reflected in month 3. 

The acid test must always be to be able to demonstrate we are using no more Whole Time Equivalent (WTE) in agency 

terms than we are losing to unbudgeted maternity leave, sickness leave and vacancies.  In this respect, for the period of May 

the WTE count for agency HCA’s employed of 40.72 WTE, compared to the 71.20 WTE lost to these factors above normal 

factored-in downtime/timeout. 

For RN’s the comparison is 69.69 WTE agency employed to 63.19 WTE lost (which is the most balanced this has been in 

some time) 

Despite many workforce metrics moving in the right direction we have seen a deteriorating vacancy position and sickness for 

health care support workers (10% and 8% respectively).  This alongside boarding patients, escalation areas and additional 

beds is driving a high level of temporary workforce demand.  We have reintroduced the central recruitment process for 

HCA’s to close the vacancy gap as soon as practical with the aim to cease health care support worker agency use. 

 

 

 
 

 

1/9 86/157



Overall Nurse Agency Cost Trends 

We are driving this measure because: 
We monitor monthly run rate closely as it is an indicator of either volume or price change (or both) and provides insight into direction of trend. 

  

 

 

 

 

  

 

 

Performance and Actions  
The first chart shows overall expenditure on commercial nurse agency over the period of the 
last 3 years.  Also, the fact that in SPC terms the position moved for the first time into Special 
Cause Concern in January 22 and remained in that category through to March 23.  Whilst not 
being of Special Cause Concern most of the 2324 financial year, it had reached Special 
Cause Concern in January 24 reducing back down from March 24. 

The second chart shows over the same period the cost of off-framework (Thornbury) agency 
nursing.  Again the SPC trend differentiates between statistical improvement and concern, 
although clearly the standard must be set and considered to be zero use, as all use of Off 
framework, represents variation from plan and extremely poor value for money. Additional 
controls and scrutiny of off framework agency is in place with significant reductions seen in the 
last 3 months.   

We are working hard to achieve the elimination of Thornbury by the end of June in line with 
NHSE expectations, yet have some concern over staffing specialist areas such as SCBU and 
paediatrics.  Alternative options/suppliers are being explored through HTE 

Best Use of Resources:   

The table below shows the range of rates for agency nursing.  The true cost of substantive being the benchmark in the centre (uplifted for holiday pay and current actual sickness 

rates) against Thornbury off framework to the left and Master Vend rates to the right.  All agency represents poor value for money as evidenced in the table. 
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Volume Run Rate Usage 

We are driving this measure because: 
We monitor WTE usage and supply weekly to ensure we are monitoring significant variation and targeting a reducing trend on agency reliance 

   

 

 

 

 

 

 

 

 

Performance and Actions  
 

The first chart monitors our use and requirement of HCA agency nursing which until March 
2022 had never been a feature in agency demand.  As a Trust we should really not be viewing 
commercial agency as a solution for HCA staffing. Divisions have been asked to eliminate 
where possible/or limit agency use to within vacancy thresholds.  The current vacancy position 
for health care assistants stands at 60 WTE and is a deteriorating position. 

The graph shows how volume demand has grown over the last year.  The rising demand has 
been due to a deteriorating vacancy position, boarding patients, additional beds open and a 
recent deteriorating sickness position.  In addition, service developments have been funded 
yet not achieved full recruitment. 

 

The second chart shows our use of professional level commercial agency nurses which were 
at the highest level in the January 2023 and have subsequently reduced over the last 12 
months.     

Risks: 

 

What the chart tells us:   

The chart evidences the WTE volume use of HCA and nurse agency. 
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Master Vend Trend Performance on Price and Fill 

We are driving this measure because: 
The supply contract is monitored on a weekly basis as part of close performance management of the Master Vend contract approved by the Board in October 2022.  The contract 

runs for a 24 month term from 1st September 2022.  Performance expectation are firstly to achieve minimum fill volume against any demand.  Secondly, this fill to match or exceed a 

specified minimum and maximum distribution across price tiers. 

  
  

 

 

 

 

 

 

 

 

Performance and Actions  
Fill compliance—The chart plots fill % against the contractual requirement of a minimum over-
all fill of 85% against whatever our demand is each week.  Within this the contract expects a 
reduced fill performance of at least 70% for those shifts released with less than a weeks no-
tice. 

As the trust demand has dropped over recent months the master vends ability to fill and meet 
contractual requirements has been consistent since February 2024 

The second chart focuses in on any breach of price cap at the higher cost tier 3 level.  This is 
contractually capped at 5% maximum.  This is a binary measure in the chart, on this one spe-
cific performance measure whereby the chart shows whether a breach has occurred or not.  
Where tier 3 has been breached it has been pre-authorised by the Trust for patient safety rea-
sons. 

For an overview of wider contract performance of the Master Vend please refer to appendix A. 

The Master vend contract is due for renewal later this year.  The finance team are working 
with nursing colleagues to review the arrangements in advance of contract expiry. Options 
were considered and discussed with HTE colleagues and the plan is to present a high level 
options appraisal to TMB in early July with a fully costed options appraisal for consideration 
and approval at TMB in September. 

Risks: 

Contract performance is clearly very sensitive to wider market forces in the commercial 

agency market.   Equally it retains a close link to the Trust demand levels and how much 

notice we can provide to achieve the lowest price on the contracted Tier rates. 

What the chart tells us:   

The charts should be read along with the wider performance summary in Appendix A.  They should provide assurance in terms of close monitoring of both contract and contractor 

performance and indicate improvement opportunities on both sides of the Master Vend partnership. 

4/9 89/157



Progress against three specific targets for reduction—use of Thornbury, Agency HCA’s, Agency RMN’s 

We are driving this measure because: 
This is monitored on a monthly basis as we believe opportunities exists for improving best use of resources and targeting specific reductions across these three themes. 

  
  

 

 

Performance and Actions  
 

Reduction in reliance on HCA Commercial Agency  

Reliance on agency for HCA’s is moving in the wrong direction and has been a special cause 
concern since October 2022.  The position is largely being driven by increasing sickness, de-

teriorating vacancy position,  boarding patients, escalation areas and additional beds being 
open. 

The central recruitment process has been reintroduced and is showing early signs of success 
yet is having to play catch up given the deteriorating vacancy position and recent investments 
in certain areas.   

 

Reduction in reliance upon off-framework Commercial Agency Companies (Thornbury) with 
excessive rates.  

Enhanced controls have been introduced and despite the variation seen in January the num-
bers of Thornbury shifts are reducing and small in number. We are working hard to eliminate 
Thornbury completely by the end of June yet do have some areas of concern as previously 
highlighted. 

 

Reduction in the volume and practice of RMN Commercial Agency Use. 

The scrutiny on RMN use continues and is an area that requires further scrutiny and focus. 

 

 

What the chart tells us:   

The charts tell us how we are performing against three specific KPI’s and objectives of NARP 
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Overall workforce performance for nursing—1] HCA’s 

We are driving this measure because: 
We provide and monitor this wider performance across nursing as this provides essential context.  Not all nursing areas backfill with agency and this section provides the context of 

sickness, Maternity leave and vacancy information 

  
  

 

 

 

 

 

 

 

 

 

 

 

Performance and Actions  
 

It is concerning to note that sickness has been steadily rising, although now on a downward 
trajectory, yet still at 8% Sickness (HCA’s).  The target and expectation is shown in the green 
line at 3.5%.  The 4.5% above budgeted establishment is likely to drive temporary workforce 
demand given the vacancy position. 

 

Maternity Leave (HCA’s) is being held at around 2% .  

 

There are an increasing number of  health care support worker vacancies and this is likely to 
increase further as the final budget adjustments are completed (we anticipate these changes 
to be fully reflected in month 3).   

 

Any variation to the budgeted values below in ward staffing will result in a pressure (and ulti-
mately potential use of commercial agency). 

 

Risks: 
Once we have closed the gap on vacancies there is a risk that continued high levels of sick-

ness and any increase in turnover will drive a continued demand for temporary workforce. 

What the chart tells us:   

The charts provides context to all other information in this report as the key drivers for commercial agency use. 

Planned and budgeted for Time out

RN's

Annual Leave 14.0%

Sickness 3.5%

Study leave 2.0%

Other (Maternity/Compassionate) 1.0%

Total 21%
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Overall workforce performance for nursing—2] RN Bed Nursing + Theatres + ED 

We are driving this measure because: 
We provide and monitor this wider performance across nursing as this provides essential context.  Not all nursing areas backfill with agency and this section provides the context of 

sickness, Maternity leave and vacancy information 

  
  

 

 

 

 

 

 

 

 

 

 

 

 

Performance and Actions  
The reduced levels of sickness are positive and to be celebrated, current levels are only just in  
excess of the target and expectation is shown in the green line at 3.5%. 

 

Maternity Leave (RN’s) is fairly static.  For band 5 and 6 roles teams are encouraged to recruit 

cover arrangements substantively given fixed term roles are unattractive.  This does drive a 
cost pressure yet is better value for money. 

 

Vacancies (third chart) have been on a positive downward trajectory earlier in the 23/24 finan-
cial year due to our highly successful international nurse recruitment programme. However, 
given service developments and the opening of the Elective Surgical hub the number started 
to increase from December 23.  A business case for a further 77WTE internationally qualified 
nurses has been approved for 24/25.   

 

Any variation to the budgeted values below in ward staffing will result in a pressure (and ulti-
mately potential use of commercial agency) 

 

Risks: 
 

What the chart tells us:   

The charts provides context to all other information in this report as the key drivers for commercial agency use. 

Planned and budgeted for Time out

RN's

Annual Leave 14.0%

Sickness 3.5%

Study leave 2.0%

Other (Maternity/Compassionate) 1.0%

Total 21%
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NARP - Efficiency Plan 

We are driving this Efficiency because: 
 

The NARP efficiency plan is incorporated into the wider Trust Plan for 2024-25 and is valued at £4.0m    

We monitor delivery through the NARP programme and evidence it through a targeted reduction in expenditure of not spending more than £5.3m on Nurse 

Agency.   This is a highly challenging target but would return us below the level of expenditure of 2021-22 (which was £8.5m). 

 

Performance and Actions  
The current level of agency spend has been circa 600k in month 1 and 2 and would put us on a trajectory of 7.2 million full year.  This is not where we need to be and fur-

ther controls are being developed. 

A new rate card has been agreed with the master vend provider and will be introduced in June 2024 (based on last years demand the revised rate card would have 
achieved circa 0.5m£ reduction. 

The Master vend contract is due for renewal later this year.  The finance team are working with nursing colleagues to review the arrangements in advance of contract expi-
ry. Options were considered and discussed with HTE colleagues and the plan is to present a high level options appraisal to TMB in early July with a fully costed options 
appraisal for consideration and approval at TMB in September. 

 Risks 
We need to ensure gains from overseas recruitment are not being offset through higher turnover rates on UK nurses. 
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Appendix A 

Master Vend Performance Table—Price Compliance and Fill: 
 

 

 

 

 

 

 

 

 

 

 

 

Performance  
This appendix provides a performance overview of the metrics which are monitored weekly on the Master vend contract.  Fill % is shown either as green (as compliant), or 
amber.  Compliance has improved significantly in line with less demand being generated by the Trust. 

Contractual price compliance is far more straightforward and binary and particular attention is placed when the 5% cap on Tier 3 is contractually breached, (although on  
these occasions it is the Trust which has reluctantly had to authorise the breach in week).   
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Report to: Public Board
Date of Meeting: 4th July 2024
Title of Report: Perinatal Safety Report
Status of report: ☐Approval ☐Position statement  ☒Information  ☐Discussion
Report Approval Route: Quality Committee
Lead Executive Director: Chief Nursing Officer
Author: Amie Symes, Associate Director of Midwifery
Documents covered by this 
report:

Attached as appendix, Perinatal Dashboard

1.  Purpose of the report
To provide oversight and assurance of the safety and efficiency of the Perinatal service; providing detail to 
meet local and national reporting standards.

2. Recommendation(s)
Board is asked to note the contents and pursue any key lines of enquiry.

3. Executive Director Opinion1

The report has been scrutinised and discussed in full at Quality Committee with no requirement to escalate 
any matter for Board attention.

4. Please tick box for the Trust’s 2024/25 Objectives the report relates to:
Quality Improvement

☐ Develop a business case and implement our blueprint for 
integrated urgent and emergency care with our One 
Herefordshire partners

☐ Work with partners to ensure that patients can move to 
their chosen destination rapidly, reducing discharge delays

☐ Work with partners to deliver the improvement plan for 
Children’s services

Digital

☐ Implement an electronic record into our Emergency 
Department that integrates with other systems

☐ Deliver the final elements of our paperless patient record 
plans in order to improve efficiency and reduce duplication

☐ Maximise the functionality of EMIS with 1H partners and 
the shared care record

Productivity

☐ Deliver our Elective Surgical Hub project and associated 
productivity improvements in order to increase elective 
activity and reduce waiting times

☐ Continue our Community Diagnostic Centre project in 
order to improve access to diagnostics for our population

☐ Create system productivity indicators to understand the 
value of public sector spending in health and care 

Sustainability

☐ Work with Group partners to identify fragile services and 
develop plans to make them more sustainable utilising the 
scale of the group and existing networks

☐ Redesign selected services to focus more on prevention in 
order to reduce secondary care activity 

☐ Build our Integrated Energy Solution on the County 
Hospital site to reduce carbon emissions

Workforce

☐ Deliver plans for ‘grow our own’ career pathways that 
provide attractive roles for applicants

☐ Increasing the number and quality of green spaces for staff 
and improve the catering offer at the County Hospital in order 
to improve the working environment for staff

☐ Embed EDI objectives in our performance appraisals in 
order to make a demonstrable improvement in EDI indicators 
for patients and staff

Research

☐ Increase both the number of staff that are research active 
and opportunities for patients to participate in research 
through our academic programme in order to improve patient 
care and be known as a research active Trust 

☐ Continue to progress our plans for an Education Centre in 
order to develop our workforce and attract and retain staff

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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Perinatal Services Safety Report – MAY 2024

1. INTRODUCTION

1.1 Since 2016 the spotlight has been on maternity services to work towards achieving a national 
target of reducing stillbirths, neonatal deaths and intrapartum brain injuries by 50% by 2025. 
The Maternity Safety Report considers and meets the requirements set out within the NHS 
Resolution Maternity Incentive Scheme (CNST) Year 6, the Maternity Self-assessment Tool, 
and embeds the NHSEI Perinatal Quality Surveillance Model (PQSM). The information in this 
report provides an update on key maternity and neonatal safety initiatives against locally 
and nationally agreed measures, to support WVT to achieve the national ambition.  

1.2 This Maternity Safety Report is utilising a new format and template with an improvement in 
how, and the pace at which the service gathers data. This report features data from May 
2024, and will be shared for scrutiny and challenge at Quality Committee, and for oversight 
and assurance at Trust Board.

2. PERFORMANCE

2.1 Activity
2.1.1 There were 135 births in May, a stable rate in keeping with our annual trends. 

2.1.2 Red flags
Red flags are outlined within CNST standards and are all subject to an incident report and 
MDT review. The red flags in May are recorded as:

There was 1 case in May where a Category 1 delivery took longer than 30 minutes. The case 
has been reviewed and an issue with the catheter being blocked was the main contributory 
factor. The case was called as a Category 1 delivery, to allow a trial of instrumental in theatre 
before reverting to Caesarean Section if required. The lady had a successful forceps delivery 
with a time of decision to delivery being 43mins. Baby apgar and cord gases were normal.

Delay in Induction >2hrs 0
Delay in Catagory 1 delivery >30mins 1
Delay in administering medication 0
Delay in starting syntocinon/ARM >30mins 0
Delay in Suturing >60mins 0
Unable to provide 1:1 care in labour 0
Delay in Triage >30mins 0
Community midwives on call covering maternity unit 0
Any movement of midwifery staff from any area to provide midwifery cover 0
Delayed recognition of and action on abnormal vital signs 0
DSC lost - supernumerary status 0

Red Flags

Midwife to birth ratio 
(<1:24)

1:25

May
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2.1.3 RCOG Obstetric attendance
CNST requires compliance with the RCOG list of instances when an Obstetric Consultant 
MUST attend delivery suite – in and out of hours. Our performance is noted as:

3. SAFETY
3.1 Incidents

To provide Board oversight and assurance, this report aligns to the PQSM Minimum Data 
Set requirement and provides detail on incidents graded moderate or above; including 
incidents reported to MNSI (formerly HSIB), NHS Resolution Early Notifications/Claims. 
Whilst we transition to improved ways of working under PSIRF, this report also provides 
detail on cases determined as a PSII and any cluster reviews under the PSIRF umbrella. 

3.1.1 The maternity service in Wye Valley is one of the smallest in the region with circa 1650 births 
per year. Due to the small number of cases and the possibility of patient identification, to 
protect the privacy of our patients, the Minimum Data Set cannot be shared at the public 
section of Board. This is shared in full at Quality Committee, a forum where scrutiny and 
assurance are gained, and is restricted to the ‘private’ section of Board. 

