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TRUST BOARD MEETING 
PUBLIC SESSION 

Thursday 29 September 2022 
10:00 – 13:30 

To be held via Microsoft Teams 
 

AGENDA 
 

TIME Agenda 
Item 

Title Purpose  Presenter 

Opening Business 
10.00 01/0922 Apologies for absence and quorum Assurance Verbal Chair 
 02/0922 Declarations of interest Assurance Verbal Chair 
10.05 03/0922 Patient Story Presentation Assurance Verbal Dep. DoN&Q 
10.25 04/0922 Draft Minutes of the meeting held on 

28 July 2022 
Approve 

 
Paper Chair 

 05/0922 Matters arising and Action Log Assurance Paper Chair 
10.30 06/0922 Questions from the Public Assurance Verbal Chair 

Performance and Patient Experience 
10.40 07/0922 CQC Report Receive Paper Dep. DoN&Q 
10.55 08/0922 Quality Dashboard Report Assurance Paper Dep. DoN&Q 
11.10 09/0922 Learning from Deaths Q1 Assurance Paper MD 
11.15 10/0922 Performance Report Assurance  Paper DoF 
11.30 11/0922 Finance Report Assurance Paper DoF 

11.40am - BREAK – 10 Minutes 
11.50 12/0922 Medical Appraisal Annual Report  Endorse Paper MD 
12.00 13/0922 Infection Prevention Control Annual 

Report 
Endorse Paper Dep. DoN&Q 

Strategic Issues 
12.10 14/0922 Report from the Chair  Assurance Paper Chair 
12.15 15/0922 Report from Chief Executive  Assurance Paper CEO 
12.25 16/0922 Systemwide Update Assurance Paper DoSP 
12.30 17/0922 Winter Resilience Plan  Assurance Paper COO 
12.45 18/0922 Strategic Milestone Refresh Approve Paper DoSP 
13.00 19/0922 Recruitment and Retention Update Assurance Paper DoHR&OD 

Governance 
13.15 20/0922 Annual SIRO Report Assurance Paper DoF 
13.20 21/0922 Council of Governor Minutes – July Assurance Paper HoG 
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TIME Agenda 
Item 

Title Purpose  Presenter 

Board Committee Summary Assurance Reports (Reporting by Exception) 
TO 

NOTE 
22/0922 Working Together Advisory Group (14 

July) 
Information Paper WTAG Chair 

TO 
NOTE 

23/0922 Great Place to Work Committee (3 
August) 

Information Paper GPTW Chair 

TO 
NOTE 

24/0922 Mental Health Legislation Scrutiny 
Committee (17 August) 

Information Paper MHLS Chair 

TO 
NOTE 

25/0922 Audit and Assurance Committee (24 
August) 

Information Paper Audit Chair 

TO 
NOTE 

26/0922 Resources Committee (25 August) Information Paper Resource 
Chair 

TO 
NOTE 

27/0922 Quality Committee (1 September) Information  Paper Quality Chair 

TO 
NOTE 

28/0922 Charitable Funds (6 September) Information Paper CF Chair 

TO 
NOTE 

29/0922 Forest of Dean Assurance Committee Information Paper FoD Chair 

Closing Business 
13.25 30/0922 Any other business Note Verbal Chair 
 31/0922 Date of Next Meetings 

 
Board Meetings 2022 
Thursday 24 November 
 
Board Meetings 2023 
Thursday 26 January 
Thursday 30 March 
Thursday 25 May 
Thursday 27 July 
Thursday 28 September 
Thursday 30 November 
 

Note Verbal All 
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AGENDA ITEM: 04/0922 
 

MINUTES OF THE TRUST BOARD MEETING  
Thursday, 28 July 2022  

Via Microsoft Teams 
______________________________________________________________________________ 

  
PRESENT:    Ingrid Barker, Trust Chair 

Steve Alvis, Non-Executive Director   
Sandra Betney, Director of Finance  
Steve Brittan, Non-Executive Director  
Nicola de Iongh, Non-Executive Director 
Marcia Gallagher, Non-Executive Director  
Helen Goodey, Joint Director of Locality Development and Primary Care 
Sumita Hutchison, Non-Executive Director  
Jan Marriott, Non-Executive Director  
David Noyes, Chief Operating Officer  
Paul Roberts, Chief Executive  
Graham Russell, Non-Executive Director    
Neil Savage, Director of HR & Organisational Development   
John Trevains, Director of Nursing, Therapies and Quality  

 
IN ATTENDANCE:     Jacob Arnold, Trust Governor 
        Anthony Burton, Member of the Public 

  Alan Cole, Trust Governor 
        Des Gorman, Deputy Director of Strategy & Partnerships         

       Jon Haynes, Deputy Medical Director 
Graham Hewitt, Trust Governor  
Anna Hilditch, Assistant Trust Secretary 
Kizzy Kukreja, Trust Governor 
Bren McInerney, Member of the Public 
Louise Moss, Deputy Head of Corporate Governance 
Annie Nightingale, Deputy Head of Communications  
Lavinia Rowsell, Head of Corporate Governance/Trust Secretary 
Jane Russell, PA to Trust Chair and Non-Executive Directors 

 
1.  WELCOME AND APOLOGIES 
 
1.1 The Chair welcomed everyone to the meeting. Apologies had been received from Angela 

Potter and Amjad Uppal.   
 
1.2 The Board welcomed Nicola de Iongh to her first Board meeting.  Nicola’s term as a Non-

Executive Director commenced on 14 July 2022. 
 
2. DECLARATIONS OF INTEREST 
 
2.1 There were no new declarations of interest. 
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3. PATIENT STORY PRESENTATION 
 
3.1 The Board welcomed Keith Smith to the meeting who spoke about his late wife who sadly 

passed away at the age of 71 after living for 10 years with a rare form of dementia. Posterior 
Cortical Atrophy (PCA) is a rare neurodegenerative condition that resembles Alzheimer’s 
disease but targets different areas of the brain, particularly at the early stages of the condition. 
Often people with PCA have difficulty recognising people and objects and can struggle with 
reading, writing and numeracy. Keith retired from work to care for his wife, who struggled with 
her hand-eye coordination finding it difficult to focus on things, such as using a remote control 
or writing. 

 
3.2 Keith spoke to the Board about the welcome introduction of Echo Dots into their day-to-day 

life to aid with activities and communication.  An Echo Dot is a smart speaker that uses Alexa, 
a voice assistant that performs tasks like controlling smart home hardware (lights), setting 
timers, and answering questions.   

 
3.3 The Board agreed on the importance of using simple technology to improve the lives and 

experiences for patients and carers.  The increase in digital technology and enabling people 
to utilise this was discussed, and it was suggested that it would be helpful to link in with the 
Trusts voluntary services team to look at recruiting more “digital helpers” going forward. 

 
3.4 The Board thanked Keith for attending and speaking about his experiences and the 

innovative use of technology.  It was noted that Keith was an Expert by Experience for the 
Trust and his input was highly valued.   

 
4. MINUTES OF THE PREVIOUS BOARD MEETING  
 
4.1 The Board received the minutes from the previous Board meeting held on 26 May 2022.  The 

minutes were accepted as a true and accurate record of the meeting. 
 
5. MATTERS ARISING AND ACTION LOG 
 
5.1 The Board reviewed the action log and noted that all actions were now complete or 

progressing to plan.   
 
6. QUESTIONS FROM THE PUBLIC 
 
6.1  The Board had received some comments and a question from a member of the public in 

advance of the meeting. These had been received from Anthony Burton, who was in 
attendance at the meeting, and focused on STOMP, a national project, aimed at stopping 
over-medication of people with a learning disability, autism, or both. The full question was 
read out, and a verbal response was provided by David Noyes.  A full written response would 
be sent to Anthony Burton following the meeting, and a copy of this would be included for the 
record as an appendix to the minutes from this meeting (see Appendix A).  Anthony Burton 
had also congratulated the Trust on arranging the recent Big Health Day, suggesting that this 
event was an example of leading information and practice, suitable for extension to other 
Trusts in England.  Mr Burton also wished to highlight the resolute and outstanding work of 
the Trust’s Stroud Learning Disability Team, with other associates, in working constructively 
together to ensure that his disabled daughter had been able to maintain as full a family life 
as possible under the Covid-19 lock-down precautions. 

 
6.2  No further questions were raised at the meeting.   
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7. CQC ACTION PLAN PROGRESS REPORT 
 
7.1 The purpose of this report was to provide the Board with an update on the progress of Trust 

action plans responding to the CQC Urgent Care inspection, Charlton Lane Hospital 
inspection and the Trust Core and Well Led inspections.  This report provided assurance that 
the learning points on the plan are being embedded and to also update on progress. 

 
7.2 The Trust has been inspected on 4 separate occasions in 2021/22: 

• Urgent Care: 7 – 9 December 2021 – Rated Good  
• Charlton Lane: 1-3 & 11 March 2022 – Rated Requires Improvement  
• Trust Core Inspection: 25-26 April 2022 – Awaiting Result 
• Trust Well Led inspection: 24-25 May 2022 – Awaiting result  

 
7.3 The Board was offered assurance that any immediate safety related concerns had been 

addressed or mitigated, awaiting full completion.  
 
7.4 In relation to the Charlton Lane inspection, John Trevains informed the Board that he was 

confident in the work that had been progressed to date and the plan was to invite the CQC 
back to carry out a re-assessment. 

 
7.5 The Board noted this report and the progress being made.  It was agreed that the Quality 

Committee needed to take the lead for this work, with the output and key areas being 
presented back to the Board for oversight and assurance.   

 
8. QUALITY DASHBOARD REPORT 
 
8.1  This report provided an overview of the Trust’s quality activities for June 2022. It was noted 

that key data was reported under the relevant CQC Domains – caring, safe, effective, 
responsive and well-led.  

  
8.2  John Trevains informed the Board that overall, the report demonstrated that some fantastic 

and dynamic work was being carried out and high-quality services were being delivered.   
  
8.3  The report highlighted those Quality issues for priority development to the Board and it was 

noted that this data was triangulated with the Performance Dashboard report: 
• Addressing Health Care Support Worker vacancies continues to be challenging. This 

month’s figure suggests a worsening position; however, it is reflective of a number of 
new additional new roles that have been approved and advertised in month. This 
challenge can be extended to all workforce position as reflected in other Board reports 
and Committees  

• Referral to treatment times across a number of Therapy services continue to pose 
significant challenges. The Trusts Chief AHP is working with Therapy service leads to 
support the recovery plans and is able to provide assurance that those with the greatest 
clinical need and risk are prioritised.  

• The organisational focus on eating disorder services continues, acknowledging the 
waiting list challenges. This is a system issue with a detailed recovery plan co-produced 
with the Integrated Care Board and involves an independent partner to help reduce 
waiting times.  

• Work in response to the disappointing Care Quality Commission (CQC) report regarding 
service quality issues at Charlton Lane Centre continues to progress well.  The service 
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had its “good rating” downgraded to “requires improvement” and the Trust is working to 
address identified issues and request a review of the rating later this year.   

 
8.4 Quality issues showing positive improvement: 

• There is a 21% increase in the number of compliments received in month raising the 
figure to 181 in month. 

• Sustained achievement of the number of complaints acknowledged within the 3-day 
timeframe at 100%.   

• CPA recovery shows further improvement this month by 0.6% compared to the previous 
month’s figure resulting in an overall increase of 5.4% since April and is now close to 
compliance target - 93.5% against 95% 

• An overall decrease in the number of pressure ulcers worsening across the Trust. 
• Statutory and Mandatory training compliance continues to be above target for the last 6 

consecutive months.  
 
8.5 Steve Alvis said that the increase in CPA compliance was really encouraging.  He noted that 

there was a new national CQUIN for Cirrhosis and fibrosis tests for alcohol dependent 
patients and suggested that it would be helpful to offer these tests as part of the SMI reviews 
as it related to alcohol but also to obesity.  

 
8.6 Marcia Gallagher noted that medication errors had increased to 3.7% in June and asked for 

further details.  John Trevains advised that the 3.7% related to 4 individual patients, noting 
that 1 had now been downgraded.  These were no harm incidents.  Future dashboard reports 
would include actual patient numbers rather than percentages. 

 
8.7 Ingrid Barker noted that incidents of Rapid Tranquilisation and sexual safety were now 

reported in the patient safety data.  John Trevains said that he was very pleased that these 
targets were now being reported on by way of providing good visibility and offered assurance 
that all incidents were well managed and had a good level of oversight.   

 
8.8 Ingrid Barker asked about clinical audits and asked whether there were any hotspots, noting 

that 11 re-audits had resulted in a decrease in compliance.  The Board noted that there were 
29 clinical audits completed in 2021-22 that were rated as ‘High Risk’ (red RAG-rated) as 
overall compliance fell below 80%. Of the 29 red RAG-rated audits, 23 were re-audits. Of the 
23 re-audits, 5 saw an increase in compliance from the previous audit, 7 saw no significant 
change in compliance and 11 saw a decrease in compliance from the previous audit.  John 
Trevains advised that alongside the individual action plans, the outputs of the audits informed 
a number of additional workstreams that will support the development of standards noted in 
the audits. There were themes related to accuracy of clinical record keeping which informs 
some aspects of the Simplicity One project and personalised care planning which is being 
addressed through the CQC action plan. The Board was assured that there were no 
immediate patient safety risks identified within the audits.  John Trevains advised that the 
clinical audit programme was robustly reviewed via the Quality Assurance Group (QAG) and 
work was underway to look at developing “heatmap” reports to assist with triangulation.  
Colleagues from The Value Circle who had been working with the Trust on its Well led 
Developmental Review had provided some helpful support in taking this development 
forward.  John Trevains added that the Trust was working on a programme to reduce the 
number of audits by moving this into the Quality Improvement forum. 

 
8.9 The Board once again welcomed this report, noting the developments underway and the 

good level of assurance provided.    
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9.  PERFORMANCE DASHBOARD 
 
9.1  Sandra Betney presented the Performance Dashboard to the Board for the period June 2022 

(Month 3 2022/23). This report provided a high-level view of key performance indicators 
(KPIs) in exception across the organisation.  

  
9.2  The SystmOne Simplicity programme remains a key driver to resolve inherent data quality 

issues within the Physical Health Community clinical system and ensure that the Trust’s 
dataset is robust and reliable for stakeholders. Ongoing capacity pressures across 
operational services continue to impact on some of the Trust’s community (PH) data quality 
for the period. Although reporting is now visible for all services, there are still some significant 
data quality cleansing activities to undertake by operational services through the remainder 
of the year. Historic activity provides some assurance to normal performance levels for these 
indicators and wherever possible, manual audit evaluations have been undertaken on 
validating exceptions to inform confidence in the current situation. Although a revised, high-
level project timeline for SystmOne Simplicity has been agreed, detailed milestones are still 
being finalised to achieve the core phases of the project within 2022/23. This is expected by 
Sept 2022.  

 
9.3 The Board noted the Chief Operating Report authored by the Chief Operating Officer David 

Noyes.  This was a valuable addition to the monthly performance report, adding narrative 
and context to current performance challenges, but also highlighting areas of encouraging 
progress, and providing an overview on operational recovery, which has now transitioned 
into an integrated element of monthly Operational Governance rigour.  

 
9.4  There were 9 mental health key performance thresholds in exception within the dashboard 

that were not met for the period. Eating Disorder (ED) Services account for 6 indicators. CPA 
(1.04) is incrementally improving. A range of demand and capacity factors are contributing to 
performance across many of these indicators. Focused work is being undertaken internally 
to better understand capacity for ED to inform an updated forecast model. 

 
9.5 The Board noted that there were 24 physical health key performance thresholds that were 

not met for the period.  9 are Referral to Treatment measures, however a number of these 
are anticipated data quality issues linked to SystmOne Simplicity data quality activity, as 
mentioned above. Through clinical services intervention, performance for these indicators 
should improve through 2022/23 in line with the Operational Directorates’ ambitions. 
SystmOne Simplicity milestones and an operational led, service level DQ plan is being 
developed for September. 

 
9.6 Although proxy indicators and therefore not formally in exception; the following indicators 

were highlighted for the Board’s information: 
 

Urgent Care Response – Referral to Treatment - Significant work has been made through 
2021/22 and into 2022/23 to capture, monitor and nationally submit our crisis response within 
2 hours performance position. These indicators will be introduced formally into the 
dashboard. 

 
Nationally Reported Delayed Discharges & Delayed Discharges – Outliers - In May’s 
report it was noted that the percentage of bed days lost to delayed patients had been reported 
as continually reducing and it was confirmed by the Patient Flow team that patients newly 
delayed had not been recorded on the clinical system since December 2021. This was due 
to a misunderstanding from operations that reporting was no longer required as the national 
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monthly submission had been suspended. This recording issue has now been resolved and 
the clinical system updated.  

 
Number of post 48-hour Clostridium Difficile Infections - This indicator is monitored 
against a proxy threshold, and it is monitored within the Quality Dashboard. Performance is 
also within SPC chart upper control limits; however, it is of note there were three post 48hours 
HOHA (Hospital Onset Healthcare Acquired) cases reported in June compared to a threshold 
of 1.  

 
Inpatients Average Length of Stay - The average length of stay for inpatients in Community 
Hospitals was 40.5 days in June compared to 50.2 days in May. 8% (12/158) of all discharges 
in June had a length of stay of 100 days or greater. Excluding these patients, the average 
length of stay reduces to 33.8 days. This KPI has been exceeding the upper SPC control 
limits since October 2021. 

   
9.7 David Noyes reported that there had been a spike in activity during the extreme heatwave in 

July, however, the Trust’s resilience planning had worked well, services held up and were 
also able to step up and support the wider system.  It had been a good example of effective 
system working. 

 
9.8 Over the past month the Trust has continued to evaluate and test the boundaries of the CATU 

(Community Assessment and Treatment Unit) model, and now routinely flex between 10 and 
14 beds in this configuration according to the demands of the system. A full evaluation of the 
model has been written up and the Trust is hopeful that the success it has delivered in quality 
terms of Acute admission avoidance and short length of stay will secure recurrent funding so 
that we can deliver this on an enduring basis. 

 
9.9 As reported at the previous Board meeting, there continued to be growing system issues with 

echocardiogram performance.  A proposal had been received from a potential mobile 
provider, and it was intended to take that forwards in partnership with GHFT to seek to 
augment our capacity and thereby ameliorate the risk to patients with cardiac failure.  Steve 
Alvis welcomed this development, noting that the Trust had a fantastic heart failure service, 
and it was a shame that people needed to wait to receive treatment.  

 
9.10 The Board noted that the building and refurbishment works at Stroud General Hospital had 

now concluded and the wards and the MIIU would be scheduled to reopen during August. 
 
9.11 Nicola de Iongh noted the Chief Operating Officer report which acknowledged the pressures 

that many colleagues were under in terms of the cost of living crisis, and she asked for further 
information about the actions that the Trust was taking to support colleagues at this 
challenging time.  David Noyes advised that this had been added to the Trust’s risk register 
and he acknowledged that those colleagues in lower banded positions were really feeling it.  
The Trust had a range of things in place internally to support colleagues, including improving 
the terms of our mileage rates for those staff who have to use their cars to provide essential 
community services and distributing supermarket food vouchers to over 700 colleagues who 
have been impacted which had been partly funded through the Trust’s Charitable Funds. 
GHC has a contract with Salary Finance to provide independent support and signposting and 
regular global communication is sent out to colleagues setting out the wider range of options 
such as local food banks.  Other things in place to support colleagues included: 
• Finance support with access to savings schemes, will writing services, financial 

education workshops, budget planning guidance, low cost crisis loans debt management 
support  
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• Free staff parking on GHC sites  
• Introduced weekly pay option for staff working on the bank  
• Accommodation and rent subsidies for international recruits  
• Home electronics salary sacrifice scheme for all colleagues  
• Cycle To Work Scheme  
• Car Salary Sacrifice Scheme with Tusker 
• NHS childcare Nursery provision  
• Provision of pool and lease cars  
• Staff Benefits and Blue Light Card discounts 

In addition, Neil Savage advised that the Trust was working with Gloucestershire ICS system 
partners to see what else could be done to support colleagues. 

 
10. LEARNING FROM DEATHS – QUARTER 4 
 
10.1 The Board received the Learning from Deaths Report, which provided the learning from the 

mortality review process, data analysis and outcomes for quarter 4.  
 
10.2 Jon Haynes informed the Board that there were 677 patient deaths recorded in the year 

2021/22 and reported that 87 case record reviews and 20 comprehensive investigations had 
been carried out.  

 
10.3 It was reported that zero patients’ deaths reviewed during 2021/22 quarter 4 were judged 

more likely than not to have been due to problems in the care provided to the patient. 
 
11. FINANCE REPORT 
 
11.1 The Board received the month 3 Finance Report for the period ending June 2022.   A 

revised system plan submitted to NHSE on 20th June showed a break-even position for both 
the system and the Trust. 

 
11.2 At month 3 the Trust had a surplus of £0.086m. The Trust is forecasting a year end position 

of break even. The cash balance at month 3 is £52.0m. Capital expenditure was £1.926m at 
month 3 against a 2022/23 Capital plan of £17.665m. The Trust has spent £0.479m on Covid 
related revenue costs between April - June. 

 
11.3 The Cost improvement programme has delivered £4.553m of recurring savings against the 

target for the year of £5.512m. The non-recurrent target is £1.15m and £0.315m has been 
identified. 

 
11.4 The Better Payment Policy shows 94.5% of invoices by value paid within 30 days, the 

national target is 95%. 81.2% of invoices by value were paid within 7 days. 
 
11.5 The Trust had now introduced 5-year forecasts across I&E, balance sheet and cash flow 

statements in order to strengthen forecasting and incorporate the impact of IFRS16. 
 
11.6 Graham Russell asked how the Board would be sighted on the wider system finance risks.  

Sandra Betney said that it was planned to include a system finance slide into the Board paper 
pack going forward which would enable Board oversight.  She advised that risks were being 
managed by individual organisations currently, not yet as a system.  
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11.7 Marcia Gallagher asked about the implications of the national pay award on the Trust’s 
financial position.  Sandra Betney advised that a 3% pay increase had been built into the 
budgets for 2022/23.  However, the modelling for this was not yet complete as it was quite 
complex.  Trusts had been told to assume that the pay award would be fully funded nationally.  
Sandra Betney suggested that there might be a small gap in funding but hopefully nothing 
too significant. 

 
12. CHAIR’S REPORT 
 
12.1  The Board received the Chair’s Report which highlighted the activity of the Trust Chair and 

Non-Executive Directors since the previous meeting of the Board in May. Key areas of focus 
remain ensuring effective system working, ensuring equality, diversity and inclusion are at 
the heart of how we work as a Trust and that the voice of the Trust is heard locally and 
nationally to ensure the needs of our community are understood and inform policy and 
practice.  

 
12.2 The Terms of Office as Public Governors for Said Hansdot representing Gloucester and 

Mervyn Dawe representing Stroud ended on 30th June, after both had served two terms.  
The Term of Office for Julie Clatworthy who represented the Gloucestershire CCG has also 
come to an end.  Julie joined the Trust on the Council in June 2020.  Said, Mervyn and Julie 
were thanked for their contribution to the Council at the recent Council meeting, all three of 
them had made a significant contribution, linking us effectively to their community or 
nominating body.  Ingrid Barker said that she was pleased to welcome four new Governors - 
Alan Cole (Public Governor – Tewkesbury), Jacob Arnold (Public Governor – Forest of 
Dean), Ismail Surty (Public Governor - Gloucester) and Michael Gibbons (Public Governor – 
Stroud).  Jenny Hincks (Public Governor – Cotswolds) had been reappointed for a second 
term.   

 
12.3 On Wednesday 6th July, Board members, together with our contractors, Speller Metcalf, 

welcomed a number of key partners and friends to the Ground Cutting Ceremony for the new 
Forest of Dean hospital. Ingrid Barker said she was delighted to see the progress being made 
as the building gets underway for this new facility which will provide a wide range of services 
for the people of the Forest of Dean in a modern, environmentally friendly setting.  

 
12.4 Ingrid Barker had chaired the Trust’s first ‘in person’ Better Care Together event for more 

than two years on 18th July. This event which considered the important question of Veteran’s 
Mental Health was attended by over a hundred stakeholders and colleagues, plus more 
virtually via the live stream. The Trust is very committed to this area of work and was pleased 
to learn from a range of national speakers, including experts by experience. 

 
12.5 Ingrid Barker had the pleasure of supporting and participating in the 14th Big Health and 

Wellbeing Open Day – “All Age All Disability” which took place on Friday 17th June at Oxstalls 
Sports Centre.  The aim of the event was to help people with learning disabilities and complex 
physical and mental health needs, to stay active and healthy.  Ingrid expressed her sincere 
thanks to Simon Shorrick, Strategic Health Facilitator – Learning Disabilities and Big Health 
and Wellbeing Open Day – Lead Co-ordinator and his team for once again making the day a 
huge success. 

 
12.6 The Covid Testing Team said a bittersweet farewell to volunteers and colleagues who will be 

moving on to new challenges as the team is no longer required at this stage in the pandemic.  
Ingrid Barker said that she was glad to be able to attend their celebratory picnic on 14th July 
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and to thank them for their incredible and courageous work throughout the last two and a half 
years. 

 
12.7  The Board noted the content of the Chair’s report and the activity updates included within it 

covering attendance at regional and national meetings and events, and local meetings with 
partner organisations.  

 
13. CHIEF EXECUTIVE’S REPORT 
 
13.1  Paul Roberts presented this report which provided an update to the Board and members of 

the public on his activities and those of the Executive Team since the last meeting in May.  
 
13.2  Paul Roberts opened his report by expressing his huge thanks and appreciation to all Trust 

colleagues who continued to show outstanding resilience in light of ongoing pressures. 
 
13.3 The Board noted that the draft report from the CQC Core Services Inspection and Well Led 

Inspection that had taken place during April and May had now received.  An accuracy check 
had been completed and comments sent back to the CQC. Paul Roberts advised that the 
final report was due to be published at the end of August. 

 
13.4 A review of Urgent and Emergency care services in Gloucestershire has been carried out by 

the Local Government Association (LGA).  The report and its findings would be discussed in 
more detail at the September Board. 

 
13.5 Along with fellow colleagues, Paul Roberts had attended a screening of “Exposed” – a film 

developed by the RCN and the University of Gloucestershire looking at the experiences of 
black nurses during Covid.  This was a powerful film and the Trust would use these 
experiences to develop the Trust’s Equality Diversity and Inclusion (EDI) agenda going 
forward. 

 
13.6 The first Integrated Care Board (ICB) meeting had taken place and it was agreed to delegate 

full responsibility to GHC as the lead provider for the Community MH Transformation work. 
 
13.7 The Board noted the content of the Chief Executive’s Report and recognised the huge 

amount of work that continued to take place by all members of the Executive Team. 
 
14. SYSTEMWIDE UPDATE 
 
14.1  The Board received the System Wide update report which provided an update on the 

activities that are taking place across the Gloucestershire Integrated Care System (ICS). 
 
14.2 The Health & Well-being Board had its first meeting on 19 July, following the transition of the 

system to the statutory ICB.  It was acknowledged that a review of the Terms of Reference 
and Chair for this meeting moving forward will be formally needed.  The Joint Strategic Needs 
Assessment would be refreshed and the H&WB Board received a proposal as to how this 
would align with the work to develop the Integrated Care Strategy.   

 
14.3 The Board noted that Inclusion Gloucestershire had released their strategic plan 2022-2025. 

Since they were formed 2016, Inclusion Gloucestershire have established a strong, thriving 
Disabled People’s User Led Organisation, working to further inclusion and champion the 
voice of people facing disabling barriers across Gloucestershire and beyond. This strategy 
set out their plans and vision for the next three years and their five strategic aims.   
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14.4 Marcia Gallagher noted the Fuller Stocktake in General Practice and primary care which was 

released in May 2022.  This set out a number of recommendations in terms of improving 
patient access into primary care and the need to continue to develop integrated  multi-
disciplinary teams at neighbourhood level, to continue to bring together the right partners to 
tackle people’s overall health and well-being needs.  It was noted that the Trust was in the 
process of establishing a programme of work to consider how to build on the good work 
underway to take this key review forward.  Helen Goodey informed the Board that 
Gloucestershire was currently the highest performing ICS in terms of primary care patient 
satisfaction which was something to be proud of.  She said that a lot of work was already 
underway, including the implementation of neighbourhood teams to deliver care.   

 
15. AUDIT AND ASSURANCE COMMITTEE ANNUAL REPORT 
 
15.1 The Board received the annual report of the Audit and Assurance Committee for 2021/2022. 

The report provided an overview of the Committee’s work in the last financial year, from 1 
April 2021 to 31 March 2022 in sections which reflect the headings in the Committee’s terms 
of reference. The report also provided an overview of the work of the Committee in 
overseeing internal control mechanisms in the Trust as reflected in the Annual Governance 
Statement. No issues had been highlighted as areas of concern.  The Committee had 
operated in line with its terms of reference to meet the functions delegated to it by the Board. 

 
15.2 Marcia Gallagher, Chair of the Audit and Assurance Committee informed the Board that the 

ICB Audit Committee had now been established and both the Chair of Audit for GHC and 
GHT would sit as full members on this committee. 

 
15.3 The Board noted this annual report, agreeing that it was a very clear report which provided 

good assurance that the Trust has sound, reliable and robust systems in place. 
 
16. MINUTES FROM THE COUNCIL OF GOVERNORS MEETING 
 
16.1  The Board received and noted the minutes from the previous Council of Governors meeting 

held on 18 May 2022.  
 
17. BOARD COMMITTEE SUMMARY REPORTS 
 
17.1 Great Place to Work Committee  
 The Board received and noted the summary report from the Great Place to Work Committee 

meeting held on 1 June 2022.  
 
17.2 Charitable Funds Committee 
 The Board received and noted the summary report from the Charitable Funds Committee 

meeting held on 8 June 2022.  Marcia Gallagher highlighted the discussions that had taken 
place about the use of charitable funds to fund additional food vouchers for Trust colleagues, 
as discussed earlier in the meeting. 

 
17.3 Audit & Assurance Committee  
 The Board received and noted the summary report from the Audit and Assurance Committee 

meeting held on 13 June 2022.  The Board was asked to note that the annual accounts had 
been approved for submission and huge thanks were given to Sandra Betney and the 
Finance Team for their work. 
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17.4 Resources Committee  
  The Board received and noted the summary report from the Resources Committee meeting 

held on 30 June 2022. 
 
17.5  Quality Committee  
  The Board received and noted the summary report from the Quality Committee meeting held 

on 7 July 2022.  
 
17.6 Appointments and Terms of Service (ATOS) Committee    
 The Board received and noted the summary report from the ATOS Committee meetings that 

had taken place on 30 May and 6 July 2022.  
 