3.1.2 Minimum Data Set incident summary:
No. of cases Concern raised

PMRT MNSI Moderate MNSI NHSR CQC Reg 28
May 3 0 0 0 0 0 0

3.1.3 Concerns and Complaints
The PQSM Minimum Data Set requires the service to share the detail of service user 
feedback with Trust Board. Similar to incidents, this information is potentially patient 
identifiable and is therefore restricted to the minimum data set, allowing us to summarise 
the numbers of concerns and complaints in this section. 

Reason for attendance No. of 
instances

Attendance 
%

Comments

Caesarean birth for major placenta previa / 
invasive placenta

0 N/A

Caesarean birth for women with BMI>50 1 100%
Caesarean birth <28/40 0 N/A
Premature twins (<30/40) 0 N/A
4th degree perineal tear repair 0 N/A
Unexpected intrapartum stillbirth 0 N/A
Eclampsia 0 N/A
Maternal collapse e.g. septic shock / MOH 0 N/A
PPH >2L where haemorrhage is continuing 
and MOH protocol instigated

3 66% There was one case of a PPH 2.9L, Consultant notified 
at 1.8L and moving to theatre but no evidence 
Consultant attended. Passed to Obstetric CL to 
discuss case with individual.
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Concerns Complaints

May 1 0

The service currently has one open complaint; a historic complaint from July last year. The 
complaint is complex as those who had been allocated and investigating, have since left the 
organisation and the case has had to be reallocated. There is a plan in place for an MDT 
meeting in June, and a follow up meeting with the family.  

4. WORKFORCE
4.1 Safe Staffing - Midwifery

A monthly submission to Board outlining how safe staffing in maternity is monitored will 
provide assurance.  Safe staffing is monitored by the following:

• Completion of Birthrate plus acuity tool
• Monitoring the midwife to birth ratio
• Monitoring staffing red flags, also monitored for CNST compliance
• Shift fill data
• Daily SitRep reporting
• Sickness absence, vacancy and turnover rate

4.1.1 The Birthrate plus acuity tool for Delivery Suite was completed 85.1% of the expected 
intervals, which is a good reliability factor. A review of the data demonstrates when staffing 
met or did not meet acuity. This demonstrates that acuity has been met 85% of the time. 
For 13% of the time the service has been short by up to 1.75 midwives and for 2% of the 
time the service has been more than 1.75 midwives short.

4.1.2 This data is collected prior to mitigation and mitigations evidence that there were a total of 
31 instances of staff being redeployed internally to cover acuity, for example from another 
clinical area to Delivery Suite. In a small service, this is reasonable as it demonstrates 
flexibility within the service to meet acuity needs. There were 0 occasions where community 
were redeployed to support Delivery Suite acuity which has been a considerable decrease 
since 2023. There was 1 occasion where specialist midwives supported clinical acuity and 
this is a positive practice, they all participate in a standby rota which supports them to retain 
clinical skill whilst meeting the needs of the service. There were 7 occasions where acuity 
was escalated to the manager on call for support. 
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4.1.3 There were 0 incidents related to midwifery staffing. These have all been reviewed and no 
harm has been caused, appropriate management of staffing and acuity has taken place in all 
cases. There were 0 staffing red flags reported in birth rate for the period.

4.1.4 Midwifery fill rates are collected from Allocate rosters. There has been no indication to 
reintroduce agency since it ceased in November. The number of midwifery bank shifts in 
maternity has decreased over the last 6 months, with some bank still being required to cover 
maternity leave vacancy and short notice sickness. There has been an increased in demand 
for support worker bank shift, attributable to significant sickness rate and vacancy factor. 

Fill Rate %
MW 
contracted 

MW 
extra 
hrs

MW 
bank 
only

MSW 
contacted 

MSW 
extra 
hrs

MSW 
bank 
only

AN clinic/DAU 75.29% 0% 0% 75% 11.9% 4.76%
Community 81.61% 3.83% 0% 94.03% 2.99% 0%
Delivery Suite 95.08% 3.63% 2.07% 91.94% 0% 1.61%
Maternity 
Ward

98.79% 0% 0% 87.90% 1.61% 7.26%

Triage 98.39% 2.02% 2.02% 56.45% 3.23% 33.87%
DS Co-
ordinators

100% 0% 0% N/A N/A N/A

4.2 Obstetric workforce 

The obstetric rotas have been covered throughout May as outlined below.

We have also recruited a locum for 1 months to cover sickness, this post may be extended 
if possible. 
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4.3 Anaesthetic workforce
The anaesthetic rotas have been covered throughout April as outlined below. The rota gaps 
were filled by existing members of staff with cover provided 100% of the time. 

Long 
Day

Fill 
rate%

Night Fill 
rate%

Anaesthetist contracted 
hours

27 87% 31 100%

Anaesthetist extra hours 4 13% 0 0%

4.4 MDT ward rounds

MDT ward rounds take place at 08:30 and 20:30 daily. Medical staff attendance is expected 
100% of the time, however due to high acuity for example, this may not always be possible. 
Attendance has been escalated to the CD and CL for Obstetrics, and also to the CL for 
anaesthetics. They have been asked to provide assurance more closely on a monthly basis, 
with an action plan for improvement. This will be reported next month. 

The findings of the audit have been shared with the Obstetric team to facilitate action for 
improvement. 

4.5 Neonatal Nursing

The Neonatal Nursing workforce is outlined as:

During April/May the Practice Education Lead was working as B6 waiting Job Matching for 
B7 JD. Now complete and interview completed. Post filled at B7 from 01.07.24.

Sickness remains a challenge this month within the band 5 workforce, being managed in line 
with trust policy. Cover provided by additional hour’s bank staff and ID medical agency staff. 
1 x awaiting transfer to School Nursing Team – waiting for pre-employment checks to be 
approved.

 08:30 20:30
Anaesthetist 96% 93%
Obstetric Consultant 96% 87%
Ward round completed 100% 100%
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Staff were available for QIS for 49% of shifts which is the data reported to the Network. The 
service uses other staff members to support the QIS shifts meaning that 100% of shifts are 
filled. Mitigation to reduce the issues with QIS – 3 staff to commence QIS course from 
September 2024.There were no unit closures during May 2024 and capacity was low. 

5. COMPLIANCE
5.1 Training

CNST standards (Year 6) require compliance with training to be at 90% in all staff groups by 
1st December 2024. Compliance is on track for all staff groups and there is no concern that 
the targets will not be met.

Maternity Support Workers were not initially required to be a part of the CNST Standards, 
therefore the speciality has been added to the training agenda from 2023 onwards. A 
staggered approach has been taken to ensure safe staffing in the clinical environment, and 
this group is on trajectory to meet the target of 90% by December 2024. 

5.2 Saving Babies Lives 
Saving Babies Lives v3 was launched in March 2023 with an update to the previous 5 
elements and introduction of a 6th element to cover maternal diabetes. Under CNST 
standards, Trusts are required to demonstrate compliance with the use of the nationally 
approved toolkit, which WVT are fully compliant with. The trust progress is also quality 
assurance checked by the LMNS on a quarterly basis. 

Progress in achievement of CNST /10
Training compliance in PROMPT: Midwives 96%
Training compliance in PROMPT: Obstetric Consultants 100%
Training compliance in PROMPT: Obstetric Middle Grades 93%
Training compliance in PROMPT: Anaesthetic Consultants 100%
Training compliance in PROMPT: Anaesthetic Middle Grades 100%
Training compliance PROMPT: Maternity Support Workers 67%
Annual NLS update compliance: Paediatric Consultants 100%
Annual NLS update compliance: Paediatric Middle Grades 100%
Annual NLS update compliance: Paediatric Juniors 91%
Annual NLS update compliance: Midwives 96%
Annual NLS update compliance: Neonatal Nurses 94%
Fetal Wellbeing update day: Obstetrics 100%
Fetal Wellbeing update day: Midwives 98%
Midwifery update day (Core Competency): Midwives 97%
Midwifery update day (Core Competency): Support Staff 88%

Improvement

Date Qualified in Specialty 
workforce (expected 
standard 70%)

Qualified in Specialty 
on shift

May 2024 49% 49% (100%)
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The latest quarterly review for Q4 took place in May and the current progress is reported as:

The service has action plans to address each of the key areas. CNST year 6 requires full 
implementation by March 2024, however where this has not been met compliance can still 
be achieved if the ICB confirms it is assured best endeavours and sufficient progress has 
been made. The LMNS have confirmed that they are satisfied with efforts and progress to 
date. 

5.3 CNST MIS Year 6
CNST launched Year 6 on the 2nd April. The maternity leadership have reviewed each of the 
10 safety actions to ensure that compliance can be achieved again this year. 

Whilst the service starts to pull evidence for each of the relevant sections it is not possible 
to share progress in a visual format as almost all actions are ‘in progress’ status. The NHS 
Futures Platform offers a tracking tool this year and the team are currently working to 
embed this into their governance, and this will enable sharing of the progress in future 
reports.

5.4 SAFETY CHAMPIONS

Maternity Safety Champions work at every level – trust, regional and national – and across 
regional and organisational boundaries. They develop strong partnerships, can promote the 
professional cultures needed to deliver better care, and play a key role in ensuring that 
mothers and babies continue to receive the safest care possible by adopting best practice.

CNST Safety Action 9 requires all Trusts to have visible Maternity and Neonatal Board Safety 
Champions who are able to support the perinatal leadership team in their work to better 
understand and craft local cultures. 

A safety walk round took place on the 7th May, four Safety Champions were present 
including both the Executive and Non-Executive Directors. Areas that were visited included 
Maternity Triage, Maternity Ward, Delivery Suite, SCBU and Antenatal Clinic. All areas visited 
were clean, tidy and it was noted that all patient notes were away as had previously been 
an issue; no safety concerns were identified. A small number of estates jobs were logged, 
but none affecting Infection Prevention standards. 
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During the walk round the Safety Champions had discussions with staff about the oxygen 
masks and tubing on the Resuscitaires. NHSE IPC Team had previously queried the kit being 
set up with tubing attached. An MDT meeting identified that for the safety of babies these 
do need to be connected, however a Risk Assessment is required to support the decision 
making process. The lead for Neonatal Resuscitation has been tasked with this. 

The Safety Champion’s Board is now out of date given some changes of personnel in the 
team and therefore this requires updating. Some changes were made to the privacy screen 
in the Women’s Health Outpatient area and these have been well received by staff. 

During the visit to SCBU, it was confirmed that some charitable funds had been raised for 
artwork in the patient bays, similar to that in children’s ward. Some queries were raised 
about the overtime payments and enhanced specialist rates which were answered by the 
Chief Nursing Officer. 

5.5      NEONATAL SERVICE
5.1 Avoiding Term Admissions into Neonatal unit (ATAIN) – Quarterly Report

 Wye Valley NHS Trust ATAIN Quarter 4 2023/2024 review
NHS Improvement Reducing harm leading to avoidable admission of full-term babies into neonatal 
units, Target Rates: National Average = 5%, Best Practice=3%

Quarter 4 – January 2024 – March 2024
Term Admission Data Review:

Month Unexpected term 
admission to SCBU

Total Live Births Included in 
ATAIN data

Unexpected term 
admissions to 
SCBU as % of all 
total live births.

January 24 5 143 3 2%
February 24 4 131 1 0.76%
March 24 6 152 3 2.63%

(Table 1)
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Graph 1

Reasons for Admissions in Q4

Reason 1 Reason 2 Reason 3 Reason 4 Reason 5
Respiratory 
Support x 5

Observations 
following 
resuscitation x 1

IVAB and feeding 
support x 1

(Table 2)

Mode of Delivery – Q4

Normal Vaginal 
Delivery

Cat 1 C-Section Cat 2 C-Section Elective C-
Section

Instrumental 
delivery

3 1 2 0 1
(Table 3)

Reasons for C-Sections

Emergency C-Section:

• Decelerations on CTG

Category 2 C Section:

• CTG Concerns and Meconium stained liquor
• Failure to progress

Summary of Quarter 4 Reviews:

There was a total of 6 unexpected term admissions to SCBU during Quarter 4 (2023/2024) with a 
total of 426 live births which was a slight increase from Quarter 3 when the total of live births was 
416.
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In Quarter 4 the % of unexpected term admissions to SCBU were below both the national average 
(5%) and the expected best practice target of 3%, which is consistent to the % in Quarter 1 and 2 in 
2023/2024.   In Quarter 3 we did not achieve the expected best practice target of 3% for any of the 
months reviewed.

The primary reason for admission of these babies to SCBU during Quarter 4 was for respiratory 
support, a pattern which has been consistent throughout 2023/2024 financial year.

One baby was admitted to SCBU for observation following resuscitation but did not require any 
additional respiratory support.

Ventilation CPAP Nasal High Flow 02 NP Low Flow O2
0 0 1 4

(Table 4) 

There was one baby admitted for feeding support which and antibiotics and required assistance to 
feed via a nasogastric tube feed.  The baby also had raised infection markers and required a 5 day 
course of antibiotics.

January 24 Review Summary

There were 5 unexpected term admissions to SCBU during January 24 with 2 excluded from the 
review process as they did not meet the ATAIN review criteria.  The review panel concluded that 
from the 3 remaining unexpected term admissions, all were unavoidable, with two requiring a short 
period of low flow oxygen therapy, and the third baby required IV fluids before feeding was 
established.

Reasons for Exclusion

There were two babies excluded from the review process, one was an admission on Day 6 and was 
transferred with mum for feeding support into one of the TC beds on SCBU and the second one was 
transferred to the TC Beds on SCBU because of capacity pressures on postnatal ward.

February 24 Review Summary

There were 4 unexpected term admissions to SCBU during February 24, with 3 excluded from the 
review process as they did not meet the ATAIN review criteria.  The review panel concluded that 
the one admission was unavoidable, as there was differential in pre and post ductal oxygen 
saturations at 6 hours of age and the baby required NP02 for 24hrs.

Reason for Exclusion

Of the three babies excluded from the review process two were readmissions from home, one for 
feeding support and one for parental support due to parental anxiety.  The third baby was admitted 
from the review process as they were admitted to the TC beds with mum for continued feeding 
support and because of capacity on PNW.

March 24 Review Summary

There were 6 unexpected term admissions to SCBU during March 24 with two being excluded as 
they did not meet the criteria for ATAIN review. 

11/15 105/157



Version 2 25/03/2024

Following the review of the 4 unexpected term admissions, it was concluded that all 4 admissions 
were unavoidable.   Two babies needed additional respiratory support via High Flow or Low Flow 
Oxygen, one required IV fluids and one was being observed on SCBU following resuscitation at 
delivery.   

Reason for Exclusion

Both of the babies that were excluded from the review were admitted because of capacity issues 
on PNW and both mother and baby were admitted to TC cots on SCBU.

Good Practice identified from Quarter 4 reviews:

• Minimising separation of mother and babies wherever possible.
• Prompt escalation of concerns by Midwifery team

New Action from Quarter 4

• Audit the use of the Coloured cot cards on Maternity ward which are used to identify babies at 
risk of hypothermia, hypoglycaemia etc. 

CONCLUSION

In conclusion all of the unexpected term admissions throughout Quarter 4 were considered as 
unavoidable.    

The learning will be shared across various forums including Friday Feedback, staff notice boards, 
circulation of ATAIN reports and team meetings. 

The ATAIN action plan has been updated as at the end of March 2024 and the detail provide to 
Quality Committee.
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APPENDIX 1 – PQSM Dashboard

LMNS LMS Total bookings 132
LMNS LMS Women who were booked before 12 + 6 weeks 124
LMNS LMS % Women who were booked before 12 + 6 weeks (target 90%) 93.9%
LMNS LMS Women who were booked after 12 + 6 weeks 8
LMNS LMS % Women who were booked after 12 + 6 weeks 6.1%
LMNS LMS Midwife led care at booking 19
LMNS LMS % Midwife led care at booking 14.4%
LMNS LMS Women with BMI of 30 and over at booking 41
LMNS LMS % Women with BMI of 30 and over at booking 31.1%
LMNS Better Births % Antenatal Personalised Care Plan completed 97.6%
LMNS Better Births % Intrapartum Personalised Care Plan completed 63.2%
WVT % Portal Access Consent 99.2%
LMNS LMS % Portal Access - Women who registered and logged in 88.5%
LMNS Ockenden % Contacts were place of birth suitability was recorded 13.7%
LMNS Ockenden % High risk women assigned a named Consultant - within 7 days 50.7%
LMNS Ockenden % High risk women assigned a named Consultant - at any time 79.7%
LMNS Ockenden % Antenatal contacts with a reviewed / authorised risk assessment 30.7%
LMNS Ockenden % Antenatal contacts with a risk assessment form completed 92.9%
WVT Recorded Smoking Status at Booking - Yes 7
WVT Recorded Smoking Status at Booking - No 125
WVT Recorded Smoking Status at Booking - Unknown 0
WVT % of mothers with a recorded Smoking Status at Booking 100.0%

LMNS Saving Babies Lives Women who were current smokers at booking 7

LMNS Saving Babies Lives % Women who were current smokers at booking 5.3%

LMNS Saving Babies Lives Smokers who were referred to smoking cessation services 7

LMNS Saving Babies Lives % Smokers who were referred to smoking cessation services 100.0%

LMNS Saving Babies Lives Smokers who accepted CO screening at booking 7

LMNS Saving Babies Lives % Smokers who accepted CO screening at booking 100.0%

LMNS Saving Babies Lives Women who were screened for CO at booking 126

LMNS Saving Babies Lives % Women who were screened for CO at booking (of total bookings) 95.5%

LMNS Saving Babies Lives Women with CO reading of 4 ppm or more at booking 9

LMNS Saving Babies Lives % Women with CO reading of 4 ppm or more at booking (of total bookings) 6.8%

Booking

Risk 
Management

Carbon 
Monoxide

Area Framework Indicator DescriptionDashboard

Smoking

May

Antenatal
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Deliveries LMNS/PQSM Contractual Total births (deliveries) 135

WVT Home Births    2

WVT BBA's 0
LMNS Contractual Vaginal births (deliveries) 62

LMNS/PQSM LMS % Vaginal births (deliveries) 45.9%
LMNS LMS Ventouse & forceps births (deliveries) 22

LMNS/PQSM Contractual % Ventouse & forceps births (deliveries) 16.3%
LMNS/PQSM LMS RG*1 having a caesarean section with no previous births 3
LMNS/PQSM LMS RG*1 Deliveries 26
LMNS/PQSM LMS RG*1 % C-section deliveries 11.5%
LMNS/PQSM LMS RG*2 having a caesarean section with no previous births 15
LMNS/PQSM LMS RG*2 Deliveries 36
LMNS/PQSM LMS RG*2 % C-section deliveries 41.7%
LMNS/PQSM LMS RG*5 having a caesarean section with at least one previous birth 19
LMNS/PQSM LMS RG*5 Deliveries 20
LMNS/PQSM LMS RG*5 % C-section deliveries 95.0%

WVT Total Elective C-Sections 23
WVT Total Emergency C-Sections 28
LMNS LMS Total Caesarean births (deliveries) 51
LMNS LMS % Total Caesarean births (deliveries) 37.8%
LMNS LMS % Grade 1 C-Sections within 30 minutes 71.4%
LMNS LMS % Grade 2 C-Sections within 75 minutes 80.9%
LMNS Contractual Midwife led (low risk care) births 33
LMNS LMS % Midwife led (low risk care) births 24.4%
LMNS LMS Home births (deliveries) - midwife led only 0
LMNS LMS % Home births (deliveries) 0.0%
LMNS Contractual Total number of babies born 136

LMNS Saving Babies Lives Babies born preterm (singletons born 36+6 or less) 9

LMNS Saving Babies Lives % Babies born preterm (singletons born 36+6 or less) 6.62%

LMNS LMS Singleton babies born 26+6 or less 1
LMNS LMS % Singleton babies born 26+6 or less 1%
LMNS LMS Babies (multiples) born 27+6 or less 0
LMNS LMS % Babies (multiples) born 27+6 or less 0%

LMNS/PQSM LMS Stillbirths 1
LMNS/PQSM LMS % Stillbirths 0.7%

LMNS LMS Stillbirths rate per 1,000 0.136
LMNS National Live births where breastfeeding initiated (first feed = breastmilk) 114
LMNS National % Live births where breastfeeding initiated (first feed = breastmilk) 85.7%
WVT Women who were current smokers at booking (delivered mothers) 9
WVT % Women who were current smokers at booking (delivered mothers) 6.7%

LMNS Saving Babies Lives Women who were current smokers at birth (delivery) 7

LMNS Saving Babies Lives % Women who were current smokers at birth (delivery) 5.2%

LMNS Saving Babies Lives % Women with CO measured at 36 weeks 98.4%

LMNS Saving Babies Lives % CO >= 4ppm at booking and below 4 ppm at 36 weeks 7.3%

LMNS Saving Babies Lives Late pregnancy loss (singletons 16+0 - 23+6 ) 0

LMNS Saving Babies Lives % (as a % of all singleton births) 0.00%

LMNS Saving Babies Lives % Detection rate for FGR (below 3rd centile) 15%

LMNS Better Births Women who had a PPH of 1,500ml or more 11
LMNS Better Births % Women who had a PPH of 1,500ml or more 8.1%
LMNS Better Births Women who sustained a 3rd or 4th degree tear 1
LMNS Better Births % Women who sustained a 3rd or 4th degree tear (of total vaginal births) 1.2%
LMNS Better Births % Induction of labour rate (of all births) 34.8%
WVT Routine Enquiry Domestic Violence - Asked 87
WVT Routine Enquiry Domestic Violence - Unable to ask 45
WVT Routine Enquiry Domestic Violence - Unknown 3
WVT % routine enquiry domestic violence 97.8%
WVT Midwife to birth ratio 1:25
WVT Delay in Induction >2hrs 0
WVT Delay in Catagory 1 delivery >30mins 1
WVT Delay in administering medication 0
WVT Delay in starting syntocinon/ARM >30mins 0
WVT Delay in Suturing >60mins 0

WVT/PQSM Unable to provide 1:1 care in labour 0
WVT Delay in Triage >30mins 0
WVT Community midwives on call covering maternity unit 0
WVT Any movement of midwifery staff from any area to provide midwifery cover 0
WVT Delayed recognition of and action on abnormal vital signs 0
WVT DSC lost - supernumerary status 0
WVT Number of women presenting to service with reduced fetal movements 174
WVT Number of women presenting with RFM who are recorded as having a CTG 172
WVT % of women presenting with RFM who received CTG 98.9%

Area Framework Indicator DescriptionDashboard May

Smoking

Delivery 
Method

Risk 
Management

Reduced 
Fetal 

Movements

Intrapartum

C-Section 
Deliveries

Midwife Led 
Care

Births

Breastfeedin
g

Red Flags
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LMNS Integer Total admissions to neonatal care 5
LMNS Integer Unexpected admissions of full-term babies to neonatal care 1
LMNS % % Unexpected admissions of full-term babies to neonatal care 20.0%
WVT Eligible Babies 2
WVT % taken within hour 50.0%
WVT Adm temp <36.5 degrees 0
WVT Eligible Babies 9
WVT % taken within hour 89.0%
WVT Adm temp <36.5 degrees 0
LMNS Integer Babies born with an APGAR score between 0 and 6 (at 5 minutes) 3

LMNS/PQSM Integer Neonatal deaths 0
LMNS/PQSM % % Neonatal deaths n/a

LMNS Integer Neonatal mortality per 1,000 births 0
LMNS Integer Neonatal transfers for therapeutic hypothermia 0
LMNS % % Neonatal transfers for therapeutic hypothermia n/a

LMNS/PQSM Integer Neonatal brain injuries 0
LMNS/PQSM % % Neonatal brain injuries n/a

LMNS Integer Administration of antenatal steroids (to mothers of babies born 24+0 - 33+6 wks) 2

LMNS Integer Mothers eligible for antenatal steroids (of babies born 24+0 - 33+6 wks) 3
LMNS % % Mothers eligible for antenatal steroids (of babies born 24+0 - 33+6 wks) 66.7%
LMNS Integer Administration of magnesium sulphate (to mothers of babies born 24+0 - 29+6) 0
LMNS Integer Mothers eligible for magnesium sulphate (of babies born 24+0 - 29+6) 0
LMNS % % Mothers eligible for magnesium sulphate (of babies born 24+0 - 29+6) n/a

LMNS Local Obstetrics admissions to ITU 0
LMNS/PQSM LMS Maternal deaths 0

LMNS Better Births % Postnatal Personalised Care Plan completed 97.0%
LMNS LMS Postnatal readmissions within 28 days (mothers) 16
LMNS LMS Postnatal readmissions within 28 days (babies) 6
WVT Number of times Maternity Services Suspended per month 0
WVT Number of hrs Maternity Services suspended 0
WVT Number of times Home Birth services suspended per month 0
WVT Number of hrs Home Birth services suspended 0
WVT Number of times SCBU  suspended per month 0
WVT Number of hrs SCBU  suspended per month 0

PQSM Integer Number of inphase incidents graded as moderate or above/PSII reported (total)
PQSM Integer New HSIB SI referrals accepted 0

PQSM Integer HSIB/NHSR/CQC or other organisation with a concern or request for action made 
directly with Trust 0

PQSM Integer Coroner Reg 28 made directly to Trust 0

PQSM Hours Minimum safe staffing in maternity services: Obstetric middle grade rota gaps 
(hours): Antenatal Clinic and Delivery Suite 160

PQSM Hours Minimum safe staffing in maternity services: Obstetric Consultant rota gaps 
(hours): Antenatal clinic and Delivery Suite 150

PQSM Minimum safe staffing in maternity services: anaesthetic medical workforce (rota 
gaps) 4

PQSM Minimum safe staffing: midwife minimum safe staffing planned cover versus actual 
prospectively (number unfilled shifts) 0

PQSM Vacancy rate for midwives (black = over establishment, red = under establishment
PQSM Datix related to workforce (service provision/staffing) 0
PQSM % MDT ward rounds on CDS (minimum 2 per 24 hours) 100.00%
PQSM Service User feedback: Number of Compliments (formal) *
PQSM Service User feedback: Number of Complaints (formal) 0
PQSM Staff feedback from frontline champions and walk-abouts (number of themes) 2
PQSM Progress in achievement of CNST /10
PQSM % Training compliance in PROMPT: Midwives 96%
PQSM % Training compliance in PROMPT: Obstetric Consultants 100%
PQSM % Training compliance in PROMPT: Obstetric Middle Grades 93%
PQSM % Training compliance in PROMPT: Anaesthetic Consultants 100%
PQSM % Training compliance in PROMPT: Anaesthetic Middle Grades 100%
PQSM % Training compliance PROMPT: Maternity Support Workers 67%
PQSM % Annual NLS update compliance: Paediatric Consultants 100%
PQSM % Annual NLS update compliance: Paediatric Middle Grades 100%
PQSM % Annual NLS update compliance: Paediatric Juniors 91%
PQSM % Annual NLS update compliance: Midwives 96%
PQSM % Annual NLS update compliance: Neonatal Nurses 94%
PQSM % Fetal Wellbeing update day: Obstetrics 100%
PQSM % Fetal Wellbeing update day: Midwives 98%
PQSM % Midwifery update day (Core Competency): Midwives 97%
PQSM % Midwifery update day (Core Competency): Support Staff 88%

Admissions

Risk 
Management

Area Framework Indicator Description
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Dashboard
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Guardian of Safe Working  (GOSW) Update :  

Executive Narrative 

                    Dr Chizo Agwu Chief Medical officer 

New  GOSW  (Dr Akshay Lekhi)

appointed  1st of March 2024  .  

Exception Reports (ER) over past quarter 

Total number of exception reports re-

ceived 14 

Number relating to immediate staff 

wellbeing  issues 1 

Number relating to hours of working 13 

Number relating to pattern of work 0 

Number relating to educational oppor-

tunities 1 

Number relating to service support 

available to the doctor 1 

All the escalations  relate to Medicine Division  rota . 11 reports resolved and closed  . Work on-

going  on  increasing Medical Establishment ,  working with clinical  Leads  to  review trends and 

mitigations 
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Report to: Public Board
Date of Meeting: 04/07/2024
Title of Report: Freedom To Speak Up (FTSU) Yearly Report
Status of report: ☐Approval ☒Position statement  ☒Information  ☐Discussion
Report Approval Route: Chief People Officer
Lead Executive Director: Chief People Officer
Author:  FTSU Guardian – Jo Sandford
Documents covered by this 
report:

Staff Survey Results

National Guardian Report

Civility Saves Lives

1.  Purpose of the report

a. This report provides broad details of Speaking Up events for the year 2023/2024.
b. It provides an up-date from the Trust’s Freedom to Speak Up Guardian (FTSUG) on progress, 

exceptions, any themes and learning and on-going plans to continue strengthening arrangements for 
staff to Speak Up and raise their concerns. 

c. It also informs the board and public of National FTSU and Local developments that will influence WVT 
strategy and development and where FTSU objectives contribute to Trust objectives.

2. Recommendation(s)

The Trust has mandated the Speak Up Training. It has recently also very recently mandated Module 
2 of the National FTSU eLearning training, Listen Up. This will become a mandatory part of the 
appraisal process for anyone who line manages a staff member. It will ensure that all line managers 
know what is expected of them when staff speak up and that staff know they will be listened to. 

3. Executive Director Opinion1

Effective speaking up arrangements help to improve the experience of NHS workers and by default 
this will also improve the patient experience. 

Having a healthy speaking up culture is also an indicator of a well-led trust. 

Speaking up at WVT is taken as a positive and allows us to continually improve our service for patients 
and the working environment for staff.

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.

1/8 111/157

https://cms.nhsstaffsurveys.com/app/reports/2023/RLQ-benchmark-2023.pdf
https://nationalguardian.org.uk/wp-content/uploads/2023/07/202223-Annual-Data-Report.pdf
https://www.civilitysaveslives.com/


Version 1 22020304 

4. Please tick box for the Trust’s 2023/24 Objectives the report relates to:

Workforce

☒ Improve recruitment, retention and 
employment opportunities by implementing more 
flexible employment practises including the 
creation of joint career pathways with One 
Herefordshire partners

☒ Develop a 5 year ‘grow our own’ workforce 
plan

Research

☒Improve patient care by developing an 
academic programme that will grow our 
participation in research, increasing both the 
number of departments that are research active 
and opportunities for patients to participate

1. Executive Summary

This paper provides a summary of FTSU activity and themes of concerns raised with the Freedom To Speak 
Up Guardian (FTSUG) and FTSU Champions at WVT for 2023/24

A summary of FTSUG activity is detailed along with developments and actions that have been taken to further 
imbed the FTSU role and to encourage a culture of openness. As an example of WVT’s commitment to FTSU 
the number of hours ring fenced for the FTSUG post was increased to 3 full days per week from April 2023. 
However, with the increased volume of cases and the development of the role, this is being reviewed as we 
are providing an excellent speak up service at WVT. 

The role of the FTSUG touches many areas of the CQC Well-Led Framework. The Care Quality Commission 
(CQC) assesses a Trust’s speaking up culture during inspections under key line of enquiry (KLOE) 3 as part of 
the well-led question. 

2. Summary of Speaking Up in 2023/24

Speaking up has had a very successful year. The extra time given to the Guardian role has allowed significant 
amounts of promotional work resulting in not only a vast increase of cases but also a significant rise in the 
amount of Champions around the Trust. Cases are dealt with promptly and closed much quicker. Resulting 
in less stress and worry for those speaking up and an all-round positive experience that is giving FTSU an 
excellent reputation around the Trust.
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2.1. Speaking up data in 2023/24 

A total of 125 cases have been recorded in 2023/24. In the past 4 years cases have averaged 72. This year 
there has been an increase of 74%.

Financial Year Number of Cases

2018/19 24
2019/20 73
2020/21 70
2021/22 74
2022/23 72
2023/24 125

2.2 Speaking up Identified by Staff Group.

Administration and Clerical staff and registered Nurses and Midwives were the main groups of staff speaking 
up over the year. This is reflective of previous years. There has been a significant decrease in cases recorded 
as anonymous compared to previous years. These staff did not give their name when they approached the 
Guardian or they were comments/questions posed on the Trust’s Rumour Mill anonymously that required a 
response from the FTSU Guardian or they were known to a FTSU Champion who acted as an intermediary. 
The decrease is hopefully a result of promotional work and communications demonstrating that concerns 
are acted upon and at WVT it is safe to speak up.
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2.3 Data returns to National Guardian Office (NGO)

The six categories that are required within the NGO quarterly report are shown in the graph below.

Speaking up events are categorised from the perspective of the individual speaking up or subjectively by the 
Guardian from the information received and must be reported to the NGO quarterly. The categories are at 
times vague and if something relating to staff doesn’t fall into any of the other categories it has to be 
recorded as worker safety/wellbeing. There have been numerous requests from Guardian Networks for the 
NGO to expand the number of categories to include things like trust policy and procedures not being adhered 
to.

Behavioural concerns from the three related categories (Detriment/ Bullying & Harassment / Inappropriate 
behaviours) shown in the chart above make staff relationships and interactions the subject of greatest 
concern (33.6%) Worker Safety or Wellbeing also adds to this where staff are suffering from stress or anxiety 
from incidents in the workplace. WVT is not an outlier in this. The NGO FTSU Annual report 2022/23 states, 
“Poor behaviour remains a cause for concern, with the highest proportion of cases – a third (32.3%) – 
including an element of behaviours, such as bullying/harassment. This is a rise from 30.1% last year.” The 
2023/24 report is due July 2024 but discussions within the Midlands FTSU Network reflect that the situation 
is likely to be similar. 