17.7 Working Together Advisory Group 

The second meeting of the newly established Working Together Advisory Group took place 
on 14 July.  Jan Marriott, Chair of the Group informed the Board that the meetings really 
demonstrated the value of having citizens and Experts working alongside the Trust.  A helpful 
discussion had taken place about co-production training. 

 
18. ANY OTHER BUSINESS 
 
18.1  There was no other business. 
 
19. DATE OF NEXT MEETING 
 
19.1  The next meeting would take place on Thursday, 29 September 2022.    
  
 
 
 Signed:   ……………………………...…...    Dated:  ……………………                          

   Ingrid Barker (Chair)  
      Gloucestershire Health and Care NHS Foundation Trust 
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Appendix A 
 
Questions from the Public 
_________________________________________________________________________ 
 
I am a long-term member of The Trust with a family history of services in the Learning Disability/Autism 
field. I would like to attend the next Board Meeting to advise on and obtain more information on the 
following topics. 

1. To congratulate the Health Action Group of the Trust on arranging the recent Big Health Day and 
suggesting that this event is an example of leading information and practice, suitable for 
extension to other Trusts in England. I hope that similar newer advanced initiatives can be 
developed. 

2. Also, to bring to attention the resolute and outstanding work of the Trust’s Stroud Learning 
Disability Team, with other associates, in working constructively together to ensure that my 
disabled daughter has been able to maintain as full a family life as possible under the Covid-19 
lock-down precautions. 

3. STOMP. This national project, aimed at stopping over-medication of people with a learning 
disability, autism, or both, was launched in 2016 by NHS England together with five Royal Medical 
Colleges and Societies. Some ten other expert bodies have joined since then. It is regretted that 
the Covid-19 pandemic will most probably have delayed a fast implementation plan. However, 
any progress statistics for the County would be very welcome to inform family and carers of this 
Project’s progress. I would welcome any such information –say, the numbers of applicable 
patients to be considered and percentages of outcomes so far. 

Regarding the first two points above I thought it so encouraging that I wrote a letter to the Stroud 
News and Journal, who kindly published it on the 15th June. Copy attached.  

Please advise me of the time and venue of the Board meeting later this month. 

Yours very sincerely, 

Anthony R Burton, MBE 
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Trust Response 
 
Dear Anthony 
 
Very many thanks for your question to the Board, regarding our Learning Disability service. 
 
Naturally we are very pleased that you have had a good experience of the service we provide, and 
that you feel so positive that you have kindly written to local media to that effect.  Like you, we are 
also delighted with the reach and impact of the Big Health Day, and see great value in such events.  
You can be assured that as long as GHC are involved in the delivery of LD Services, we will continue 
to support such events into the future on at least an annual basis. 
 
Regarding your question about the statistics and data around our monitoring of the issue of stopping 
the over-medication of people with a learning disability, autism, or both, (STOMP) the numbers of 
applicable patients considered and percentages of outcomes so far, we are not in a position that 
would give us a detailed picture.   
 
As you are aware, the STOMP programme is not mandated, but GHC are fully signed up to the 
approach and agree with the underlying principles.  We have supported the programme since its 
inception, however, as data collection isn’t a mandated element of the approach currently, we are 
unable to say how many patients are affected or how many have had their medication changed as a 
result of this.   
 
What we can say, however, is that we ensure that our medical staff communicate with all who are 
managing patients (GP’s, families, paid carers), and in that communication we very clearly set out the 
diagnosis and set out the prescription of any particular drugs (for mental health and physical health) 
prescribed.  These are usually prescribed by the GP.  Where there is a psychotropic drug prescribed, 
we will make a recommendation regarding clinical review and timeframes for such.  This information 
is updated at any clinical review.  When STOMP was initiated, and we signed up to this, we added a 
section in our clinical letters to note that there was an antipsychotic drug prescribed, and that this was 
for a reason that was not for psychosis or mental illness.   
 
It is also noteworthy that we are not the sole provider with oversight of this important community; our 
GP colleagues are of course able to prescribe if they consider it appropriate, and people with LD from 
outside the county can remain under the care of providers other than GHC.   
 
So while we aren’t able to provide you with accurate data for this across the county we can reassure 
you of our approach, the supportive stance our clinicians have to this important initiative, and that we 
have set up our communication to ensure regular review of appropriateness for all those under our 
care.  Dr Mark Scheepers said “we acknowledge those patients that are prescribed an antipsychotic 
for behaviour through the STOMP section of our letters.  We do not discharge these patients and will 
keep them on our caseload with a minimum expectation that these patients are reviewed annually.  
An audit that we recently completed on 10 consecutive patients seen by medical colleagues, we had 
30 patients that were on an antipsychotic drug and the STOMP section, and giving a reason for the 
medication being in place was appropriately completed in 29/30 (97%) letters.  This was an increase 
from 84% from the previous audit completed 18 months earlier.  We continue to endeavour to ensure 
that people with LD have medication appropriately prescribed and that this is reviewed on a regular 
basis.” 
 
I hope that this covers the question you have raised. At present, however, we are not able to give any 
more detail as we are not the primary prescriber of medication for people with learning disability and 
do not have access to the prescribing data in order to answer your question in detail, but hope that 
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our approach and the recent audit provide you with some reassurance that people are not being 
overprescribed medication in Gloucestershire. 
 
David Noyes 
Chief Operating Officer 
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  AGENDA ITEM: 05/0922      
 

TRUST BOARD PUBLIC SESSION:  Matters Arising Action Log – 29 September 2022   

 
  

Meeting 
Date  

Item 
No.  Action Description  Assigned  

to  

Target  
Completion 
Date  

Progress Update  Status  

28 July 
2022 

 There were no actions identified at the meeting      

 

 Action completed (items will be reported once as complete and then removed from the log). 

 Action deferred once, but there is evidence that work is now progressing towards completion. 

 Action on track for delivery within agreed original timeframe. 

 
Action deferred more than once. 
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                                                                              AGENDA ITEM: 07/0922 
 
REPORT TO:   TRUST BOARD PUBLIC SESSION – 29 September 2022 
 
PRESENTED BY:   Hannah Williams, Deputy Director of Nursing, Therapies & 

Quality  

AUTHOR:  John Trevains, Director of Nursing, Therapies & Quality                             

SUBJECT: CARE QUALITY COMMISSION CORE SERVICES & WELL 
LED 2022 INSPECTION RESULTS BRIEFING 

 
 
If this report cannot be discussed at 
a public Board meeting, please 
explain why. 

 

 

 

 

 

This report is provided for: 
Decision  ☐ Endorsement  ☐ Assurance  ☒ Information  ☒ 

The purpose of this report is to: 
 
This paper seeks to brief Board colleagues on details related to the excellent news 
of the Trust receiving a “Good Overall” rating from the Care Quality Commission 
(CQC) that was formally announced on 18th August 2022. 
 

Recommendations and decisions required 
 
The Board is to: 
Note the information within this paper for assurance and look to receive an 
additional progress report on improvement actions in January 2023. 

Executive summary 
 
This paper details the outcomes from the large scale Core Services and   Well Led 
inspection conducted by CQC during May 2022; and also provides the Board with 
an update on matters relating to the “Requires Improvement“ rating applied to 
Charlton Lane Hospital earlier  in 2022. 
 
We are pleased to report to the Board that the Trust received an overall rating of 
Good which includes a rating of Good for “Well Led”.  
 
The report was very positive about the governance, leadership and management of 
the Trust. It identified work for the Trust to improve upon relating to embedding 
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Risks associated with meeting the Trust’s values 
 
CQC regulation is essential part of Trust business and measure of quality of 
services. All Trust values seek to support high standards of regulatory compliance.    

 

Corporate considerations 

Quality Implications CQC regulation is essential part of Trust business and 
measure of quality of services   

Resource Implications 
Broadly within Trust established budgets but additional 
investment in specific areas to achieve improvements  
will be required  

Equality Implications None identified within the CQC report 
 

Where has this issue been discussed before? 
Previous Trust Board, Quality Committee  and Quality Assurance Group and  Trust 
Executive Committee  
 

 

Appendices:  

 

Report authorised by: 
John Trevains  

Title: 
Director Nursing, Therapies & Quality 
 

 

 

 

 

 

our strategies, better integrating information systems and achieving better sharing 
of information related to outcomes data, quality improvement opportunities and 
evidence-based policies and procedures. 
 
We have work to do to address this feedback for the CQC and we also have work 
to do in improving upon the “requires improvement “element of the overall rating.  
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1.0 INTRODUCTION 

1.1 This paper seeks to brief Board colleagues on details related to the excellent 
news of the Trust receiving a “Good Overall” rating from the Care Quality 
Commission (CQC) that was formally announced on 18th August 2022. 

1.2 This paper details the outcomes from the large scale Core Services and   Well 
Led inspection conducted by CQC during May 2022; and also provides the 
Board with an update on matters relating to the “Requires Improvement“ rating 
applied to Charlton Lane Hospital earlier  in 2022. 

2.0 CONTEXT 

2.1 CQC is the independent regulator of health and adult social care in England. 

2.2 Their role is to make sure health and social care services provide people with 
safe, effective, compassionate, high-quality care and encourage care services 
to improve. They monitor, inspect and regulate services. They publish their 
findings, including performance ratings, with the intent to help people choose 
care. Where they find poor care, they use their regulatory powers to take action. 

2.3 The Trust was informed in late March to anticipate a large scale inspection of 
core services with short notice (2-3 days to identify specific inspection areas), 
week of April 25th 2022. Followed by a two-day Board focused, Well Led 
provider level inspection on the 24th and 25th May 2022. 

2.4 These two inspections had been expected as GHC has not been fully inspected 
since merger in October 2019. System disruption by Covid and changes to 
CQC approaches had understandably delayed inspections. 

2.5 Core principles of any CQC inspection remain based on their well-established 
framework of inspection using the following five principles, known as key lines 
of enquiry (KLOE) to determine the following in services. 

1.  Are they safe? 

• Safe: you are protected from abuse and avoidable harm. 

2. Are they effective? 

• Effective: your care, treatment and support achieves good 
outcomes, helps you to maintain quality of life and is based on the 
best available evidence. 

3. Are they caring? 

• Caring: staff involve and treat you with compassion, kindness, 
dignity and respect. 

4. Are they responsive to people's needs? 

• Responsive: services are organised so that they meet your needs. 
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5. Are they well-led? 

• Well-led: the leadership, management and governance of the 
organisation make sure it's providing high-quality care that's based 
around your individual needs, that it encourages learning and 
innovation, and that it promotes an open and fair culture  

3.0 SUMMARY OF THE TRUST OVERALL & WELL LED INSPECTION  

3.1 We are very pleased to report to the Board that the Trust received an overall 
rating of Good which includes a rating of Good for “Well Led”. The Full 
report is available at this link on the CQC website - Gloucestershire Health & 
Care NHS Foundation Trust - Overview - Care Quality Commission 
(cqc.org.uk). The CQC explain that their rating for the well-led key question is 
based on their inspection at Trust Board level, taking into account what they 
found in individual services. 

3.2 The report was very positive about the governance, leadership and 
management of the Trust. It identified work for the Trust to improve upon 
relating to embedding our strategies, better integrating information systems and 
achieving better sharing of information related to outcomes data, quality 
improvement opportunities and evidence-based policies and procedures. 

3.3 We have work to do to address this feedback for  the CQC and we also have 
work to do in improving upon the “requires improvement “ element of the overall 
rating. We understand that we need to make improvement, particularly in our 
Mental Health areas, in being able to clearly evidence how learning from safety 
matters is embedded in practice and also address delivery challenges related 
to workforce pressures. 

3.4 Below are two tables that provide detail on the distribution of the ratings in this 
part of the inspection. Fig 1& 2. 

 

 
Fig 1. Overall Trust Rating  

 

https://www.cqc.org.uk/provider/RTQ
https://www.cqc.org.uk/provider/RTQ
https://www.cqc.org.uk/provider/RTQ
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Fig 2. 

4.0 SUMMARY OF THE 2022 CORE SERVICES INSPECTION – APRIL 2022 

4.1 The Core inspection visited the following Trust areas across community health 
services and inpatient mental health and learning disability services.  

• Wotton Lawn Hospital (Adult inpatient mental health) 
• Berkeley House (Inpatient  Learning Disabilities & Autism)  
• Community inpatients services (Community Hospitals) 
• Community health services for adults (Physical Health) 
• Community health services for children, young people and families 
• Community end of life  
• Sexual health services 

4.2 Ratings details for Community Health Services Inspected 2022: 

 

 

 

4.3 Rating for Mental Health Services Inspected in 2022 
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4.4 A high level summary of themes (across all inspections) for improvement 

include: 
 

• Staffing levels (noting national challenges)  
• Recording of staff supervision  
• MCA Training embedded in practice  
• Statutory Mandatory training compliance  
• Storage and security around sluice room access  
• Medicine storage  
• Physical health monitoring  
• Posters not always being on display around making a complaint/right to 

leave 
• Servicing of equipment records 

 

These matters are being addressed in the service connected actions plans 
that are discussed in section 5 of this paper. 

4.5 For noting and information - services not inspected in 2022: The services in 
the table below did not receive an inspection in 2022. 
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5.0 TRUST ACTIONS POST INSPECTION 

5.1 The Trust is required to complete two statutory “must do’s” following the core 
inspection. These related to mental health inpatient areas, post rapid 
tranquilisation monitoring and personal evacuation plans. For Board assurance 
these issues have been completed and confirmation returned to the CQC. The 
Trust quality team are delivering further actions to provide “outstanding” levels 
of assurance in these areas. 

5.2  There were a range of additional “should do’” actions and these issues are now 
subject to detailed action plans being delivered across the Trust. Although there 
are no statutory requirements to report progress on these actions to the CQC, 
these actions are important for our ambition of being an “outstanding” rated 
organisation.  We have agreed with our CQC relationship manager to provide 
6 weekly updates on our progress. Good progress is being made on these 
actions with updates provided through the Trust Quality Assurance Group into 
Quality Committee. 

6.0 CHARLTON LANE RATING REMEDIAL ACTIONS UPDATE 

6.1 Charlton Lane Hospital regulatory status was sadly downgraded from “Good” 
to “Requires Improvement” in June of 2022 following an inspection of services 
in March 2022. Issues included staffing pressures, adherence to process regard 
medication and ability for al staff to reflect mental capacity act training. Despite 
this, the CQC report also spoke very positively about a range of good practice 
including the compassionate treatment of patients, staff kindness and good 
management of incidents.  

6.2 On receipt of the CQC report the Trust rapidly developed an action plan to 
address the Must do’s and Should do’s. This action plan has been shared with 
CQC and supported. Must do areas have been addressed and reported to CQC 
with the 30 day reporting requirement. An ongoing action plan to address 
should do’s is well progressed and reported via arrangements reported in 
section 5.2 of the report. 

6.3 We are seeking to invite CQC back for a re-inspection later this year when all 
actions are progressed to completion with.   

7.0 RECOMMENDATION  

7.1 The information within this paper to be Noted by the Board for assurance and 
to expect an additional progress report on improvement actions in January 
2023.  
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AGENDA ITEM: 08/0922 
                                                                              

REPORT TO:   TRUST BOARD PUBLIC SESSION – 29 September 2022 
 
PRESENTED BY:  Hannah Williams, Deputy Director of Nursing and Quality                            

AUTHOR:  John Trevains, Director of Nursing, Therapies and Quality                               

SUBJECT:             QUALITY DASHBOARD REPORT– AUGUST 2022 DATA 
 

If this report cannot be discussed at a 
public Board meeting, please explain 
why. 

 

 

 

 

 

This report is provided for: 
Decision  Endorsement  Assurance  Information  

The purpose of this report is to 
 
To provide the GHC Board with a summary assurance update on progress and 
achievement of quality priorities and indicators across Trust Physical Health, Mental 
Health and Learning Disability services.  
 

Recommendations and decisions required 
 
The Board is asked to Receive, Note and Discuss the August 2022 Quality 
Dashboard. 

  

Executive summary 

This report provides an overview of the Trust’s quality activities for August 2022. 
This report is produced monthly for Trust Board, Quality Committee, Operational 
Delivery and Governance Forums for assurance. 

Quality issues showing positive improvement 

• The Trust received an overall rating for Good from the Care Quality Commission 
with an ‘Outstanding’ being awarded to the KLOE of Caring within End of life 
services. 

• Sustained achievement of the number of complaints acknowledged within the 3-
day timeframe at 100% 

• CPA recovery shows further improvement this month and has maintained target 
of 95% for the second consecutive month this year. 
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• There has been an overall decrease in the total number of PUs reported in the 
organisation, this is driven by a decrease mainly in category 1 and 2 ulcers.  

Quality issues for priority development 

• Referral to treatment times across a number of Therapy services continue to 
pose significant challenges. The Trusts Chief AHP is working with Therapy 
service leads to support the recovery plans and is able to provide assurance that 
those with the greatest clinical need and risk are prioritised  

• The organisational focus on eating disorder services continues, acknowledging 
the waiting list challenges. This is a system issue with a detailed recovery plan 
co-produced with the Integrated Care Board and involves an independent 
partner to help reduce waiting times. 

Are Our Services Caring? 

Good assurance is available demonstrating a sustained improvement within the 
management of complaints.  The number of new complaints received in August has 
reduced by 2 in month to 8 with the number of open complaints in August being 28. 
The number of complaints acknowledged within the 3-day timeframe continues to 
see sustained improvement and remains at 100% for the fifth successive month with 
the FFT compliance rate maintaining the target rate of 95%. The number of 
compliments received has slightly reduced to 148 which is consistent with annual 
trends although an improvement overall in comparison to 21/22 in the same period. 

Are Our Services Safe? 

In August the number of patient safety incidents reported reduced by 69 to 1046 
from 1115 in July with skin integrity, clinical care (treatment and procedures), self-
harm, medical emergency and falls incidents being the most frequently reported 
categories of incident.  Incidents remain within previous reported ranges with 2 
Mental Health SIRIs being declared in August.  The number of patient safety 
incidents resulting in moderate or severe harm and death reduced by 21 from July 
(107) to (86) incidents in August. In the current reporting period we have a total of 
82 recommendations that were identified following SIRI’s investigations, at the end 
of August there are 7 actions that are overdue by 1 month, the overdue actions will 
be resolved by the end of October.  Appendix 1 provides data regarding COVID 19 
activity demonstrating decreases in the infection rates although the 4th wave of 2022 
in September could negatively affect this recovery. There were 0 Covid -19 related 
deaths reported. This month an overall reduction in pressure ulcer numbers is noted 
with the primary reduction being seen in the number of category 1 & 2 incidents 
reported. Appendix 2 provides a summary of the Zero Suicide Plan that is overseen 
by the GHC Positive and Safe Group.  The work during the past 12 months has 
included the completion of the door top alarm system at Wotton Lawn, revised 
ligature audits, relational security training for staff at Charlton Lane and the 
recruitment of an Expert by Experience to the group. Information from the Trust 
safeguarding dashboard is embedded within this month’s report providing 
assurance that safeguarding is managed appropriately within the Trust.  

Are Our Services Effective? 
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The occupied bed days for out of area mental health placements was 167 days in 
August which relates to 12 individual patient placements.  This reflects the continued 
high demand for acute inpatient treatment. Our acute inpatient teams continue to 
hold higher levels of acuity which is impacting on a person’s length of stay, 
workshops are planned to explore opportunities to reduce length of stay and will be 
reported on in future dashboards. We have recommenced data collection in relation 
to cardio metabolic assessments within community (recovery and AOT) and 
inpatient settings with compliance levels now increasing due to the additional 
emphasis in these areas.  

Are Our Services Responsive? 

Waiting times and access targets in services continue to be challenging and we 
remain in service recovery. The organisational focus on eating disorder services 
continues acknowledging the waiting list challenges, the waiting list initiatives 
introduced to support those waiting for services are continuing which includes 
partnering with independent providers.  The service continues to work with those 
who are assessed as urgent.  CPA compliance has improved in month and 
continues to meet target for the second month this financial year (95% target) 
following recovery work supported by NTQ.   This month’s dashboard provides an 
overview of current Quality Improvement activity within the Trust.  NTQ continue to 
work to align future QI activity and Quality Strategy with key quality risks, this will be 
reported on a monthly basis via the dashboard. 

Are Our Services Well – Led 

Statutory and mandatory training compliance rates have increased to 91. 9% 
consistently meeting the target of 90% from the commencement of the year 
Sickness absence levels are above the 4% target at 5.4%, a reduction on last 
month’s figure of 2.2 percent.  Appraisals remain under target however compliance 
has risen this month to 82% which brings the overall improvement rate since the 
beginning of the year to 5%. Staff health and wellbeing remains a priority, with the 
Wellbeing Line now firmly established. International Nurse recruitment continues 
with 50 colleagues in post since January 2021 and a further 6 offered posts. Safe 
staffing for inpatient areas is reported, noting the main challenge in month resulting 
from increased absence due to Covid-19.  Teams were able to maintain appropriate 
staffing levels and support patient safety and experience.  This was assessed 
against a triangulation of patient safety data and patient, carer and experience data.     

Care Quality Commission inspections and reviews  

The Comprehensive and Well led report shows our final Trust wide overall rating 
remaining as “GOOD”.  We have addressed the two “MUST DO” (required) actions 
for Adult Acute Mental Health services and updated our regional CQC relationship 
manager with the evidence and onward plans.  The feedback from the CQC 
acknowledges this progress and has approved our onward plans.  Mapping and 
engagement with directorates has begun around the “SHOULD DO” (suggested) 
recommendations.  We are on track to provide updated plans to the CQC in 
November.  
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Risks associated with meeting the Trust’s values 
 
Specific initiatives or targets that are not being achieved are highlighted in the 
Dashboard.  

 

Corporate considerations 
Quality Implications By the setting and monitoring of quality targets, the 

quality of the service we provide will improve 
Resource Implications Improving and maintaining quality is core Trust 

business. 
Equality Implications No issues identified within this report 

 

Where has this issue been discussed before? 
Quality Assurance Group, updates to the Trust Executive Committee and bi-monthly 
reports to Quality Committee/Public Board.  
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Quality Dashboard 2022/23

Physical Health, Mental Health 
and Learning Disability Services   

Data covering August 2022



This Quality Dashboard reports quality-focussed performance, activity, and developments regarding key quality measures and priorities for 2022/23 and highlights data and performance. This data includes national and
local contractual requirements. Certain data sets contained within this report are also reported via the Trust Resources Committee; they are included in this report where it has been identified as having an impact on
quality matters. Feedback on the content of this report is most welcome and should be directed to John Trevains, Director of Nursing, Therapies and Quality (NTQ).

Are our services CARING?
The number of new complaints received in August has reduced by 2 in month to 8 with the number of open complaints in August being 28. The number of complaints acknowledged within the 3-day timeframe continues to see
sustained improvement and remains at 100% for the fifth successive month and the FFT compliance rate maintaining the target rate of 95%. The number of compliments received has reduced to 148 which is consistent with annual
trends although an improvement overall in comparison to 21/22 in the same period.

Are our services SAFE?
In August the number of patient safety incidents reported reduced by 69 to 1046 from 1115 in July with skin integrity, clinical care (treatment and procedures), self harm, medical emergency and falls incidents being the most frequently
reported categories of incident. Incidents remain within previous reported ranges with 2 Mental Health SIRIs being declared in August. The number of patient safety incidents resulting in moderate or severe harm and death reduced by
21 from July (107) to (86) incidents in August. In the current reporting period we have a total of 82 recommendations that were identified following SIRI’s investigations, at the end of August there are 7 actions that are overdue by 1
month, the overdue actions will be resolved by the end of October. Appendix 1 provides data regarding COVID 19 activity demonstrating decreases in the infection rates although the 4th wave of 2022 in September could negatively
affect this recovery. There were 0 Covid -19 related deaths reported. This month an overall reduction in pressure ulcer numbers is noted with the primary reduction being seen in the number of category 1 & 2 incidents reported.
Appendix 2 provides a summary of the Zero Suicide Plan that is overseen by the GHC Positive and Safe Group. The work during the past 12 months has included the completion of the door top alarm system at Wotton Lawn, revised
ligature audits, relational security training for staff at Charlton Lane and the recruitment of an Expert by Experience to the group. Information from the Trust safeguarding dashboard is embedded within this months report providing
assurance that safeguarding is managed appropriately within the Trust.

Are our services EFFECTIVE?
Following very productive work via the Trust “Well Led” review , a new visual heat map approach is being developed to better assure the Board through activity metrics mapped against the three pillars of quality (Safety,
Effectiveness and Experience) in each service area, creating “heat maps” to illustrate service quality and guide focus for support. Areas are experiencing challenge re performance in access times and associated activity. Data
improvement projects are still needing time to improve reporting. The occupied bed days for out of area mental health placements was 167 days in August which relates to 12 individual patient placements. This reflects the continued
high demand for acute inpatient treatment and our acute inpatient teams holding higher levels of acuity which is impacting on length of stay. We have recommenced data collection in relation to cardio metabolic assessments within
community (recovery and AOT) and inpatient settings with compliance levels now increasing due to the additional emphasis in these areas.

Are our services RESPONSIVE?
Waiting times and access targets in services continue to be challenging. The organisational focus on eating disorder services continues acknowledging the waiting list challenges. The initiatives introduced to support those waiting for
services are continuing, this includes partnering with independent providers. The service continues to prioritise those who are assessed as urgent. CPA compliance has improved in month and continues to meet target for the second
month this financial year (95% target) following recovery work supported by NTQ.

Are our services WELL LED?
Statutory and mandatory training compliance rates have increased to 91. 9% consistently meeting the target of 90% from the commencement of the year. Sickness absence levels are above the 4% target at 5.4%, a reduction on last
months figure of 2.2 percent. Appraisals remain under target however compliance has risen this month to 82% which brings the overall improvement rate since the beginning of the year to 5%. Staff health and wellbeing remains a
priority, with the Wellbeing Line now firmly established. International Nurse recruitment continues with 50 colleagues now in post since January 2021 and a further 6 offered posts. Safe staffing for inpatient areas is reported, noting the
main challenge in month resulting from increased absence due to Covid-19. Teams were able to maintain appropriate staffing levels and support patient safety and experience. This was assessed against a triangulation of patient
safety data and patient, carer and experience data.

CQC Update
The Comprehensive and Well led report shows our final Trust wide overall rating remaining as “GOOD”. A separate detailed report is being presented at this Public Board for detailed assurance. We have addressed the two “MUST
DO” ( required) actions for Adult Acute Mental Health services and updated our regional CQC relationship manager with the evidence and onward plans. The feedback from the CQC acknowledges this progress and has approved our
onward plans. Mapping and engagement with directorates is underway for the “SHOULD DO” (suggested) recommendations. We are on track to provide updated plans to CQC in November.
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Executive Summary



Amendments to July 2022 dashboard:
• Current re-opened complaints amended as follows: April (6 to 7), May (6 to 7), July (9 to 7)
• Current external reviews were reported as 3 – amended to 0 
• Following initial review, PHSO opted to make recommendations for 1 x case in July rather than undertake a 

full re-investigation.  We accepted the all recommendations.

RAG Key: R – Red, A – Amber, G - Green

Quality Dashboard

N - T National measure/standard w ith target L – I Locally agreed measure for the Trust (internal target)

N - R Nationally reported measure but w ithout a formal target L – R Locally reported (no target/threshold) agreed

L – C Locally contracted measure (target/threshold agreed w ith GCCG) N – R/L – C Measure that is treated differently at national and local level, e.g. nationally reported/local target

CQC DOMAIN - ARE SERVICES CARING? Patient and Carer Experience Team (PCET)

No
Reporting 

Level Threshold 2021/22 
Outturn Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2022/23 YTD

R
Exception 
Report?

Benchmarking Report

A
G

Number of Friends and Family Test Responses 
Received N - T 15% 16581 1167 1314 1229 1183 1354 6247

% of respondents indicating a positive experience of 
our services N - R 95% 94% 94% 94% 94% 95% 95% 94%

Number of compliments received in month L - R 1644 133 150 181 255 142 762

Number of other contacts received in month L - R 371 34 51 40 38 46 208

Number of concerns received in month L - R 459 40 59 45 36 65 246

Number of complaints received in month N - R 120 9 8 15 10 8 50

Number of open complaints (not all opened within 
month) 50 46 43 38 28

Percentage of complaints acknowledged within 3 
working days 93% 100% 100% 100% 100% 100% 100%

Number of complaints closed in month 13 12 18 15 18 76

Number of complaints closed within 3 months 3 5 9 6 13 36

Number of re-opened complaints (not all opened 
within month) 7 7 5 7 6

Number of external reviews (not all opened within 
month) 1 0 0 1 0

2



Quality Dashboard

CQC DOMAIN - ARE SERVICES CARING? Patient and Carer Experience Team (PCET)

Concerns:

• Of the 64 concerns that were closed this month, 4 were escalated to our formal complaints process (94% were successfully 
resolved)

• The key themes continue to be care and treatment, and communication.
• PCET are working towards closing concerns in a more timely manner and this financial year, there are KPIs relating to the 

length of time taken to resolve concerns.  The chart opposite indicates performance against KPI.
• 63% were closed within 10 working days (target = 80%), and a further 22% were closed within 20 working days (target = 

20%).

Complaints:

• 18 complaints were closed this month (excluding withdrawn complaints), of which 8 were either partially or fully upheld.
• Of these 18 complaints, most issues related to care and treatment and communication.
• PCET are working towards closing complaints in a more timely manner and this financial year, there are KPIs relating to the length of 

time taken to close complaints.  The chart opposite indicates performance against KPI.
• 67% were closed within three months (target = 95%), and a further 33% were closed within six months.  
• Cumulatively, the number of complaints closed within 3 months continues to steadily climb.
• As of month end, August 2022, there was one complaint open over 6 months old which has since been closed.

3

Compliments:

• 142 compliments were recorded this month which is consistent with annual trends and an improvement in a 
comparison for 21/22 in the same period. 

• The largest compliment theme was communication, which is often one of the most common 
concerns/complaints received regarding our services.

• The next largest compliment theme related to staff attitude as well as care and treatment

67%

45%

33% 33%
27%

Aug-22 Cumulative
1-3 months 4-6 months >6 months

63% 60%

22% 20%16% 20%

Aug-22 Cumulative
< 10 days 11-20 days >20days

134

95
79

21

Communication Staff attitude Care and treatment Other



Quality Dashboard

CQC DOMAIN - ARE SERVICES CARING? Patient and Carer Experience Team (PCET)

Overview of current complaints:
Of the 28 open complaints, 6 do not have agreed response times as issues have not been agreed.