“A recent study of people who experienced bullying in the workplace found that 75% reported a loss of 
concentration, memory and overwhelming anxiety, and over 80% felt the ‘anticipation of the next negative 
event’ – the feeling of constantly walking on eggshells” Tim Keogh – A Kind Life

While our clinical services are the key to WVT success, we can only maintain high standards of patient care 
if the welfare of all staff is made a priority. When concerns are raised we need to demonstrably show we are 
acting on them. Sometimes getting a timely response to action is difficult in the current climate. This then 
impacts on the staff speaking up and their mental health. To ensure an excellent FTSU service is maintained 
with a reputation that shows that WVT does listen and will act upon concerns raised, response times need 
to improve. Feedback to staff who speak up is always timely and comprehensive. The FTSUG works also side 
the HR team with their staff wellbeing agenda and promotions across the Trust.
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2.4 Civility Saves Lives

In the past 12 months we have been able to deliver Civility Saves Lives (CSL) to 350 WVT staff. We offer a 
monthly team’s session via the EDC and face to face sessions for individual teams that request it. Also we do 
sessions for the preceptorship programme, junior doctors and student nurses.

What is Civility Saves Lives?

• It’s about developing and sustaining an open and positive culture, creating a place of physiological 
safety for staff to feel confident to Speak Up.

• It’s about Civility in the workplace. As Chris Turner from the CSL campaign shouts from the roof tops 
is critical for patient safety. It also encompasses staff safety and wellbeing, removing poor 
behaviours, bullying and harassment and micro aggression that communicate some sort of bias. 

• It’s about throwing defensiveness out of the window and being curious to concerns and challenges 
when things are not right or could be better when someone speaks up to you.

• It is simply being kind and respectful to our colleagues to improve team work and patient outcome.

“We are a collective voice for the importance of respect, professional courtesy and valuing each other. We 
aim to raise awareness of the negative impact that rudeness (incivility) can have in healthcare, so that we 
can understand the impact of our behaviours” Dr Chris Turner, Consultant in Emergency Medicine

2.5 National Comparisons 

Model Hospital is always a quarter behind with reporting so the graph below is for Quarter 3 23/24 showing 
WVT into quartile 3 with 40 cases. Although there are many of our peer hospitals high into the fourth quartile 
it is not an accurate representation as some of those hospitals have 10,000 employees.
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2.6 NHS National Staff Survey 2023

The questions that make up the People Promise section, we all have a voice that counts, raising concerns, is 
reviewed every year locally, regionally and nationally by all FTSU Guardians. This compares the Trust’s 
performance nationally and is an indicator how safe staff feel to Speak Up and how confident they are the 
Trust will act. The 2023 Staff Survey published in March 2024 shows WVT score to be 6.3 in this section. This 
score is out of 10.

Foundation/ICS 2021 2022 2023

WVT 6.7 6.5 6.3

SWFT 6.9 6.9 6.9

George Elliot 6.4 6.2 6.2

Worcester Acute 6.4 6.4 6.4

Although there has been a very slight decrease in the results for Wye Valley, I am very confident that all of 
the time and promotion invested into FTSU will be reflected within the Staff Survey results in 2024.

2.7 Lessons Learnt 

1. The use of English Language within the workplace

There have been a number of cases throughout the year in relation to the use of the English language 
in the workplace. This has been addressed as the subject of a presentation to Medical Matrons and 
Sisters and within Theatres and the surgical directorate. The presentation is to be made available for 
managers to use when this issue arises with an aim to get staff on board and to be aware of the Trust 
Statement that covers three distinct areas of the work place. The aim is to assist staff to be aware of 
the many challenges to this subject and help them be compassionate and inclusive whatever their 
position is by putting themselves in everyone’s position.  Clinical areas is where English must be used 
so that everyone including patients are involved in communication. In staff communal areas a ‘Read 
the Room’ approach is suggested so that everyone feels included. There has been success from this 
approach with staff in Theatres who initially spoke up as they were told it was forbidden to speak 
their own language anywhere within the department.

2. Responding to Speak up Barriers

The two themes that I hear as Guardian are that staff felt that their manager and the executives 
won’t listen and even if they do they will not act upon the concerns raised. To try and combat these 
I firstly recommended to The Board that “Listen Up” training is mandated for any staff member who 
manages another. To give them awareness of how important speaking up is. This was agreed.
Secondly we have produced a local film which highlights to staff that Executives do listen and are 
fully invested in the speak up service and that speaking up at WVT is actively encouraged. The film 
has had excellent feedback.
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3. Feedback to Staff 

The importance of keeping staff updated is vital to providing an exemplary speak up service. It is 
important that staff responsible for investigating a concern answer emails in a timely fashion. The 
person who has spoken up is very often very stressed and anxious. Speaking up can be a big part of 
a staff member going off sick which costs the trust money. The fast closure of cases this year has 
significantly reduced the sickness episodes of those speaking up.

4. Support and Development for Leaders

A common theme this year has been line managers not treating staff fairly or following the correct 
policy or procedure. The Guardian researched if there was a cause for this trend. Evidence suggests 
that new staff, especially those in an admin and clerical role are being promoted quite quickly within 
the trust and have no leadership or management experience. Although the trust offers a wide range 
of training courses and specifically a three day Leadership and management course, staff were not 
being sent on these courses to help them to develop within the role. The Guardian suggested to TMB 
in her last quarterly report that some kind of preceptorship programme is developed to help support 
new leaders which will then have a positive impact on their staff.

These are just a few of many learning outcomes as a result of staff speaking up and the Guardian 
continues to review themes and make suggestions for improvement within the trust.

3.1 Exception Reports
    
For the year 2023/24 there were no cases open for more than 3 months. All cases were closed by the end of 
April 2024 and a resolution achieved.

3.2 Mandatory Training for FTSU

WVT was one of the first Trusts in the Midlands to mandate module one, Speak Up via eLearning. It still 
remains one of the few trusts within the region that has made the training mandatory. The aim for all 
mandatory training is for the percentage is 85% or higher to be compliant. At the end of March 2023 FTSU 
was 91.61%. All divisions are currently achieving the recommended 85%.
The National Guardian Office is calling for all three modules of FTSU eLearning to be mandated following on 
from the results of the 2022 Annual Staff Survey.

“It is disappointing that the staff survey results reflect a decrease in workers’ confidence to speak up, and 
especially concerning that this includes about clinical matters” Jayne Chidgey-Clark National Guardian
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The Guardian has reported to TMB that staff feel that managers will not listen or act upon their concerns. It 
has been agreed to mandate module two, Listen Up training for anyone who line manages another staff 
member. 

4. The WVT FTSU Team

The Guardian is contracted for 22.5 hours but due to the sheer volume of work is currently working 37.5 
hours. At the beginning of 2023/24 there were only 22 champions trust wide. This was not enough to be 
representative of the current workforce and so on the FTSU Five Year Plan a target of 100 was set. This has 
been achieved by May 2024 and there are currently 105 Champions who have all received training. The aim 
is now to get one in every department across the trust. Work is ongoing to improve the visibility of 
Champions. This has included Lanyards, badges, a list available on the intranet and posters around the trust 
saying who the champion for that area is.
 
5. Breaking down Barriers

As part of the promotional work for this year I have tried to target minority groups who are reluctant to 
speak up. The BAME community is one of these groups and yet they make up more than a quarter of our 
workforce. I have recruited a lot of Champions and joined in with the monthly BAME meetings. The Chief 
People Officer and I have also been part of a video that went out to all of the Indian staff members on their 
What’s App Group. We are hoping to widen this in the coming year to other nationalities that have formed 
communities because of their shared heritage.

I am also an ally of the LGBQT+ community and the disability awareness group in the trust. It is important 
that every staff member in the trust feels able to speak up and in a safe environment. There is an ongoing 
issue that there is no office for the FTSU team. Due to the sensitive nature and for confidentiality purposes 
it is vital that a private space is available for those speaking up. I am hoping this is rectified this year.

6. The Future of FTSU within WVT

The case load rose by 74% last financial and I was expecting that to plateau this year. However, already for 
Quarter 1 of 2024/25 we have 52 cases which is an increase of 30%. To maintain the successful Speak up 
Service that has been developed over the last 12 months consideration to making the role full time needs to 
be addressed. A question that I had last month from the audit committee asked what plans I had should the 
cases continue to increase to maintain the high level of service within the trust. My vision is for my admin 
assistant who I currently have for 6 hours per week to increase to 22.5 hours a week. She currently delivers 
training for CSL and this has allowed me more time for speaking up cases. This could be expanded and could 
also include promotional work and taking on the training for Sexual Safety in the Workplace and introducing 
a Second Messenger approach within the Trust.

I am looking forward to continually reviewing, improving and developing the FTSU Service within Wye Valley 
Trust over the next financial year.

Jo Sandford

Freedom to Speak Up Guardian

Wye Valley Trust

End of report
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1.  Purpose of the report
To brief the Board on the main issues arising from the Audit Committee held on 23 April 2024. 

2. Recommendation(s)
To receive the report.

3. Executive Director Opinion1

N/A

4. Please tick box for the Trust’s 2022/23 Objectives the report relates to:
Quality Improvement
☐ Improve the experience of patients receiving care by 
improving our clinical communication

☐ Improve patient safety through implementing change as 
we learn from incidents and complaints across our system

☐ Reduce waiting times for diagnostics, elective and cancer 
care

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

Integration

☐ Make care at home the default by utilising our 
Community Integrated Response Hub to access a range of 
community responses that routinely meets demand on the 
day

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

☐ Improve quality and value for money of services by 
making a step change increase in the range of contracts that 
are devolved to the One Herefordshire Partnership

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

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

☐ Stop adding paper to medical records in all care settings

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

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

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

☐ Develop our managers’ skills and system leadership 
capability

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

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

1 Executive director opinion must be included and approved by the director concerned prior to issue, except when the director has given 
their consent for the report to be released.
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Wye Valley NHS Trust
Trust Board Meeting – 4 July 2024

Summary of Audit Committee (AC) meeting held on 23 April 2024

MATTERS FOR PARTICULAR ATTENTION

Internal Audit – 
RSM, UK Internal Auditors (IA) presented 2 reports for approval Key Financial Controls, and the Board 
Assurance Framework.  The Board Assurance Framework Audit received a year on year improved 
grading of Reasonable Assurance which reflected the hard work and actions taken in the previous 12 
month by the Associate Director of Corporate Governance placing the Trust in a strong position to 
build on this further in future. Key Financial Controls were also graded as Reasonable Assurance. 
This was particularly pleasing as the General Office had not been reviewed for some time and 
secondly the Trust is now working with Financial Shared Services across the Foundation Group and 
this was an opportunity to test robustness of the processes.

Following the previous Sickness and Absence reporting graded as Partial Assurance a further update 
was provided by the Chief People Officer which fully address the previously raised concerns.

The IA Tracker showed signs that catch up is being made on actions following the acknowledged slow-
down in the previous quarter and the IA reported that the Trust is meeting all of the Key Performance 
Indicators (KPI’s) in terms of draft reports.

The draft Head of Internal Audit opinion is a positive above the line opinion confirming that the 
organisation has an adequate and effective framework for risk management, governance and internal 
control however the work has identified further enhancements to the framework of risk management, 
governance and internal control to ensure that it remains adequate and effective which reflects our 
desire to ensure continual improvement in how we manage risk within the Trust.

The IA presented the Internal Audit Plan 2024/25 which were fully approved by the Committee.

Financial Update
No reports were presented at Audit Committee by the External Auditors at this meeting however The 
Associate Chief Finance Officer (ACFO) presented a turn page review of the Wye Valley Trust draft 
Accounts 2023/24 with contents scrutinised and recommendations made for further amendments prior 
to final delivery.

OTHER MATTERS

Report Discussion / Recommendation

Internal Audit A start date has now been agreed for the Medical and Surgical Junior 
Doctor’s Rota Management with the Chief Medical Officer with an update 
due at the next Audit Committee meeting in June.

Financial Update The risk assessment for ‘not paying’ PFI related invoices was discussed 
fully and associated actions noted.

Standing Orders Were formally approved with an action to include both Standing Orders 
and PFI’s in the Non-Executive Director Induction Programme

Prepared by:-
Nicola Twigg, Chair of Audit Committee
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WYE VALLEY NHS TRUST 

 Minutes of the Audit Committee 

Held on 23 April 2024 at 9:30 a.m. – 12:00 p.m. 

Via MS Teams 

 

Present: 

Nicola Twigg NT Audit Committee Chair & Non-Executive Director (NED) 

In attendance: 

Mark Coton MC RSM Risk Assurance Services LLP., Assistant Manager, Internal 

Audit 

Geoffrey Etule GE Chief People Officer (for item 5.1) 

Mike Gennard MG RSM Risk Assurance Services LLP., Partner, Internal Audit  

Erica Hermon EH Associate Director of Corporate Governance/Company 

Secretary 

Sharon Hill SH Non-Executive Director (NED)  

Christian Homersley CH Associate Chief Estates & Capital Planning Officer  (for item 5.2) 

Ian Howse IH Partner, Risk Advisory Team, Deloittes LLP 

Asam Hussain AH RSM Risk Assurance Services LLP. 

Ian James IJ Non-Executive Director (NED) (Left meeting at 10.45 a.m.) 

Suzi Joberns SJ Deputy Chief Finance Officer 

Kieran Lappin KL Associate Non-Executive Director (ANED) 

Heather Moreton HM Associate Chief Finance Officer  

Katie Osmond KO   Chief Finance Officer 

Lauren Parsons LP Senior Manager, Audit & Assurance, Deloittes LLP  
 

Manjit Sandhu MS Senior Consultant, RSM Risk Assurance Services LLP. 

Bradley Vaughan BV RSM Risk Assurance Services LLP., Manager, Local Counter 
Fraud Service  
 

Wendy Twigg WT Executive Assistance (for the minutes) 

 

Minute  Action 

AC001/04.24 APOLOGIES FOR ABSENCE  

 The meeting was recorded for the purpose of producing the minutes. 

 

Apologies were received from Jo Rouse (Associate Non-Executive Director). 

 

 

AC002/04.24 QUORUM & DECLARATION OF INTEREST  

 The meeting was quorate. No declarations of interest were reported. 

 

Mrs Twigg (NED & Chair) reported that from a quorate perspective the 

meeting can be attended by three Non-Executive Directors, which can include 

Associate Non-Executive Directors. 

 

 

AC003/04.24 DRAFT MINUTES OF THE MEETING HELD ON THE 22 FEBRUARY 2024  

 The draft minutes were agreed as an accurate record of the meeting and 

approved. 

 

1/14 121/157



  

 

 Resolved – that the draft minutes of the meeting held on the 22nd 

February 2024 be confirmed as an accurate record of the meeting and 

signed off by the Committee Chair. 

 

 

AC004/04.24 MATTERS ARISING AND ACTIONS  

 The complete actions were noted as completed on the action log. The actions 

in progress were reviewed and updated. 

 

AC05.5/09.23 – A joint workshop to be held by Procurement on the 

effectiveness of the Atamis tool. A Board workshop to be arranged in the new 

year with the Foundation Group on ‘Contract Management & Atamis’. Wye 

Valley Trust are liaising with the Foundation Group to find an appropriate date 

in workplan. Once date identified the Audit Committee agreed to close the 

action.  ACTION 

 

AC03.6/06.23 – DHCS Gateway 5 Review Report (Hutted Wards) –The Chief 

of Strategy & Transformation (AD) requested that the lessons learnt report be 

presented to a future meeting. It was agreed that an update on the Treasury 

Department of Health review linked to the Trust’s internal business case 

evaluation will be available to present at the June Audit Committee. ACTION  

 

AC4.2/12.23 – PFI Dispute where services are not received or no longer 

required – The Associate Chief of Estates and Capital Planning Officer to 

conduct a follow up on the common law element on the PFI contract from a 

legal perspective and a risk assessment on the cost of not paying versus the 

cost of the financial implications. Risk assessment is work in progress and an 

update will be presented at the April Audit Committee. ACTION 

COMPLETED. 

 

AC4.2/12.23 – PFI Dispute where services are not received or no longer 

required – Internal Auditors will add ‘review of contract variations’ to the long 

list next year and add to Internal Audit framework. Executive Directors have 

met and the list is currently with the Associate Director of Corporate 

Governance to prioritise and agree a collective way forward for the long list. 

Internal Auditors will meet with the Audit Committee Chair and Non-Executive 

Directors. Agreed that item will be added to the long list as an area for 

inclusion in the 24/25 Internal Audit Plan. Mrs Twigg (NED & Chair) 

commented that once the condition survey has been completed and the 

actions from the survey identified a review of the contract variations will take 

place. ACTION COMPLETED. 

 

AC05.6/02.24 – Recommendation tracker – A systematic review of the 

internal governance processes around action plans to be undertaken by the 

Deputy Chief Finance Officer. A review of the action plan with Internal Audit 

to be undertaken. Update to be presented at the June meeting. ACTION 

 

 

 

 

 

 

KO 

 

 

 

 

 

 

June 

agenda 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

June 

agenda 
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AC1A005/05.23 – Consultant Job Planning – Consultant Job Planning to be 

added as an agenda item to the December Audit Committee and every six 

months thereafter. The Job Planning Committee is established and ongoing.  

Job Plans are currently in the planning round in readiness for Business 

Planning. It was noted that there is a degree of risk with changeover of 

personnel, but there is consistency within the Medical workforce team. 

Update to be provided at the June meeting.  ACTION  

 

AC05.1/09.23 – Audit Committee Terms of Reference – Mrs Twigg (NED & 

Chair) to add ‘Consistency with ICS members’ to the upcoming meeting 

agenda with the ICS. Meeting held with the ICB, Audit Committee Chair and 

the Associate Director of Corporate Governance and now features as part of 

ICB risk review work programme. Work is ongoing and will be reviewed at the 

June Audit Committee. ACTION 

 

AC005/02.24 – Sickness absence management – The recording of sickness 

and governance reporting to Board to be reviewed. It was reported that daily 

and weekly trend reporting enables regular review of data, together with 

sickness case reviews. Assurance was an issue for the Committee to ensure 

that the follow up actions from the Internal Audit on sickness absence were 

being addressed in a timely manner. Presented at April meeting and 

assurance provided. ACTION COMPLETED. 

 

AC052/02.24 – Sickness absence management – A discussion regarding 

reviewing and monitoring of approvals on ESR to take place with HR 

Business Systems Manager. It was reported that the names of line managers 

who fail to use ESR appropriately will be escalated to Associate Chief 

Operating Officers on a monthly basis. Presented at April meeting and 

assurance provided.  ACTION COMPLETED. 

 

AC06.1/02.245 – LCFS Progress report – Mrs Twigg (NED & Chair) to meet 

with the Deputy Chief Finance Officer’s to respond to questions set by the 

Board following the cyber security and cyber risk presentation. A meeting has 

taken place with the Associate Director of IM&T and a paper written, which is 

being reviewed prior to submission to Foundation Group Board. The 

Managing Director and the Chief Finance Officer to provide overview to the 

Committee Chair before submission. ACTION 

 

AC06.1/02.24 – LCFS Progress report – The LCFS to ascertain if 

Freemasons should be declared in the Declarations of Interest questionnaire. 

The LCFS confirmed that there is no mention in any NHS England 

documentation specifically to Freemasonry. Agreed to CLOSE ACTION 

 

AC07.2/02.24 – Financial reporting risks – Timeframe to be added to the 

financial reporting risks report. Meeting set up with the risk team to input the 

risks on to Inphase where timeframes will be added. Update to be provided 

at the June meeting. ACTION 

 

June 

agenda 

 

 

 

 

 

 

 

 

June 

agenda 
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 Resolved – that the Action update be received and noted.  

AC005/04.24 GOVERNANCE  

AC05.3/04.24 ANNUAL REVIEW OF AUDIT COMMITTEE TERMS OF REFERENCE  

 The Associate Director of Corporate Governance/Company Secretary  

(ADoCG) provided an update on the annual review of Audit Committee Terms 

of Reference (ToR) and the following points were noted:- 

 Following the last review of the Terms of Reference (ToR) in 

December 2023, they have now been updated in line with the updated 

guidance from the HFMA NHS audit handbook; 

 There were no material changes reported to what was agreed 

previously; 

 The subcommittee ToR’s have now been aligned are due to be 

presented to the Foundation Group Boards meeting next week. 

 

 

 Resolved – that the annual review of Audit Committee Terms of 

Reference be received, APPROVED and noted. 

 

AC05.4/04.24 STANDING ORDERS  

 The Associate Director of Corporate Governance/Company Secretary 

(ADoCG)  provided an update on Standing Orders and the following points 

were noted:- 

 

 Wye Valley Trust’s Standing Orders were approved last year and were 

utilised to develop and align the governance arrangements across the 

Foundation Group, which have now been adapted to include George 

Eliot Hospital (GEH) and Worcestershire Acute Hospital Trust 

(WAHT); 

 Mrs Hill (NED) requested that Standing Orders and SFI’s are included 

as part of the induction for new Non-Executive Directors. The ADoCG 

agreed to action. ACTION  

 South Warwickshire Foundation Trusts (SWFT) has a separate 

arrangement; 

 No additions or material change noted from what was previously 

agreed by the Audit Committee. 

 

 

 

 

 

 

 

 

 

 

 

EH 

 Resolved – that  

 

A) The update on Standing Orders be received and noted. 

B) Standing Orders and SFI’s to be included as part of the induction 

programme for new Non-Executive Directors. 

 

AC05.5/04.24 DRAFT WVT ANNUAL REPORT AND GOVERNANCE STATEMENT  

 The Associate Director of Corporate Governance/Company Secretary  

(ADoCG) provided an update on the first draft WVT Annual Report and 

Governance Statement and the following points were noted:- 

 

 The Communications team are currently proof reading the draft WVT 

Annual Report and Governance Statement for accuracy. The Audit 
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Committee were requested to comment on any amendments to the 

report required and advise the ADoCG; 

 The ADoCG recommended that the final document including the 

Annual Governance Statement is presented to Board for approval in 

June and Audit Committee receive the final version for sign off; 

 It was noted that the Internal Audit Opinion is required to be added; 

 Mr Lappin (ANED) commented on (Page 89) regarding average WTE 

salaries between £3k wte and £454k and questioned if the £3k amount 

was correct. The External Auditors (EA) responded that the required 

methodology is such that this amount is likely to refer to an agency 

worker that may have completed one shift which was required to be 

reported.  

 

 Resolved – that the update on the draft WVT Annual Report including 

the Annual Governance Statement be received and noted. 

 

AC05.1/04.24 SICKNESS ABSENCE UPDATE  

 The Chief People Officer (CPO) provided an update on sickness absence and 

the following points were noted:- 

 

 Mrs Twigg (NED & Chair) outlined that the Audit Committee required 

further assurance that sickness absence actions are being followed 

through promptly; 

 The sickness absence report was taken as read; 

 The CPO commented that following the Internal Audit (IA) report all 

Divisions were requested to feed back into the Finance & 

Performance Executive (F&PE)  meetings on any actions taken from 

concerns raised in the IA report;  

 Line managers are required to ensure that they are not only following 

due process in terms of reporting sickness absence and updating the 

Electronic Staff Record (ESR) but that their names are highlighted to 

the Associate Chief Operating Officers (ACOO’s) to ensure that 

relevant actions are being taken; 

 The Divisional HR Workforce Plans report on how many people are 

off sick on a daily basis, a weekly trend line report is then produced, 

which is then presented at Board. The HR team are now implementing 

a process that those who do not comply with reporting requirements 

are flagged up so that actions can be taken promptly; 

 Confirmation was received that the data is reliable, but due to 

operational pressures many managers do not have time to input 

information on the ESR system;  

 HR Business Partners are running check-in clinics to ensure 

individuals are supported in the management of sickness absence; 

 Management discretions are also being reported in the F&PE 

meetings and monitoring is being undertaken to  ensure consistency 

and fairness; 

 Mrs Hill (NED) questioned the effectiveness of the design of the 

controls. The CPO responded that the reports are reviewed by the HR 
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Business Partners, with any gaps in the data being addressed. Going 

forward the ACOO’s will have sight of the reports and will highlight any 

line managers that are not complying with policy; 

 Mrs Twigg (NED & Chair) requested that quicker responses to IA to 

evidence that actions are being progressed are required. The HR 

team should demonstrate that any actions that require follow up are 

being addressed. It was agreed that the Chief Finance Officer (CFO) 

and the CPO take the report back to Trust Board to offer more scrutiny 

and focus. ACTION  

 

 

 

 

 

 

 

 

 

KO/GE 

 

 

 Resolved – that  

 

A) The sickness absence update be received and noted. 

B) The sickness absence report to be presented to Trust Board for 

further scrutiny. 

 

AC05.2/04.24 RISK ASSESSMENT FOR ‘NOT PAYING’ PFI RELATED INVOICES  

 The Associate Chief Estates & Capital Planning Officer  (CH) provided an 

update on risk assessment for ‘not paying’ PFI related invoices and the 

following points were noted:- 

 

 The Context of the report is to outline where Wye Valley Trust (WVT) 

has requested to remove some services from the PFI contract held by 

Mercia Healthcare Limited for services where they have not been 

delivered or are below par; 

 The Executive Director Opinion states that the Trust has no legal 

recourse to withhold payment to the PFI company based on the advice 

received from different legal advisors over the years. This is a dispute 

resolution process that is in place and has worked successfully for the 

Trust on a number of matters; 

 It was noted that the main tariff is paid in advance and the variable 

and capital related schemes are invoiced separately and are not paid 

until goods or services are received; 

 Mrs Twigg (NED & Chair) questioned that when additions to the 

contract have been added e.g. cleaning, buildings and parts, do we 

have to use the contractors or can the Trust choose to introduce 

another party to test out before a decision is taken on the post PFI 

service provision choices. CH responded that Sodexo have the right 

to make an offer to provide services for all estates and facilities onsite. 

Sodexo would provide a price and the Trust have to demonstrate poor 

value and can then allow other contractors to quote. With regard to 

constructions Sodexo have taken a relaxed view, the Trust have 

managed some of the buildings, for example the Elective Surgical 

Hub, the Trust will then hand over to Sodexo to provide maintenance 

and some of the cleaning services; 

 WVT are currently out to procurement for the Education Centre where 

there is an opportunity for provision of cleaning services and to 
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provide a café service by WVT or Hoople staff. Only five years remain 

on the PFI contract, which will be challenged; 

 Sodexo do not want to enforce provisions in the contract, they want to 

convince the Trust they can provide the service, although this has not 

been tested; 

 WVT staff operate the cleaning service in Theatres;  

 The CFO reported that as the Trust is approaching handback, there is 

more focus on enhanced controls and the overall impact of PFI on the 

financial position. Opportunities to be identified to provide a more 

holistic visibility for external focus and ensure clarity on handback 

should be investigated. It was agreed that a discussion will take place 

outside the meeting. ACTION 

 Mr Lappin (ANED) commented that where there is an internal way to 

resolving a dispute, the PFI company should be paid, Mrs Twigg (NED 

& Chair) was in agreement.. 

 

 

 

 

 

 

 

 

 

 

KO  

 Resolved – that  

 

A) The risk assessment for ‘not paying’ PFI related invoices update 

be received and noted. 

B) Discussion to take place outside the meeting to identify 

opportunities as the Trust is moving into handback. 

 

AC006/04.24 INTERNAL AUDIT  

AC06.1/04.24 IA PROGRESS REPORT  

 The Internal Auditors (IA) presented the IA progress report update and the 

following points were noted:- 

 

 Within the IA’s key messages it was reported that the IA finalised two 

reports, Key Financial Controls, and the Board Assurance 

Framework, both of which received a reasonable assurance; 

 A draft report on Health Rostering will be shared with the Audit 

Committee once finalised. The draft report received a reasonable 

assurance; 

 One piece of work is currently being scoped, the Medical and Surgical 

Junior Doctor’s Rota Management, a start date has been agreed with 

the Chief Medical Officer; 

 The Data Security and Protection Toolkit audit is to be completed by 

NHS England; 

 The IA reported that the Trust is meeting all of the Key Performance 

Indicators (KPI’s) in terms of draft reports. 

 

 

 

 

 

 Resolved – that the IA progress report be received and noted.  

AC06.5/04.24 BOARD ASSURANCE FRAMEWORK  

 RSM, UK Internal Auditors (IA) presented the Board Assurance Framework 

(BAF) and the following points were noted:- 

 

 The position has improved to reasonable from last year; 
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 The policy and strategy have been merged into one policy; 

 The Trust has introduced InPhase to replace Datix, which is being 

used to manage and monitor risks; 

 A Deputy Company Secretary has been appointed with assistance 

from a new Health & Safety Risk Officer; 

 Seven risks were reported as low admin actions; 

 Mrs Twigg (NED & Chair) congratulated the ADoCG and the new 

Deputy Company Secretary and Health & Safety Risk Officer for their 

work  on achieving a reasonable position from last year; 

 The IA commented on the monitoring and scrutiny on risks scores that 

have not moved over a prolonged period of time. The IA commented 

that they can tolerate the risk scores and having the visibility of 

movement of risk scores assists with the challenge. The ADoCG 

responded that the Trust was without a risk member of staff to support 

for two years. Since December the ADoCG has had the support to get 

into the depth to find risks. Housekeeping is now in place to address 

recommendations made within the Internal Audit report.  

 

 

 

 Resolved – that the Board Assurance Framework update be received 

and noted. 

 

AC06.6/04.24 KEY FINANCIAL CONTROLS 2023/24 – FINAL REPORT  

 The Internal Auditors (IA) presented the Key Financial Control 2023/24 final 

report and the following points were noted:- 

 

 The Key Financial Control 2023/24 report received a reasonable 

assurance. The report was taken as read; 

 The IA summarized the two areas, Income Collection and banking and 

General Ledger. Within Income Collection five management actions 

were raised, one of which was a medium priority. Within General 

Ledger, six management actions were raised, all of which were low 

priority; 

 The CFO confirmed that this area was chosen for two reasons, firstly 

General Office had not been reviewed for some time and secondly the 

Trust is now working with Financial Shared Services across the Group 

and this was an opportunity to test robustness of the processes. It was 

confirmed that some of the actions had been actioned since the report 

and some are on the ‘to do’ list.  

 

 

 Resolved – that the Key Financial Controls 2023/24 final report update 

be received and noted. 

 

AC06.2/04.24 DRAFT HEAD OF INTERNAL AUDIT OPINION  

 The Internal Auditors (IA) presented the draft Head of Internal Audit opinion 

update and the following points were noted:- 

 

 The draft Head of Internal Audit opinion is a positive above the line 

opinion. The organisation has an adequate and effective framework 

for risk management, governance and internal control. However, the 
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work has identified further enhancements to the framework of risk 

management, governance and internal control to ensure that it 

remains adequate and effective; 

 Of the seven final reports, three have been positive, two advisory and 

two negative assurance opinions (the Sickness Absence 

Management & Divisional and Directorate Governance Review); 

 The IA outlined the partial and remaining Internal Audit work for 

2023/24, which included, Health Rostering, Agency Spend and 

Medical/Surgical Junior Doctors Rota Management; 

 Mrs Twigg (NED & Chair) stressed that there is a need to follow up on 

actions promptly to ensure that the Trust is back on track; 

 Mrs Hill (NED) commented on the remaining reports that have not yet 

commenced or issued and questioned if these could affect the draft 

opinion. The IA responded that one of the reports offer a reasonable 

and positive opinion. Confirmation was received that core work has 

been completed and the opinion will not change; 

 There was a request from the Audit Committee that the CFO identify 

any areas that it might be anticipated could result in a negative opinion 

report to enable the IA to frontload these areas to demonstrate the 

actions that have been taken to provide the Trust with a positive 

opinion at the end of the year. ACTION 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

KO 

 

 

 Resolved – that  

 

A) The Draft Head of Internal Audit opinion report be received and 

noted. 

B) The Chief Finance Officer to identify any areas that could result 

in a negative opinion report and advise IA of any actions taken 

to provide the Trust with a positive opinion. 

 

AC06.3/04.24 RECOMMENDATION TRACKER  

 RSM, UK Internal Auditors (IA) presented the Recommendation Tracker and 

the following points were noted:- 

 

 69 management actions were reported, 22 actions were implemented, 

32 actions, date not yet reached, 11 actions management required 

extension and followed the due process of being approved, one action 

at time of writing regarding the medical leave policy was not 

implemented, following further enquiries this action has been 

superseded, with the original Medical Leave policy now being used. 

Three management actions relating to the Discharge Management 

report, whereby the responses had not been secured, all three 

responses have now been received, one has been closed and two 

extended slightly. 

 

 

 

 

 

 Resolved – that the Recommendation Tracker update be received and 

noted. 

 

AC06.4/04.24 GLOBAL INTERNAL AUDIT STANDARDS  
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 Resolved – that the Global Internal Audit Standards be received and 

noted. 