Of the 22 ‘active’ complaints with agreed response dates, 12 are within the agreed timeframe and 10 have exceeded the initially agreed timeframes,  there are a range of reasons for these delays including:
• Agreeing issues for investigation with complainants due to complexity, availability of complainant to discuss issues, etc.
• Delays in the investigation process (e.g. allocating investigators, timeliness of investigation report, and availability of staff for interviews)
• Work continues to address delays in the complaints process in order to minimise them where possible, including promoting awareness of KPIs/benefits to patients in providing timely responses.

The charts below show the length of time complaints have been open (bottom left) and the number of complaints active (where issues have been agreed with the complainant) vs open complaints (bottom right).
We currently have no complaints open over 6 months old (this is a rolling figure that adjusts each month).
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Quality Dashboard

CQC DOMAIN - ARE SERVICES CARING? Patient and Carer Experience Team (PCET)

The chart below gives an overview of the various types of feedback received via PCET over the past 12 months:

5

The charts below shows which of our services were named in the 73 complaints and concerns we received last month. Our secondary care mental health community services received 15% of the feedback, followed by mental health inpatient 
services (14%), and primary care mental health community services with 12%.

Secondary care mental 
health services 

(15%)

Mental health inpatient 
services (14%)

Feedback is split across 4 localities:

• Recovery and CPI [8]
• CRHTT [1]
• Eating disorders [1]
• MH management [1]

Themes focus on communication and patient 
care / treatment.

Feedback is split as follows:

• Wotton Lawn [7]
• Charlton Lane [2]
• Honeybourne [1]

Again, themes are largely around 
communication and patient care / treatment.
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Quality Dashboard

CQC DOMAIN - ARE SERVICES CARING? Patient and Carer Experience Team (PCET)

Key indicators (% positive):  Total MH/PH FFT responses by positive/not positive response:

• Changes are being applied to the whole FFT process and will address the low response rates from MH. The BI and IT applications team are testing upgrades to the system that will improve responses from 
IAPTUS.  This will enable an automated text and email to be sent to those that are discharged from the service. In addition to the automated FFT going out on discharge, services are being encouraged to gather 
feedback through other methods such as electronic links, QR codes, paper and iPads

Service/area No of responses No of respondents positive Positive score
Hospitals overall 100 92 92%
Hospitals - physical health 84 84 100%
Hospitals - mental health 16 8 50%
Specialist overall 365 348 95%
Specialist - physical health 343 330 96%
Specialist - mental health 22 18 82%
Adult community overall 120 114 95%
Adult community - physical health 115 109 95%
Adult community - mental health 5 5 100%
Urgent care overall 668 634 95%
Urgent care - physical health 660 630 95%
Urgent care - mental health 8 4 50%
CYPS overall 101 95 94%
CYPS - physical health 70 66 94%
CAMHS - mental health 31 29 94%

1219

64

53

18

Physical health Mental health

Postive

Negative

6



CQC DOMAIN - ARE SERVICES SAFE? INCIDENTS (Whole Trust data)

Reporting Level Threshold 21-22 Outturn Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2022-23 
YTD

R

Exception 
Report?

Benchmarking 
Report

A

G

Number of Never Events N - T 0 0 1 0 0 0 0 1 N/A

Number of Serious Incidents Requiring 
Investigation (SIRI)

N - R 32 10 3 1 4 2 20 N/A

No of overdue SI actions (incomplete by more 
than I month)

L - R New 3 5 5 7 7 16 N/A

No of unallocated SI investigations (waiting more 
than 1 month for allocation).

L - R New 1 0 0 0 0 0 N/A

Number of falls in inpatient units resulting in 
moderate harm, severe harm or death

L - R 25 7 4 1 3 5 20 N/A

Number of Serious Incidents Requiring 
Investigation (SIRI) regarding self harm or 
attempted suicide

N - R 2 0 0 1 0 2 3 N/A

Number of  Rapid Tranquilisations. N - R 545 69 106 120 109 85 489 N/A

Total number of Patient Safety Incidents reported L - R 12313 1216 1101 1013 1115 1046 5491 N/A

Number of incidents resulting in low or no harm L - R 11418 1138 993 933 1008 960 5032 N/A

Number of incidents resulting in moderate harm, 
severe harm or death

L - R 895 78 108 80 107 86 459 N/A

Number of falls incidents resulting in moderate, 
severe harm or death

L - R 31 9 5 2 4 5 26 N/A

Number of medication errors resulting in 
moderate, severe harm  or death

L - R 5 1 0 2 0 0 3 N/A

Number of Embedding Learning meetings taking 
place

L - R 7 0 0 0 0 0 0
N/A

Total number of sexual safety incidents L- R 57 9 10 17 15 11 62

Quality Dashboard
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CQC DOMAIN - ARE SERVICES SAFE? – Patient Safety Serious Incident Data

Quality Dashboard

8

Key highlights:
5 initial investigations meetings were held to gain further information (1 PH and 4 MH). Out of these 5 incidents, 2 incidents were declared as a SIRI’s.

In August, there were a total of 1046 incidents reported affecting patients (67 less that July). 961 were reported as No and Low harm incidents (46 less incidents than July) and 86 Moderate, Severe and Catastrophic incidents (21 less than July).
In August 2022, the PST reviewed 13.8% of No and Low harm incidents which were reported (133 incidents were reviewed out of a total of 961). The patient safety team has consistently reviewed a minimum of 10% of the No and Low harm
incidents for 17 months. Following review from both the PST and the handlers of the Datix (which is part of the validation process), to date, 25 incidents have seen a change between the level of reported harm and confirmed level of harm, 15
incidents saw a decrease in their level of harm once confirmed. These incidents were across a range of sub-categories such as skin integrity, falls, medical devices and self-injurious behaviour and 10 incidents saw an increase in their level of
harm once confirmed, these related to skin integrity, 1 fall, 1 self-injurious behaviour incident, 1 catheter care incident and 1 medical emergency incident.

Priory Ward, Wotton Lawn Hospital saw the biggest increase in incidents being reported in August (75 incidents) compared to July (46 incidents). The two sub categories that saw the largest increase in recording was ‘AWOL, absconding and
missing patients (increase of 8 incidents) and Self-harm / self injurious behaviour (SIB) (an increase of 21 incidents). These incidents relate to levels of distress for a number of newly admitted patients, wards increased staffing to support clinical
need. In addition we have developed a clinical practice group to review best practice on AWOL’s which includes 3 experts by experience. We are engaged in a benchmarking exercise and have linked with other Trusts who have made significant
improvement within this area of concern.

Dean Ward, Wotton Lawn Hospital saw the biggest decrease in reporting of incidents in August (75 incidents) compared to July (98 incidents). Specifically reductions were seen in; ‘Restrictive interventions, Inc. PBM / PMVA and RT and a more
significant reduction in ‘self-harm / self-injurious behaviour (SIB)’. The ward have adopted additional harm minimisation approaches to support people who engage in regular self-injurious strategies which has reduced self-injury episodes in
August.

The PST have commissioned a review of RT activity for May, June and July and will include the findings of this review in future dashboards following analysis within the Positive and Safe group. Reducing Restrictive Practice is one of our
commitments to improving patient care and is aligned with the Southwest Patient Safety Collaborative.
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CQC DOMAIN - ARE SERVICES SAFE? – Patient Safety Serious Incident Data

Quality Dashboard

9

Learning Assurance highlights:
The PST are overseeing a rolling total of 82 recommendations made following Serious Incident Investigation during 2021/2022. We have completed actions and have first level assurance on 58 actions. These actions have been transferred over 
to the fidelity testing programme.  We currently have 7 actions that are one month over their planned completion date.  The overdue actions will be resolved by the end of October. Delays are related to facilitating some training system changes 
to update a component of the safeguarding training and enhancing handover information to bank and agency staff.  The templates for the handover information have been completed and are being used by the teams, however, in order to sign 
as complete we will need to complete a fidelity check (due in October). All delayed actions have significant progress and to support the recovery the PST and Clinical Development Managers are providing some additional support to action 
owners noting some of the operational capacity and demands on colleagues in clinical teams.  

Embedded learning sessions were paused during the summer period due to operational demands, however for assurance 2 sessions were completed in September with a further 2 planned in October. 

To ensure ongoing oversight of actions, the PST will escalate all SI actions to service Ops and Governance meetings as they approach 4 weeks from the completion date. 

Key highlights:

There were 96 reported incidents affecting patients assessed as a MODERATE harm and above. The top five sub-categories were:
1. Skin Integrity (Inc. Pressure Ulcers) (59 incidents) 
2. Clinical care, treatment and procedures (6 incidents)
3. Self-harm / self injurious behaviour (SIB) (5 incidents)
4. Medical emergency (Inc. 999 calls and onsite emergency response) (4 incidents)
5. Falls (including slips and trips) (3 incidents)
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CQC DOMAIN - ARE SERVICES SAFE? – Additional Information 
2 Mental Health SIRIs were declared in August 2022.  There were no Physical Health SIRI’s declared. The tables below represent SIRI reporting over the past 5 years. These reports are stimulating clinical discussions across operational governance 
forums and the Trust’s Quality Assurance Group. Particular attention is paid at these meetings to thematic analysis of issues and urgent actions required.

Key highlights: 

All Serious Incidents have nominated trained investigators. The Patient Safety Team have 20 active incident investigations on-going at various stages of completion. 

Learning Assurance Themes - A review of all of the 78 recommendations arising from SIRI’s during 2021/22 identified the top three areas of learning related to:

1. Recommendations made to amend / update / review / implement policies, procedures, SOP’s, guidelines and paperwork
2. Communication / engagement with other teams within GHC and wider services
3. Recommendations around clinical systems / clinical documentation/ Estates and Equipment

Fidelity testing of completed actions have been undertaken for Wotton Lawn and Charlton Lane Hospitals in August and the summary findings will be presented in October. All completed actions from SI’s now automatically generate a 6 monthly
qualitative and quantitative review. Early feedback supports the commissioned review by the PST to enhancements that can be made to the nature of outcomes derived from actions that have been written at the end of SIRI’s. The Patient Safety
Team have embarked on national patient safety investigators training with HSIB, one of the modules includes writing recommendations and generating effective and realistic actions to improve patient safety and reduce harm.

Quality Dashboard
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Quality Dashboard
GHC - Safeguarding Dashboard 2022/22 Children's Safeguarding Data

Q1 Total Jul Aug Sep Q2 Total Additional Information
SAFEGUARDING SUPERVISION
Integrated Group Supervision sessions

42 20 20
Clinical staff working with children need to attend this supervision 3x per year.  In April 22 this essential to role requirement was added to staff Care 
to Learn Training Profiles.  Compliance data has been requested - once available this data will be reported monthly.  Currently 5 sessions are 
offered per week, with a maximum of 8 attendees per session.  Feedback is sought and captured following sessions.

One to one Supervision sessions 4 2 5 121 Supervision is available to all upon request.  In line with learning from recent child safeguarding reviews that recommends focused case 
reflection and discussion the team are promoting 121 supervision across operational teams.

SAFEGUARDING ACTIVITY
Advice Line Calls 142 46 44 Operational colleagues continue to make good use of the advice line - with an average of 40-50 calls per month relating to safeguarding children.
Multi-Agency Request for Service Forms 
submitted to MASH 44 19 16 This information is currently obtained from our Safeguarding Advice Line data and further work is underway with Clinical Systems to identify 

mechanisms which capture this data accurately.
Number of Escalations 4 0 1 This information is currently obtained from our Safeguarding Advice Line data and further work is underway with Clinical Systems to identify 

mechanisms which capture this data accurately.
CHILD DEATH NOTIFICATIONS
Expected 1 1 2 Expected deaths are infants with known life limiting conditions or cases of extreme neonatal prematurity.
Unexpected 9 1 3 Gloucestershire Child Death Overview Process is followed for each unexpected death.  Cause of each death has not yet been formally reported,  

No deaths in July or August identified safeguarding concerns.
RAPID REVIEWS/LCSPR’S
Number of Serious Incident notifications 
made to LA 1 2 0

Number of Rapid Reviews attended 1 2 0

Number of LCSPR’s in progress 2 2 2 1 Gloucestershire LCSPR awaiting publication - single and multi-agency action plan in progress. 1 joint Surrey/Glos LCSPR - no GHC involvement
MASH HEALTH TEAM ACTIVITY
Children researched/info shared

2372 789 697
MASH activity remains high.  Slight reduction in number of children researched by health to inform MASH decision making in August.  This is 
expected and in line with the usual drop in Safeguarding referrals in August when children are not in School.  Schools make the highest number of 
safeguarding referrals.

Adults researched/info shared 189 54 60 There was a slight increase in adults researched in MASH during August.  This is in line with the increase in MARAC domestic abuse referrals this 
August, children are being referred into MASH where domestic abuse is a concern.

MASH strategy meetings attended 107 25 22 The MASH health team attend 100% of strategy discussions they are invited to.
Demographic information sharing 452 185 212 MASH health are frequently asked for demographic data from children's social care - this is due to referral data quality and incomplete data.  

AUDITS
Single Agency 0 * * Monthly data unavailable.  Will be reported quarterly.
Multi-Agency sub group activity 1
UNDER 18’S ADMISSIONS
Number of under 18’s admitted to Adult MH 
Wards 1 0 0 No children were admitted to adult mental health wards in August or July.

Number of under 18’s assessed under 
S.136 of the MHA 83/07 9 1 3 Activity is within normal ranges when comparing against year on year trends. 

OTHER WORKSTREAMS
Allegations management – number of 
referrals to/from the LADO 0 1 0
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Quality Dashboard
GHC - Safeguarding Dashboard 2022/22 Training and Partnerships Data

Q1 Total Jul Aug Sep Q2 Total Additional Information

TRAINING 

Level 1 - Induction 97% 97% 96% Overall a minor variation in month which the team continually monitor.   

Level 2 – Think Family 86% 86% 85% Level 2 training consistently between 85-88% compliance

Level 3 – Multi-Agency Child Protection 84% 84% 84%
Stable 84% compliance rate.  Plans to promote this training again across the CYPS directorate to improve performance.

Level 3 Adult Protection 83% 83% 81% Expected drop in compliance and this course is added to the training profile of former GCS staff who previously were required to complete only to 
Level 2.

Level 4 Adult Protection 27% 27% 27% This training has just been applied to staff training profile following a review of staff training requirements

PREVENT:

Level 1 97% 98% 98% Continued high level of compliance with Level 1 Prevent Training

Level 2 84% 83% Prevent Training was reviewed in Q1 and 'stand alone' Level 2 Training introduced as no longer available within the Think Family Training, as a 
result it will take several months for staff to catch up with the necessary Level 2 prevent training, improved compliance is expected.

Level 3 88% 81% 84%
The review of Prevent Training in Q1 identified that a large group of adult service staff did not have Prevent Level 3 attached to their Learning 
Profiles, this has been rectified, but as a result current compliance has dropped, but is showing a truly accurate picture, which is expected to 
improve. 

SAFEGUARDING RELATED PARTNERSHIP MEETINGS

Quality & Improvement in Practice (QiiP) 1 * * *
* The data for these fields are reported on a quarterly basis and will updated in the October reporting period.  This group of meetings all run at 

different frequencies throughout the year and summaries will be provided on a quarterly basis.  
MASH subgroup 1 * * *

Child Death Overview Panel (CDOP) 1 * * *

GSAB Board Audit Group 1 * * *

GSAB Management Meeting 1 * * *

GSAB Safeguarding Adults Review Sub Group (SAR) 1 * * *

GSAB Fire Safety Subgroup 1 * * *

Quality Assurance Sub Group 1 * * *

Policy & Procedure 1 * * *

MARAC Strategic Management Board 1 * * *

Gloucestershire Prevent Partnership Board 2 * * *

MAPPA Strategic Management Board 0 * * *

Strategic Health Group (ICS)Adults 1 * * *

Strategic Health Group (ICS)Child 1 * * *
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Quality Dashboard
GHC - Safeguarding Dashboard 2022/22 Adults safeguarding Data

Q1 Total Jul Aug Sep Q2 Total Additional Information
SAFEGUARDING SUPERVISION

Group Supervision Sessions 20 8 8
Increase in number of safeguarding supervision sessions offered to staff, however attendance shows some variability.  Snap survey feedback 
indicates that staff find sessions educational, informative and valuable. Learning  identified in recent DHRs and DARDRs highlights the importance 
of supervision and case load oversight.  There will be an increasing offer from October 22 making it available to all staff working with adults.  

SAFEGUARDING ACTIVITY

Contacts to GHC advice Line 121 55 51 Calls to the GHC advice line re adult safeguarding enquiries - may or may not proceed to a referral to the Local Authority.  Advice Line Service 
Evaluation planned for the autumn/winter 2022.

Safeguarding Referrals made to GCC 4 10 5 This information is currently obtained from our Safeguarding Advice Line data and further work is underway with Clinical Systems to identify 
mechanisms which capture this data accurately.

Escalations 2 0 0 This information is currently obtained from our Safeguarding Advice Line data and further work is underway with Clinical Systems to identify 
mechanisms which capture this data accurately.

CASE REVIEWS
New Safeguarding Adult 
Reviews/Domestic Homicide Reviews 2 0 1 1 new DHR notification – Relates to an out of county patient who was under care of 2g mental health services historically.  

Number of Reviews ongoing 8 8 9 6 Domestic Abuse Related Death Reviews and 3 Domestic Homicide Reviews – All at varying stages of the review process.  1 completed SAR 
awaiting publication.

Action Plans Ongoing 5 5 5 This includes single and multi agency action plans
MAPPA
Level 2 Meetings Held 17 * * * * The data for these fields are reported on a quarterly basis and will updated in the October reporting period. 
Level 2 Meetings Attended 17 * * *
Level 3 Meetings Held 8 * * *
Level 3 Meetings Attended 8 * * *
PREVENT
Number of Prevent Referrals Made 0 0 0 No Prevent concerns raised with the safeguarding team in June or July.
Information requests received & 
completed from Police/Channel 7 7 2 100% response to all police and channel panel information sharing requests, supportive effective planning and decision making. 

MARAC

Families screened/researched 351 101 145 Marked increased in MARAC referrals in August which will be reviewed by the Local Domestic Partnership Board and themes will be shared with all 
partners.

No.of children open to MH Services 22 5 16 Expected increase in August due to increase in MARAC referrals
No.of victims open to MH Services 38 9 11 Expected increase in August due to increase in MARAC referrals
No.of perpetrators open to MH Services 34 8 24 Expected increase in August due to increase in MARAC referrals
DOLS - No. of referrals for standard 
authorisation from:
Mental Health Services Total 2 3 1 Continued pattern of overall total of DOLS applications
Mental Health Services Authorised 2 2 1
Physical Health Survives Total 23 11 2 Physical health urgent applications (not requiring LA authorisation)
Physical Health Services Authorised 0 0 0 Nil authorised as patients have moved on before being application assessed.
AUDITS
Single Agency - Safeguarding Related 1
Multi Agency Sub - Group Related 1
OTHER WORKSTREAMS
Allegations management - use of PiPoT 
guidance 1 0 0 Nil in July and August
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RAG Key: R – Red, A – Amber, G - Green

Quality Dashboard

N - T National measure/standard w ith target L – I Locally agreed measure for the Trust (internal target)

N - R Nationally reported measure but w ithout a formal target L – R Locally reported (no target/threshold) agreed

L – C Locally contracted measure (target/threshold agreed w ith GCCG) N – R/L – C Measure that is treated differently at national and local level, e.g. nationally reported/local target

ADDITIONAL INFORMATION - Health Care Acquired Infections (HCAI) & Pressure Ulcers (PU) 

.

HCAI
• There were zero post 48-hour Clostridium Difficile (C. Diff) infections recorded in August.

Pressure Ulcers
• As an organisation we will always have Pressure Ulcers evident within our caseloads due to localities and inpatient units having patients referred with existing pressure ulcers obtained whist under primary care, residing in care homes or

acute hospital transfers. The pressure ulcer data is monitored via improved reporting, verification/alteration of classification and improved operational tolerances.
• There are three key factors that continue to impact on severity of pressure ulcers; Circulatory changes following Covid infection, deconditioning of patients who live at home and have become more socially isolated and physical immobility

during and following Covid infection.
• There were 17 avoidable PU in August that are currently being reviewed for data quality and potential for reclassification and learning, these can occur as a result of patients being in a non GHC environment, not being concordant with

advice given and also attributable is the complexity of caseloads.
• GHC Deputy Director of Nursing has agreed with ICS peers that the arrival of the new National Wound Care Strategy provides a platform for a true system approach to the prevention, identification and management of PU across all

partners. Further updates will be provided within future dashboards.

CQC DOMAIN - ARE SERVICES SAFE?  Trust Wide Physical Health Focus

Reporting 
Level Threshold 2021/22 

Outturn Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2022/23 
YTD

R Exception 
Report?

Benchmarking 
Report

A
G

VTE Risk Assessment - % of inpatients with 
assessment completed

N - T 95% 98.3% 99.1% 100% 99.2% 99.1% 96.6% 98.85% G

Number of post 48 hour Clostridium Difficile 
Infections (C Diff)

N 1 21 0 1 3 0 0 4 G

Number of C Diff cases (days of admission plus 
2 days = 72 hrs) - avoidable

N 0 0 0 0 0 0 0 0 N/A

Number of MRSA Bacteraemia N 0 0 0 0 0 0 0 0 N/A

Total number of developed or worsened 
pressure ulcers

L - R 61 779 68 79 60 79 63 349 R

Total number of Category 1 & 2 Acquired 
pressure ulcers

L - R 56 702 65 73 57 73 59 327 R

Number of Category  3 Acquired pressure ulcers L - R 0 57 2 5 2 3 4 16 R

Number of Category 4 Acquired pressure ulcers L - R 0 19 1 1 1 3 2 8 R
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CQC DOMAIN - ARE SERVICES SAFE? 
Pressure Ulcers – August 2022 Additional Information Trust Wide

Bar chart showing skin integrity incident reports per service.
• Adult community PH: 151
• Hospitals PH: 39
• Urgent care & specialist services: 2
• Hospitals MH & LD:4
• Adult comm. Mental Health & LD 0

• CYPS Physical Health 1

Bar chart showing PU’s developed or worsened under GHC 
care (acquired) in our Community Hospitals in August 2022
• Community PH hospitals pressure ulcers that have 

developed or worsened under our care (acquired under our 
care). Reviewed as being unavoidable or avoidable 
because of co morbidities, patient choice (for example 
patients may decline to use equipment or clinical advice.) 

• 29 unavoidable
• 11 avoidable

Bar chart showing data reported in community PH in August 2022

• Snapshot of Community PH pressure ulcers that have developed or 
worsened under our care (acquired under our care). Reviewed by 
handlers as being unavoidable or avoidable. These decisions may 
have been made because of co morbidities, patient choice (for 
example patients may decline to use equipment or clinical advice.) 

• 12 unavoidable
• 6 avoidable
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Additional information
It is helpful to triangulate information on this page with performance reporting. Improvements are being made in recovering the reported position. The Simplicity Project has impacted the accuracy of data in the physical health and ICT team in
this reporting period. From an operational perspective the actual compliance data is higher than that reported above and teams are working to ensure that data is correctly recorded in systems removing the need for validation and re entry.
There have not been any adverse issues in terms of safety or experience and whilst there are targets not achieved in the data lines above each service continues to seek improvement whist accepting the existing system limitations.

To mitigate risk all services who are performing below optimum rate have recovery plans in place to manage demand which is monitored through operational and quality governance routes. Patients are triaged to assess clinical need and acuity
with urgent cases being given priority, re - triage occurs as part of the process as acuity levels may alter whilst the patient is on a waiting list.
Wheelchair Services: In August, 13 out of 55 adults and 3 out of 11 u18’s routine referrals were seen outside of timeframe, 1 out of 17 priority referrals for adults was seen outside timeframe. The backlog of patients is attributable to increasing
demand for service coupled with vacancies and sickness within teams. There does not appear to be any related incidents or increase in complaints linked to these areas.

Mental Health : CPA rates continue on  target this month. We anticipate that this improvement is sustainable, although acknowledge the risk that workforce challenges and prioritisation of urgent clinical activity could impact the recovery rate. 
Eating Disorders: The team are continuing to recruit with additional investment for 22/23 alongside recruiting to full team establishment. A wait list initiative has been commenced which includes offers from BEAT to provide a therapeutic 
intervention using ‘Developing Dolphins’ which is a peer support programme for parents/ carers of CYP. The DPIA has now been agreed with GHC IG department and the team can start transferring families across to BEAT- up to 120 families 
commissioned. In addition letters have been sent to patients offering engagement with TIC (Teens in Crisis), there was a low response to this, the team are now reviewing and offering this alongside triage if clinically appropriate. A wait list 
cleanse happened during August/ September with  600 letters sent to those on the waiting list,  this has resulted in the waiting list being reduced to 200 patients. The specialist GHC service continues to work only with those assessed as 
urgent at this time whilst further capacity mapping is undertaken to elicit long term requirements of the team whilst acknowledging the need to review the service model and specification moving forwards.

CQC DOMAIN - ARE SERVICES RESPONSIVE?

Reporting 
Level Threshold 2020/21 

Outturn Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2021/22 YTD
R Exception 

Report

Benchmarking 
Report

A
G

Referral to Treatment physical health
Podiatry - % treated within 8 Weeks L - C 95% 74.0% 49.3% 45.6% 41.3% 41.4% 37.1% 42.87% R

ICT Physiotherapy - % treated within 8 Weeks L - C 95% 85.75% 54.3% 50.6% 56.1% 50.8% 61.5% 54. 85% R

ICT Occupational Therapy Services - % treated 
within 8 Weeks L - C 95% 88.48% 66.4% 66.4% 63.6% 71.2% 72.8% 68.57% R

Paediatric Speech and Language Therapy - % 
treated within 8 Weeks L - C 95% 82.6% 39.3% 44.0% 41.1% 41.5% 36.8% 39.6% R

Paediatric Physiotherapy - % treated within 8 
Weeks L - C 95% 97.6% 87.1% 89.8% 87.0% 88.8% 92.4% 87.9% R

Paediatric Occupational Therapy - % treated within 
8 Weeks L - C 95% 95.1% 35.0% 13.9% 11.6% 13.5% 15.2% 17.1% R

Single Point of Clinical Access (SPCA) Calls Offered 
(received) L - R 3,279 18644 1144 1203 1097 1128 998 5570

Wheelchair Services Adults :  New referrals 
assessed within 8 weeks L - C 90% 74.0% 87. 5% 73.2% 85.9% 82.1% 76.7% 81.29% R

Wheelchair Services : Under 18’s new referrals 
assessed within 8 weeks L - C 90% 91.94% 100% 75.0% 53.8% 87.5% 72.7% 77.62% R

Mental Health Services (CPA and Eating Disorders)
CPA Review within 12 Months % N - T 95% 90.3% 88. 1% 93. 0% 94.7 96. 5% 95.5 93.5% R

Adolescent Eating Disorder - routine referral to 
NICE treatment start within 4 weeks % 95% 32.4 % 0.0% 0.00% 0.00% 16.6% 8.4% R

Adolescent Eating Disorder - Urgent  referral to 
NICE treatment start within 1 week % 95% 10.8 % 7. 1% 0.0% 0% 0.00% 5.5% 2.3% R

Adolescent eating Disorder - Urgent  referral to non  
NICE treatment start within 1 week % 95% 14.2% 0% 0.00% 0.00% 0.0% R

Eating disorders - Wait time for adult assessments 
will be 4 weeks % 95% 58.2 59.0% 38.8% 57.1% 44.4% 50.0% 50.0% R

Eating disorders - Wait time for adult psychological 
interventions  will be 16 weeks % N – T 95% 75% 71.4% 80.0% 50.0% 25.0% 76.4% 66.0% R
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CQC DOMAIN - ARE SERVICES EFFECTIVE? 

Reporting 
Level Threshold 2021/22 

Outturn Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2022/23 
YTD

R
Exception 
Report?

Benchmarking Report

A
G

Community Hospitals

Bed Occupancy - Community Hospitals L - C 92%* 95.19% 89.9% 90.6% 89.9% 89.9% 98.3% 91.77%

* Indicates optimum occupancy to enable flow

Early Intervention in psychosis EIP: people experiencing 
a first episode of psychosis treated with a NICE-
approved care package within two weeks of referral

N - T 60% 90% 75% 83.3% 83.3% 66.7% 100% 76.2% G

Ensure that cardio-metabolic assessment & 
treatment for people with psychosis is delivered 

Inpatient Wards N - T
95% 68% 78% 82% 75% 72% 75% 75% R

Community N - T 90% 28% NA 22% 24.6% 30.54% 63% 63% R
Improving access to psychological therapies (IAPT): 
Proportion or people completing treatment who move to 
recovery (from IAPT database). 
Waiting time to begin treatment (from IAPT minimum 
dataset

N - T 50% 52.1% 50.9 49.0% 51.6% 50.6% 50.3 50.5% G

Admissions to adult facility of patient under 16yrs N - R 1 0 0 0 0 0 0 N/A

Inappropriate out of area placements for adult mental
health services N - R Occupied bed 

days 918 25 64 114 190 167 560 G

Children's Services – Immunisations 2020/21 
Outturn

Academic Year 2021/22 - Target 90% of all 2 
immunisations by end of academic year (July 2022) 

and new cohort 1st immunisations
HPV Immunisation coverage for girls aged 12/13 years 
old (Target for all 2 immunisations to be completed) HPV 
2 begins March 2022

N - T 90%* 88.1%
40% 70% 80% 85% 90%

79.1% R Start date March 
2022.30.0% 75.3 76.2% 77.0% 79.1%

Childrens Services - National Childhood Measurement Programme
2020/21 

Academic 
Year

Academic Year 2021/22 - Target 95% of children 
measured by end of academic year - Cumulative 

target (July 2022) programme commences 
November 2021

Percentage of children in Reception Year with height 
and weight recorded N - T 95%* 98.4%

70% 80.0% 95% 95%
96.2% G Start date Nov 

2021.69.9% 83.1% 93.3% 96.2%

Percentage of children in Year 6 with height and weight 
recorded N - T 95%* 96.2%

70% 80% 95.0% 95%
96.1% G Start date Nov 

2021.72.0% 79.7% 87.6% 96.1%

Additional Information
NCMP: Additional sessions were offered in July to capture the outstanding children prior to the end of the academic year resulting in the service reaching the uptake target of 95% for the August data line.
Children’s services Immunisations: In line with the National picture, the service has experienced a lower uptake in its HPV programme in the 2021/2022 Academic year as a result of vaccine hesitancy, the ongoing Covid pandemic and the 
delayed introduction of the Gardasil 9 vaccine.  Operationally Gardasil 9 became available on the 28th July 2022 and parents that declined the original school based offer have been invited to our community clinics. As we enter the new 
academic year, we will continue to recover those young people that have not accepted the offer in Year 8 and follow them up both at school or via clinics. To support the uptake of the HPV vaccine in the 22/23 academic year, the national 
communications team are developing national comms to support School Aged providers to improve uptake.. 
Cardio-metabolic assessment – Compliance within inpatients has improved marginally in month alongside the gains noted in community teams. Teams are supported by two Physical Health Nurses within WLH and CLH. Ongoing development
work is taking place to improve the current collection methods for this metric. 17



Additional Information 
It is helpful to triangulate information on this page with performance reporting. Improvements are being made in recovering the reported position. The Simplicity Project has impacted the accuracy of data in the physical health and ICT team in
this reporting period. From an operational perspective the actual compliance data is higher than that reported above and teams are working to ensure that data is correctly recorded in systems removing the need for validation and re entry. There
have not been any adverse statistics displayed in terms of safety or experience and whilst there are targets not achieved in the data lines above each service continues to seek improvement whist accepting the existing system limitations.