 

AC06.7/04.24 INTERNAL AUDIT STRATEGY & INTERNAL PLAN 2024/25  

 The Internal Auditors (IA) presented the Internal Audit Plan 2024/25 and the 

following points were noted:- 

 

 Following separate meetings with Executive Directors and following a 

review of the risk documentation, developments and priorities from the 

previous year, the IA develop a long list which is then shared with the 

executive colleagues and Audit Committee Chair. The IA update the 

list and share back with Executive colleagues with a final prioritisation 

list  presented at Audit Committee; 

 Seven areas of risk based coverage were highlighted, data quality of 

the Emergency Department pathways, a review of the Pre-Operative 

process around Theatres, a review of Mortuary, medical job planning, 

data quality review around VTE, benefits realisation review around the 

EPR system and PFI. The IA will link in with the CFO and Audit 

Committee Chair to ensure the focus of the review given the handback 

arrangements. The Board Assurance Framework, DSP toolkit, Key  

Financial Controls and follow up; 

 Mrs Twigg (NED & Chair) expressed thanks for the good mix of 

suggestions in the long list from the Executive Directors and Non-

Executive Directors;  

 Mrs Hill (NED) commented that the Emergency Department (ED) 

scope was spot on, but highlighted that when visiting wards queries 

were received regarding the passing of information from ED to other 

departments and if this were being fed into the other directorate as 

people move through the system. The IA can capture this information 

with assistance from the CFO as part of the scope from a patient 

safety perspective. ACTION 

 The CFO commented that the Trust has two different systems 

Symphony (in ED) and Maxims, the business case for a single EPR 

solution will come over the next couple of months; 

 Mr James (NED) commented on the Mortuary and stated that there 

were two HTA interventions, one in 2022 and one last year. Concern 

was raised at Quality Committee following the regulatory visit, if the 

actions had been completed and linked into the second visit. It was 

agreed that IA would build the Mortuary actions into the scope. 

ACTION 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

KO/IA 

 

 

 

 

 

 

 

 

IA 

 Resolved – that  

 

A) The Internal Audit Plan 2024/25 update be received and noted. 

B) The CFO to work with Internal Audit regarding the passing of 

information from the Emergency Department to other 

departments. 
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C) Internal Audit to link the actions from the second HTA visit at the 

Mortuary to the first visit in 2022. 

AC007/04.24 LCFS  

AC07.1/04.24 COUNTER FRAUD WORKPLAN 2024/25  

 LCFS, RSM, UK Internal Auditors (IA) presented the LCFS workplan 2024/25 

and the following points were noted:- 

 

 The report was taken as read; 

 Mrs Twigg (NED & Chair) congratulated the LCFS on the layout of the 

future strategy reports which were very easy to follow; 

 The CFO commented on the Fraud Risk assessment and the red risk 

on cyber alerts, which presented a score of 25 risks. This IA will 

conduct a review of the scoring to provide assurance to the CFO. 

ACTION 

 The ADoCG commented that the latest round of Declarations of 

Interest will be published to meet the Code of Governance; 

 The ADoCG highlighted that on the work schedule there was a fraud 

risk related to car parking and questioned if the CFO would welcome 

the support of the LCFS as this may have a financial implication. The 

LCFS confirmed that information on work undertaken in other Trusts 

would be fed in. ACTION 

 

 

 

 

 

 

 

LCFS 

 

 

 

 

 

 

 

LCFS 

 

 

 Resolved – that  

 

A) The LCFS progress report update be received and noted. 

B) LCFS to provide assurance to the chief Finance Officer on the 25 

risks relating to cyber risks. 

C) The LCFS to utilise the information on work undertaken in other 

Trusts on car parking risks. 

 

AC008/04.24 FINANCIAL FOCUS  

AC08.1/04.24 ICS FINANCIAL REPORTING/GOVERNANCE UPDATE  

 The Chief Finance Officer (CFO) provided a verbal update and the following 

points were noted:- 

 

 The ICS dashboard was received by the Audit Committee; 

 The ICS Finance Forum has changed into the Finance Committee. At 

the last meeting an update on the approach to governance was 

provided for the Finance Committee, which included the medium term 

financial strategy and planning, monthly finance update, the 

operational planning dashboard, any deep dives and the ICB financial 

position and risk. The report can be shared if required; 

 Risks were identified which included achievement of the system 

financial plan, efficiency savings targets, unfunded excess inflation 

and the reliance on agency expenditure. Report proposed that a 

highlight report is completed and circulated and distributed after each 

of the ICS Finance Committees. 
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 Resolved – that the financial reporting/governance update be received 

and noted. 

 

AC08.2/04.24 WVT DRAFT ACCOUNTS 2023/24  

 The Associate Chief Finance Officer (ACFO) presented a turn page review of 

the WVT draft Accounts 2023/24 and the following points were noted:- 

 

 The submission of the final Accounts to the NHS England is due on 

the 24th April at noon;  

 The Audit Committee were requested to submit any feedback to the 

ACFO before submission;  

 In 2023/24 the Trust made an unadjusted surplus of £1.8m, however 

the NHSE measure excludes technical gains and losses resulting in 

an adjusted financial performance deficit of (£13.4m); 

 Statement of Financial position – the non-current assets have 

increased substantially due to the capital additions in year of the 

Energy centre, CDC and Elective Surgical Hub; 

 Receivables have increased due a £6m capital prepayment for 

Centrica. Invoice of £13m from the ICB for the additional deficit 

support, which had not been paid at the end of last year, which 

explains why the receivables have increased from last year; 

 The cash balance has reduced in year, which is expected due to the 

deficit during 2023/24; 

 The cash balance stood at £26m at the end of the year, which was 

better  than forecasted, drawn down revenue PDC and underspent on 

capital PDC draws and overspent in the first quarter of 2024/25 and 

more receipts were received in March than forecast  from final contract 

variations; 

 The backdated pay award accrued £6 million in the prior year, no 

accrual required this year; 

 The major change on the balance sheet is the re-measurement of the 

PFI liability, which has been completed under IFRS16, which applies 

inflation to the liability. These adjustments have gone through in year; 

 The PFI liability re-measurement resulted in a £34m increase in 

liabilities, charged to income and expenditure reserve; 

 Received £36 million of PDC in-year, which covers both revenue cash 

drawn and capital cash relating to the larger schemes; 

 Mr Lappin (ANED) questioned if any pay awards were outstanding for 

Consultants this year. The ACFO responded that £124k  was 

outstanding and was included as an accrual in these statements; 

 The capital element of PFI payments has increased from under £4m 

last year to £9.68m this year due to PFI liability re-measurement, 

liabilities repayments in cash flow have increased; 

 The EA commented that the PDC element does have an interest cost 

in the future and a PDC receivable. There was a loan to PDC 

conversion years ago, it is a borrowing on the balance sheet that does 

not say ‘borrowing’; 
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 There is no plan or requirement to pay back the PDC support, which 

stands at 3.5% of the average net assets; 

 Accounts are broadly the same as last year and based on the 

templates that NHSE provide. It was highlighted that following the  

assessment that took place last year, which reported that the Trust 

was still a going concern due to the contracts with commissioners, the 

Trust continues to produce its accounts on the going concern basis, 

despite the ongoing need for PDC support;  

 The EA commented that it is beneficial that the Accounts are being 

prepared on a going concern;  

 Operating Segment - no fundamental changes reported. This section 

will be double checked before submission tomorrow; 

 Under operating expenses the biggest increase is staff costs, with the 

majority being the 5% pay award; 

 The EA commented on their fee and stated that the figure did not 

represent all this year’s costs. The ACFO responded that the prior 

year figures were included in the Accounts which were closed before 

the correct figures were confirmed. Mr Lappin (ANED) commented 

that a note at the bottom of the page should highlight this point to avoid 

it being misconstrued. ACTION 

 The IA commented that the figure for 2023/24 was not represented in 

the Accounts. ACTION 

 Mr Lappin (ANED) commented on the wording ‘clinical negligence’ 

and asked should it be reworded to ‘CNST premium’ or similar. It was 

agreed that this will be reworded offline. ACTION  

 Finance expenditure - £6.7m in-year re-measurement of the liability 

from change in index or rate. This is also part of the PFI re-

measurement finance costs which are no longer reported; 

 Property, plants & equipment – large proportion of additions that the 

Trust have had in-year of £28m (assets under construction) including 

the Elective Surgical Hub, Diagnostic centre and integrated energy 

scheme. £200k of asset additions identified as Property, plants and 

equipment which should be Right of use assets, this will be changed 

before submission; 

 Revaluations of right of use assets - No material changes since we 

adopted IFRS16; 

 Inventories are broadly the same. The value of the Trust share in 

Hoople has been estimated (£533k) based on 2022/23 Accounts, the 

new Accounts are not available until June; 

 Contractual capital commitments figure will be revised to include the 

Centrica pre-payment of £6m; 

 The majority of financial liabilities have increased due to PFI liability 

re-measurement; 

 Mrs Hill (NED) commented on the values for Losses & Special 

payments but this figure differs on the operating expenditure on (page 

346, note 6.1) the value shows as zero. The ACFO responded that 
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this may be a mapping issue, which pulls information into the 

operating expenditure tab as losses & special payments;  

 CRL calculated – the Trust is not breaching, the final version will not 

see any breaches in CRL; 

 Cumulative break even performance against breakeven duty - which 

is a slightly different measure to the in-year performance adjusted 

deficit measure; 

 The CFO thanked the ACFO for her leadership and the whole team. 

Mrs Twigg (NED & Chair) commented on how useful it has been to 

read through the Accounts. 

 

 

 

 

 

 

 

 

 

 

 

 Resolved – that  

 

A) The WVT draft Accounts 2023/24 update be received and noted. 

B) Amendments to be made to the Accounts 2023/24 by the Deputy 

Chief Finance Officer before submission. 

 

AC08.3/04.24 LOSSES & SPECIAL PAYMENTS – QUARTER 4 2023/24  

 The Associate Chief Finance Officer (ACFO) presented the losses and 

special payments report and the following points were noted:- 

 

 It was reported that the losses & special payments have reduced since 

the last quarter;  

 The highest loss reported in quarter four is Pharmacy and blood stock 

wastage (£42,039k); 

 Compensation payments to third parties has made a significant year 

on year increase; 

 Mr Lappin (ANED) questioned if any overpayments to staff had been 

identified. The ACFO responded that overpayments would come into 

bad debts written-off, which are actively recovered.  

 

 

 Resolved – that the Losses & Special payments – quarter 4 2023/24 

update be received and noted. 

 

AC009/04.24 EXTERNAL AUDIT  

  

 No reports were presented at Audit Committee by the External 

Auditors. 

 

 

AC010/04.24 AOB  

  

 No other business were noted. 

 

 

 

AC012/04.24 DATE OF THE NEXT MEETING   

Thursday 13 June 2024 – 9:30 a.m. – 12:00 p.m. via TEAMS  
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report:

Quality Committee Minutes April 2024

1.  Purpose of the report
To present the minutes, to provide a summary of the Quality Committee proceedings and to escalate any 
matters of concern in support of Committee’s purpose to provide assurance to Board that we provide 
safe and high quality services and in the way we would want for ourselves and our family and friends.

2. Recommendation(s)
To consider the summary report and minutes and to raise issues and questions as appropriate.

3. Executive Director Opinion1

N/A
4. Please tick box for the Trust’s 2024/25 Objectives the report relates to:

Quality Improvement

☐ Develop a business case and implement our blueprint for 
integrated urgent and emergency care with our One 
Herefordshire partners

☒ Work with partners to ensure that patients can move to their 
chosen destination rapidly, reducing discharge delays

☒ Work with partners to deliver the improvement plan for 
Children’s services

Digital

☐ Implement an electronic record into our Emergency 
Department that integrates with other systems

☐ Deliver the final elements of our paperless patient record plans 
in order to improve efficiency and reduce duplication

☐ Maximise the functionality of EMIS with 1H partners and the 
shared care record

Productivity

☐ Deliver our Elective Surgical Hub project and associated 
productivity improvements in order to increase elective activity 
and reduce waiting times

☐ Continue our Community Diagnostic Centre project in order to 
improve access to diagnostics for our population

☐ Create system productivity indicators to understand the value 
of public sector spending in health and care 

Sustainability

☐ Work with Group partners to identify fragile services and 
develop plans to make them more sustainable utilising the scale 
of the group and existing networks

☐ Redesign selected services to focus more on prevention in 
order to reduce secondary care activity 

☐ Build our Integrated Energy Solution on the County Hospital 
site to reduce carbon emissions

Workforce

☐ Deliver plans for ‘grow our own’ career pathways that provide 
attractive roles for applicants

☐ Increasing the number and quality of green spaces for staff 
and improve the catering offer at the County Hospital in order to 
improve the working environment for staff

☐ Embed EDI objectives in our performance appraisals in order 
to make a demonstrable improvement in EDI indicators for 
patients and staff

Research

☐ Increase both the number of staff that are research active and 
opportunities for patients to participate in research through our 
academic programme in order to improve patient care and be 
known as a research active Trust 

☐ Continue to progress our plans for an Education Centre in 
order to develop our workforce and attract and retain staff

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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Matters for Noting

1. Safeguarding Quarterly Reports – Committee received the Q4 Safeguarding 
Reports and noted in particular the continued challenges for children’s safeguarding 
due to changing leadership in the Council; also a reduction in children subject to 
child protection plans – which is welcome, but a reduction too in the number of 
early help plans which could be a concern. For Looked-After Children the key 
concern was availability of dental services and Committee asked the ICB 
representative to pick this up as an escalation. 

2. Audiology Review and Action Plan - Committee received a report on a recent 
site visit by NHSE to our paediatric audiology services. This is part of a national 
programme following issues identified by an independent review of services in 
Scotland. Committee noted that while issues were identified, particularly around 
equipment and estate, the visit found that overall the Trust has a safe service. 
Committee agreed to continue scrutinising the action plan as part of the Clinical 
Support Division quarterly report. 

3. PQSM Maternity – Committee questioned the number of women have an induced 
labour and whether Trust figures are benchmarked. Committee was advised that 
reporting is in the process of being standardised across the Foundation Group. 
Committee noted the positive feedback from the “15 Steps Challenge” which 
assesses a range of perspectives around how it feels to be in the department.  

4. Patient Safety Committee Summary Report – Committee noted in particular the 
good uptake and positive feedback from the PSIRF training; also the work to 
improve visibility of VTE compliance through the Maxims upgrade and the new live 
dashboards.

5. Patient Safety Walkabouts – Committee noted the new process for NED and 
Executive walkabouts to service areas across the Trust and agreed to provide 
prompts for these based on Quality Committee reporting to enable focus for 
discussion and triangulation of any issues and improvement areas.

  

Matters for Escalation – None  
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WYE VALLEY NHS TRUST
Minutes of the Quality Committee

Held on 25 April 2024 at 1.00 – 4.00 pm
Via MS Teams

Present:
Ian James IJ Committee Chair and Non-Executive Director 
Chizo Agwu CA Chief Medical Officer 
Ellie Bulmer EB Associate Non-Executive Director 
Lucy Flanagan LF Chief Nursing Officer
Sharon Hill SH Non-Executive Director 
Jane Ives JI Managing Director – Left during Item 4.1 and returned during Item 

12
Frances Martin FM Non-Executive Director 
Natasha Owen NO Associate Director of Quality Governance 
Jo Rouse JR Associate Non-Executive Director
Nicola Twigg NT Non-Executive Director

In attendance:
Jonathan Boulter JBo Associate Chief Operating Officer, Surgical Division – For Item 12
Jo Clutterbuck JC Acting Associate Chief Operating Officer – Medical Division – Arrived 

during Item 4.1
Kirstie Gardner KG Named Nurse Children in Care – For Item 4.1
Dan Harding DH Associate Director Diagnostic Programmes - Left after Item 13
Helen Harris HH Integrated Care Boards Representative
Rebecca Heywood-Tibbetts RHT ICB Deputy Named Nurse, Adult Safeguarding – For Item 4.1
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 – Arrived 

during Item 4.1
Candice Lewis CL Perinatal Quality and Safety Matron – For Item 13
Sue Moody SM General Manager, Acute and Countrywide Services – Arrived during 

Item 4
Tom Morgan-Jones TMJ Deputy Chief Medical Officer
Caron Shelley CS Named Nurse Safeguarding Children – For Item 4.1
Emma Smith ES Associate Chief Nursing Officer – Surgery Division 
Emma Wales EW Associate Chief Medical Officer, Medical Division
Bethan Webb BW Quality Matron – Left after Item 9

QC001/04.24 APOLOGIES FOR ABSENCE

Apologies were received from Rachael Hebbert, Associate Chief Nursing 
Officer, Leah Hughes, Advanced Practitioner Radiographer, Kieran 
Lappin, Associate Non-Executive Director, Tony McConkey, Clinical 
Director, Pharmacy and Grace Quantock, Non-Executive Director. 
 

QC002/04.24 QUORUM

The meeting was quorate. 

QC003/04.24 DECLARATIONS OF INTEREST

There were no declarations of interest received. 
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QC004/04.24 MINUTES OF THE MEETING HELD ON 28 MARCH 2024

QC018/03.24 – Divisional Quarterly Report – Clinical Support Division - To 
change the title of the Chief Operating Officer, Medical Division to the Chief 
Operating Officer, Clinical Support Division. 

Resolved – that with the one agreed amendment, the minutes of the 
meeting held on 28 March 2024 be received and approved. 

QC005/04.24 ACTION LOG

(a) QC005/02.24 – (B) – Quarter 3 2023/24 Safeguarding Reports – 
The Chief Nursing Officer (CNO), ICB was not able to provide an 
update when she met with the CNO last week on the proposal 
around the Level 3 Safeguarding training. Awaiting local version of 
the Safeguarding Adult Policy. The CNO has asked the Associate 
Chief Nursing Officer how this is covered off in the local Report. 

(b) QC018/03.24 – (B) – Divisional Quarterly Report – Clinical Support 
Division – The Deputy General Manager/Governance Support, 
Clinical Support Division is working on whether we are able to 
progress introducing the I-Passport to the wider Trust. It was 
agreed to close this action. 

Resolved – that the Action Log be received and noted. 

BUSINESS SECTION 

QC006/04.24 SAFEGUARDING QUARTERLY REPORTS

The ICB Deputy Named Nurse, Adult Safeguarding, Named Nurse 
Safeguarding Children and the Named Nurse Children In Care presented 
the Safeguarding Quarterly Reports and the following key points were 
noted: 

Adults
• The Domestic Abuse Lead has been in post for about 6 months. 

They are delivering a lot of training and upskilling of our workforce 
around domestic abuse. They are also working with Human 
Resources with staff who are victims of domestic abuse. 

• The Adult Safeguarding Practitioner is working with the local 
Safeguarding Lead to develop a more appropriate process 
regarding pressure ulcer damage. A lot of referrals are sent to the 
Local Authority but not all are appropriate. A process has been 
developed to ensure only appropriate referrals are sent. 

• The standard of referrals received by the team are still variable, 
with training around this continuing. Knowledge and understanding 
of DoLS and the Mental Capacity Act is variable. Teams are visiting 
wards to raise awareness. 

• Workforce capacity is still limited due to being a member of staff 
down. 
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• The Adult Safeguarding Policy is almost completed. 

• Mr James (Chair of the Quality Committee and NED) understood 
that the pressure of work makes it difficult to run supervision 
meetings but it can be counterproductive if these are not able to 
take place. The ICB Deputy Named Nurse, Adult Safeguarding, 
agreed that often this is the time that they are most needed. 

Child Safeguarding

• The Emergency Department (ED) alert checks are remaining at 
above 99%. 

• NHS App – We are working with the information Governance team 
around patients being able to access more information. Maxims 
and EMIS contain a lot of information, some of which is sensitive 
and we need to ensure appropriate accessibility. 

• Training – We are above Trust targets for Levels 1, 2 and 3 and ED 
compliance is above 80% (the highest it has been). We are working 
on the lowest achieving staff groups. Level 4 and Board Level 
training are all up to date. 

• Two training dates for LADO have been arranged for staff. 

• The Band 7 MASH Practitioner post has been recruited to. We are 
now recruiting to the Band 6 position as this was an internal 
promotion. 

• The concern around the drop in Health Visitor supervision has been 
raised. There has been a number of changes in the Health Visitor 
structure regarding roles. The Supervision Policy is due to be 
updated. 

• The number of Child Protection Plans are down. If numbers keep 
reducing, this could be a concern. We need to monitor, there are 
concerns over the number of times the professional disagreements 
policy is being utilised and the number of cases being reopened. 

• Level 3 Training – We would like more face to face training but have 
an issue finding available rooms. 

• The current instability within the Local Authority is a challenge. The 
Lead of the Council has advised that there is an interim 
arrangement in place to provide more structure. 

• Mr James (Chair and NED) noted that the reduction in the of Child 
Protection numbers might be expected if the Early Help activity is 
increasing but this seems to be reducing too. The Named Nurse 
Safeguarding Children advised that we are not sure of the cause of 
this currently. 
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• The Managing Director understood the need to get numbers right, 
but noted we do have a high number of children on Child Protection 
Plans compared to other areas, so a reduction may not be a bad 
thing. Due to work changes, we would expect a reduction. Where 
are we reviewing this information? The Named Nurse Safeguarding 
Children advised that this is on the agenda for the Quality and 
Effectiveness Group along with an improvement plan looking at 
improving early health. 

• The Chief Nursing Officer (CNO) agreed with the need to be 
cautious and consider in the context of Early Help provision.  She 
also confirmed that the data and practice is considered at the 
Children and Young People Board and Improvement Board. 

• The CNO advised that the new Director of Children’s Services 
commences in post in July. The interim arrangements are very 
short term, hence the plan to wait until the permanent person is in 
post to discuss these issues. The new Director has already 
indicated that they want to meet to discuss team working and 
relationships. 

• Mr James (Chair and NED) queried if there is a concern around 
raising LADO issues as there are training dates arranged. The 
Named Nurse Safeguarding Children advised that last year we had 
a significantly higher number of referrals than previously. This was 
an action in the Section 11 Audit to provide more training. The 
training is aimed at Human Resources and Managers around the 
process and referrals for LADO. 

• The CNO advised that room availability in the Education and 
Development Centre is limited but suggested a number of 
alternatives. 

Looked After Children

• This was a busy quarter – 83 children were seen in the previous 
quarter, 117 during this quarter. 

• Positively, 53% of children in care had their Statutory Health 
Assessment within the timeframe. 

• The number of Review Health Assessments has increased. The 
new system is working well and children are finding it a better 
experience. 

• The new structure for the Admin Team has been agreed and 
authorised. This will now go out to advert. 

• Staff sickness is putting pressure on the team. 

• There is a challenge around dental care for children in care. In 
future, we may not be able to provide 6 monthly appointments. 
There are discussions around how we can support this. 
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• There has been a drop in the number of children in care due to a 
number of children reaching 18 years of age, including a large 
group of siblings. We are seeing an overall reduction in the number 
of children in care. 

• The team are attending a significant number of Safeguarding 
Meetings – 44 Strategy Meetings were attended this quarter. 

• The CNO noted the difficulties around NHS Dentist availability and 
queried if there is anything we can do to ensure ability to offer 
appointments to prevent deterioration in dental health. The Named 
Nurse Children In Care advised there are less dentists available 
but all new children, and any child in care for over a year will receive 
a new patient examination to understand any issues a child may 
have. We will follow the recall advice for children with no dental 
issues. The KPI states a review every 6 months but we will go by 
the clinician’s view. It was noted that we are struggling to recruit 
Community Dentists and recruit new Dentists into the service. 

• The Integrated Care Boards Representative will meet with the 
Named Nurse Children In Care to discuss escalating dental 
capacity issues to the ICB.

• The Associate Chief Nursing Officer, Surgery Division offered 
support with the Health Reviews from School Nurses and Health 
Visitors. 

HH/KG

Resolved – that:

(A) The Safeguarding Quarterly Reports be received and noted. 

(B) The Integrated Care Boards Representative will meet with the 
Named Nurse Children in Care to discuss escalating dental 
capacity issues to the ICB.

HH/KG

QC007/04.24 WVT SITE VISIT REPORT/ACTION PLAN AUDIOLOGY

The Associate Director Diagnostic Programmes (ADDP) presented the 
WVT Site Visit Report/Action Plan Audiology, which was taken as read, 
and the following key points were noted: 

• The background to the Site Visit was provided following an 
independent review of Audiology undertaken in Scotland where a 
number of issues were found. This caused concern for paediatric 
audiology services in England. Subsequently NHSE took the 
approach to manage the assessment of services via a Bronze cell 
incident process, with regional NHSE, ICB and Trust colleagues. 

• The ADDP thanked the clinical team for all their hard work and for 
the support from the CNO and the Chief Medical Officer (CMO). 

• The Site visit took place in February 2024. The focus is on pathway 
management and protocols. We are looking to include I-Passport 
for Audiology. 
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• Issues around equipment, governance and functionality were 
noted in the Report. We were successful in receiving monies from 
Capital Planning in relation to the equipment issues. The new 
equipment will help with capacity, quality and some waiting list 
times. 

• Estate – The ADDP identified that the department only has 1 
testing room that meets the required 24m2 standard for the under 
4 year old patient cohort. This is the longest waiting cohort, limited 
by physical room capacity, which is identified on the CSD Risk 
Register. The ADDP is exploring long term options, linking in with 
recent review paper on Child Development Centre and its current 
services. 

• Importantly, the ADDP confirmed that the external NHSE site visit 
and report thus far notes that paediatric audiology services at the 
Trust are a safe service. 

• The ADDP commented that the quality of ABR testing was a key 
concern within the independent Lothian Review. Retrospective and 
prospective data review of the Trust’s ABR tests is an ongoing part 
of the Bronze cell incident management process. This will be an 
ongoing aspect that will come back to Quality Committee and via 
Divisional updates. 

• The CNO thanked the team for all their hard work to support the 
review, visit and ongoing requirements. 

• The CNO advised that the Care Quality Commission have recently 
written to all Trusts recommending that Trusts should plan to work  
towards IQIP accreditation and if not Board need to be sighted on 
this. She suggested this could be covered off with a Board Report 
next month with an update regarding the visit, outcome and our 
position and stance on this. Mr James (Chair and NED) agreed to 
this suggestion. 

• The Associate Director of Quality Governance (ADQG) noted that 
due to completion of the Action Plan to ensure that this is a safe 
service, there is a named clinician for the Paediatric Audiology 
Pathways. The ADDP advised that the Action Plan is in progress, 
and that historically a gold standard service was provided by a 
Consultant Paediatrician, now not sustainable. A Locum 
Paediatrician is seeing the patients, meanwhile discussion is 
underway regarding the named clinician model being an ENT 
Consultant. Agreement on named clinician model pending. 

• The Integrated Care Representative agreed that a significant 
amount of resource is needed regarding IQIPS with a national 
focus on this. The ADDP advised that IQIPS is not just for 
Audiology, we need to consider this for other physiological services 
as well. 
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• Mr James (Chair and NED) queried how oversight of this would be 
provided in the future. The CNO advised that the visit and 
subsequent clinical review will come to Quality Committee directly 
and thereafter updates against the action plan can come quarterly 
through Clinical Support Divisional Reports to the Quality 
Committee. 

Resolved – that the WVT Site Visit Report/Action Plan be received 
and noted.

QC008/04.24 QUALITY COMMITTEE WORKPLAN

The ADQG presented the Quality Committee Workplan and the following 
comments were noted: 

• This is largely following on from the plan from last year. Quality 
Priorities are regularly reported along with prioritising patient 
safety. The Patient Safety Committee reports on these areas which 
reports to the Quality Committee. The Board of Directors require 
oversight of our patient safety priorities. 

• Oversight and reporting on Childrens Services has been added in 
which is also a Trustwide Objective. 

• The Integrated Care Representative queried if reporting on 
Medicines Management and Medicines Optimisation will come to 
the Quality Committee rather than through the Patient Safety 
Committee. Mr James (Chair and NED) agreed that we need 
enhanced scrutiny through this Committee. The CNO suggested a 
meeting with herself, the Integrated Care Representative and the 
ADQG to review this given the existing reporting structures in 
place. 

• Mr James (Chair and NED) queried if there were any more 
suggestions strategic objectives for reporting in to Quality 
Committee.  The CNO advised that she is the accountable officer 
for the Children’s objective and felt it was important to report in to 
Quality Committee. 

LF/HH/
NO

Resolved – that:

(A) The Quality Committee Workplan be received and approved. 

(B) The Chief Nursing Officer, Integrated Care Representative and 
Associate Director of Quality Governance will meet to discuss 
the suggestion of adding Medicines Management and 
Medicines Optimisation directly reporting to the Quality 
Committee. 

LF/HH/
NO
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QC009/04.24 QUALITY PRIORITIES 

The ADQG presented the Quality Priorities and the following key points 
were noted: 

• The refreshed Quality priorities were presented, taking on board 
Feedback from the previous meeting; these also included the 
safety priorities and detail of where priorities aligned. 

• The Integrated Care Representative noted that the deadline for 
Martha’s Rule is January. This feels very ambitious compared to 
the national timescale. The CMO felt that there was no harm in 
being ambitious. 

• Mrs Martin (NED) noted that we are adopting the principles as soon 
as possible with the ambition to get to a local position as soon as 
possible even if this then requires changes to meet the national 
plan. 

Resolved – that the Quality Priorities be received and approved. 

QC010/04.24 PATIENT EXPERIENCE COMMITTEE TERMS OF REFERENCE AND 
WORKPLAN

The ADQG presented the Patient Experience Committee Terms Of 
Reference and Workplan and the following key points were noted: 

• These have been reviewed through the Patient Experience 
Committee and are being presented for ratification. 

• Mr James (Chair and NED) queried the attendance expectation of 
6 out of 12 meetings which appeared low. The ADQG advised that 
deputies are encouraged to attend with attendance good with this 
remit. 

• Mrs Martin (NED) noted that it would be helpful if it was made clear 
who is being asked to send a deputy in their absence. 

• The CMO noted that the Medical Examiner Officers speak to all 
next of kin and collect data which is a rich source of information 
and suggested having a Report feeding into this meeting. The 
ADQG advised that the Mortality Project Manager has been invited 
to future meetings. 

Resolved – that the Patient Experience Committee Terms Of 
Reference and Workplan be received and approved. 

QC011/04.24 PATIENT SAFETY COMMITTEE TERMS OF REFERENCE AND 
WORKPLAN

The  ADQG presented the Patient Safety Committee Terms Of Reference 
and Workplan and the following key points were noted: 

• There are just minor amendments to the Terms Of Reference
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• The Terms Of Reference and Workplan have been reviewed 
through the Patient Safety Committee and are being presented for 
ratification.  

Resolved – that the Patient Safety Committee Terms Of Reference be 
received and approved. 

QC012/04.24 MORTALITY REPORT

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

• Our SHMI remains stable at between 101 – 102 for most of the 
month. HED puts us at 97.7.

• The Learning From Deaths Committee is starting in May with 
training commencing next week. 

• We have rolled out the review of community deaths to a number of 
surgeries. This is mandated from September. Some Primary Care 
Networks want to pause until this becomes mandatory – 
discussions are occurring around this. 

• There are no changes to our outlier status groups. Heart failure and 
fractured neck of femur are priorities that we are jointing working 
with Primary Care around. 

• A Workshop with the Local Authority is taking place in May to look 
at the broader picture regarding mortality. 

Resolved – that the Mortality Report be received and noted. 

QC013/04.24 BOARDING REPORT

The Associate Chief Medical Officer (ACMO), Medical Division presented 
the Boarding Report, which was taken as read, and the following key points 
were noted: 

• Boarding remains high, peaking at 33 last month. However, there 
was a slight reduction in total numbers. Discharge Lounge usage 
has fallen month on month – we are working on maximising usage.
 

• There were 38 incidents, mostly reported on Frailty Wards, as 
expected.

• We are running high numbers with delayed discharges. When 
these numbers drop, boarding numbers drop accordingly. 

• There is more evidence that this is affecting our ability to admit 
medical patients to medical beds. 

• The CNO advised that this is not what we want for our patients, but 
we must not forget the impact this is also having on our staff. 

9/18 145/157



• Mr James (Chair and NED) queried what else we can do regarding 
the Discharge Lounge and reverse boarding. The ACMO, Medical 
Division advised that the Discharge Lounge does help to a degree 
but this is a small space with only a finite number of appropriate 
patients we can send. Regarding reverse boarding, this occurs 
some of the time but is difficult to achieve for all patients. The 
issues around boarders and discharging patients was discussed. 

• The CMO advised that the Chief Transformation & Delivery Officer 
is working with partners on the longer term strategy, along with 
utilising Same Day Emergency Care (SDEC), the Virtual Ward and 
Admission Avoidance. A workshop is planned for June regarding 
reconfiguration of our wards to ensure we have the correct balance 
of beds for medicine and surgery and a plan for use of the vacated 
day case space.  We have also approved converting some of our 
locum positions into permanent staff. 

• The Acting Associate Chief Operating Officer, Medical Division 
advised that the Discharge Lounge does make a small difference. 
The Integrated Care Team and the Ward Representatives are 
meeting to discuss why usage has reduced. The Frailty team are 
working around what other options there are if the Discharge 
Lounge cannot be used. We are working cross divisionally to look 
at the discharge process and what we can do to improve. There is 
a lot that is not in our control but there are actions that we can take 
to improve. The next Boarding Report will include actions we are 
taking to improve this situation. 

JC

Resolved – that:

(A) The Boarding Report be received and noted. 

(B) The next Boarding Report will include actions being taken to 
improve to improve the position regarding Discharge Lounge 
usage. 

JC

QC014/04.24 DIVISION QUARTERLY REPORT – SURGICAL DIVISION 

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

• A new process for reviewing incidents is in discussion. Following 
the Patient Safety Incident Response Framework (PSIFR) training, 
it was suggested that a daily review of all incidents take place. 
Governance colleagues in the team are reviewing and a weekly 
meeting is taking place to look at incidents and draw out any 
themes. 

• A review of all outstanding Serious Incidents is being undertaken. 
A number have been submitted but there are still a few with Division 
to be closed. 