• Vision Screens : In July 97.7% of the estimated cohort of reception year children received a vision screen against an 95% target with a data refresh showing this indicator as achieved from April.

Health Visiting: 

• NBV and Child reviews: There remains identified recording errors in relation to NBV and child reviews, operational compliance figures are higher than those listed therefore teams are working to ensure each service has an “aide memoire”
to ensure consistent input of data to avoid inconsistency. Record keeping training and data review continues to take place to update all practitioners with regard to the required new ways of recording.

• Breastfeeding: The maintenance rate of breastfeeding mothers at 8 weeks that were breastfeeding at 2 weeks has decreased There is a programme of work with other stakeholders, infant feeding champions are now in place and updates
are sent to all HV teams giving reminders to liaise/refer to locality infant feeding champion with any queries or support when required .

• Breastfeeding prevalence has increased to 55.2% but continues to reflect challenges in partner organisations. The GHC team continues to support colleagues to improve compliance.

Quality Dashboard

Additional KPIs - Physical Health

Reporting 
Level Threshold 2021/22 

Outturn Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2022/23 
YTD

R

Exception 
Report?

Benchmarking 
Report

A

G

Proportion of eligible children who receive vision screens 
at or around school entry.(Cumulative target) 95%* 93.6%

70.0% 80.0% 95.0% 95%
97.7% G N

71.8% 88.1% 95.0% 97.7%

Number of Antenatal visits carried out 467 34 43 39 60 52 228 NA

Percentage of live births that receive a face to face, 
telephone or video NBV (New Birth Visit) within 7- 14 
days by a Health Visitor

95% 92.3% 85.1% 86.2% 88.8% 90.3% 93.6% 88.0% R Y

Percentage of children who received a face to face, 
telephone or video 6-8 weeks review. 95% 95.50% 84.2% 89.8% 86.6% 85.9% 93% 71.1% R Y

Percentage of children who received a 9-12 month 
review by the time they turned 12 months. 95% 81.5% 67.2% 58.5 57.0% 68.3% 73.7% 62.6% R Y

Percentage of children who received a 12 month review 
by the time they turned 15 months. 95% 86.8% 80.9% 80.8% 72.7% 66.6% 77.6% 66.6% R Y

Percentage of children who received a 2-2.5 year review 
by 2.5 years. 95% 81.3% 76.1% 75.2% 69.0% 65.0% 59.4% 62.3% R Y

Percentage of infants being totally or partially breastfed 
at 6-8wks(breastfeeding prevalence). 58% .56.7% 52.4% 53.6% 55.9% 51.8% 55.2% 53.8% A

Breastfeeding- % of mothers who are still breastfeeding 
at 8 weeks who were breastfeeding at 2 weeks 80% 81. 5% 81.8% 77.9% 79.9% 81.5% 77.6% 80.0% G

Average Number of Community Hospital Beds Closed 0 1.36 0 0 .1 2.0 1.0 .8 A
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Additional Information 
It is helpful to triangulate information on this page with performance reporting. Improvements are being made in recovering the reported position. The Simplicity data quality project has reportedly impacted upon the accuracy of data in the
physical health teams in this reporting period. From an operational perspective the compliance data is understood to be higher than that reported above and teams are working to ensure that data is correctly recorded first time in systems to
remove the need for validation and re entry. From a quality perspective there have not been any adverse indicators reported in terms of safety or experience noting of course targets are not achieved in the data above. We are expecting to be
able to report a further improved position

• Vision Screens : In July 97.7% of the estimated cohort of reception year children received a vision screen against an 95% target with a data refresh showing this indicator as achieved from April.

Health Visiting: 

• NBV and Child reviews: There remains identified recording errors in relation to NBV and child reviews, operational compliance figures are higher than those listed therefore teams are working to ensure each service has an “aide memoire”
to ensure consistent input of data to avoid inconsistency. Record keeping training and data review continues to take place to update all practitioners with regard to the required new ways of recording.

• Breastfeeding: The maintenance rate of breastfeeding mothers at 8 weeks that were breastfeeding at 2 weeks has decreased There is a programme of work with other stakeholders, infant feeding champions in place and updates are sent
to all HV teams giving reminders to liaise/refer to locality infant feeding champion with any queries or support when required .

• Breastfeeding prevalence has increased to 55.2% and reflects challenges in partner organisations. The team continues to support colleagues to improve compliance.
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Additional KPIs - Physical Health

Reporting 
Level Threshold 2021/22 

Outturn Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2022/23 
YTD

R

Exception 
Report?

Benchmarking 
Report

A

G

Proportion of eligible children who receive vision screens 
at or around school entry.(Cumulative target) 95%* 93.6%

70.0% 80.0% 95.0% 95%
97.7% G N

71.8% 88.1% 95.0% 97.7%

Number of Antenatal visits carried out 467 34 43 39 60 52 228 NA

Percentage of live births that receive a face to face, 
telephone or video NBV (New Birth Visit) within 7- 14 
days by a Health Visitor

95% 92.3% 85.1% 86.2% 88.8% 90.3% 93.6% 88.0% R Y

Percentage of children who received a face to face, 
telephone or video 6-8 weeks review. 95% 95.50% 84.2% 89.8% 86.6% 85.9% 93% 71.1% R Y

Percentage of children who received a 9-12 month 
review by the time they turned 12 months. 95% 81.5% 67.2% 58.5 57.0% 68.3% 73.7% 62.6% R Y

Percentage of children who received a 12 month review 
by the time they turned 15 months. 95% 86.8% 80.9% 80.8% 72.7% 66.6% 77.6% 66.6% R Y

Percentage of children who received a 2-2.5 year review 
by 2.5 years. 95% 81.3% 76.1% 75.2% 69.0% 65.0% 59.4% 62.3% R Y

Percentage of infants being totally or partially breastfed 
at 6-8wks(breastfeeding prevalence). 58% .56.7% 52.4% 53.6% 55.9% 51.8% 55.2% 53.8% A

Breastfeeding- % of mothers who are still breastfeeding 
at 8 weeks who were breastfeeding at 2 weeks 80% 81. 5% 81.8% 77.9% 79.9% 81.5% 77.6% 80.0% G

Average Number of Community Hospital Beds Closed 0 1.36 0 0 .1 2.0 1.0 .8 A
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Additional information
• Mandatory training - Is at 91.9% overall, which is above target for the eighth consecutive month.This achievement is a reflection of the focus in place to ensure staff are up to date with statutory/mandatory training, to maintain the current

position and achieve improvement wherever possible.

• Appraisal - Is at 82% (active assignments only, excluding bank). The figure slowly increases and to further improve this measure a training video, which explains the recording process, has been uploaded to the Intranet.

• Sickness absence - At 5.4% in month indicates a decrease from the previous month of 0.8% rates remain high and above target. Data is now automatically received from workforce providing a robust single data source. This data can vary
from BI source data as that stream does not include information from E-roster and is subject to timing.

CQC DOMAIN - ARE SERVICES WELL LED?

Reporting Level Threshold 2021/22 
Outturn Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2022/23 

YTD

R

Exception 
Report?

Benchmarking 
Report

A

G

Mandatory Training L - I 90% 90.33% 92.4% 92.6% 92.1% 91.3% 91.9% 91. 3% G

L - I 90% 67.72% 77.0% 78% 79% 79% 82% 82% R Y% of Staff with completed 
Personal Development 
Reviews (Appraisal)

Sickness absence average 
% Rate L - I <4% 7.2% 6.5% 5.3% 6.0% 6.6% 5.4% NC R Y
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CQC DOMAIN - ARE SERVICES WELL LED?

Safe Staffing Inpatient data  – August 2022

NHSE Zero HCSW Vacancy Commitment : In part the increase in vacancy rate is due to the addition of more funded posts since April rather than loss of existing staff
although regular turnover occurs. To improve this metric we are targeting mainly entry level candidates, in August 31 conditional offers of employment were made with 
19 HCSWs commencing  employment, currently we have 68 candidates in the pipeline split over the estate with 25 in PH and 16 in MH & LD, 7 in CYPS, 6 in Home 
First, 5 in Urgent Care and 9 in Adult Community. 
International Recruitment. 50 international colleagues have been recruited to date (from Jan 2021) : 39 RGNs, 9 RMN,s and 2 Community ICTs. In the pipeline are 5 
potential colleagues including 1AHP which is a new initiative.

Code 1 - Min staff numbers met – skill mix non-
compliant but met needs of patient

Code 2 - Min staff numbers not compliant 
but met needs of patients e.g. low bed 

occupancy , patients on leave

Code 3 -Min staff numbers met – skill mix 
non-compliant and did not meet needs of 

patients

Code 4 - Min staff numbers not 
compliant did not meet needs of patients

Code 5 – Other reason

Ward Name Hours Exceptions Hours Exceptions Hours Exceptions Hours Exceptions Hours Exceptions 
Gloucestershire 

Dean 10 1 45 6 0 0 0 0 0 0
Abbey 217.5 19 7.5 1 0 0 0 0 0 0
Priory 55 7 0 0 0 0 0 0 0 0
Kingsholm 7.5 1 25 3 0 0 0 0 0 0
Montpellier 37.5 5 42.5 5 0 0 0 0 0 0
Greyfriars 100 13 0 0 0 0 0 0 0 0
Willow 15 2 353.5 41 0 0 0 0 0 0
Chestnut 30 4 30 4 0 0 0 0 0 0
Mulberry 67.5 9 22.5 3 0 0 0 0 0 0
Laurel 0 0 0 0 0 0 0 0 0 0
Honeybourne 0 0 0 0 0 0 0 0 0 0
Berkeley House 0 0 2082.5 99 0 0 0 0 0 0
Total In Hours/Exceptions 540 61 2609 162 0 0 0 0 0 0

NHSE Zero HCSW Vacancy Commitment Inc. bank – 3 month report

June 118.1

July 127.0

August 113.8
21

Mental Health & LD

Ward Average Fill Rate % Sickness % Vacancy %
Dean Ward 99.33 4.4 28.3
Abbey Ward 153.28 8.4 28.3
Priory Ward 143.23 11.3 21.1
Kingsholm Ward 113.98 25.2 17.0
Montpellier 101.37 2.8 12.3

PICU Greyfriars Ward 143.28 11.2 32.6
Willow Ward 97.81 13.3 24.7
Chestnut Ward 101.43 6.0 16.8
Mulberry Ward 132.15 11.4 11.6
Laurel House 111.29 11.1 13.6
Honeybourne Unit 100.27 16.9 6.2
Berkeley House 77.31 3.3 26.3
Totals (July 2022) 114.56 7.8 17.0
Previous Month Totals 113.89 9.9 17.3

Physical Health

Ward Average Fill Rate Sickness  % Vacancy %
Coln (Cirencester) 118.12 2.7 8.5

Windrush (Cirencester)
106.63

13.5 13.9

The Dilke 117.04 4.5 10.9
Lydney 96.84 4.4 6.8
North Cotswolds 124.74 7.1 13.0

Cashes Green (Stroud) 100.20 3.5 8.2

Jubilee (Stroud) 101.21 10.8 6.3

Abbey View 
(Tewkesbury) 104.04 0.4 5.7

Peak View (Vale) 111.34 9.7 12.5
Totals (July 2022) 108.91 5.6 9.9
Previous Month Totals 108.68 8.7 13.8

NOTE: The highest code 1 &  2 relate to areas where vacancy, late notice absence required the use of bank and agency fill.  We have cross referenced the highest exceptions  with patient safety data and patient, carer and experience data in 
month.  Although Abbey, PICU, Willow and Berkeley House have reported the highest exceptions in August this has not resulted in increased reporting of negative patient experience or incident levels. 



CQC DOMAIN – WELL LED  - Quarter 1 - Guardian of Safe Working Report 2022/23

PURPOSE
The 2016 national contract for junior doctors encourages stronger safeguards to prevent doctors working excessive hours. It was agreed with the BMA that a ‘Guardian of Safe Working Hours’ will be appointed in all NHS Trusts employing 
trainees (junior doctors) to ensure safe working practice. The role of ‘Guardian of Safe Working Hours’ is independent of the Trust management structure, with the primary aim to represent and resolve issues related to working hours for the 
junior doctors employed by it. The Guardian will ensure that issues of compliance with safe working hours are addressed, as they arise, with the doctor and/or employer, as appropriate; and will provide assurance to the Trust Quality Committee 
and Board or equivalent body that doctors' working hours are safe. The Guardian’s Quarterly Report, as required by the junior doctor’s contract, is intended to provide the Trust’s Quality Committee and Board with an evidence based report on 
the working hours and practices of junior doctors within the Trust, confirming safe working practices and highlighting any areas of concern.

Reporting time period April 2022– June 2022 Guardian of Safe Working Hours: Dr Sally Morgan

Number of doctors in training (all on 2016 contract) 

In Quarter 1 2022/23 (April-June)  there were 38 doctors  in training posts during this time period

• 12 Higher Trainees 
• 3 CT3s 
• 6 CT2s 
• 6/7 CT1s 
• 4 GP Trainees 
• 3 FY2s  
• 4 FY1s  
• CTs/GPVTS and FY doctors rotated posts in April 2022

Exceptions in this period

• 25 on call shifts had a junior doctor gap due to sickness.
• 20 on call shifts were covered by our own junior staff acting as locums and 5 on call shifts were covered by agency locums.
• 1 on call period was not covered as agency locum did not arrive (April 2022). The shift/ additional on call work  was then covered by the other junior 

doctor on call following discussion with the Consultant on call. 

• 2 exception reports  in this time period :
• Both relating to WLH/CLH on call shifts

The first resulting from agency doctor not attending for booked shift (to cover WLH)
The work was covered by the junior doctor on call for CLH (following discussion with Consultant on Call).
An exception report was completed. OUTCOME:  payment agreed but not yet paid. 

• The second occurred when the junior doctor from the nightshift stayed on to support the daytime on call doctor to manage a situation. OUTCOME: 
payment agreed

• Junior Doctors Forum held via Microsoft Teams on 13th May 2022.
• GOSWH has attended the Junior Doctor Inductions to ensure all new starters are aware of importance of exception reporting.

Quality Dashboard
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Quality Improvement Hub Support along the Improvement Lifecycle

The Quality Improvement Hub is a dedicated Trust team of subject matter experts whose primary aim is to provide leadership to the organisation in the field of improvement science. The team seek to 
support the experts – the people who use our services and those that deliver them, to understand problems identified and the associated data, find change ideas, test them out at small scale, upscale as 
appropriate and make them sustainable using proven methodology.

This update provides a brief overview of the Trust QI training programme- with its intention to ensure that a QI approach is embedded across the whole organisation by; 

1. Providing a complete range of training packages that demonstrate learning outcomes in alignment with the Kirkpatrick Evaluation Framework

2. It also shows the active QI projects recorded on Life QI- the system the trust utilises to capture and share QI activity.

3. An example of a QI project including data to show improvement.

5. Improvement idea sustained & 
implemented

4. Improvement idea testing – e.g.: 
PDSAs

3. Improvement idea initiated2. Improvement idea scoping
1. New improvement 
opportunity/concept/idea

• +Improving therapy triage across the 
ICT’s

• =Observations in inpatient mental health 
settings (s)

• =Neuro-fitness group
• =Improving utilisation of Care Plans
• =Botulinum Toxin (for focal spasticity in 

Stroke) injector role
• =Strategy team meetings process -

children's services
• =Create clear guidelines for midwives 

and health visitors to help them provide 
an equitable service for people of 
different faith and or cultural 
backgrounds

• =CYPS EHCP Template and Training
• =Support for Health & Wellbeing in the 

Organisation
• =Ligature Policy 
• =VTE Compliance 
• =Supporting students UOG
• =Blanket Rules Review (s)

• =Complex Care at Home -return to 
preventative model of care post Covid-
19

• =Nutritional screening risk (s)
• =Optimising Flow in Community 

Hospitals
• =Increase referrals to Self Management 

Programme (s)
• =Key admin contacts in GHC
• =Managing SN referrals

• =Fit Testing service (s)
• =MDT working in therapies CYPS (s)
• ↑ Patient Information Resources (s)
• ↑ Implementation of CLIP programme in 

Mental Health 
• ↑ Implementation of framework for AHPs 

support worker career progression
• ↑ Updating of the MHA administration 

process in accordance with the new 
legislation 

• ↑ Sharing and Promoting Excellence (s)
• ↑ North Cotswolds IPS referral rates (s)
• =Young Minds Matters 
• =Using seated pods to reduce restrictive 

practice 
• =Improving sexual safety in Mental Health 

inpatient areas
• =Carer Feedback Survey
• =Sustainability - Supporting planning of 

role out 
• =Implementation of Productive ward for 

medication errors at Lydney 
• =Engagement in Sustainability
• =Referral centre triage
• =Defining the OT role in Older Adults 

Mental Health 
• =Effective discharge of north cots 

recovery patients
• =Supported Discharge services -

Hospitals 
• =MDT/360 approach - bringing key health 

professional together to think around 
health and development needs and plan 
next steps

• =Improving Mouthcare standards within 
our inpatient areas.

• =Community Assessment Step up units for 
Q4

• =Home First therapists using NEWS 2 
(Therapies spotting the deteriorating 
patient and escalating appropriately)

• *Civility Saves Lives 
• =Improving Access & Delivery of Family 

Interventions with Psychosis & bi-polar 
within the Early Interventions Team

• =Clinical Placement expansion working 
group 

• =EbE
• =TWOC (Trial without catheter)

↑ Develop a process to ensure that learning 
from PUQs is identified recorded and reported 
accurately

Please note: we are currently reviewing the improvement cycle in order to simplify it and 
ensure it is a true reflection of where projects are

Directorate No of Projects

Operations 28

Nursing, Therapies & Quality 11

Medical 1

HR and Finance 3

Strategy & Partnerships 3

Total: 46

Key:
+ new to tracker
= no movement
↑ moved forwards
↓ moved backwards
* Project restarted
(S)  Silver project

Training data  August 2022:
8 Silver – 0.2% workforce
364 Bronze  - 8.2% workforce
213 Pocket QI – 4.9%  workforce 

Quality Dashboard
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Appendix One 

GHC Covid - 19 Data
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Additional Information

• There were zero mental health patient community patient deaths reported in August.
• There were zero inpatient Covid-19 related death reported in August:
• 4 cases of community onset were identified in August
• 1 case of HOIHA were identified in August
• 0 cases of HOPHA were identified in August
• 1 case of HODHA were identified in August

This month we see a return to the lower levels of infection with all recommended IPC practices continuing to be followed across all
Trust areas.

25
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COVID-19  (Whole Trust data, reporting nationally mandated Covid-19 focused safety and activity information)
Reporting Level 2021/22 

Outturn Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2022/23 
YTD

No of C-19 Inpatient Deaths reported to CPNS
N-R 5 3 0 2 1 0 6

Total number of  deaths reported as C-19 related.
L-R 8 3 0 2 2 0 7

No of Patients discharged from hospital post C-19 PH
N-R 77 35 33 21 15 17 121

No of Patients discharged from hospital post C-19 MH
N-R 25 12 7 10 8 9 46

Community onset (positive specimen <2 days after admission to the 
Trust) N-R 24 3 2 5 12 4 26

Hospital onset  (nosocomial) indeterminate healthcare associated -
HOIHA  (Positive specimen date 3-7 days after admission to the 
Trust)

N-R 18 2 0 2 2 1 7

Hospital onset  (nosocomial) probable healthcare associated -
HOPHA (Positive specimen 8-14 days after admission to the Trust) N-R 10 1 0 2 2 0 5

Hospital onset  (nosocomial) Definite healthcare associated - HODHA 
(Positive specimen date 15 or more days after admission to the Trust N-R 92 20 8 6 27 1 62

No of staff self-isolating: new episodes in month
L-R 108 27 141 102 24

No of staff returning to work during month
L-R 163 37 92 125 28
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• All 6 actions remain pertinent and will be carried forward for 2022/23.
• The Positive & Safe Group has successfully recruited an Expert by Experience to provide insight from their perspective into the associated workstreams and they will input into the Group from October 2022. 
• 5000 copies of the Its safe to talk about suicide leaflet have been distributed to both GHC teams and external stakeholders over the past 6 months, and both this, and the Letter of Hope are in the process of being refreshed to include 

signposting to the new postvention service Gloucestershire Support after Suicide. 
• A Clinical Protocol for the Removal and Management of Ligatures has been developed to support inpatient teams, and a training video to accompany the ligature audit process is now available within Care to Learn.

Quality Dashboard

Zero Suicide Plan
Inpatient Mental Health Services 2022/2023
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                                                             AGENDA ITEM: 09/0922 

REPORT TO:  TRUST BOARD PUBLIC SESSION – 29 September 2022 

PRESENTED BY:   Dr Amjad Uppal, Medical Director  

AUTHOR:   Jo Masters, Mortality Review Officer 
 Zoë Lewis, Bank Mortality Review Officer 
 Gordon Benson, Quality Lead (Mortality, Engagement & 

Development) 
   
SUBJECT: LEARNING FROM DEATHS 2022/23 QUARTER 1 REPORT 
 
If this report cannot be discussed at 
a public Board meeting, please 
explain why. 

 

 

 

 

 

This report is provided for: 
Decision  Endorsement  Assurance  Information  

The purpose of this report is to: 
 
The purpose of these reports is to inform the Trust Board of the learning from the 
mortality review process, data analysis and outcomes during Quarter 1 2022/23 and 
also the findings from the Gloucestershire LeDeR Annual Report. 
 
It is a regulatory requirement for all NHS Trusts to identify, report, investigate and 
learn from deaths of patients in their care, as set out in the National Quality Board 
National Guidance on Learning from Deaths: A Framework for NHS Trusts and NHS 
Foundation Trusts on Identifying, Reporting, Investigating and Learning from Deaths 
in Care, published March 2017. 
 

Recommendations and decisions required 
 
The Board is asked to: 

• Note the contents of this Learning from Deaths report which covers Quarter 
1 2022/23. 

• Note the content of the Gloucestershire LeDeR Annual Report. 
 

Executive summary 
 

Quarter 1 2022/23 Learning from Deaths Report 
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• No concerning trends or themes have been identified; however, it is noted that 
the death rate in Community Hospitals has risen this quarter. This potentially 
reflects patient demographic and the increasing mean age of death.  The 
relatively young mean age of death of community mental health patients 
demonstrates the need for increased physical health monitoring and 
intervention for this cohort. There is a physical health work stream sitting within 
the Community Mental Health Team transformation project, and some of the 
initial findings from the pilots of this work will be shared with the Mental Health 
& Learning Disability MRG in the autumn. 
 

• Cancer, frailty of old age, respiratory and cardiovascular illness remain the most 
prevalent causes of death. 
 

• The learning from individual mortality reviews is now presented as ‘Learning on 
a Page’, consistent with dissemination of learning from serious incidents, clinical 
incidents, and complaints. ‘Learning on a Page’ documents are only generated 
where novel learning has been identified and are included in the version of this 
report which is presented to the Quality Assurance Group. Learning summaries 
in this quarter included. 
 
1. Information for medical staff about requesting follow up CT scans when there 

is a change in a patient’s clinical presentation. 
2. Information for medical staff regarding seeking advice from the Palliative 

Care Team on specific prescribing regimes. 
3. The need to ensure that the range of both physical health and mental health 

diagnoses are clearly documented in all records systems which the trust 
uses. 

4. Advice regarding End-of-Life Care. 
5. Information concerning dementia awareness. 
6. Ensuring familiarity with Best Interest Decision Making. 
7. Ensuring familiarity with the NHS continuing healthcare fast-track pathway 

tool. 
 

• Feedback from the Medical Examiner service provides significant assurance 
that that the care provided to inpatients at the time of their death was of a good 
standard, that families were appreciative of the ME service input and were happy 
with the cause of death given, and gladly gave feedback about care when asked.  
A review of the Trust’s Mortality data compared to the ME dataset (for GHC 
referrals) to ensure that all cases are appropriately referred to ME service is 
underway. 

 
Gloucestershire LeDeR Annual Report 
 
• This report, produced by One Gloucestershire, provides a synopsis of the 

findings from the national LeDeR report and also key findings from the 
Gloucestershire LeDeR programme. 
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Risks associated with meeting the Trust’s values 
 
There are no identified risks associated with learning from deaths associated with 
the Trust’s values.   

 

Corporate considerations 
Quality Implications Required by National Guidance to support system learning 

Resource Implications Significant time commitment from clinical and 
administrative staff 

Equality Implications None 
 

Where has this issue been discussed before? 
• Mortality Review Group meetings. 
• Quality Assurance Group 
• Quality Committee 1 September 2022 
•  

 

Appendices: 
 

1. Q1 2022/23 Learning from Deaths Report 
2. Gloucestershire’s LD & Autism LeDeR Programme 

Annual Report 2021-22 
 

 

Report authorised by:   
Dr Amjad Uppal 

Title:   
Medical Director 
 

 
 

• Within the county, the top cause of death for people with a learning disability is 
respiratory illness, this is also reflected within the population of these people in 
contact with the Trust’s learning disability services. 
 

• The focus on promotion of healthy lifestyles and early detection of deteriorating 
physical health is equally applicable to the Trust’s community mental health 
patients. 

 



Q1 2022/23 Learning from Deaths
Report 

Zoë Lewis, Bank Mortality Review Officer
Jo Masters, Mortality Review Officer

Gordon Benson, Quality Lead (Mortality, Engagement & 
Development)
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Overview
• During 2022/23 Q1, 175 Gloucestershire Health and Care NHS Foundation Trust (GHC) 

patients died:

• During 2022/23 Q1 30 case record reviews and comprehensive investigations were 
completed.

• The numbers above do not include open comprehensive investigations and care record 
reviews.

• 0, representing 0.0% of the patient deaths reviewed during 2022/23 Q1, are judged more 
likely than not to have been due to problems in the care provided to the patient. 

Learning Summaries
• Learning from completed mortality reviews is now presented as Learning on a Page. 

These documents are only generated where novel learning has been identified and were 
included in the version of this report presented to QAG.

No. of GHC patient deaths reported during 20/2223 Q1 
Apr May June Total
61 51 63 175

2020/21 Q2 2021/22 Q1 2021/22 Q3 2021/22 Q4 2022/23 Q1 Total
Comprehensive investigations 0 1 1 2 0 4
Care record reviews 1 3 5 13 4 26
Total 1 4 6 15 4 30

No. of  comprehensive investigations and care record reviews completed during 2022/23 Q1 for deaths 
occurring in:



Community Hospitals & CLH
Inpatient Death Rate per Month
• During Q1 2022-23 there were 62 community hospital (CH) & Charlton Lane Hospital

(CLH) inpatient deaths. Death rates in the chart below are given per 1000 occupied
bed days. Comparison with rates observed in Q1-4 2021-22 are also shown, wherein
there were 152 inpatient deaths in total for whole year.

• There is an increase in the reported death rate during Q1 22-23, most noticeably in
June 2022. A breakdown of this data by hospital ward is shown in Slide 11.

0
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4

April May June July August September October November December January February March

Community Hospitals & Charlton Lane Hospital deaths per 1000 
occupied bed days by calendar month

Q1-4 2021-22 Q1 2022-23



Community Hospitals & CLH 
Death rates per Hospital Ward

• Abbey View Ward (Tewkesbury Hospital), Cashes Green Ward (Stroud Hospital), Cotswold
View Ward (North Cots Hospital), and Coln Ward (Cirencester Hospital) have seen an
increased in death rate during Q1 2022-23 compared with that of Q1-4 2021-22.

• This reflects increased ages profiles of patients during this period on these wards,
• Abbey View Ward – mean age of patients at time of death 87.5
• Cashes Green Ward – mean age of patients at time of death 89
• Cotswold View Ward - mean age of patients at time of death 80.8
• Coln Ward – mean age of patients at time of death 84.5

4
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Charlton Lane- Willow Ward

Ciren Hosp- Coln Ward

Ciren Hosp- Preston Ward (Jubilee)

Ciren Hosp- Windrush Ward

Dilke Hosp- Forest Ward

Lydney Hosp- Lydney Ward

NC Hosp- Cotswold View Ward

Stroud Hosp- Cashes Green Ward

Tewk Hosp- Abbey View Ward

Vale Hosp- Peak View Ward

Charlton Lane- Mulberry Ward

Charlton Lane- Chestnut Ward

Inpatient death rate per 1000 occupied bed days per CH & CLH ward

Q1 2022-23 Q1-4 2021-22



.

• The distribution of the 20 patient deaths during 2022-23 Q1 by age group is shown above. 
The youngest patient was 36 years old and the oldest was 102 years old. 

• The mean age at date of death was 73.15 years, higher than the mean figure for 2021-22, 
which was 66.89 years. The relatively young mean age of patients at date of death is 
consistent with accepted research indicating that people with mental health illness die on 
average at an earlier age than those without. This information has been fed into the 
physical health work stream for the Community Mental Health Teams redesign and 
transformation..

Community Mental Health Patients
(Excluding those with a primary diagnosis of 
dementia and those on the MHICT caseload)
Patient Demographics – Age Group
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Mean age at date of death
2022-23 Q1 73.15

2021-22 Q1-Q4 66.89



Learning Disability Patients
Patient Demographics - Age Group 
.

• The distribution of the 10 deceased patients open to LD caseloads who died during 
2022-23 Q1 by age group is shown above. The youngest patient was 20 years old 
and the oldest was 83 years old. 

• The mean age at date of death was 56.6 years of age, which so far during 2022-23 
is younger than the figure for 2021-22 at 59.0 years of age.
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Medical Examiner KPIs
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 2021/22 YTD

Number of deaths generating MCCD 
resolved with the input of the ME service

Number 54

Number of times a MCCD is rejected by 
Registrar and reason this occurs 0

Number of referrals to the Coronial 
Service

Number

2 referred to Coroner for 
PM and 3 with a 100A 
form issued to cover 

MCCDs featuring 
unnatural events e.g., 

fractured hips

Complaints made by bereaved relatives 
due to perceived delays to completion and 
release of MCCD (end to end timescales 
examined) 

0
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During Quarter 2 2022/23 the Mortality Team will undertake a review of the Trust’s 
Mortality data compared to the ME dataset (for GHC referrals)  to ensure that all cases are 
appropriately referred to ME service.