10/18 146/157



• We have embraced and embedded PSIRF into our practice. There 
is a Round Table taking place today regarding Gynaecology 
incidents and complaints. A number of incidents have been raised 
around catheterisation over the years causing harm and we are 
looking at how PSIRF may help with this. 

• VTE Assessment – We have seen a small progression month on 
month. The main concern is around general surgery relating to 
SDEC as this data is now included in our figures. We are working 
with the Information Team to ensure that we are collecting the 
correct data. There is the same issue for same day Urology also 
been unnecessarily included. There was a focus on Gynaecology 
and we have since seen an improvement in figures with the 
removal of our Gynaecology Assessment Area data. 

• Complaints – This is an improving picture although we are still 
seeing high numbers. We have reviewed the process again and 
are telephoning patients once a complaint is received. The high 
backlog of complaints has been reduced with numbers now in the 
30s. 

• The main areas of concern are Womens and Childrens, 
Gynaecology and Trauma and Orthopaedics. 

• Compliments – There was a 93% positive response rate from 
surveys sent via text message. We are also receiving a number of 
compliments, some of which are included in the Report. 

• Gynaecology Perfect Fortnight – This was to review services that 
we can improve. The focus was on Theatres and Outpatients (able 
to achieve 65 more clinic appointments). Improvement was seen in 
length of stay and Theatre utilisation. We are trying to achieve 
same day discharge for laparotomies and hysterectomies. 

• Work is undergoing regarding more weekend clinics for 
Gynaecology due to a lack of physical space on the top floor for 
Outpatients. This is a priority for capital planning and is on our Risk 
Register. 

• Ongoing work continues to support ED with an increasing number 
of patients being seen. During March, we held a test for change 
project to improve our 4 hour performance, SDEC has increased 
their operational hours and there is more ACP support at 
weekends.  We have also improved our ENT emergency pathway 
with emergency clinic appointments in place rather than patients 
having to be seen in ED. We are also focusing on flow in the 
Gynaecology Assessment Area and ring fencing a bed. A Business 
Justification has been written to increase substantive staff for ENT 
weekend working. 

• A pilot Biliary Colic Pathway was implemented via Surgical SDEC. 
In March 13 patients were seen by a Clinical Nurse Specialist. The 
waiting time for patients has reduced from 54 to 11 days. 
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• Our elective surgical activity is increasing and this, alongside the 
opening of our new surgical hub in July 2024, means additional 
Pre-operative capacity is required. An observational and 
improvement event was undertake to support with the productivity 
and utilisation of Pre-operative services with an action plan 
developed to support the implementation of improvements. The 
key actions are included in the Report. 

• National Bowel Cancer Audit – Data is now being received 
quarterly rather than annually. The Trust has a reduced length of 
stay (under 5 days and 20% better than most Trusts), reduced 
admission rates and below average number of permanent stomas 
given to patients. Post-operative mortality is also lower for the 
Trust. 

• Performance Cancer Targets – There is a lot of scrutiny around 28 
day diagnosis and 62 day performance. There have been a number 
of improvements in specialities, details of which are in the Report. 

• Teme Ward has received a Going the Extra Mile Award from a 
patient. Frome and Primrose Wards have adopted the Star of the 
Month Award for staff which patients, relatives and other staff can 
nominate a member of staff for. Details of the staff nominated so 
far are included in the Report. 

• Surgical SDEC have received the Staff Recognition Award for the 
work and time that the Unit and the Surgical Division have spent in 
getting the new Unit up and running and ensuring that it is working 
smoothly. The Award will formally be presented at the Annual 
General Meeting in September. 

• The long waiting position for surgical patients could potentially lead 
to physiological and physical harm. The 65WW and 78WW graphs 
in the Report show the reductions occurring in both of these areas.

 
• Orthodontic Service – There was an Outsourcing Company 

supporting this fragile service but they served notice in February. A 
new Company started in April. The longer term plan is to move to 
an integrated service within Herefordshire and Worcestershire. 

• Womens Health – Themes have been seen from complaints and 
incidents received. This is around processes not being correctly 
followed and communication issues. Support has been put in for 
doctors as there was a gap with Middle Grade doctors in Obstetrics. 
A Round Table meeting is being held to look at the PSIRF process 
to see how this can be improved. The plan is to involve patients 
who have made complaints in this process. 
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• Day Case – This is a 12 bedded ward or for 14 trolleys. Due to 
winter pressures, Day Case has become, on occasion, an 
escalation area. Surgical and Medical outliers are placed here to 
spread the risk across the Trust. This environment is not suitable 
for long stay patients. Staff working here also have to cover the 
SAU as well. This has affected morale and stress levels for staff. A 
Round Table is being held to speak with staff on how they were 
feeling and to offer support and to meet with the Executive Team 
to ensure actions are put into place. Supervisory time is also being 
put in for the Band 6 staff and ensuring the appropriate number of 
beds are being used in this area. Further meetings with the team 
will continue to provide support and feedback. 

• Mrs Martin (NED) queried what the plans are to continue the 
changes made during the Gynaecology Perfect Fortnight. The 
Associate Chief Operating Officer, Surgical Division advised that 
we want to continue with a number of the changes, with some 
already in place. Getting scheduling correct for Theatre has 
continued to a large degree post this as well, with just over an 8% 
increase in Theatre utilisation in March for Gynaecology. Some 
other long term elements will need a review of our estates to 
implement. Mrs Martin (NED) noted that it would be useful to have 
the “so what” and the timing of the changes and the outputs for 
future Reports. 

• Mrs Twigg (NED) queried if the focus is on either complaints or 
concerns that the other then increases with less closures. The 
Associate Chief Nursing Officer, Surgery Division advised that 
more concerns have been received recently, hence the increase in 
numbers. Due to the complexity of concerns, it is not always 
possible to close these in 5 days. The ADQG noted that the process 
for complaints and concerns overlap and we use whichever one is 
most appropriate for the complainant. It can be misconstrued if we 
downgrade a complaint as the language used is not always clear. 
We will discuss with the Team how to improve on this to ensure 
complainants are clear on the process. We are aiming to ensure 
we follow PHSO best practice guidance in these areas. 

• Mr James (Chair and NED) suggested that the benefits we see 
from Maternity Voices Partnership giving a strong patient voice in 
Maternity Services could be replicated through similar approaches 
in other service areas eg Gynaecology and Womens Health"

Resolved – that the Division Quarterly Report – Surgical Division be 
received and noted. 
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QC015/04.24 PQSM – MATERNITY

The Perinatal Quality and Safety Matron presented the PQSM – Maternity, 
which was taken as read, and the following key points were noted: 

• The CNO noted that the turnover and sickness data for the 
Maternity Support Workers has been red for 2 reports and queried 
if there was an issue with this workforce. The Perinatal Quality and 
Safety Matron advised that this was due to the Band 2 to 3 
progression in other parts of the service leading to a query over 
their banding.  The vacancies in other parts of the support team 
structure have provided an opportunity to review the roles in the 
team.  Maternity apprenticeships are being considered from 
September. 

• The CNO asked if the percentage rates of women having an 
induction of labour were high and queried if we benchmarked these 
figures. The Perinatal Quality and Safety Matron advised that there 
is a reluctance to set a threshold as if a service user needs an 
induction this is offered. A deep dive review has been undertaken 
with no issues found. Each induction undertaken was warranted 
with discussion with the Consultant to ensure that this was correct. 
There were also no themes found. 

• High level feedback was received from the 15 Steps Challenge. 
This covered Maternity, Triage, Ante and Post Natal, SCBU, 
Delivery Suite and Outpatients. Positive feedback was received for 
all areas with only minor changes to make. We plan to undertake 
this again at the end of the year. The CNO confirmed that service 
users were very engaged with this visit, which they led on. 

• Mrs Martin (NED) advised that regarding the induction of labour 
rates, it would be helpful to get the standardised reporting for the 
Foundation Group so that we can look at any variations or trends. 

Resolved – that the PQSM - Maternity be received and noted. 

QC016/04.24 STAFFING REPORT

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

• We continue to see high volumes of patients through ED, well 
above 200 per day. Frailty and Surgical SDEC are now fully 
functional. They were unfunded, but from April are funded for their 
establishments. 

• Escalation beds remain open for the period, which has required 
increased nursing presence. Community Hospital additional beds 
are planned to reduce/close this month. 

• Boarding numbers remain high, up to 35 at times. 
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• The biannual acuity and dependency review has been undertaken 
this month. Staff require more training to ensure that they are 
correctly scoring patients. 

• There are still some unfunded areas – Day Case Unit for overnight 
stays and Sundays. 

• Fill rates remain over 100% in some areas but this has reduced. 
Vacancies and sickness has also improved. 

• Agency spend has reduced in month. There was a slight increase 
in Bank usage with more staff joining the Bank over the last few 
months. 

• We were 220WTE over establishment in March. An overview of 
one area is included in the Report each month to look at reasons 
for the over establishment, with Integrated Care highlighted this 
month. 

• Thornbury usage has reduced in month. From July, we will not be 
able to use any off framework agency – Thornbury is one of these. 
Paediatrics and SCBU are our mains areas of concern. We are 
planning on how to mitigate this. 

• The CNO advised that the budget for April 2024 has only just been 
issued. If the revised establishment is included in future reports, 
this would help ensure we are reviewing accurate information. 
Regarding Health Care Support Workers, we are going back to the 
use of central recruitment to reduce the vacancy factor and 
eliminate the usage of agency. Discussions are being held on how 
to get staff onto framework or ideally permanent staff with the Trust. 

• The Managing Director advised that we need to understand why 
we have not been using centralised recruitment. Regarding acuity 
reviews and change in staffing levels, we need to understand why 
we have so many additional 1-2-1 staff. The Associate Chief 
Nursing Officer advised that  the  Afloat Tool is used to decide if a 
certain level of 1-2-1 care is needed and this has caused some 
ambiguity potentially at the cost of professional judgement which is 
why the additional training and peer review process is essential to 
enhance staff understanding in this area. We are ensuring that staff 
are aware when they receive their establishment, this includes 
provision for 1-2-1 care.

• The CNO advised that we are building in additional education for 
our Band 6 and 7 staff around staffing levels. Junior Band 6 nursing 
staff might need further support, hence this is being built into their 
Development Programme. 

15/18 151/157



• Mrs Hill (NED) questioned whether we should be concerned 
around the 35WTE less staff used in Surgery than were required. 
The Associate Chief Nursing Officer, Surgery Division advised that 
numbers have been impacted by the amount of annual leave taken 
and having Community Services in the Division who do not cover 
the Easter Bank Holiday. This is not a safety concern. 

Resolved – that the Staffing Report be received and noted. 

QC017/04.24 PATIENT SAFETY COMMITTEE SUMMARY REPORT

The Deputy CMO presented the Patient Safety Committee Summary 
Report, which was taken as read,  and the following key points were noted:
 

• A presentation from Radiology was received which was a good 
example of improved governance. 

• There has been a significant reduction in the number of errors from 
Ordercoms. There are now only small numbers to sort out. 

• PSIRF Training – There has been good uptake and feedback. The 
Patient Safety Strategy is still in the embedding phase and the 
Panel are seeing less cases which is positive. There is a lot of work 
going on at Divisional Level which is appropriate. 

• VTE – We had expected the Maxims upgrade to come in sooner 
than it has. This is now due next month. This will enable a more 
robust way to ensure assessments are taking place. More work is 
required around education for staff. We need a better 
understanding on how we are achieving these numbers, which is 
being worked upon. 

• There is a live dashboard for wards, including VTE. We are hoping 
that this will enable improved compliance. 

• CD Drug Audits – There has been excellent compliance with these 
Audits. 

Resolved – that the Patient Safety Committee Summary Report was 
received and noted. 

QC018/04.24 PATIENT EXPERIENCE COMMITTEE SUMMARY REPORT 

The ADQG presented the Patient Experience Committee Summary Report 
and the following key points were noted: 

• There was good discussion and engagement around PLACE, with 
the need to improve results known. 

• A deep dive into plans going forward and a rolling plan of 
development for this year has been produced. We are engaging 
with patient representatives and expanding the number of patients 
attending these visits. 
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• There is continued frustration that we are unable to get the Friends 
and Family Test rolled out to Community Services. This has been 
escalated accordingly. There is an option of using QR codes 
instead, but when this was used previously there was low uptake. 

• Patient property work is delayed slightly due to the trialling of a new 
Disclaimer From. The Audit Committee are keeping a close eye on 
any losses we make. 

• The Integrated Care Boards Representative noted regarding the 
PLACE Audit Action Plan there is a national data downturn 
regarding disability and dementia scores and questioned if there 
were any themes. The CNO advised that some of these for the 
Trust are complex and beyond our control, eg the number of 
accessible toilets we provide, yet other areas are simpler fixes such 
as paint colour contrast and dementia friendly clocks for example. 

Resolved – that the Patient Experience Committee Summary Report 
be received and noted. 

QC019/04.24 INFECTION PREVENTION COMMITTEE SUMMARY REPORT

The CNO presented the Infection Prevention Committee Summary Report 
and the following key points were noted: 

• We are below our C-Diff trajectory which is very positive although 
further work to do to improve. 

• MRSA – There has been 1 case. A review of how this was acquired 
has been undertaken with some learning in relation to screening. 
There was wider learning in relation to the patient’s journey as they 
were transferred to a tertiary unit – the pathway is being reviewed. 
This will be reported back through the Patient Safety Panel. 

• Surgical Site Infections – We are an outlier for knee and hip surgical 
site infections when compared nationally, each case is individually 
reviewed and there are no concerns, are outlier status is being 
driven by our low denominator. Benchmarking is not adjusted for 
case numbers hence we are more likely to be an outlier 

• There are a number of out of date Policies which has arisen due to 
changes in staff. The review is underway and additional support 
has been provided. 

Resolved – that the Infection Prevention Committee Summary Report 
be received and noted. 
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CONFIDENTIAL SECTION

QC021/04.24 PATIENT SAFETY INCIDENTS SUMMARY REPORT

QC021/04.24 ANY OTHER BUSINESS

• Mr James (Chair and NED) noted that the new Patient Walkabouts 
were in place with a NED and Executive Director. 

• The CNO advised that we plan to review the process following 
feedback and highlighted the high level changes including Revision 
of the schedule for the year to ensure that we cover all areas, 
including smaller areas. It has been agreed to look at how we 
provide some prompt lines of enquiry (not a script) to support those 
visiting to focus on Quality and Safety issues that Quality 
Committee are interested in.  We have agreed to rebadge the 
walkabouts as Quality Engagement visits rather than safety 
walkabouts given their broader focus. 

• Mrs Twigg (NED) noted that it was difficult to know what we were 
trying to achieve and if we are adding value and taking away the 
right things. It is useful to know that it is around the Quality 
Committee remit. 

• Mrs Hill (NED) found that the key issue discussed on her visit did 
not fit into the remit of the formal visit. 

• Feedback on the new Patient Walkabouts with NEDs and 
Executive Directors to be provided to the CNO. ALL

Resolved – that: 

(A) The Any Other Business be received and noted. 

(B) Feedback on the new Patient Walkabouts with the NEDs and 
Executive Directors to be provided to the Chief Nursing 
Officer. 

ALL

QC022/04.24 DATE OF NEXT MEETING 

The next meeting is due to be held on 30 May 2024 at 1.00 pm via MS 
Teams. 
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Acronym

AAU Acute Admissions Unit 
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
BCF Better Care Fund
CAMHS Child and Adolescent Mental Health Services
CAS Central Alert System
CAU Clinical Assessment Unit
CCU Coronary Care Unit
C. Diff Clostridium Difficile
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
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
GEH George Eliot Hospital 
GIRFT Getting It Right First Time
GMC General Medical Council
HASU Hyper Acute Stroke Unit
HCA Healthcare Assistant
HCSW Healthcare Support Worker
HDU High Dependency Unit 
HSE Health & Safety Executive
HAFD Hospital Acquired Functional Decline
HSMR Hospital Standardised Mortality Ratio
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HV Health Visitor
ICB Integrated Care Board
ICS Integrated Care System
IG Information Governance
IV Intravenous
JAG Joint Advisory Group
KPIs Key Performance Indicators
LAC Looked After Children
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  
MOU Memorandum of Understanding
MRSA Methicillin-Resistant Staphylococcus Aureus
MSSA Methicillin-Sensitive  Staphylococcus  Aureus
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
OHP One Herefordshire Partnership 
OOH Out Of Hours
PALS Patient Advice & Liaison Service
PCIP Patient Care Improvement Plan
PIFU Patient Initiated Follow Up
PPE Personal Protective Equipment
PFI Private Finance Initiative
PIFU Patient Initiated Follow Up
PLACE Patient Led Assessment of the Care Environment
PHE Public Health England
PROMs Patient Reported Outcome Measures
PSIRF Patient Safety Incident Response Framework
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
RTT Referral to Treatment
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
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SI Serious Incident
SLA Service Level Agreement
SOP Standard Operating Procedure
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
WAHT Worcestershire Acute Hospitals Trust
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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