Feedback & Learning from ME Input
Compliments - Examples received during the quarter.  Full details are shared via MRG monthly
• Dilke. Feedback from sister: ‘The care was second to none at the Dilke. Staff said ‘he was a lovely character’ 

and they tried their best and he was very happy at the end to have all his family with him.

• Lydney. Feedback from daughter: ‘Delighted with care. Everyone was fantastic and cause of death was what 
she expected.’

• Cirencester. Feedback from wife: Cause of death was exactly as expected – care at Cirencester was 
wonderful and outstanding to both patient and family alike.’

• Stroud. Feedback from son: ‘‘phenomenal care in Stroud Hospital, he died with great dignity.’

• North Cotswolds Hospital. Feedback from daughter: ‘‘the staff were absolutely perfect, they took very good 
care of him and the family and we will be donating money from funeral collection…’

• Tewkesbury. Feedback from son: ‘Happy with care at Tewkesbury and GRH.’

• Charlton Lane. None received

General Learning
• There were a higher proportion of relatives whom the ME Service were not able to contact after reasonable 

amount of attempts. They will monitor this more closely going forward and explore reasons and potential 
changes to process

Complaints None received
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Gloucestershire’s Learning Disability & 
Autism LeDeR Programme
Annual Report 2021 - 2022

Cheryl Hampson
Senior Commissioning Manager – Integrated Disabilities 
Commissioning Team

Learning from lives and deaths of people with a learning disability and Autistic adults in 
Gloucestershire

AGENDA ITEM: 09.2/0922



Purpose of the slide deck

1. Update from the programme

2. Implementation of the new LeDeR policy & 
new system 

3. National Annual report findings and actions

4. Gloucestershire LeDeR Annual Report 2021 -
2022  Findings and actions



LeDeR Summary of where we are 
(data as at July 2022)

235 reviews completed (out of 260)
90% completion rate – but meeting all of the NHS E KPIs
100% Completed within 6 months ( some cases excluded as with CDOP, or 

other statutory reviews)
LeDeR Newsletter and annual reports - https://bit.ly/3sddLjE

https://bit.ly/3sddLjE


National Reports

Annual Report 2021 (Kings College) -
https://www.kcl.ac.uk/research/leder

Action from learning report 2021 -
https://leder.nhs.uk/resources/action-from-
learning-reports

https://www.kcl.ac.uk/research/leder
https://leder.nhs.uk/resources/action-from-learning-reports


National Annual Report Key Findings



National Annual Report Key Findings



National Action from Learning

Respiratory 
Conditions

Seasonal Flu 
Vaccinations

Identifying and 
managing 

deterioration in 
health

Diabetes Constipation Cancer Epilepsy

Management of Medical Conditions

LeDeR Policy in 
action

NHS 2022/2023 
Standard 
Contract

Annual Health 
Checks

Health 
Inequalities & 
People from 

Minority ethnic 
groups

End of life care 
& Advance care 

planning
Reasonable 
adjustments

Social 
Prescribing & 

PHBs
STOMP-STAMP 

(Medication)

Changing how we work



Making it real – Pipsy’s Story

Phillipa (or Pipsy as she preferred to be known 

as) was 58 when she died in Gloucestershire 

Royal Hospital of a bowel obstruction and 

perforated bowel.  



Learning Points & themes
• The panel noted she died from a bowel perforation but nothing in the notes suggested to the panel that she had 

ongoing bowel issues and the panel queried whether the pain relief prescribed for joint pain could have potentially 

contributed to her bowel perforation?

• The panel also discussed whether someone involved in her care could have seen and recorded changes in her 

bowel habits and movements. 

• The panel were concerned there was potential for diagnostic overshadowing, and she potentially could have been 

in pain in relation to her bowels rather than musculo-skeletal (joint) pain.

• The panel felt that a medication review should have been undertaken and a best interest approach would be seen 

as best practice.

• The Panel also discussed whether a Pain assessment tool should have been utilised and whether the befit of the 

IHOT team would have supported her through an appropriate BI approach to her physical health care.



Gloucestershire 2021-2022 Annual Report – Key 
Findings

Improved 
Physical 

Healthcare

Advance care 
planning and 

use of 
RESPECT 

Form

Improved 
Quality of 

care

Improved use 
of legislation 

(MCA etc)

Hospital care



Summary of key findings



Summary of key findings



Conclusions LeDeR in Glos

Improved Communications inc 
reasonable adjustments, use of 

health passport, easy read

Focus on early detection of 
deteriorating physical health

Focus on healthy lifestyles inc 
eating well, bowel care, 

diabetes management, oral 
healthcare etc

Focus on Advance 
decisions inc 

RESPECT form

Sharing the learning – inc 
improved workforce 
knowledge and skills

Improved access 
for black and 

minority ethnic 
people
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AGENDA ITEM: 10/0922 

                                                                              

REPORT TO:   TRUST BOARD PUBLIC SESSION – 29 September 2022 

PRESENTED BY:  Sandra Betney, Director of Finance and Deputy CEO 

AUTHOR:  Chris Woon, Deputy Director of Business Intelligence                       

SUBJECT: PERFORMANCE DASHBOARD AUGUST 2022-23  
 (MONTH 5) 
 
If this report cannot be discussed at a 
public Board meeting, please explain 
why. 

N/A 

 

 

 

 

This report is provided for: 
Decision  ☐ Endorsement  ☒ Assurance  ☒ Information  ☐ 

The purpose of this report is to: 
This performance dashboard report provides a high-level view of key performance 
indicators (KPIs) in exception across the organisation. Performance covers the 
period to the end of August (Month 5 of 2022/23). Where performance is not 
achieving the desired threshold, operational service leads are prioritising 
appropriately to address issues. Where appropriate, Service led Governance 
updates are presented to the Business Intelligence Management Group (BIMG) and 
more widely account for performance indicators in exception. Formal service level 
improvement plans and risks are also highlighted where appropriate. 
 

Recommendations and decisions required 
 
The Board are asked to: 
• Note the aligned Performance Dashboard Report for August 2022/23. 
• Acknowledge the impact of SystmOne Simplicity project on the operational 

performance reporting of some physical health wait to treatment indicators for 
the period. An operational tracker to achieve a satisfactory reporting position is 
in development. 

• Note the report as a significant level of assurance that our contract and 
regulatory performance measures are being met or that appropriate service 
action plans are being developed to address areas requiring improvement 

 

Executive summary 
 
Business Intelligence Update 
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2022/23 Business Intelligence business planning highlights are presented on page 
1 alongside a high-level Measuring What Matters timetable on page 3. Discussions 
have begun to reconfigure the Measuring What Matters milestones into the Trust’s 
strategic portfolio for 2023/24. 
 
The SystmOne Simplicity programme¬ remains a key focus to improve inherent data 
quality issues within the Physical Health Community clinical system and is 
progressing well. Full, system reflective reporting is now visible for all services. 
There are still some significant data quality cleansing activities to undertake by 
operational services through the remainder of the year. Historic activity provides 
some assurance to normal performance levels for these indicators and wherever 
possible, manual audit evaluations have been undertaken on validating exceptions 
to inform confidence in the current situation. The associated narrative should be 
considered for all indicators in exception. Service level SystmOne Simplicity 
assurance milestones are being finalised to achieve the core phases of the project 
within 2022/23. This tracker is expected in Sept 2022. 
 
Chief Operating Report 
A Chief Operating Report authored by the Chief Operating Officer can be found on 
Page 4. 
 
Performance Update 
The performance dashboard is presented from page 6. It is of note that all the 
indicators within this report have been in exception previously within the last 12 
months. There are not any National Mental Health Indicators in exception for the 
period. 
 
• Mental Health & Learning Disability Service (Local) Performance 

Attention is requested to review the 5 MH key performance thresholds in 
exception within the dashboard (with associated narrative) that were not met for 
the period. These all relate to the Eating Disorder (ED) Service. Focused work is 
being undertaken internally to better understand capacity for ED to inform an 
updated forecast model, the first draft for U19 urgent pathway was presented to 
stakeholders in September 2022. 

 
• Physical Community Health Service (National & Local) Performance 

In addition, attention is drawn to a further 18 PH key performance thresholds in 
exception within the dashboard (with associated narrative) that were not met for 
the period.  8 are wait time measures and it is assumed that alongside 
operational challenges, SystmOne Simplicity data is contributing to all of these 
8 items. However, 5 indicators were in exception prior to SystmOne Simplicity. 
Through clinical services intervention, performance is expected to improve over 
the year in line with the Operational Directorates’ ambitions and its operational 
tracker. 

 
• Trust Wide Service Performance 

The strategic indicators of; WF2 12 months rolling Turnover, WF3 Cumulative 
Leave and WF5 Vacancy are all in exception for the period. An appropriate 
Vacancy threshold is still being evaluated. 
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Risks associated with meeting the Trust’s values 
 
Where appropriate and in response to significant, ongoing and wide-reaching 
performance issues; an operationally owned Service led Improvement/ Recovery 
Plan which outlines any quality impact, risk(s) and mitigation(s) will be monitored 
through BIMG. 
 

 

Corporate considerations 

Quality Implications 

The information provided in this report can be an 
indicator into the quality-of-care patients and service 
users receive.  Where services are not meeting 
performance thresholds this may also indicate an impact 
on the quality of the service/ care provided. 

Resource Implications 
The Business Intelligence Service provides the support 
to operational services to ensure the robust review of 
performance data and co-ordination of the combined 
performance dashboard and its narrative. 

Equality Implications Equality information is monitored within BI reporting. 
 

Where has this issue been discussed before? 
 
BIMG 15/08/2021 
 

 

Sickness absence is above the 4% threshold at 4.5% which is within SPC control 
limits but does not include data from the E-Rostering system (Allocate) because 
this is unavailable at the time of publishing the performance dashboard. Including 
this activity would likely raise it above SPC control limits and therefore the 
indicator is highlighted for completeness.  
 

• Non-exception reporting 
It is further noted that there are additional indicators outside of threshold but are 
either within normal, expected variation, have a legacy ‘proxy’ threshold (there is 
an agreed proposal to reintroduce these back into the KPI schedule but this is 
being processed with a wider KPI portfolio refresh), are formally suspended or 
have a confirmed data quality issue that is administrative only and resolution is 
assured. These indicators are not formally highlighted for exception but are 
routinely available for operational monitoring within the online Tableau reporting 
server.  
 
The performance items of note for the period are highlighted on page 19. These 
all recognise positive areas of improvement or performance, praising Urgent 
Care, IAPT, Perinatal recruitment, Adult Speech and Language Therapy waits 
and Appraisals. 
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Performance Dashboard Report & BI Update
Aligned for the period to the end August 2022 (month 5)

Snapshot Month
August

Chief Operating Report
An Executive level observation of operational performance for the period is provided through the Chief Operating Officer's 'Chief Operating Report' on Page 3.

Performance Dashboard Summary (from page 5)
The dashboard provides a high level view of Key Performance Indicators (KPIs) in exception across the organisation for the period. Indicators within this report are underperforming against their
threshold or are showing special cause variation (as defined by Statistical Process Control SPC rules) and therefore warrant escalation and wider oversight. To note, confirmed data quality or
administrative issues that are being imminently resolved will inform any escalation decision unless there has been consecutive, unresolved issues across periods. A full list of all indicators (in exception
or otherwise) are available to all staff within the dynamic, online server version of this Tableau report. Services are using this tool to monitor wider performance.

Where performance is not achieving the desired results, operational service leads are prioritising appropriately to address issues. Additionally, where appropriate and in response to significant, ongoing
and wide-reaching performance issues a single performance improvement plan is held at Directorate level to outline the risks, mitigation and actions.

Specific updates have been provided by operational services to BIMG for areas with consistent performance challenges such as Eating Disorder (ED) Services and Improving Access to Psychological
Therapies (IAPT). Where Performance Improvement Plans (or equivelent) are in place this is noted within the commentary. Where applicable, a reference to Service and KPI relating Risks have been
added into the performance commentary for reference. Finally, areas of note are presented at the end of the report entitled 'non-exception highlights'.

Business Intelligence Summary Update
SystmOne Simplicity (S1S) progresses confidently with iterative improvements in data recording and data quality shown each week. For example, SystmOne is now showing a reduction of over 30k
patients waiting over 3 years than recorded within the clinical system than at the beginning of the project (Summer 2021). Although there have been significant improvements, there is still progress to be
made particuarly for longer waiters. A high level operational tracker for 2022/23 is expected to inform the finalisation of milestones within which all services will be commit to a satisfactory recording
position and associated reporting presentation. This tracker is expected from Operational Services in September 2022.

The Trust is now submitting a new Community Services Data Set (CSDS) to NHS Digital for all associated services and will shortly progress to rebuilding the Commissioning DataSet (CDS). Key BI
business objectives are mostly on track in Quarter 2. The replacement Physical Health extract for 'Joining Up Your Information' (JUYI - the County's Shared Care Record) is now in place and this will allow
for the imminent shutdown of legacy servers. Core Datix and Training information is flowing into the new Trust data warehouse and validation and reporting discussions continue. There have been some
Supplier side technical issues over the last 8 weeks with Allocate and Appraisal information which is slowing progress. These have been escalated with Suppliers.

Page 2 highlights high level progress against the original Measuring What Matters plan which initiates a range of performance agendas. 16 items of 28 have progressed to plan, 6 remain on target and 6
are delayed (5 of those all relate to the KPI portfolio refresh of which an initial outline proposal was taken to BIMG for review in September 2022). As many of the specific items within the Measuring What
Matters agenda are initiated, the ongoing projects linked to these will be restructured into a wider strategic portfolio for 2023/24.

The final pages (from Page 19) of the Performance report presented indicators not in exception but are highlighted for recognition of positive progress and notable improvements.



Measuring What Matters Key Milestones (July 2022 Update)



Chief Operating Officer's Report August 2022
David Noyes, Chief Operating Officer (COO)

The Gloucestershire system remains busy, and over recent weeks we have seen what was already a challenged position on flow become slightly more congested with at times 50% of our
physical health community hospital beds occupied by people waiting an onward placement or package of care.  We routinely see around 40% of capacity of our Homefirst service similarly
taken up by people who have completed their pathway with us, and naturally this congestion impacts our ability to enable flow out from our own community estate but also GHFT.  Following
on from the LGA peer review conducted earlier in the year, the system is now engaged in a deeper review being conducted by Newton Europe, which will seek to come up with
recommendations for how we can improve as a system.  As the board are aware, we are not just waiting on this outcome, but are seeking ways to  reduce our interdependency on the very
challenged dom care market, with initiatives such as CATU, the enhanced pathway trial at Stroud and by taking a leading role in the system therapy review.  This last month we have also
worked with our GCC partners and are implementing a plan to rebalance some of the supporting dom care hours back from Homefirst to brokerage to enable them to create more flow, are
about to launch a new series of incentives to try and improve the recruitment into Homefirst and have proposed an innovative approach to the system to augment the care element of the
service for patients with high needs which also appears to offer a strong opportunity to free up a significant amount of care capacity.  In the mental health arena, we are holding an event
with external support on 22 Sep to look at our current models and practice with a view to reducing length of stay in our in patient units, which would in turn create more capacity for us here.

Elsewhere, the change programme to reconfigure the operations directorates into a better integrated pathway laydown is progressing well, and we should be able to implement the changes
before the winter.  This will be supported by an OD intervention, from a combination of some external support and our own team.  I’ve also hosted a second half day workshop with the
senior operational leaders to further develop our thinking and planning for localisation of services over the next three years.  In order to support this vital work we are awaiting a proposal
from a training provider to help us with a training intervention to improve our ability to use, interpret and decision make on data (closely aligned with the ongoing System 1 simplicity
programme).  Naturally it is also the time of year where we are progressing our system and Trust wide planning for the coming winter, which is the subject of a separate paper for the board.

In terms of operational performance, our people continue to work extremely hard and are delivering strongly in a number of areas.  Board colleagues will note that we have recovered and
maintained the achievement of CPA; while not yet back in limits our achievement of CPI is improving too and our IAPT service is doing well against their access target.  Naturally there
remains a lot to do in terms of our eating disorders service, but having focussed effort on recovering the adolescent assessments I’m pleased that the service have managed to get the
numbers waiting here down to less than 10 at the time of writing, with a wait of 7-10 days for new referrals.  This now enables us to pivot with the capacity we have and start to address
treatments and the adult lists; this effort will be greatly helped by in internal initiative asking suitably qualified colleagues to work within the service, under which 14 people have come
forward, and which will create around 40 additional hours a week for the team.

There are of course some challenging areas remaining.  Notwithstanding the data issues previously reported, I remain concerned that our MSK services remain challenged and while
holding their position we are struggling to drive recovery, with recruitment and additional activity proving challenging to create.  Service improvement in Podiatry will likely take longer than
the forecast of October as we weren’t able to recruit as we had hoped.  The board are well sighted on the challenges in Childrens OT and speech and language therapy, although there is
some good news in successful recruitment to the OT area which should help with improved performance soon.  Other areas that concern me are the core CAMHS team who are challenged
for workforce, where the creation of several new roles and teams have challenged retention, and our core ICT community nursing, physio and OT all of who are under sustained pressure.
The previously reported issue with Echo capacity remains unresolved, although our colleagues in GHFT are ahead of their recovery trajectory (service recovery due Mar 23); our proposal
of an alternative provider remains on the table but understandably the ICS are not awash with money; in order to help their consideration I’ve asked for a full QIA to be conducted on the
heart failure patients we have waiting, which will set out the level of clinical risk formally for me to pass to ICS colleagues as part of their deliberations.



Performance Dashboard: Mental Health & Learning Disability - Local Contract (Including Social Care)

KPI Breakdown

AUGUST

3.35 Adolescent Eating Disorders - Routine referral to NICE treatment  start within 4 weeks

3.37 Adolescent Eating Disorders - Urgent referral to NICE treatment  start within 1 week

3.38 Adolescent Eating Disorders - Urgent referral to non-NICE treatment  start within 1 week

3.39 Eating Disorders - Wait time for adult assessments will be 4 weeks

3.40 Eating Disorders - Wait time for adult psychological interventions will be 16 weeks
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Mental Health & Learning Disability - Social Care Performance .

Performance Thresholds not being achieved in Month - Note all indicators have been in exception previously within the last twelve months.

3.35: Adolescent Eating Disorders: Routine referral to NICE treatment within 4 weeks [Community MH Services]
August performance is reported at 16.6% against a performance threshold of 95%. There were 5 non-compliant cases in August.

3.37: Adolescent Eating Disorders: Urgent referral to NICE treatment within 1 week [Community MH Services]
August performance is reported at 5.5% against a performance threshold of 95%. There were 17 non-compliant cases in August.

3.38: Adolescent Eating Disorders: Urgent referral to non-NICE treatment within 1 week [Community MH Services]
August performance is reported at 0% against a performance threshold of 95%. There were 2 non-compliant cases in August.

Note on 3.35, 3.37 & 3.38   NICE and non-NICE treatments and age range
At commencement of the under 18’s national performance measures, guidance included a list of specified NICE treatments that would “stop the clock”. As the service also provide other treatments
specifically for patients with Avoidant Restrictive Food Intake Disorder, it was agreed with Commissioners that this would be reported separately  to avoid inconsistencies between local and national
reporting. Discussions are now happening at a national level to recognise other treatments that will “stop the clock” and it has been agreed with commissioners to report the start of all treatment within the
same indicator. It is anticipated that reporting will come into line with this agreement during September.
National guidelines state that the young peoples’ indicators include those aged 18 and under, therefore we have brought the KPIs into line with national reporting and Adolescent now includes those that
are referred before their 19th birthday.

3.39: Adult Eating Disorders:  Referral to Assessment within 4 weeks [Community MH Services]
August performance is reported at 50.0% against a 95% performance threshold. There were 6 non-compliant cases reported in August.

3.40: Adult Eating Disorders:  Assessment to Treatment within 16 weeks [Community MH Services]
August performance is reported at 76.4% against a 95% performance threshold. There were 4 non-compliant cases reported in August.

Note on 3.35 & 3.37 to 3.40 – Eating Disorders waiting times
The service continues to plan to work alongside system wide partners, BEAT (an Eating Disorders Charity) and Tic+ (Teens in Crisis) for clients on the routine assessment waiting lists.

BEAT was commissioned to support 15 from August 2022, however, have now withdrawn the cooperation programme that was being offered to Gloucestershire. The service is now working with them to
use the commission for other programmes that they can offer. The DPIA (Data Protection Impact Assessment)  for BEAT has not yet been approved and work will not be able to begin until this is resolved.

Currently 49 letters have been sent to patients on the waiting list offering engagement with Tic+ however there has been minimal response yet.

Establishment and skill mix has been reviewed to increase recruitment into hard to fill posts. The team have preferred candidates for their Band 8b clinical psychologist post,  Band 7 Dietician and Band 7
FREED (First episode Rapid Early Intervention for Eating Disorders) Champion. Three CAP (Clinical Associate Psychologist) training places have been secured  with University placements commencing in
January 2023. The service is currently hosting one “return to practice” nurse who will be able to re-register in October. Further posts remain out to advert including two Band 6 Clinicians and five Band 4
Assistant Clinicians.

Previous capacity mapping  has indicated that the service is significantly under established to meet current demand. Further investment has been secured for 2022/23, however will still leave a significant
shortfall. The rise in demand requires further system wide investment and a further review of resources. This is being discussed as part of the system wide transformation board.
The current wait profile for the service at the end of August indicates that 80% (678) of patients waiting for first contact are waiting over 4 weeks, this is an improvement from the July position where it was
reported that 94.9% (702) patients were waiting over 4 weeks.

The Business Intelligence service are continuing to work closely with the service and with more stability recently introduced into the patient pathways are progressing work on:
• A weekly summary of activity
• A referrals forecast
• Referral pathway assumptions
• Capacity and forecast models for both assessment and treatment

Work has begun on the Under 19s urgent pathway and the first draft is being presented to the service in mid-September. This model will determine the clinical capacity available for the remaining models:
Under 19s routine, Adult urgent and Adult routine.

Demand for urgent treatment remains high with 63% (132) of referrals for Under 19s  between April  and August 2022 flagged as urgent and 39% (74) for adults. This is an increase compared  with
2021/22 where in the same period 54% (104)of referrals for under 19s were marked as urgent and 36% (75) for adults.
The main impact of this referral increase in young people appears to be the detrimental effect that the pandemic, lockdown and school closures have had on Children and Young Peoples’ wellbeing and
mental health. This is validated by the replication in demand across other teams treating CYP.

From the end of June, the service has prioritised urgent adolescent assessments and the start of urgent adolescent treatment to ensure there is a clinical contact as soon as possible and to reduce the
risks to those waiting for assessment. In the short term this means having to pause some urgent adolescent treatments however the team are in discussions with BEAT to establish the ‘developing
dolphins’ program to offer post initial assessment and treatment start to ensure there is not a prolonged ‘hidden’ wait between first and second treatment. This process has been agreed with the NHSE
regional clinical lead and GHC QAG committee. The service is now operationalising an internal wait list initiative and seeking support from the wider GHC workforce to increase treatment capacity. The
service is working through the challenges of the potential long wait between initial assessment and subsequent treatment sessions.

This set of indicators has a Service Improvement Plan and is on the Performance Governance Tracker. This is on the risk register ID 149 (Score 16)



Performance Dashboard: Mental Health & Learning Disability - Local Contract (Including Social Care)

KPI Breakdown

AUGUST

3.35 Adolescent Eating Disorders - Routine referral to NICE treatment  start within 4 weeks

3.37 Adolescent Eating Disorders - Urgent referral to NICE treatment  start within 1 week

3.38 Adolescent Eating Disorders - Urgent referral to non-NICE treatment  start within 1 week

3.39 Eating Disorders - Wait time for adult assessments will be 4 weeks

3.40 Eating Disorders - Wait time for adult psychological interventions will be 16 weeks

Mental Health & Learning Disabilty - Local Contract

22/23
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Mental Health
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.

Mental Health & Learning Disability - Social Care Performance .

Performance Thresholds not being achieved in Month - Note all indicators have been in exception previously within the last twelve months.

3.35: Adolescent Eating Disorders: Routine referral to NICE treatment within 4 weeks [Community MH Services]
August performance is reported at 16.6% against a performance threshold of 95%. There were 5 non-compliant cases in August.

3.37: Adolescent Eating Disorders: Urgent referral to NICE treatment within 1 week [Community MH Services]
August performance is reported at 5.5% against a performance threshold of 95%. There were 17 non-compliant cases in August.

3.38: Adolescent Eating Disorders: Urgent referral to non-NICE treatment within 1 week [Community MH Services]
August performance is reported at 0% against a performance threshold of 95%. There were 2 non-compliant cases in August.

Note on 3.35, 3.37 & 3.38   NICE and non-NICE treatments and age range
At commencement of the under 18’s national performance measures, guidance included a list of specified NICE treatments that would “stop the clock”. As the service also provide other treatments
specifically for patients with Avoidant Restrictive Food Intake Disorder, it was agreed with Commissioners that this would be reported separately  to avoid inconsistencies between local and national
reporting. Discussions are now happening at a national level to recognise other treatments that will “stop the clock” and it has been agreed with commissioners to report the start of all treatment within the
same indicator. It is anticipated that reporting will come into line with this agreement during September.
National guidelines state that the young peoples’ indicators include those aged 18 and under, therefore we have brought the KPIs into line with national reporting and Adolescent now includes those that
are referred before their 19th birthday.

3.39: Adult Eating Disorders:  Referral to Assessment within 4 weeks [Community MH Services]
August performance is reported at 50.0% against a 95% performance threshold. There were 6 non-compliant cases reported in August.

3.40: Adult Eating Disorders:  Assessment to Treatment within 16 weeks [Community MH Services]
August performance is reported at 76.4% against a 95% performance threshold. There were 4 non-compliant cases reported in August.

Note on 3.35 & 3.37 to 3.40 – Eating Disorders waiting times
The service continues to plan to work alongside system wide partners, BEAT (an Eating Disorders Charity) and Tic+ (Teens in Crisis) for clients on the routine assessment waiting lists.

BEAT was commissioned to support 15 from August 2022, however, have now withdrawn the cooperation programme that was being offered to Gloucestershire. The service is now working with them to
use the commission for other programmes that they can offer. The DPIA (Data Protection Impact Assessment)  for BEAT has not yet been approved and work will not be able to begin until this is resolved.

Currently 49 letters have been sent to patients on the waiting list offering engagement with Tic+ however there has been minimal response yet.

Establishment and skill mix has been reviewed to increase recruitment into hard to fill posts. The team have preferred candidates for their Band 8b clinical psychologist post,  Band 7 Dietician and Band 7
FREED (First episode Rapid Early Intervention for Eating Disorders) Champion. Three CAP (Clinical Associate Psychologist) training places have been secured  with University placements commencing in
January 2023. The service is currently hosting one “return to practice” nurse who will be able to re-register in October. Further posts remain out to advert including two Band 6 Clinicians and five Band 4
Assistant Clinicians.

Previous capacity mapping  has indicated that the service is significantly under established to meet current demand. Further investment has been secured for 2022/23, however will still leave a significant
shortfall. The rise in demand requires further system wide investment and a further review of resources. This is being discussed as part of the system wide transformation board.
The current wait profile for the service at the end of August indicates that 80% (678) of patients waiting for first contact are waiting over 4 weeks, this is an improvement from the July position where it was
reported that 94.9% (702) patients were waiting over 4 weeks.

The Business Intelligence service are continuing to work closely with the service and with more stability recently introduced into the patient pathways are progressing work on:
• A weekly summary of activity
• A referrals forecast
• Referral pathway assumptions
• Capacity and forecast models for both assessment and treatment

Work has begun on the Under 19s urgent pathway and the first draft is being presented to the service in mid-September. This model will determine the clinical capacity available for the remaining models:
Under 19s routine, Adult urgent and Adult routine.

Demand for urgent treatment remains high with 63% (132) of referrals for Under 19s  between April  and August 2022 flagged as urgent and 39% (74) for adults. This is an increase compared  with
2021/22 where in the same period 54% (104)of referrals for under 19s were marked as urgent and 36% (75) for adults.
The main impact of this referral increase in young people appears to be the detrimental effect that the pandemic, lockdown and school closures have had on Children and Young Peoples’ wellbeing and
mental health. This is validated by the replication in demand across other teams treating CYP.

From the end of June, the service has prioritised urgent adolescent assessments and the start of urgent adolescent treatment to ensure there is a clinical contact as soon as possible and to reduce the
risks to those waiting for assessment. In the short term this means having to pause some urgent adolescent treatments however the team are in discussions with BEAT to establish the ‘developing
dolphins’ program to offer post initial assessment and treatment start to ensure there is not a prolonged ‘hidden’ wait between first and second treatment. This process has been agreed with the NHSE
regional clinical lead and GHC QAG committee. The service is now operationalising an internal wait list initiative and seeking support from the wider GHC workforce to increase treatment capacity. The
service is working through the challenges of the potential long wait between initial assessment and subsequent treatment sessions.

This set of indicators has a Service Improvement Plan and is on the Performance Governance Tracker. This is on the risk register ID 149 (Score 16)



Performance Dashboard: Physical Health - National Requirements

KPI Breakdown

AUGUST

31a HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 2

31b HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 1

72 Percentage of patients waiting less than 6 weeks from referral for a diagnostic test

84 % of live births that receive a New Birth Visit within 7- 14 days by a Health Visitor

85 % of children who received a 6-8 weeks review

86 % of children who received a 9-12 month review by the time they turned 12 months

87 % of children who received a 12 month review by the time they turned 15 months

88 % of children who received a 2-2.5 year review by 2.5 years

91 % of infants being totally or partially breastfed at 6-8wks(breastfeeding prevalence)

92 % of mothers who are still breastfeeding at 8 weeks who were breastfeeding at 2 weeks
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Performance Thresholds not being achieved in Month - Note all indicators have been in exception previously within the last twelve months.

31a: HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 2
79.1% of children eligible for HPV 2nd dose in the 2021/22 academic year had been immunised at the end of August 2022. This is cumulative performance compared to August target of 90% which is also
the overall national target for the end of the programme.

Following a review with BI of the eligible cohort figures using recorded activity across the 2021/22 school year, the previous estimated cohort figure has been replaced by a lower figure which aligns with
cohorts for the same school year in other Immunisation programmes such as Flu.

In line with the National picture, the service has experienced a lower uptake in its HPV programme in the 2021/2022 Academic year as a result of vaccine hesitancy due to the ongoing Covid pandemic
and the delayed introduction of the Gardasil 9 vaccine.
As a service Gardasil 9 became available on the 28th July 2022 and we have followed up those parents that declined the original school based offer as they wished to await the new vaccine and invited
them to our community clinics.
As we enter the new academic year, we will continue to recover those young people that have not accepted the offer in Year 8 and follow them up both at school or via out community based clinics.
To support the uptake of the HPV vaccine in the 22/23 academic year, the national communications team are developing National comms to support School Aged providers to improve uptake.

31b: HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 1
76.9% of children eligible for HPV 2nd dose in the 2021/22 academic year had been immunised at the end of August 2022. This is cumulative performance compared to August target of 90% chich is also
the overall national target for the end of the programme

Following a review with BI of the eligible cohort figures using recorded activity across the 2021/22 school year, the previous estimated cohort figure has been replaced by a lower figure which aligns with
cohorts for the same school year in other Immunisation programmes such as Flu.

In line with the National picture, the service has experienced a lower uptake in its HPV programme in the 2021/2022 Academic year as a result of vaccine hesitancy due to the ongoing Covid pandemic
and the delayed introduction of the Gardasil 9 vaccine.
As a service Gardasil 9 became available on the 28th July 2022 and we have followed up those parents that declined the original school based offer as they wished to await the new vaccine and invited
them to our community clinics.
As we enter the new academic year, we will continue to recover those young people that have not accepted the offer in Year 8 and follow them up both at school or via out community based clinics.
To support the uptake of the HPV vaccine in the 22/23 academic year, the national communications team are developing National comms to support School Aged providers to improve uptake.

72: Percentage of patients waiting less than 6 weeks from referral for a diagnostic test [Urgent care]
GHC is no longer responsible for the national submission for this activity which is now made by GHNHSFT.
Submitted data (by GHNHSFT) for GHC patients in August 2022 indicates a performance of 29.8%. 221 out of 315 patients referred for an echocardiogram had been waiting 6 weeks or more for the scan
at the end of August 2022. Target is 99%. August performance is below SPC chart lower control limit. Waiting list is reflective of backlog for echocardiograms at GHNHSFT.
GHNHSFT has highlighted capacity issues with reducing the backlog which consists of waiting list & unscheduled tests. The cardiology department is putting other measures in place including working
with an external contractor to provide echocardiograms to reduce backlog.
According to GHC Heart Failure service, on 1st September 2022, 32 patients are on the Priority Echo waiting list for an echocardiogram, and 353 patients on the Routine Echo Waiting list. 22 patients are
still to be triaged for Echo and the service is awaiting further information on an additional 25 as referral from Echo incomplete. The service has informed that moving forwards they will be rejecting
incomplete referrals from primary care, who will then have to re-refer the patients with all the required information, instead of leaving the referral open.

84. % of live births that receive a face-to-face New Birth Visit within 7- 14 days by a Health Visitor [Children and Young People Service]
In August, 31 out of 488 children are showing as not having received a new birth visit within 14 days of birth. Performance was 93.6% (July was 90.3%) compared to a threshold of 95%. Performance is
within SPC chart upper and lower control limits.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
When excluding these recording errors from the overall performance figure, the percentage seen within timeframe is represented in the operational delivery figure which is 95.0% for August. The service is
continuing to review with the BI team why once amended these records continue to show as breaches.

Contributing factors – breakdown of breaches
Reasons for breaches include: parental choice to be seen out of timeframe, recording errors in SystmOne, practitioner having a delay in access to SystmOne using Smartcard error and 4 records remain
as data error,  6 are in NICU (Neonatal Intensive Care)/hospital will be seen on discharge, 4 seen out of timeframe due to staff capacity though all were seen by day 16, 3 no access visit within timeframe
then seen out of timeframe and 1 moved out of county with foster parents so not seen by Gloucester Health Visitors,  although remain in data.

•        Changes due to Simplicity impacting on recording errors.
•        Increase in the number of families requesting appointment out of timeframe due to holiday season- not being available/prioritising HV contact
•        Bank staff being utilised for universal work, so can be out of timeframe where bank are only available on certain days
•        Resignation of staff impacting on capacity

Service Improvement plan
•        Within service, it has been identified that amendments need to be relinked to original appointment. This has reduced the number of remaining recording errors although some remain. BI to review
data to explore the issue with breeches that have been amended
•        Record keeping/System training delivered in July and September to many clinical practitioners to ensure understanding of Simplicity and to reduce the number of recording errors moving forwards
(one session cancelled due to extreme heat on the day, rescheduled for September, this is now to be rescheduled as planned for 19th).
•        Reminders and demonstration to practitioners to use S1 SMS to remind parents of appointments
•        Reviewed all KPIs with clinical practitioners to remind them of timeframes of mandated contacts
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the health visiting service and when they will be offered
appointments
•        Recruitment continues to be able to meet all service demands

85. % of children who received a 6–8-week review [Children and Young People Service]
In August, 35 out of 503 children are showing as not having received a 6-8 week review within 8 weeks. Performance was 93.0% (July was 85.6%) compared to a threshold of 95%. Performance is within
SPC chart upper and lower control limits.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
When excluding these recording errors from the overall performance figure, the percentage seen within timeframe is represented in the operational delivery figure which is 91.0% for August. The service is
continuing to review with the BI team why once amended these records continue to show as breaches.

Contributing factors – breakdown of breaches
Reasons for breaches include: 9 seen out of timeframe due to staff capacity and prioritising NBV and Safeguarding work though all were seen F2F within 9 weeks,  parental choice to be  seen out of
timeframe, 4 remain in NICU/baby re-admitted hospital – seen on discharge, recording errors- duplicate recording codes showing as errors, no access in timeframe though all seen by 9 weeks of age,
moved out of county so not seen although remain in data, universal families had phone/virtual appointment as assessed F2F at new birth visit, child seen when moved into foster placement age 9 weeks
and 1 was a movement in.

Service Improvement plan
•        Within service, it has been identified that amendments need to be relinked to original appointment.
•        Record keeping/System training delivered in July and September  to clinical practitioners  to ensure understanding of Simplicity and to reduce the number of recording errors moving forwards (last
session postponed to September due to exceptionally hot weather)
•        Reminders and demonstration to practitioners to use S1 SMS to remind parents of appointments
•        Reviewed all KPIs with clinical practitioners to remind them of timeframes of mandated contacts
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the health visiting service and when they will be offered
appointments
•        Recruitment continues to be able to meet all service demands

Commentary continues on next page...



Performance Dashboard: Physical Health - National Requirements

KPI Breakdown

AUGUST

31a HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 2

31b HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 1

72 Percentage of patients waiting less than 6 weeks from referral for a diagnostic test

84 % of live births that receive a New Birth Visit within 7- 14 days by a Health Visitor

85 % of children who received a 6-8 weeks review

86 % of children who received a 9-12 month review by the time they turned 12 months

87 % of children who received a 12 month review by the time they turned 15 months

88 % of children who received a 2-2.5 year review by 2.5 years

91 % of infants being totally or partially breastfed at 6-8wks(breastfeeding prevalence)

92 % of mothers who are still breastfeeding at 8 weeks who were breastfeeding at 2 weeks
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Performance Thresholds not being achieved in Month - Note all indicators have been in exception previously within the last twelve months.

31a: HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 2
79.1% of children eligible for HPV 2nd dose in the 2021/22 academic year had been immunised at the end of August 2022. This is cumulative performance compared to August target of 90% which is also
the overall national target for the end of the programme.

Following a review with BI of the eligible cohort figures using recorded activity across the 2021/22 school year, the previous estimated cohort figure has been replaced by a lower figure which aligns with
cohorts for the same school year in other Immunisation programmes such as Flu.

In line with the National picture, the service has experienced a lower uptake in its HPV programme in the 2021/2022 Academic year as a result of vaccine hesitancy due to the ongoing Covid pandemic
and the delayed introduction of the Gardasil 9 vaccine.
As a service Gardasil 9 became available on the 28th July 2022 and we have followed up those parents that declined the original school based offer as they wished to await the new vaccine and invited
them to our community clinics.
As we enter the new academic year, we will continue to recover those young people that have not accepted the offer in Year 8 and follow them up both at school or via out community based clinics.
To support the uptake of the HPV vaccine in the 22/23 academic year, the national communications team are developing National comms to support School Aged providers to improve uptake.

31b: HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 1
76.9% of children eligible for HPV 2nd dose in the 2021/22 academic year had been immunised at the end of August 2022. This is cumulative performance compared to August target of 90% chich is also
the overall national target for the end of the programme

Following a review with BI of the eligible cohort figures using recorded activity across the 2021/22 school year, the previous estimated cohort figure has been replaced by a lower figure which aligns with
cohorts for the same school year in other Immunisation programmes such as Flu.

In line with the National picture, the service has experienced a lower uptake in its HPV programme in the 2021/2022 Academic year as a result of vaccine hesitancy due to the ongoing Covid pandemic
and the delayed introduction of the Gardasil 9 vaccine.
As a service Gardasil 9 became available on the 28th July 2022 and we have followed up those parents that declined the original school based offer as they wished to await the new vaccine and invited
them to our community clinics.
As we enter the new academic year, we will continue to recover those young people that have not accepted the offer in Year 8 and follow them up both at school or via out community based clinics.
To support the uptake of the HPV vaccine in the 22/23 academic year, the national communications team are developing National comms to support School Aged providers to improve uptake.

72: Percentage of patients waiting less than 6 weeks from referral for a diagnostic test [Urgent care]
GHC is no longer responsible for the national submission for this activity which is now made by GHNHSFT.
Submitted data (by GHNHSFT) for GHC patients in August 2022 indicates a performance of 29.8%. 221 out of 315 patients referred for an echocardiogram had been waiting 6 weeks or more for the scan
at the end of August 2022. Target is 99%. August performance is below SPC chart lower control limit. Waiting list is reflective of backlog for echocardiograms at GHNHSFT.
GHNHSFT has highlighted capacity issues with reducing the backlog which consists of waiting list & unscheduled tests. The cardiology department is putting other measures in place including working
with an external contractor to provide echocardiograms to reduce backlog.
According to GHC Heart Failure service, on 1st September 2022, 32 patients are on the Priority Echo waiting list for an echocardiogram, and 353 patients on the Routine Echo Waiting list. 22 patients are
still to be triaged for Echo and the service is awaiting further information on an additional 25 as referral from Echo incomplete. The service has informed that moving forwards they will be rejecting
incomplete referrals from primary care, who will then have to re-refer the patients with all the required information, instead of leaving the referral open.

84. % of live births that receive a face-to-face New Birth Visit within 7- 14 days by a Health Visitor [Children and Young People Service]
In August, 31 out of 488 children are showing as not having received a new birth visit within 14 days of birth. Performance was 93.6% (July was 90.3%) compared to a threshold of 95%. Performance is
within SPC chart upper and lower control limits.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
When excluding these recording errors from the overall performance figure, the percentage seen within timeframe is represented in the operational delivery figure which is 95.0% for August. The service is
continuing to review with the BI team why once amended these records continue to show as breaches.

Contributing factors – breakdown of breaches
Reasons for breaches include: parental choice to be seen out of timeframe, recording errors in SystmOne, practitioner having a delay in access to SystmOne using Smartcard error and 4 records remain
as data error,  6 are in NICU (Neonatal Intensive Care)/hospital will be seen on discharge, 4 seen out of timeframe due to staff capacity though all were seen by day 16, 3 no access visit within timeframe
then seen out of timeframe and 1 moved out of county with foster parents so not seen by Gloucester Health Visitors,  although remain in data.

•        Changes due to Simplicity impacting on recording errors.
•        Increase in the number of families requesting appointment out of timeframe due to holiday season- not being available/prioritising HV contact
•        Bank staff being utilised for universal work, so can be out of timeframe where bank are only available on certain days
•        Resignation of staff impacting on capacity

Service Improvement plan
•        Within service, it has been identified that amendments need to be relinked to original appointment. This has reduced the number of remaining recording errors although some remain. BI to review
data to explore the issue with breeches that have been amended
•        Record keeping/System training delivered in July and September to many clinical practitioners to ensure understanding of Simplicity and to reduce the number of recording errors moving forwards
(one session cancelled due to extreme heat on the day, rescheduled for September, this is now to be rescheduled as planned for 19th).
•        Reminders and demonstration to practitioners to use S1 SMS to remind parents of appointments
•        Reviewed all KPIs with clinical practitioners to remind them of timeframes of mandated contacts
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the health visiting service and when they will be offered
appointments
•        Recruitment continues to be able to meet all service demands

85. % of children who received a 6–8-week review [Children and Young People Service]
In August, 35 out of 503 children are showing as not having received a 6-8 week review within 8 weeks. Performance was 93.0% (July was 85.6%) compared to a threshold of 95%. Performance is within
SPC chart upper and lower control limits.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
When excluding these recording errors from the overall performance figure, the percentage seen within timeframe is represented in the operational delivery figure which is 91.0% for August. The service is
continuing to review with the BI team why once amended these records continue to show as breaches.

Contributing factors – breakdown of breaches
Reasons for breaches include: 9 seen out of timeframe due to staff capacity and prioritising NBV and Safeguarding work though all were seen F2F within 9 weeks,  parental choice to be  seen out of
timeframe, 4 remain in NICU/baby re-admitted hospital – seen on discharge, recording errors- duplicate recording codes showing as errors, no access in timeframe though all seen by 9 weeks of age,
moved out of county so not seen although remain in data, universal families had phone/virtual appointment as assessed F2F at new birth visit, child seen when moved into foster placement age 9 weeks
and 1 was a movement in.

Service Improvement plan
•        Within service, it has been identified that amendments need to be relinked to original appointment.
•        Record keeping/System training delivered in July and September  to clinical practitioners  to ensure understanding of Simplicity and to reduce the number of recording errors moving forwards (last
session postponed to September due to exceptionally hot weather)
•        Reminders and demonstration to practitioners to use S1 SMS to remind parents of appointments
•        Reviewed all KPIs with clinical practitioners to remind them of timeframes of mandated contacts
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the health visiting service and when they will be offered
appointments
•        Recruitment continues to be able to meet all service demands

Commentary continues on next page...



Performance Dashboard: Physical Health - National Requirements

KPI Breakdown

AUGUST

31a HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 2

31b HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 1

72 Percentage of patients waiting less than 6 weeks from referral for a diagnostic test

84 % of live births that receive a New Birth Visit within 7- 14 days by a Health Visitor

85 % of children who received a 6-8 weeks review

86 % of children who received a 9-12 month review by the time they turned 12 months

87 % of children who received a 12 month review by the time they turned 15 months

88 % of children who received a 2-2.5 year review by 2.5 years

91 % of infants being totally or partially breastfed at 6-8wks(breastfeeding prevalence)

92 % of mothers who are still breastfeeding at 8 weeks who were breastfeeding at 2 weeks
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Performance Thresholds not being achieved in Month - Note all indicators have been in exception previously within the last twelve months.

31a: HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 2
79.1% of children eligible for HPV 2nd dose in the 2021/22 academic year had been immunised at the end of August 2022. This is cumulative performance compared to August target of 90% which is also
the overall national target for the end of the programme.

Following a review with BI of the eligible cohort figures using recorded activity across the 2021/22 school year, the previous estimated cohort figure has been replaced by a lower figure which aligns with
cohorts for the same school year in other Immunisation programmes such as Flu.

In line with the National picture, the service has experienced a lower uptake in its HPV programme in the 2021/2022 Academic year as a result of vaccine hesitancy due to the ongoing Covid pandemic
and the delayed introduction of the Gardasil 9 vaccine.
As a service Gardasil 9 became available on the 28th July 2022 and we have followed up those parents that declined the original school based offer as they wished to await the new vaccine and invited
them to our community clinics.
As we enter the new academic year, we will continue to recover those young people that have not accepted the offer in Year 8 and follow them up both at school or via out community based clinics.
To support the uptake of the HPV vaccine in the 22/23 academic year, the national communications team are developing National comms to support School Aged providers to improve uptake.

31b: HPV Immunisation coverage for girls aged 12/13 years old - Immunisation 1
76.9% of children eligible for HPV 2nd dose in the 2021/22 academic year had been immunised at the end of August 2022. This is cumulative performance compared to August target of 90% chich is also
the overall national target for the end of the programme

Following a review with BI of the eligible cohort figures using recorded activity across the 2021/22 school year, the previous estimated cohort figure has been replaced by a lower figure which aligns with
cohorts for the same school year in other Immunisation programmes such as Flu.

In line with the National picture, the service has experienced a lower uptake in its HPV programme in the 2021/2022 Academic year as a result of vaccine hesitancy due to the ongoing Covid pandemic
and the delayed introduction of the Gardasil 9 vaccine.
As a service Gardasil 9 became available on the 28th July 2022 and we have followed up those parents that declined the original school based offer as they wished to await the new vaccine and invited
them to our community clinics.
As we enter the new academic year, we will continue to recover those young people that have not accepted the offer in Year 8 and follow them up both at school or via out community based clinics.
To support the uptake of the HPV vaccine in the 22/23 academic year, the national communications team are developing National comms to support School Aged providers to improve uptake.

72: Percentage of patients waiting less than 6 weeks from referral for a diagnostic test [Urgent care]
GHC is no longer responsible for the national submission for this activity which is now made by GHNHSFT.
Submitted data (by GHNHSFT) for GHC patients in August 2022 indicates a performance of 29.8%. 221 out of 315 patients referred for an echocardiogram had been waiting 6 weeks or more for the scan
at the end of August 2022. Target is 99%. August performance is below SPC chart lower control limit. Waiting list is reflective of backlog for echocardiograms at GHNHSFT.
GHNHSFT has highlighted capacity issues with reducing the backlog which consists of waiting list & unscheduled tests. The cardiology department is putting other measures in place including working
with an external contractor to provide echocardiograms to reduce backlog.
According to GHC Heart Failure service, on 1st September 2022, 32 patients are on the Priority Echo waiting list for an echocardiogram, and 353 patients on the Routine Echo Waiting list. 22 patients are
still to be triaged for Echo and the service is awaiting further information on an additional 25 as referral from Echo incomplete. The service has informed that moving forwards they will be rejecting
incomplete referrals from primary care, who will then have to re-refer the patients with all the required information, instead of leaving the referral open.

84. % of live births that receive a face-to-face New Birth Visit within 7- 14 days by a Health Visitor [Children and Young People Service]
In August, 31 out of 488 children are showing as not having received a new birth visit within 14 days of birth. Performance was 93.6% (July was 90.3%) compared to a threshold of 95%. Performance is
within SPC chart upper and lower control limits.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
When excluding these recording errors from the overall performance figure, the percentage seen within timeframe is represented in the operational delivery figure which is 95.0% for August. The service is
continuing to review with the BI team why once amended these records continue to show as breaches.

Contributing factors – breakdown of breaches
Reasons for breaches include: parental choice to be seen out of timeframe, recording errors in SystmOne, practitioner having a delay in access to SystmOne using Smartcard error and 4 records remain
as data error,  6 are in NICU (Neonatal Intensive Care)/hospital will be seen on discharge, 4 seen out of timeframe due to staff capacity though all were seen by day 16, 3 no access visit within timeframe
then seen out of timeframe and 1 moved out of county with foster parents so not seen by Gloucester Health Visitors,  although remain in data.

•        Changes due to Simplicity impacting on recording errors.
•        Increase in the number of families requesting appointment out of timeframe due to holiday season- not being available/prioritising HV contact
•        Bank staff being utilised for universal work, so can be out of timeframe where bank are only available on certain days
•        Resignation of staff impacting on capacity

Service Improvement plan
•        Within service, it has been identified that amendments need to be relinked to original appointment. This has reduced the number of remaining recording errors although some remain. BI to review
data to explore the issue with breeches that have been amended
•        Record keeping/System training delivered in July and September to many clinical practitioners to ensure understanding of Simplicity and to reduce the number of recording errors moving forwards
(one session cancelled due to extreme heat on the day, rescheduled for September, this is now to be rescheduled as planned for 19th).
•        Reminders and demonstration to practitioners to use S1 SMS to remind parents of appointments
•        Reviewed all KPIs with clinical practitioners to remind them of timeframes of mandated contacts
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the health visiting service and when they will be offered
appointments
•        Recruitment continues to be able to meet all service demands

85. % of children who received a 6–8-week review [Children and Young People Service]
In August, 35 out of 503 children are showing as not having received a 6-8 week review within 8 weeks. Performance was 93.0% (July was 85.6%) compared to a threshold of 95%. Performance is within
SPC chart upper and lower control limits.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
When excluding these recording errors from the overall performance figure, the percentage seen within timeframe is represented in the operational delivery figure which is 91.0% for August. The service is
continuing to review with the BI team why once amended these records continue to show as breaches.

Contributing factors – breakdown of breaches
Reasons for breaches include: 9 seen out of timeframe due to staff capacity and prioritising NBV and Safeguarding work though all were seen F2F within 9 weeks,  parental choice to be  seen out of
timeframe, 4 remain in NICU/baby re-admitted hospital – seen on discharge, recording errors- duplicate recording codes showing as errors, no access in timeframe though all seen by 9 weeks of age,
moved out of county so not seen although remain in data, universal families had phone/virtual appointment as assessed F2F at new birth visit, child seen when moved into foster placement age 9 weeks
and 1 was a movement in.

Service Improvement plan
•        Within service, it has been identified that amendments need to be relinked to original appointment.
•        Record keeping/System training delivered in July and September  to clinical practitioners  to ensure understanding of Simplicity and to reduce the number of recording errors moving forwards (last
session postponed to September due to exceptionally hot weather)
•        Reminders and demonstration to practitioners to use S1 SMS to remind parents of appointments
•        Reviewed all KPIs with clinical practitioners to remind them of timeframes of mandated contacts
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the health visiting service and when they will be offered
appointments
•        Recruitment continues to be able to meet all service demands

Commentary continues on next page...



86: Percentage of children who received a 9–12-month review by the time they turned 12 months. [Children and Young People Service]
In August, 150 out of 572 children are showing as not having received a 9-12 month review by the time they turned 12 months. Performance was 73.7% (July was 68.3%) compared to a threshold of 95%.
Performance is below the SPC chart lower control limit.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
When excluding these recording errors from the overall performance figure, the percentage seen within timeframe is represented in the operational delivery figure which is 75.2% for August. The service is
continuing to review with the BI team why once amended these records continue to show as breaches.

Contributing factors – breakdown of exceptions
Reasons for breaches include: appointment booked out of timeframe due to staffing capacity, DNAx1, parent delayed appointment, parent declined appointment, DNA x2, movements in or out, recording
errors remain in data (all of these families have been seen for contact), seen out of timeframe due to staffing capacity where clinics were re-scheduled out of timeframe, child has developmental diagnosis
so no ASQ at this time. Parents agreed to ASQ in the future, completed by other services and delayed for prematurity.

•        Changes due to Simplicity impacting on recording errors. These have been amended but a few still showing as breeches. Some records appear correct and are showing as breeches. To review with
BI.
•        Increase in estates will provide increased offer of F2F contacts from September 2022
•        Capacity, cancelations and parental choice does not always allow for DNA x1s to be re-booked in within timeframe
•        Parents do not have to engage with the health visiting service

Service Improvement plan
•        Additional hours and bank work to be offered to CNNs to be able to support demand
•        Record keeping/System training delivered in July and September to all clinical practitioners  to ensure understanding of Simplicity and to reduce the number of recording errors moving forwards-
there will be a time delay on this showing on ASQs due to 3 month window
•        Reviewed all KPIs with nursery nurses and administrators  to remind them of timeframes of mandated contacts and that DNAs to be rebooked within the child being 12 months of age
•         SMS sent to all parents/carers prior to appointment being sent to inform them that their child is due an appointment
•        Reminders and demonstration to all practitioners to use S1 SMS to remind parents of appointment for ASQ
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the ASQ appointments being offered at 9-12 months and 2
years
•        Public health advice to be offered to parents even if they decline appointment/ASQ aspect of offer
•        Additional hours and bank work to be offered to CNNs to be able to support demand
•        Review wider Scope of ASQ tool and using with children with additional needs

87: Percentage of children who received a 12-month review by the time they turned 15 months. [Children and Young People Service]
In August, 112 out of 501 children are showing as not having received a 9-12 month review by the time they turned 15 months. Performance was 77.6% (July was 66.6%) compared to a threshold of 95%.
Performance is below the SPC chart lower control limit.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
When excluding these recording errors from the overall performance figure, the percentage seen within timeframe is represented in the operational delivery figure which is 83.7% for August. The service is
continuing to review with the BI team why once amended these records continue to show as breaches.

Contributing factors – breakdown of breaches
Reasons for breaches include; recording errors remain in data (all of these families have been seen for contact), DNAx1 then seen by 14 months, DNA x2 then declined ASQ contact, seen out of
timeframe due to staffing capacity where clinics were re-scheduled out of timeframe, parental choice to be seen out of timeframe, parent declined appointment, movements in or out, cancelled by service
then seen by 14 months, delayed for prematurity, child has developmental diagnosis so no ASQ at this time, completed out of county, Children in Care - due aged 15.5 months, has services in place,
unable to contact parent, then located and seen 14 months
•        Changes due to Simplicity impacting on recording errors. These have been amended, some remain as breeches. Some records appear correct and are showing as breeches. The update in Tableau
data maybe these recordings updating in the system. To review with BI and clinical systems.
•        Increase in estates will provide increased offer of F2F contacts from September 2022
•        Capacity, cancelations and parental choice does not always allow for DNA x1s to be re-booked in within timeframe
•        Parents do not have to engage with the health visiting service
•        Reduction in Community Nursery Nurse (CNN) capacity this month due to resignation, sickness and LTS and further resignations will continue to impact on delivery of ASQs in coming months
•        Resignation of one of the COMF project CNNs will impact on service delivery further next month

Service Improvement plan
•        Additional hours and bank work to be offered to CNNs to be able to support
•        Record keeping/System training delivered in July and September to clinical practitioners  to ensure understanding of Simplicity and to reduce the number of recording errors moving forwards
•        Reviewed all KPIs with nursery nurses and administrators  to remind them of timeframes of mandated contacts and that DNAs to be rebooked within the child being 12 months of age
•        Reminders and demonstration to all practitioners to use S1 SMS to remind parents of appointment for ASQ
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the ASQ appointments being offered at 9-12 months and 2
years to support increasing uptake
•        Public health advice to be offered to parents even if they decline appointment/ASQ aspect of offer
•        ELIM (separate speech and communication assessment) now delivered in each 2 year contact which will improve outcomes for children’s communication and school readiness.

Commentary continues on next page...



86: Percentage of children who received a 9–12-month review by the time they turned 12 months. [Children and Young People Service]
In August, 150 out of 572 children are showing as not having received a 9-12 month review by the time they turned 12 months. Performance was 73.7% (July was 68.3%) compared to a threshold of 95%.
Performance is below the SPC chart lower control limit.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
When excluding these recording errors from the overall performance figure, the percentage seen within timeframe is represented in the operational delivery figure which is 75.2% for August. The service is
continuing to review with the BI team why once amended these records continue to show as breaches.

Contributing factors – breakdown of exceptions
Reasons for breaches include: appointment booked out of timeframe due to staffing capacity, DNAx1, parent delayed appointment, parent declined appointment, DNA x2, movements in or out, recording
errors remain in data (all of these families have been seen for contact), seen out of timeframe due to staffing capacity where clinics were re-scheduled out of timeframe, child has developmental diagnosis
so no ASQ at this time. Parents agreed to ASQ in the future, completed by other services and delayed for prematurity.

•        Changes due to Simplicity impacting on recording errors. These have been amended but a few still showing as breeches. Some records appear correct and are showing as breeches. To review with
BI.
•        Increase in estates will provide increased offer of F2F contacts from September 2022
•        Capacity, cancelations and parental choice does not always allow for DNA x1s to be re-booked in within timeframe
•        Parents do not have to engage with the health visiting service

Service Improvement plan
•        Additional hours and bank work to be offered to CNNs to be able to support demand
•        Record keeping/System training delivered in July and September to all clinical practitioners  to ensure understanding of Simplicity and to reduce the number of recording errors moving forwards-
there will be a time delay on this showing on ASQs due to 3 month window
•        Reviewed all KPIs with nursery nurses and administrators  to remind them of timeframes of mandated contacts and that DNAs to be rebooked within the child being 12 months of age
•         SMS sent to all parents/carers prior to appointment being sent to inform them that their child is due an appointment
•        Reminders and demonstration to all practitioners to use S1 SMS to remind parents of appointment for ASQ
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the ASQ appointments being offered at 9-12 months and 2
years
•        Public health advice to be offered to parents even if they decline appointment/ASQ aspect of offer
•        Additional hours and bank work to be offered to CNNs to be able to support demand
•        Review wider Scope of ASQ tool and using with children with additional needs

87: Percentage of children who received a 12-month review by the time they turned 15 months. [Children and Young People Service]
In August, 112 out of 501 children are showing as not having received a 9-12 month review by the time they turned 15 months. Performance was 77.6% (July was 66.6%) compared to a threshold of 95%.
Performance is below the SPC chart lower control limit.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
When excluding these recording errors from the overall performance figure, the percentage seen within timeframe is represented in the operational delivery figure which is 83.7% for August. The service is
continuing to review with the BI team why once amended these records continue to show as breaches.

Contributing factors – breakdown of breaches
Reasons for breaches include; recording errors remain in data (all of these families have been seen for contact), DNAx1 then seen by 14 months, DNA x2 then declined ASQ contact, seen out of
timeframe due to staffing capacity where clinics were re-scheduled out of timeframe, parental choice to be seen out of timeframe, parent declined appointment, movements in or out, cancelled by service
then seen by 14 months, delayed for prematurity, child has developmental diagnosis so no ASQ at this time, completed out of county, Children in Care - due aged 15.5 months, has services in place,
unable to contact parent, then located and seen 14 months
•        Changes due to Simplicity impacting on recording errors. These have been amended, some remain as breeches. Some records appear correct and are showing as breeches. The update in Tableau
data maybe these recordings updating in the system. To review with BI and clinical systems.
•        Increase in estates will provide increased offer of F2F contacts from September 2022
•        Capacity, cancelations and parental choice does not always allow for DNA x1s to be re-booked in within timeframe
•        Parents do not have to engage with the health visiting service
•        Reduction in Community Nursery Nurse (CNN) capacity this month due to resignation, sickness and LTS and further resignations will continue to impact on delivery of ASQs in coming months
•        Resignation of one of the COMF project CNNs will impact on service delivery further next month

Service Improvement plan
•        Additional hours and bank work to be offered to CNNs to be able to support
•        Record keeping/System training delivered in July and September to clinical practitioners  to ensure understanding of Simplicity and to reduce the number of recording errors moving forwards
•        Reviewed all KPIs with nursery nurses and administrators  to remind them of timeframes of mandated contacts and that DNAs to be rebooked within the child being 12 months of age
•        Reminders and demonstration to all practitioners to use S1 SMS to remind parents of appointment for ASQ
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the ASQ appointments being offered at 9-12 months and 2
years to support increasing uptake
•        Public health advice to be offered to parents even if they decline appointment/ASQ aspect of offer
•        ELIM (separate speech and communication assessment) now delivered in each 2 year contact which will improve outcomes for children’s communication and school readiness.

Commentary continues on next page...



88: Percentage of children who received a 2-2.5-year review by 2.5 years [Children and Young People Service]
In August, 196 out of 483 children are showing as not having received a 2-2.5-year review by 2.5 years of age. Performance was 59.4% at the freeze date for August reporting (July was 65.0%) compared
to a threshold of 95%. Performance is below the SPC chart lower control limit.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
Currently the updated percentage seen within timeframe for August is 84.4% following a review of contact recording. The service is continuing to review with the BI team why once amended these records
continue to show as breaches.

Contributing factors – breakdown of breaches
Reasons for breaches include: recording errors remain in data (all families have been seen for contact), DNA x2, declined appointment, movements out, DNAx1 and parental choice to be seen out of
timeframe

•        Changes due to Simplicity impacting on recording errors. The amendments were made and initially did not show on the reporting. This maybe the significant increase from the ‘snapshot’ to the
Tableau data. To review with Bi and clinical systems
•        Increase in estates will provide increased offer of F2F contacts from September 2022
•        Capacity and parental choice does not always allow for DNA x1s to be booked in within timeframe
•        Parents do not have to engage with the health visiting service
•        The number of children moving out of the county although remain on the exceptions list impacts on data
•        Reduction in Community Nursery Nurse (CNN) capacity this month due to resignation, sickness and LTS and further resignations will continue to impact on delivery of ASQs in coming months
•        Resignation of one of the COMF project CNNs will impact on service delivery further next month

Service Improvement plan
•        Record keeping/System training delivered in July and October (Sept postponed due to BH 19/9/22) to clinical practitioners to ensure understanding of Simplicity and to reduce the number of
recording errors moving forwards
•        Face to Face appointments are prioritised for 2 year olds over 9-12 month olds for delivery of ELIM (separate speech and communication assessment).
•        COMF projects are offering developmental review and public health advice to those children born March 2020-2022 who were not bought to both 9-12 month and 2 year ASQs. School readiness
advice and guidance offered to those children/parents in 33 identified schools who may have missed out on opportunities to engage in public health through the pandemic
•        Reviewed all KPIs with nursery nurses and administrators to remind them of timeframes of mandated contacts and that DNAs to be rebooked within the child being 2.5 years of age
•         SMS sent to all parents/carers prior to appointment being sent to inform them that their child is due an appointment
•        Reminders and demonstration to all practitioners to use S1 SMS to remind parents of appointment for ASQ
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the ASQ appointments being offered at 9-12 months and 2
years
•        Public health advice to be offered to parents even if they decline appointment/ASQ aspect of offer
•        ELIM (separate speech and communication assessment) now delivered in each 2 year contact which will improve outcomes for children’s communication and school readiness

91: Percentage of infants being totally or partially breastfed at 6-8wks (breastfeeding prevalence) [Children and Young People Service]
In August 227 out of 507 children are showing as not being breastfed at their 6-8 week review. Performance was 55.2% (July was 51.5%) compared to a threshold of 58%. Performance is within SPC chart
upper and lower control limits.

92: % of mothers who are still breastfeeding at 8 weeks who were breastfeeding at 2 weeks
In August 79 out of 354 children are showing as not having continued to be breastfed as 8 weeks. Performance was 77.6% (July was 81.6%) compared to a threshold of 80%. Performance is within SPC
chart upper and lower control limits.

Additional commentary for 91 & 92
Contributing factors
•        Within the breaches, there are a number of babies that have been included that moved out of the area prior to reaching 6-8 weeks of age/into area after 6 – 8 weeks, and some babies that should
have been closed to our service/have been closed to our service but were included on the list (14 in total); therefore their feeding status has not been entered which has reduced the percentage figure to
below the target. There was also one who declined the HV Service but notes left open to open to future offers and one unable to be contacted despite best efforts of the HV.
•        The breastfeeding stats are recognised to be negatively countered by breastfeeding difficulties that start with initiation in Midwifery and affect the stats at 2 weeks when we receive the families into
our service and subsequently the stats at 6-8 weeks.
•        The Midwifery Service continue to be severely short staffed which is extensively impacting on the specialist feeding service in midwifery, tongue tie service in midwifery and Midwifery training
updates had been stopped.
•        Staff not only leaving the Trust but also those on holiday at this time of year is affecting staffing capacity, along with staff/Infant Feeding Keyworkers who have joined other projects such as Steps
Ahead in the Trust, and as a result have informed the Infant Feeding Lead they can offer less time and focus to supporting breastfeeding mums.

Service Improvement plan
•        BI to review the breaches that are coming through as these are impacting on figures being below KPI targets
•        Regular meetings commenced are continuing between Infant Feeding Lead Midwife, Infant Feeding Lead Health Visitor and Local Breastfeeding Support Groups to focus on slow weight gain; Infant
Feeding Lead Health Visitor is joining the National Infant Feeding Network Sub-Group focusing on strategy plans regarding slow weight gain theme across the UK since the Pandemic and on-going.
•        Work has commenced to begin scoping an Infant Feeding strategic plan as part of the re-commenced Gloucestershire Infant Feeding Strategic Partnership Board Meetings (GIFSP) = first initial
planning meeting booked Sept 2022.
•        Infant Feeding Keyworker Event Day was held 13th June organised by Infant Feeding Lead Health Visitor and her manager Service Lead for HV, focusing on the role and future plans, with a follow
up event being planned for Autumn 2022 now booked for 17th Oct;
•        Infant Feeding Lead Specialist Health Visitor has been presenting Locality Team Updates with a focus on slow weight, making an agreed plan to review, and using policy guidelines.
•        Midwifery continue to be invited to training updates
•        Health Visiting Training updates continue to be provided flexibly to ensure all staff have access as required.
•        Infant Feeding Lead HV continues to work with Comms to update and send out key message to families via social media (Website and Facebook) – 3 x HV promotional videos launched during
breastfeeding week (parent voice, role of infant feeding keyworker, breastfeeding & infant feeding) was well received with praise from staff.
•        Flexibility to provide new starter training, prior to their full training
•        New Infant Feeding Keyworkers have expressed an interest to support breastfeeding mums, which will replace those that stepped down to do other projects such as Steps Ahead, and locality teams
without an infant feeding keyworker will be reminded of the opportunity for a staff member to express their interest such as within Tewkesbury Team.



88: Percentage of children who received a 2-2.5-year review by 2.5 years [Children and Young People Service]
In August, 196 out of 483 children are showing as not having received a 2-2.5-year review by 2.5 years of age. Performance was 59.4% at the freeze date for August reporting (July was 65.0%) compared
to a threshold of 95%. Performance is below the SPC chart lower control limit.

The Health Visiting service have identified the cases where the patient was seen within timeframe but are showing as breaches due to recording errors as a result of the SystmOne Simplicity Project.
Currently the updated percentage seen within timeframe for August is 84.4% following a review of contact recording. The service is continuing to review with the BI team why once amended these records
continue to show as breaches.

Contributing factors – breakdown of breaches
Reasons for breaches include: recording errors remain in data (all families have been seen for contact), DNA x2, declined appointment, movements out, DNAx1 and parental choice to be seen out of
timeframe

•        Changes due to Simplicity impacting on recording errors. The amendments were made and initially did not show on the reporting. This maybe the significant increase from the ‘snapshot’ to the
Tableau data. To review with Bi and clinical systems
•        Increase in estates will provide increased offer of F2F contacts from September 2022
•        Capacity and parental choice does not always allow for DNA x1s to be booked in within timeframe
•        Parents do not have to engage with the health visiting service
•        The number of children moving out of the county although remain on the exceptions list impacts on data
•        Reduction in Community Nursery Nurse (CNN) capacity this month due to resignation, sickness and LTS and further resignations will continue to impact on delivery of ASQs in coming months
•        Resignation of one of the COMF project CNNs will impact on service delivery further next month

Service Improvement plan
•        Record keeping/System training delivered in July and October (Sept postponed due to BH 19/9/22) to clinical practitioners to ensure understanding of Simplicity and to reduce the number of
recording errors moving forwards
•        Face to Face appointments are prioritised for 2 year olds over 9-12 month olds for delivery of ELIM (separate speech and communication assessment).
•        COMF projects are offering developmental review and public health advice to those children born March 2020-2022 who were not bought to both 9-12 month and 2 year ASQs. School readiness
advice and guidance offered to those children/parents in 33 identified schools who may have missed out on opportunities to engage in public health through the pandemic
•        Reviewed all KPIs with nursery nurses and administrators to remind them of timeframes of mandated contacts and that DNAs to be rebooked within the child being 2.5 years of age
•         SMS sent to all parents/carers prior to appointment being sent to inform them that their child is due an appointment
•        Reminders and demonstration to all practitioners to use S1 SMS to remind parents of appointment for ASQ
•        Timeline has been designed and will be given to all new parents and on website to display the mandated contacts so parents are aware of the ASQ appointments being offered at 9-12 months and 2
years
•        Public health advice to be offered to parents even if they decline appointment/ASQ aspect of offer
•        ELIM (separate speech and communication assessment) now delivered in each 2 year contact which will improve outcomes for children’s communication and school readiness

91: Percentage of infants being totally or partially breastfed at 6-8wks (breastfeeding prevalence) [Children and Young People Service]
In August 227 out of 507 children are showing as not being breastfed at their 6-8 week review. Performance was 55.2% (July was 51.5%) compared to a threshold of 58%. Performance is within SPC chart
upper and lower control limits.

92: % of mothers who are still breastfeeding at 8 weeks who were breastfeeding at 2 weeks
In August 79 out of 354 children are showing as not having continued to be breastfed as 8 weeks. Performance was 77.6% (July was 81.6%) compared to a threshold of 80%. Performance is within SPC
chart upper and lower control limits.

Additional commentary for 91 & 92
Contributing factors
•        Within the breaches, there are a number of babies that have been included that moved out of the area prior to reaching 6-8 weeks of age/into area after 6 – 8 weeks, and some babies that should
have been closed to our service/have been closed to our service but were included on the list (14 in total); therefore their feeding status has not been entered which has reduced the percentage figure to
below the target. There was also one who declined the HV Service but notes left open to open to future offers and one unable to be contacted despite best efforts of the HV.
•        The breastfeeding stats are recognised to be negatively countered by breastfeeding difficulties that start with initiation in Midwifery and affect the stats at 2 weeks when we receive the families into
our service and subsequently the stats at 6-8 weeks.
•        The Midwifery Service continue to be severely short staffed which is extensively impacting on the specialist feeding service in midwifery, tongue tie service in midwifery and Midwifery training
updates had been stopped.
•        Staff not only leaving the Trust but also those on holiday at this time of year is affecting staffing capacity, along with staff/Infant Feeding Keyworkers who have joined other projects such as Steps
Ahead in the Trust, and as a result have informed the Infant Feeding Lead they can offer less time and focus to supporting breastfeeding mums.

Service Improvement plan
•        BI to review the breaches that are coming through as these are impacting on figures being below KPI targets
•        Regular meetings commenced are continuing between Infant Feeding Lead Midwife, Infant Feeding Lead Health Visitor and Local Breastfeeding Support Groups to focus on slow weight gain; Infant
Feeding Lead Health Visitor is joining the National Infant Feeding Network Sub-Group focusing on strategy plans regarding slow weight gain theme across the UK since the Pandemic and on-going.
•        Work has commenced to begin scoping an Infant Feeding strategic plan as part of the re-commenced Gloucestershire Infant Feeding Strategic Partnership Board Meetings (GIFSP) = first initial
planning meeting booked Sept 2022.
•        Infant Feeding Keyworker Event Day was held 13th June organised by Infant Feeding Lead Health Visitor and her manager Service Lead for HV, focusing on the role and future plans, with a follow
up event being planned for Autumn 2022 now booked for 17th Oct;
•        Infant Feeding Lead Specialist Health Visitor has been presenting Locality Team Updates with a focus on slow weight, making an agreed plan to review, and using policy guidelines.
•        Midwifery continue to be invited to training updates
•        Health Visiting Training updates continue to be provided flexibly to ensure all staff have access as required.
•        Infant Feeding Lead HV continues to work with Comms to update and send out key message to families via social media (Website and Facebook) – 3 x HV promotional videos launched during
breastfeeding week (parent voice, role of infant feeding keyworker, breastfeeding & infant feeding) was well received with praise from staff.
•        Flexibility to provide new starter training, prior to their full training
•        New Infant Feeding Keyworkers have expressed an interest to support breastfeeding mums, which will replace those that stepped down to do other projects such as Steps Ahead, and locality teams
without an infant feeding keyworker will be reminded of the opportunity for a staff member to express their interest such as within Tewkesbury Team.
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Performance Thresholds not being achieved in Month - Note all indicators have been in exception previously in the last twelve months.

41. Podiatry - % treated within 8 Weeks [Adult Community Services]
August compliance was 37.1% (July was 40.8%) compared to a target of 95%. 508 out of 808 patients seen in August were seen outside the 8-week target timeframe of referral to first contact. This is
below SPC chart lower control limits.
The Podiatry service continues to fail to meet its 8-week Referral to treatment (RTT) performance following recommencement of data in March 22.  The service is still recovering from the impact of
redeployment earlier this year, where waiting lists grew as clinical colleagues were deployed to other services. The waiting list is currently 2,222 (29/08/2022) compared to last year 1,612 (30/08/2021). It
has been increasingly difficult to catch-up with this backlog due to the service carrying significant vacancy – current rate of 20%.
Of the 6 roles recently advertised, 2 B6 roles (one of which is a current B5) have been offered, a 0.5 of a B5 role has also been offered, and successfully recruited to an administration post. Due to a low
number of applications, the B7 has now been re-advertised, along with the 2.5 outstanding B5 roles.
A Service Improvement plan is in place, which was expected to impact 8-week RTT around October 2022, however, this is likely to be delayed further due to being reliant on capacity and successful
recruitment. Risk ID 170 Score = 9

42. MSKAPS - % treated within 8 Weeks [Adult Community Services]
August performance is currently showing as 42.3% (July was 40.1 %) compared to a threshold of 95%. 237out of 411 patients seen in August were seen outside the 8-week target timeframe of referral to
first contact. This is below SPC chart lower control limit.

Improvement Plan:
•        Job planning & standardised ledgers.
•        Engaging with team to refine job plans – adjusted SPC (Specialist Professional Activity) time and clinical admin to Increase capacity.
•        New Development role in the team – Osteopath signed off stage 1
•        Polling ledgers 8 weeks in advance (was 4) with contingency built in for some absence.
•        Returning to face to face first appts to reduce duplication (remote follow up model).
•        GPwSI (GP with Special Interest), previously linked to the service, offered bank hours and additional clinics to start Mid July- This continues
•        Offering team overtime/additional clinics/extra hours
•        Successful recruitment to new post Start Date December with an additional advert out.
•        Working up lower limb competencies for Podiatrist in the team
•        Looking at wider MSK opportunities, Integration with Core and FCP (First Contact Practitioner) Colleagues.

A Service Improvement plan is in place.

43. MSK Physiotherapy - % treated within 8 Weeks [Adult Community Services]
August performance is currently showing as 48.3% (July was 47.0%) compared to a threshold of 95%. 806 out of 1,562 patients were seen outside the 8-week target timeframe of referral to first contact.
This is below SPC chart lower control limit.

Further refining and data cleansing continues in relation to the new SystmOne Simplicity changes and the patient tracker List.

Work is underway to develop a recovery trajectory which is linked to:
•        Recruitment, which continues to be a challenge that we are mitigating with an active cycle of advertising and over recruiting for key posts.
•        Review and standardisation of admin processes.

A Service Improvement Plan is in place and is on the Performance Governance Tracker. Service Risk ID171/174. Score = both 9.

44. ICT Physiotherapy - % treated within 8 Weeks [Adult Community Services]
August performance was 61.5% (July was 50.8%) compared to a threshold of 95%. In August, 93 out of 242 patients were seen outside the 8-week target of timeframe of referral to first contact. This is
below SPC chart lower control limit.

The service went live on 28th June with changes to recording treatment contacts in line with the SystmOne Simplicity project. Business Intelligence and the Clinical Systems teams will continue to work
with the service to ensure data is captured correctly in line with these changes and validated to ensure accurate reporting. As a result of the changes the service is currently unable to view the first contact
activity by therapists that takes place within the MDT referral centres. This is an important part of the true picture of the patient experience in regard to this KPI. BI and clinical systems teams continue to
work on this.
SystmOne waiting list shows a total 617 whilst the Patient Tracking List shows 655 (05/09/22) waiting, reflecting not only demand but also the pressure of recruitment challenges and the focus on
supporting the Home First Reablement pathway, an area of activity not yet full recording on SystmOne. This is about to change with the move to SystmOne of the GCC (Gloucestershire County Council)
employed colleagues working in Home First and Reablement. 89% of all those waiting have been waiting for less than 18 weeks.
Business Intelligence continues to work with the service to ensure data is captured correctly in line with agreed SystmOne Simplicity process, and to restore the provision of data analytics to pre
simplification levels.
This service has a Service Improvement Plan in place and is on the Performance Governance Tracker. Service Risk ID170. Score = 9.

Commentary continues on next page...
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Performance Thresholds not being achieved in Month - Note all indicators have been in exception previously in the last twelve months.

41. Podiatry - % treated within 8 Weeks [Adult Community Services]
August compliance was 37.1% (July was 40.8%) compared to a target of 95%. 508 out of 808 patients seen in August were seen outside the 8-week target timeframe of referral to first contact. This is
below SPC chart lower control limits.
The Podiatry service continues to fail to meet its 8-week Referral to treatment (RTT) performance following recommencement of data in March 22.  The service is still recovering from the impact of
redeployment earlier this year, where waiting lists grew as clinical colleagues were deployed to other services. The waiting list is currently 2,222 (29/08/2022) compared to last year 1,612 (30/08/2021). It
has been increasingly difficult to catch-up with this backlog due to the service carrying significant vacancy – current rate of 20%.
Of the 6 roles recently advertised, 2 B6 roles (one of which is a current B5) have been offered, a 0.5 of a B5 role has also been offered, and successfully recruited to an administration post. Due to a low
number of applications, the B7 has now been re-advertised, along with the 2.5 outstanding B5 roles.
A Service Improvement plan is in place, which was expected to impact 8-week RTT around October 2022, however, this is likely to be delayed further due to being reliant on capacity and successful
recruitment. Risk ID 170 Score = 9

42. MSKAPS - % treated within 8 Weeks [Adult Community Services]
August performance is currently showing as 42.3% (July was 40.1 %) compared to a threshold of 95%. 237out of 411 patients seen in August were seen outside the 8-week target timeframe of referral to
first contact. This is below SPC chart lower control limit.

Improvement Plan:
•        Job planning & standardised ledgers.
•        Engaging with team to refine job plans – adjusted SPC (Specialist Professional Activity) time and clinical admin to Increase capacity.
•        New Development role in the team – Osteopath signed off stage 1
•        Polling ledgers 8 weeks in advance (was 4) with contingency built in for some absence.
•        Returning to face to face first appts to reduce duplication (remote follow up model).
•        GPwSI (GP with Special Interest), previously linked to the service, offered bank hours and additional clinics to start Mid July- This continues
•        Offering team overtime/additional clinics/extra hours
•        Successful recruitment to new post Start Date December with an additional advert out.
•        Working up lower limb competencies for Podiatrist in the team
•        Looking at wider MSK opportunities, Integration with Core and FCP (First Contact Practitioner) Colleagues.

A Service Improvement plan is in place.

43. MSK Physiotherapy - % treated within 8 Weeks [Adult Community Services]
August performance is currently showing as 48.3% (July was 47.0%) compared to a threshold of 95%. 806 out of 1,562 patients were seen outside the 8-week target timeframe of referral to first contact.
This is below SPC chart lower control limit.

Further refining and data cleansing continues in relation to the new SystmOne Simplicity changes and the patient tracker List.

Work is underway to develop a recovery trajectory which is linked to:
•        Recruitment, which continues to be a challenge that we are mitigating with an active cycle of advertising and over recruiting for key posts.
•        Review and standardisation of admin processes.

A Service Improvement Plan is in place and is on the Performance Governance Tracker. Service Risk ID171/174. Score = both 9.

44. ICT Physiotherapy - % treated within 8 Weeks [Adult Community Services]
August performance was 61.5% (July was 50.8%) compared to a threshold of 95%. In August, 93 out of 242 patients were seen outside the 8-week target of timeframe of referral to first contact. This is
below SPC chart lower control limit.

The service went live on 28th June with changes to recording treatment contacts in line with the SystmOne Simplicity project. Business Intelligence and the Clinical Systems teams will continue to work
with the service to ensure data is captured correctly in line with these changes and validated to ensure accurate reporting. As a result of the changes the service is currently unable to view the first contact
activity by therapists that takes place within the MDT referral centres. This is an important part of the true picture of the patient experience in regard to this KPI. BI and clinical systems teams continue to
work on this.
SystmOne waiting list shows a total 617 whilst the Patient Tracking List shows 655 (05/09/22) waiting, reflecting not only demand but also the pressure of recruitment challenges and the focus on
supporting the Home First Reablement pathway, an area of activity not yet full recording on SystmOne. This is about to change with the move to SystmOne of the GCC (Gloucestershire County Council)
employed colleagues working in Home First and Reablement. 89% of all those waiting have been waiting for less than 18 weeks.
Business Intelligence continues to work with the service to ensure data is captured correctly in line with agreed SystmOne Simplicity process, and to restore the provision of data analytics to pre
simplification levels.
This service has a Service Improvement Plan in place and is on the Performance Governance Tracker. Service Risk ID170. Score = 9.

Commentary continues on next page...



52. Paediatric Speech & Language Therapy - % treated within 8 weeks
August performance was 36.8% (July was 41.5%) compared to a threshold of 95%. 178 out of 282 patients seen in July were seen outside the 8-week target timeframe of referral to first contact. This is
below SPC chart lower control limit.

Non-compliant records were reviewed by the Head of Service who recognised that at least 47 cases were not genuine exceptions. And these cases are in the process of being amended on SystmOne.

Contributing factors
The service continues to be challenged by vacancy in key clinical roles and sickness absence, including long-term sickness arrangements. The sickness rate was 2.1%. There has been reduced access to
children who need to be seen within a school setting due to Summer holidays. This summer, virtual school appointments were offered, which allowed the service to continue some support to school aged
children.

In August, the vacancy rate was 13.9%. There is also 1.2 WTE Band 5, 0.8 Band 6, 0.6 Band 7 to be recruited to and 0.8 WTE Band 6 maternity leave. New staff recruited in July have not yet been able to
start in post (1.0WTE band 5 and 1WTE band 6), due to delays in recruitment process and lengthy notice periods in other trusts.

Estates access and availability remains a particular challenge. There has been loss of non-NHS estates and an increase in therapists needing access to clinic space for resumption of face-to-face activity
following the pandemic. In order to resume group interventions to reduce the waiting times, estates are needed that can support this. Digital poverty in parts of the county means some families would not
have the choice of a virtual appointment being offered sooner.

The SystmOne Simplicity work continues to be challenging because cleansing activities and quality checks further reduces capacity of the clinicians. The service Patient Tracking List (PTL) still needs to
be reviewed and cleansed to an acceptable state and until this occurs historic breaches will continue to appear incorrectly. This task cannot be handed over to non clinical staff due to the need for some
judgement as to what constitutes clinical relevance. Due to this the service is currently unable to make robust intelligence-led decisions, or have confidence that its performance data accurately reflects
operational reality.

Impact
The majority of exceptions were seen within 18 weeks which is in line with National Guidance. Out of 131 true exceptions, three were seen over 18 weeks from referral. Two were seen at 19 and 20 weeks
having not attended an earlier appointment that was booked. One was seen at 25 weeks, the patient’s mother was called one month after referral, spoke to a therapist known to the patient, agreed a face
to face appointment was needed and so the child was transferred to different therapist, mother made aware there would be a wait to have a local appointment.

Currently 436 children are waiting for episodes of care in community clinic following initial appointment with waiting times of approximately 9 months. Although there is a slight increase in numbers waiting,
the wait time remains static and should reduce by approximately 70 - 80 when children are allocated in September. In the school age language service, children receive their episode of care on entry to the
service and are then discharged or placed on self-initiated reviews. 110 children are waiting for support from mainstream therapists which is a reduction.

A ‘Clinical Risk’ matrix continues to be used to prioritise referrals and to monitor changing needs. The mainstream school advice line has been adapted to provide advice sooner for our school aged
children. There are also plans to bring in early advice/triage calls for our children and young people who stammer. There are no formal complaints regarding waiting times. Risk 178 – score 9

In this quarter the target date has been extended to November 2022. This is because the Head of Service post is still vacant and the SystmOne Simplicity Project continues to impact on clinical capacity

Improvement plans
•        This is a ‘red’ RAG rated service. The service has an Improvement Plan in place, which was last reviewed and updated end of Q1 22.
•        1.0 Band 5 WTE recruited to start August 22 – delayed to September 22
•        0.6 WTE Band 6 recruited - due to start August 1st
•        1.0 WTE Band 6 recruited – due to start October
•        Head of Service recruited – due to start 1.8.22
•        The service continues to offer additional hours as an interim support measure
•        Recently new estates were secured for the Cheltenham locality. Work is underway to make these spaces operational. Further estates is still required and there is ongoing work between the CYPS
Directorate and Estates Team to find solutions.

Commentary continues on next page...



54. Paediatric Occupational Therapy - % treated within 8 weeks
August performance was 15.2% (July was 13.5%) compared to a threshold of 95%. 50 out of 59 patients seen in August were seen outside the 8-week target timeframe of referral to first contact. This is
below SPC chart lower control limit.

Contributing factors
This service remains a Red RAG rated service. It has had an ongoing and high turnover over the past 6 months, which has not been experienced in the service previously. There has been successful
recruitment into the majority of vacant positions, but new staff have different skills and experience and require enhanced support to settle into their roles and the organisation.
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•        A Band 7 Operational Team Lead starts in mid-September. This will provide some designated operational leadership to the service, as well as releasing capacity for clinical band 7 work. Some Band
7 clinical hours have also been recruited to and further vacancies will be advertised the first week of September.
•        There has been successful recruitment into all of the Band 5 and Band 6 vacant roles. Candidates are still in the pipeline, and are expected to join the service over the next few months. As an interim
measure, the service continues to fund Staff Bank to manage targeted caseloads and work streams.
•        Band 5 Technician vacancy is being advertised in September.
•        The CYPS Performance and Development Lead is working with BI to produce Business Information reports that will inform demand and capacity modelling so that a CYPS OT improvement
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•        The CYPS Performance and Development Lead is delivering bespoke training to the team to ensure they are confident, informed and competent with the new recording methodologies as part of
SystmOne Simplicity. This will help ensure data quality moving forwards.
•        A new triage rota has been established within the Band 7 line; providing highly specialist clinical screening and risk assessment for all new referrals. This has released Band 6 capacity to manage
duty calls.
•        There are plans in place to develop robust processes to maintain oversight of risk and clinical need of all children and young people waiting for intervention.
•        The service is starting to enhance its universal offer and resources to improve system flow, as well as increasing capacity in the targeted and specialist pathways.

55. MSKAPS Service - % of referrals referred on to secondary care
August performance was 85.2% (July was 82.5%) compared to a threshold of 30%. This is above SPC chart upper control limit.

The current KPI methodology is picking up additional read codes for ‘referred to’ secondary care groups than previously. It is anticipated that the issue has increased the numerator figure. The
methodology for the KPI and the criteria for which secondary care services to count, are under review with BI team and the MSKAPS service Lead to validate the position.

59. Stroke ESD - Proportion of patients discharged within 6 weeks
The proportion of patients discharged within 6 weeks was 61.2% in August against a 95% threshold. Performance is below SPC control limits.
 The total number of patients discharged was 31, 12 of which were discharged 6 after their first clinically relevant contact.
The service has identified that the 12 patients had a continued need for specialist stroke therapy, so discharge was delayed. 9 patients were discharged within 8 weeks, 2 within 9 weeks and 1 patient
within 12 weeks of commencing treatment.
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Performance Thresholds not being achieved in Month - Note all indicators have been in exception previously in the last twelve months.

79: Sickness absence average % rolling rate - 12 months
Sickness absence rate in August 2022 was 4.4% compared to 6.5% in July 2022 against a threshold of 4%. The figure indicates in-month sickness absence, excluding Bank Staff. This is within SPC
chart upper and lower control limits however it is presented in exception because August 2022 performance of 4.4% does not yet include data from the e-rostering system (Allocate) because it is not
available at the time of reporting.

However, as a comparison; data (incorporating Allocate) from July 2022 compared with June 2022 suggests:

- Operations Directorate sickness absence was 7.1% in July.
The sub-directorates within Operations where sickness absence has decreased in July are Adult Community Services PH (6.3% to 6.2%), CYPS (5.8% to 5.3%).
The sub-directorates where sickness absence has increased in July are Adult Community MH & LD (6.5% to 7.2%), Hospitals (7.0% to 8.4%), Urgent Care & Speciality Services (5.1% to 7.1%),
Operational Management (6.4% to 7.4%)
- Nursing, Therapy & Quality Directorate sickness absence was 4.4% in July.
Within the Quality Assurance sub directorate, sickness absence was 9.3% in July, a decrease from 9.7% in June, however it should be noted that this is a small sub directorate with a headcount of less
than 10.
NTQ Management sub directorate also sits above 4% sickness absence at 5.1% in July (5.8% in June).
- Finance Directorate sickness absence in June was 4.9%.
Estates and Facilities sub-directorate sickness absence decreased very slightly from 6.9% in June to 6.8% in July. Estates & Facilities has the highest sickness absence rate within the Finance
directorate during this period.

*This narrative reflects the sickness absence information on Tableau on 07/09/2022.

WF2. Turnover (12 month rolling) [Workforce]
Turnover (LTR) was 14.97% in August (for the 12 months 1 September 2021 – 31 August 2022) compared to a provisional threshold of 14%. There are 183 teams out of the 471 (38.8%) across the
Trust which have had a turnover level over 14% over the last 12 months.

Lydney Hospital facilities team had the highest turnover average of 48.99% followed by Estates Operations at 43.62%, Cirencester Hospital – OPD at 43.09% and the Information Technology team at
43.53%. Some teams have low workforce numbers or are actively restructuring so these teams may expect a higher turnover.

At a staff group level, Estates and Ancillary was highest at 23.29% with Additional clinical service and Administrative and Clerical groups at 16.49% and 16.36% respectively.

Breaking the data down by age groups, there appears to be higher turnover for younger and older staff. Under 20s have the highest Turnover at 50% followed by those in the 66-70 age band at 34%.

Further work is being undertaken by our Workforce team and will be discussed within BIMG to further decide upon an appropriate way to present a Trust Turnover position and highlight areas of concern
at an appropriate level within the hierarchy.

WF3. Cumulative Leave [Workforce]
At the end of August, percentage of annual leave recorded as taken across the Trust was positively at 40% compared to the August threshold of 42%. However, the Trust's Contracts and Planning team
have the lowest percentage leave taken at 24% followed by Medical at 31%, Adult community PH Management & Admin at 33%, Temporary Staffing at 36% and Urgent Care & Specialist services MH at
37%.

WF5. Vacancy [Workforce]
Overall vacancy rate across the Trust was high at 12.1% in August, compared to a provisional threshold of 8%, no change from July.

The MH Contact Centre has a vacancy percentage rate of 49% (10.66 wte), CAMHS Outreach 48% (7.05 wte), Eating Disorder Community service at 46% (19.08 wte) followed by Children’s complex
Care at 45% (7.08 wte).

Looking at occupational groups, Psychiatry (MH Nurses) have the highest vacancy rate of 20%, followed by Health Care support workers (HCSW) at 18% and Registered Chiropody/ Podiatry and
Speech & Language Therapy at 17%. Work continues being undertaken by our Workforce and Finance teams and will be discussed at BIMG to further evaluate an appropriate way to present a Trust
Vacancy position and highlight areas of concern at an appropriate level within the Trust hierarchy.
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Non-Exception highlights

o        Urgent Care Response – Referral to Treatment
Although not currently a contractual KPI; the crisis response within 2hours performance position is presented below. The indicator is compliant against a National expectation of 70%. Alongside a similar
2 day response indicator (also compliant at 100%, although not yet Nationally counted), this 2 hour indicator will be introduced formally into the dashboard as a Strategic indicator later in the year.

o        3.12:  IAPT access rate: Access to psychological therapies for adults should be improved [Community MH Services]
In August,  the service achieved  98.1% of its expected performance threshold. This is the first time the service has been performing above 95% since Nov 2021. This equates to 1144 people (20% of
prevalent population) accessing the service against a target of 20.36% (1165). Performance for August is within SPC (Statistical Process Control) limits.

The improvement in access compared to July (88.3%) is directly as a result of an increase in the number of referrals (18.7% up on the number in July).  This is due to targeted marketing campaigns
during August which included advertising in a publication which is delivered to every house in Gloucestershire, advertising on football season tickets and an attendance at a Mindfulness event at
Gloucestershire Cathedral. The increase is seen as a significant achievement as August is generally recognised as a low referral month due to the summer holiday season.

The service received 35% (511) of their referrals in the last 7 days of the month, consequently many of these did not convert to access during August and clients will have their first appointment in
September.

Following a significantly high attrition in Q3 of 2021/22 for PWP staff, the service has a recruitment plan in place and have advised that this is on track. There is a Service Improvement Plan for this
indicator.

o        Note on Waiting times for IAPT
Since the beginning of August, the service has sent 209 patients to Xyla, a private provider who, working in partnership with GHC will be delivering step 2 and step 3 guided self-help. As this
arrangement and the service’s recruitment plan take effect,  a reduction can be seen in the waiting list number. At the beginning of August there were 473 waiting for step 2, this has reduced to 366 at
the beginning of September (a reduction of 22.6%). The average waiting time has also reduced from 5 weeks to 3 weeks and the service anticipates that by the end of September  no patient will wait
longer than 2 weeks for step 2 guided self-help therapy.

o        3.49: Perinatal: Routine referral to assessment within 2 weeks [Community MH Services]
August performance is reported at 48.7% against a 50% performance threshold and is within SPC (Statistical Process Control) limits. There were 21 non-compliant cases reported in August. Of these 13
were seen within 3 weeks, 4 within 4 weeks and the remaining 4 within 5 weeks. The service continues to have workforce challenges and in August had a 35.3% (10.8 WTE) vacancy rate however, the
reason this indicator is noted is that the service have successfully recruited 11 new members of staff across different roles, including support staff and are waiting for them to take up their posts.

o        40. Adult Speech and Language Therapy - % treated within 8 Weeks [Adult Community Services]
Although still under threshold, August compliance has improved significantly to 90.2% (July was 82.5%). For context it was under 50% between Aug-Nov 2021. Only 30 out of 308 patients seen in
August were outside the 8-week target timeframe of referral to treatment. Performance is within SPC chart control limits.

Capacity continues to be challenging due to workforce issues and a high vacancy rate. A new band 5 staff member is commencing on 26th September, however will initially be working as a band 4 until
they receive their HCPC registration. There is no bank availability, with ongoing use of agency staff to help cover vacancies.

The service continues to actively triage referrals, so any urgent referrals are seen within 2 weeks. The majority of dysphagia referrals continue to be seen within 8 weeks. An additional locum has
significantly reduced the wait for communication input, with the majority of these referrals now also being seen within 8 weeks. Long waits remain for voice input, however once settled into post the new
band 5 will help to target this area.

78: % of Staff with completed Personal Development Reviews (Appraisal) - [Workforce]
Performance in August was 75.1% compared to a threshold of 90%. Performance is within SPC chart upper and lower control limits. The appraisal performance figure includes Bank Staff.

Excluding Bank staff, the Trust compliance figure is now 82% (with exclusions applied). This is an improvement of 2% from the previous position which had remined static for some time. This
improvement is as a direct result of ongoing focus on correct Appraisal recording on ESR. Work is ongoing to reach the Trust’s 90% target.

Work to support the delivery of the Trust’s 90% target is ongoing, with more target reminders to areas with the lowest completion levels. Feedback continues to suggest appraisal are taking place, but
that managers are struggling to successfully report their appraisals on ESR.

Of the 7 Directorate areas, Finance, is currently the top performing Directorate with an improved position at 85%, closely followed by HR at 84% and Operations at 83%. The Executive Directorate has
increased 1% to 68% and the Medical Directorate has increased its position by 3% to also reach 68%.  The Strategy and Partnerships Directorate has increased from 54% to 61% whilst the Nursing,
Therapies and Quality Directorate is once again the lowest performing Directorate at 60%.
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PRESENTED BY:  Sandra Betney, Director of Finance and Deputy CEO 

AUTHOR:  Stephen Andrews, Deputy Director of Finance 

SUBJECT: FINANCE REPORT FOR PERIOD ENDING 31st August 2022 

If this report cannot be discussed at a 
public Board meeting, please explain why. 

 
 

 

 

 

 

 

Risks associated with meeting the Trust’s values 

Risks included within the paper. 

 

 

 

This report is provided for: 
Decision  Endorsement  Assurance  Information  

The purpose of this report is to 
 
Provide an update of the financial position of the Trust. 
 

Recommendations and decisions required 
 

The Board is asked to Note the month 5 financial position. 
 

Executive summary 
 
• A revised system plan submitted on 20th June showed a break even position for 

both the system and the Trust. 
• The Trust’s position at month 5 is a surplus of £0.086m  
• The Trust is forecasting a year end position of break even. 
• The cash balance at month 5 is £57.1m 
• Capital expenditure is £3.967m at month 5 
• The Trust has spent £0.805m on covid related revenue costs for Apr-Aug. 
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Corporate considerations 
Quality Implications  
Resource Implications  
Equality Implications  

 

Where has this issue been discussed before? 
 
Regular finance reports to Trust Board and Resources Committee 

 

Appendices: AI-11.1/0922 – Finance Report – Month 5 

 

Report authorised by:  
Sandra Betney 

Title:   
Director of Finance / Deputy CEO 

 



Finance Report 
Month 5

AGENDA ITEM: 11.1/0922



Overview 
• The Trust submitted a revised breakeven plan on 20th June.
• At month 5 the Trust has a surplus of £0.086m, and a forecast of break even in line with the revised plan
• The Trust has recorded Covid related expenditure of £0.805m up to August
• 22/23 Capital plan is £17.665m and spend to month 5 is £3.967m against the plan of £1.355m
• Cash at the end of month 5 is £57.13m
• Cost improvement programme has delivered £4.514m of recurring savings against the target of £5.512m
• Non Recurrent target is £1.15m and £0.421m has been delivered
• In addition to Trust savings we have made a £160k system saving on covid
• The Trust spent £3.786m on agency staff to month 5, and against a 30% reduction on last year this would 

leave the Trust £1.528m over year to date 
• The Trust spent £4.851m on bank staff to month 5, and had an £9.2m under spend on substantive posts
• Better Payment Policy shows 93.8% of invoices by value paid within 30 days, the national target is 95%



GHC Income and Expenditure

• Variance on Operating income from patient care activities due to developments not started 
and reduced out of envelope covid income

• Future years forecasts based on recurrent with inflation, savings assumptions applied. Non 
recurrent income and costs are excluded. 

• 2023/24 forecast based on target position and assumes delivery of £1m savings deferred 
from 22/23

Statement of comprehensive income £000 2022/23 2022/23 2022/23 2022/23 2022/23 2023/24 2024/25 2025/26 2026/27

Revised 
Plan YTD Plan YTD Actuals Variance Full Year 

Forecast
Forecast  

£000s
Forecast  

£000s
Forecast  

£000s
Forecast  

£000s

Operating income from patient care activities 240,492 100,205 98,998 (1,207) 237,820 242,333 245,977 249,684 253,453
Other operating income  ** 14,779 6,158 8,163 2,005 17,480 13,746 13,835 13,916 13,962
Employee expenses (193,590) (80,663) (79,086) 1,577 (189,254) (190,110) (192,772) (195,469) (198,239)

Operating expenses excluding employee expenses (58,985) (24,577) (26,925) (2,348) (63,357) (63,464) (64,428) (65,422) (66,407)

PDC dividends payable/refundable (2,590) (1,079) (1,250) (171) (3,000) (2,690) (2,790) (2,890) (2,990)
   Finance Income 0 0 215 215 422 400 400 400 400
   Finance expenses (261) (109) (64) 45 (195) (180) (180) (180) (180)
Surplus/(deficit) before impairments & transfers (156) (65) 51 116 (84) 35 42 39 0

Remove capital donations/grants I&E impact 156 65 35 (30) 84 150 145 140 140
Surplus/(deficit) (0) 0 86 86 0 185 187 179 140

Adjust (gains)/losses on transfers by 
absorption/impairments 0 0 0 0 0

Remove net impact of consumables donated from 
other DHSC bodies 0 0

Revised Surplus/(deficit) (0) 0 86 86 0 185 187 179 140



GHC Balance Sheet

2021/22 2022/23 2023/24 2024/25 2025/26 2026/27

Actual Revised Plan YTD Plan YTD Actual Variance
Full Year 
Forecast

Forecast  
£000s

Forecast  
£000s

Forecast  
£000s

Forecast  
£000s

Non-current assets Intangible assets 958 958 958 923 (35) 777 890 890 890 890
Property, plant and equipment: other 123,127 132,826 120,411 123,234 2,823 132,346 142,812 141,488 138,811 137,884
Right of use assets* 0 25,742 17,576 17,571 (5) 24,815 22,460 20,238 18,016 15,794
Receivables 542 518 532 534 2 534 512 488 464 440
Total non-current assets 124,626 160,044 139,477 142,262 2,785 158,472 166,674 163,104 158,181 155,008

Current assets Inventories 494 194 394 494 100 494 494 494 494 494
NHS receivables 4,311 4,111 4,251 5,783 1,532 4,283 4,316 4,266 4,236 4,206
Non-NHS receivables 6,561 6,561 6,561 3,413 (3,148) 6,413 5,736 5,636 5,586 5,536
Cash and cash equivalents: 58,896 42,539 55,697 57,132 1,435 43,277 37,100 40,872 45,924 49,192
Property held for sale 0 0 0 0 0 0 0 0 0 
Total current assets 70,262 53,405 66,903 66,822 (81) 54,467 47,646 51,268 56,240 59,428

Current liabilities Trade and other payables: capital (7,482) (7,483) (4,483) (2,099) 2,384 (7,099) (7,867) (7,867) (7,867) (7,867)
Trade and other payables: non-capital (28,768) (25,848) (27,380) (30,507) (3,127) (24,244) (25,915) (25,915) (25,915) (25,915)
Borrowings* (109) (1,986) (1,986) (1,669) 317 (1,986) (1,986) (1,986) (1,986) (1,986)
Provisions (4,246) (2,646) (3,496) (4,856) (1,360) (3,856) (3,056) (3,056) (3,056) (3,056)
Other liabilities: deferred income including contract 
liabilities (2,409) (909) (2,984) (3,309) (325) (2,309) (2,542) (2,542) (2,542) (2,542)
Total current liabilities (43,014) (38,872) (40,329) (42,440) (2,111) (39,494) (41,366) (41,366) (41,366) (41,366)

Non-current liabilities Borrowings (1,254) (22,639) (15,022) (15,338) (316) (22,241) (22,100) (21,965) (21,835) (21,710)
Provisions (2,548) (2,548) (2,548) (2,548) 0 (2,548) (2,548) (2,548) (2,548) (2,548)
Total net assets employed 148,072 149,390 148,481 148,758 277 148,656 148,306 148,493 148,672 148,812

Taxpayers Equity Public dividend capital 128,280 129,502 128,280 128,280 0 128,329 128,327 128,327 128,327 128,327
Revaluation reserve 11,188 11,188 11,188 11,188 0 11,188 11,190 11,190 11,190 11,190
Other reserves (1,241) (1,241) (1,241) (1,241) 0 (1,241) (1,241) (1,241) (1,241) (1,241)
Income and expenditure reserve* 9,845 9,941 10,254 10,531 277 10,380 10,030 10,217 10,396 10,536
Total taxpayers' and others' equity 148,072 149,390 148,481 148,758 277 148,656 148,306 148,493 148,672 148,812

STATEMENT OF FINANCIAL POSITION (all figures £000) 2022/23 



Cash Flow Summary 

2023/24 2024/25 2025/26 2026/27
Forecast  

£000s
Forecast  

£000s
Forecast  

£000s
Forecast  

£000s
Cash and cash equivalents at start of period 52,333 58,896 58,896 43,277 35,770 39,542 44,594 

Cash flows from operating activities
Operating surplus/(deficit) 6,326 1,150 2,550 2,655 2,757 2,849 2,910 
   Add back:  Depreciation on donated assets 95 30 100 0 0 0 0 
Adjusted Operating surplus/(deficit) per I&E 6,421 1,180 2,650 2,655 2,757 2,849 2,910 
   Add back:  Depreciation on owned assets 7,101 3,359 8,899 8,572 8,772 8,972 9,222 
   Add back:  Impairment 80 0 0 0 0 0 
   (Increase)/Decrease in inventories 224 0 0 0 0 0 
   (Increase)/Decrease in trade & other receivables 553 1,684 176 574 174 104 104 
   Increase/(Decrease) in provisions 1,845 610 (390) (500) 0 0 0 
   Increase/(Decrease) in trade and other payables 4,988 250 (4,548) 0 0 0 0 
   Increase/(Decrease) in other liabilities 136 900 (100) 0 0 0 0 
Net cash generated from / (used in) operations 21,349 7,983 0 6,687 11,301 11,703 11,925 12,236 

Cash flows from investing activities
   Interest received 45 215 461 400 400 400 400 
   Purchase of property, plant and equipment (14,340) (9,351) (18,633) (17,546) (12,680) (6,073) (6,073)
   Sale of Property 0 0 0 1,349 7,454 2,000 0 
Net cash generated used in investing activities (14,295) (9,136) 0 (18,172) (15,797) (4,826) (3,673) (5,673)

Cash flows from financing activities
   PDC Dividend Received 1,702 0 49 0 0 0 0 
   PDC Dividend (Paid) (2,070) 0 (2,717) (2,690) (2,790) (2,890) (2,990)
   Finance Lease Rental Payments (108) (548) (1,315) (180) (180) (180) (180)
   Finance Lease Rental Interest (15) (63) (151) (141) (135) (130) (125)

(491) (611) 0 (4,134) (3,011) (3,105) (3,200) (3,295)

Cash and cash equivalents at end of period 58,896 57,132 0 43,277 35,770 39,542 44,594 47,862 

Statement of Cash Flow £000 YTD ACTUAL FULL YEAR FORECAST YEAR END 21/22



Covid 
• The Trust has spent £805k up to August 2022
• Out of envelope NHSE income has all been accrued at £211k as per expenditure (excluding testing 

charged to GHFT)
• Forecasts for Covid Response Management has been reduced following review
• Virus testing has ceased at the end of July
• It is expected the Local Vaccination Services will be used to deliver an Autumn booster programme 

and it is assumed this will be centrally funded

Stock Management 281,900 117,458 119,766 287,439 0 119,766 287,439
Covid Response Management 116,039 48,350 46,033 65,033 0 46,033 65,033
Covid Secure 59,844 24,935 11,382 11,382 0 11,382 11,382
High Touch Point Cleaning 43,010 17,921 1,492 1,492 0 1,492 1,492
Staverton Lease 33,311 13,880 13,880 33,311 0 13,880 33,311
Additional shifts & backfill for higher sickness absenc 150,000 150,000 123,714 123,714 0 123,714 123,714
Decontamination 67,808 28,253 14,252 14,252 0 14,252 14,252

TOTAL IN ENVELOPE 751,912 400,797 330,519 536,623 0 330,519 536,623

COVID-19 virus testing (NHS laboratories) 533,000 222,083 173,521 180,000 (173,521) 0 0
Vaccine Program - Local Vaccination Service 415,865 173,277 135,583 213,968 (135,583) 0 0
Vaccine Program - Recruitment&Retention/Reservis  0 0 264,181 264,181 0 0 0
Vaccine Program - Lead Employer 0 0 395 1,000 (395) 0 0
Vaccine Program - 12-15s 484,642 201,934 74,788 74,788 (74,788) 0 0

TOTAL OUT OF ENVELOPE 1,433,507 597,295 648,468 733,937 (384,287) 0 0

Testing undertaken on behalf of GH FT 0 0 -173,521 -180,000 173,521 0 0

NHSE Net Expenditure over Income 2,185,419 998,091 805,467 1,090,560 -210,767 330,519 536,623

YTD Net (£) Full Year Net 
Forecast (£)For periods up to and including 31/08/22

Original 
Expenditure 

Plan 22/23 (£)

YTD 
Expenditure 

Plan 22/23 (£)

Actual ytd 
Expenditure (£)

Forecast 
Expenditure (£)

Actual ytd 
Income (£)



Capital – Five year Plan

Forest of Dean costs greater than plan as materials bought in advance to reduce inflation risk.
-11k IT Infrastructure is a  VAT reclaim.

Capital 5 year Plan  Plan  Plan ytd
Actuals 
to date

Forecast 
Outturn

Plan Plan Plan Plan

£000s 2022/23 2022/23 2022/23 2022/23 2023/24 2024/25 2025/26 2026/27 Total
Land and Buildings
Buildings 1,508 165 1,125 1,508 2,400 1,000 1,000 1,000 6,908 
Backlog Maintenance 1,020 100 30 1,020 1,045 1,250 1,393 1,393 6,101 
Buildings - Finance Leases 0 0 1,500 0 0 1,500 
Net Zero Carbon 0 500 500 500 500 2,000 
LD Assessment & Treatment Unit 0 2,000 0 0 2,000 
Cirencester Scheme 0 5,000 0 0 5,000 

Medical Equipment 600 30 127 600 500 1,030 1,030 1,030 4,190 

IT
IT Device and software upgrade 0 0 0 0 600 600 600 600 2,400 
IT Infrastructure 1,036 60 (11) 1,036 1,300 1,300 1,300 1,300 6,236 
Clinical Systems 0 0 0 0 350 500 250 250 1,350 

Sub Total 4,164 355 1,271 4,164 8,695 12,680 6,073 6,073 37,685 

Forest of Dean 13,452 1,000 2,696 13,452 8,851 0 0 0 22,303 
National Digital Programme
Cyber Security 49 0 0 49 0 0 0 0 0 
Total of Original Programme 17,665 1,355 3,967 17,665 17,546 12,680 6,073 6,073 59,988 
Disposals 0 0 0 0 (1,349) (2,454) (2,000) 0 (5,803)
Donation - Cirencester Scheme 0 0 0 0 0 (5,000) 0 0 (5,000)
Net CDEL 17,665 1,355 3,967 17,665 16,197 5,226 4,073 6,073 49,185 
Anticipated CDEL 17,116 17,116 11,116 11,116 11,116 11,116 61,580 
Brokerage 500 500 500 
CDEL Shortfall (under commitment) 5,081 (5,890) (7,043) (5,043) (12,895)



Prompt Payment of Suppliers within 30 and 7 days 
Better payment practice performance for 2021-22 improved through the year. 
The Trust started 2022-23 in a good position and performance at the end of August against the 30 day metric 
was 93.8%
The 7 day performance at the end of July was 84.2% of invoices paid 
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% Value paid in 7 days % Value paid in 30 days Target for paid within 30 days

% number paid in 7 days % number paid in 30 days



Risks

Risks to delivery of the 22/23 position are as set out below, along with future 
risks: 

Risks 22/23 22/23 Risks
Made up of: 

Recurring
Made up of: Non 

Recurring Likelihood Impact
RISK 

SCORE
Delivering Value savings not delivered 1,059 1,059 0 3 3 9
Non recurring savings not delivered 729 0 729 1 3 3
Mental Health Act White paper reforms 1,000 1,000 0 3 3 9
Pay award for 22/23 is not fully funded 1,424 1,424 0 4 3 12
Utility, fuel and waste costs may rise further due to inflation 500 500 0 4 2 8

Risks 23/24 23/24 Risks
Made up of: 

Recurring
Made up of: Non 

Recurring Likelihood Impact
RISK 

SCORE
Agency costs are not able to be reduced in Hospitals 2,100 2,100 0 3 4 12
Programme savings to be delivered 1,000 1,000 0 3 3 9
Capital cost inflation leads to reduced programme 1,100 1,100 4 3 12
Risk of loss from disposal of land and building sales 300 0 300 2 2 4
Capital - Insufficient CDEL to fund capital programme 5,000 5,000 0 2 4 8

Total of all risks 14,212 12,083 2,129
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AGENDA ITEM: 12/0922 

                                                                              
REPORT TO:  TRUST BOARD PUBLIC SESSION – 29 September 2022 
 
PRESENTED BY:  Dr Amjad Uppal, Medical Director 

AUTHOR:  Dr Raeema Patel, Speciality Doctor 

SUBJECT: MEDICAL APPRAISAL ANNUAL REPORT 
 
 
If this report cannot be discussed at 
a public Board meeting, please 
explain why. 

N/A 
 

 

 

 

This report is provided for: 
Decision  ☐ Endorsement  ☒ Assurance  ☒ Information  ☒ 

The purpose of this report is to: 
 
The Medical Appraisal and Revalidation Report provides a summary of the work that 
has been undertaken within the Trust to support the safe provision of clinical 
services through the medical practitioners working to this Designated Body aligned 
with national policy. 

It provides assurance as to the application of national policy with regard to the 
regulation and Revalidation of Medical Practitioners and insight into the processes 
and resources that are required to undertake this work. 

This report was presented to, discussed by and endorsed by the Quality Committee 
on 1st September 2022 for onward presentation and sign off by the Trust Board.   

Recommendations and decisions required 
 
1) That the Board accepts and endorses the Medical Appraisal Annual Report 

and: 
• Recognises that levels have been maintained in the application of 

appraisal, recording and quality assuring and that this has occurred without 
significant additional funding. 

• Recognises that the figures for engagement in appraisal reflect a snap shot 
at one point in the year and that the Trust will continue to achieve appraisal 
consistent with the provision of safe medical services on an annual basis 
supported by the Revalidation statistics provided. 

• Recognises that there are a number of exceptions / reasons for non-
compliance that contribute to a compliance point of less than 100%. 

• Recognises that effective appraisal has supported timely and appropriate 
Revalidation for all Doctors to date. 
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Risks associated with meeting the Trust’s values 
 
There are significant risks both to quality, safety and reputation of failure to 
implement Revalidation and annual appraisal effectively. 

 

Corporate considerations 
Quality Implications Appraisal contributes to patient safety. 

Resource Implications Continuing use of administrative and managerial time 
with clinician input to revalidation process. 

Equality Implications 
The annual appraisal monitoring process addresses 
equalities issues.  This process is a particular issue for 
people on part time contracts. 

• Recognises that the good employment practice with regard to recruitment 
is supporting safe practice. 

• That locum use remains necessary for the safe provision of clinical services 
but that this is monitored appropriately. 

• Notes in particular the assurance for NHS England in section 13 that the 
Trust meets requirements. 

 
2) That the Board agrees the content and submission of the Statement of 

Compliance to NHS England and that this signed by the Chair on behalf of 
the Trust (section 13 page 11-16). 

 

Executive summary 
 
• Medical Appraisal has continued to be instituted within Gloucestershire Health 

and Care NHSFT aligned with national policy.  
• The Medical Appraisal Committee has instituted a work plan that will further 

deliver assurance annually and sustain quality. 
• Headline figures at the end of March 2022 demonstrate that at that time 89% 

of Doctors had a currently valid appraisal. Of the 11% non-compliant, 4.5 % 
are explained by exclusion criteria such as being a new starter or long-term 
sick leave. The 6.5 % without a reason were overdue by two months or less.  

• Doctors revalidation was effectively managed with no non-engagement 
referrals. 

• Recruitment processes provide appropriate safety and quality checks aligned 
with national policy and best practice. 

• Use of locum practitioners is being monitored and used to sustain service 
commitments and activity appropriately. 

• The MAC membership includes a range of subspecialties, including non-
psychiatry, and both consultant and SAS level doctors. Ivars Reynolds, a long-
established Mental Health Act Manager, was welcomed to the Committee in 
2019 in order to provide Lay oversight for the work of the Committee and input 
into medical appraisal. 
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Where has this issue been discussed before? 
• Quality Committee, 1 September 2022 
• Medical Appraisal Committee, 11 July 2022 
 

 

 

Appendices: 
 

AI-12.1/0922 – Medical Appraisal Annual Report 

 

Report authorised by: 
Dr Amjad Uppal 
 

Title: 
Medical Director 
 

 

 

 

Explanation of acronyms 
used: 
 

SARD - Strengthened Appraisal & Revalidation 
Database 
MAC – Medical Appraisal Committee 
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AGENDA ITEM: 12.1/0922 
 

Medical Appraisal Annual Report 
 
Appraisal year: 1st April 2021 – 31st March 2022  

Author: Dr Raeema Patel 
On behalf of Medical Appraisal Committee 

Prepared for: Trust Board Meeting – 29 September 2022 

1.0 EXECUTIVE SUMMARY 

 Of the 90 doctors requiring appraisal during the 2021-22 appraisal year, 80 
(89 %) were compliant as at 1st April 2022; this is up on the previous year 
(83% at end of 2021); and represents a sustained improvement (75% end of 
2014). Of the 11% non-compliant, 4.5 % are explained by exclusion criteria 
such as being a new starter or long-term sick leave. The 6.5 % without a 
reason were overdue by two months or less. 

  
 When the Medical Appraisal Committee (MAC) was set up in 2013 the focus 

was on developing and implementing the basics required to ensure doctors 
engaged in and completed a standardised medical appraisal. Since then the 
MAC have focussed on improving the quality of medical appraisals undertaken 
in the organisation.  

 
 Each year a quality assurance audit of appraisal outputs is conducted; to date 

this has demonstrated sustained improvement in quality, providing significant 
validation and assurance to the Trust Board that the organisation is fulfilling 
its statutory obligations. The most recent verification visit by NHS England was 
in June 2019, with future visits expected on a 5-year cycle. 

2.0  PURPOSE OF THE PAPER 

The purpose of this paper is to report on the state of medical appraisal and 
revalidation to the Trust Board over the preceding appraisal year. It is also to 
report on progress made towards further developing and refining systems and 
procedures to support medical appraisal and to improve the quality of medical 
appraisals taking place in the organisation.  In addressing these two issues the 
paper provides assurance to the Trust regarding both the quality of the medical 
workforce and its sustainability. 

3.0  BACKGROUND 

Medical Revalidation was launched in 2012 to strengthen the way that doctors 
are regulated, with the aim of improving the quality of care provided to patients, 
improving patient safety and increasing public trust and confidence in the 
medical system. The strengthened annual appraisal process is the primary 
supporting mechanism by which revalidation recommendations are made to the 
General Medical Council (GMC) for the re-licensing of doctors.  
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All non-training grade doctors in an organisation relate to a senior doctor, the 
Responsible Officer (usually the Medical Director). Completion of satisfactory 
annual appraisals over a five-year period is a crucial factor in enabling the 
Responsible Officer (RO) to make a positive affirmation of fitness to practice to 
the GMC. 

4.0  GOVERNANCE ARRANGEMENTS 

The Trust Medical Appraisal Committee (MAC) was set up in 2013. The aim 
and objectives of the committee are; to oversee the process of appraisal of all 
licensed doctors employed within the trust; to maintain robust systems for the 
recruitment, training, support and performance review of all medical appraisers 
within the organisation; and to review and quality assure the standard of 
appraisals conducted within the trust. 
 
The MAC comprises of the Medical Director/Responsible Officer, Revalidation 
Officer, a separate chair, the Director of Medical Education, at least 2 consultant 
representatives/lead appraisers (selected to represent the geographical & sub-
specialty spread of consultants within the Trust) and at least 1 SAS doctor 
representative (currently 3).  
 
The MAC convenes quarterly; this includes a year-end away half-day to review 
the results of the quality assurance audit and to scrutinise the end of year 
appraisal compliance figures. The committee reviews the annual work plan and 
the progress made against the Terms of Reference developed at inception of 
the committee. 

 
Key outputs from the MAC during the last year include:  

 
• Review of the medical appraisal policy  
• Review of the appraisal systems for doctors joining the Trust following the 

merger process, and how these will be included into the current systems. 
• Further refinement of the user-friendly guide for completion of appraisal 

portfolios (including how to obtain data, and what supporting information to 
include) 

• Further refinement / development of 6-monthly medical appraiser support 
forums 

• Review of the membership of the MAC (including proactive turnover of 
members) to ensure compliance with the aim of 3-year terms 

• Completion of the annual quality assurance audit and further improvement 
in systems for disseminating learning from this. The April 2022 audit 
covered all appraisals completed from 1st April 2021 to 31st March 2022. 

• Continued review of the currently active appraiser list  
• Performance review of newly qualified medical appraisers 
• Ensuring the continuation of high-quality appraisals 

 
Alongside these new and ongoing developments, the MAC continues to 
regularly monitor appraisal compliance rates and engagement in the process; 
provide approved baseline and refresher training for medical appraisers 
(provision is determined by current need); monitor training compliance and 
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output of approved appraisers; enforce required minimum and maximum 
numbers of completed appraisals conducted by each approved appraiser within 
a 2-year cycle (this is currently under review); and regularly review appraisee 
feedback. 

 
The Strengthened Appraisal and Revalidation Database (SARD JV) was 
introduced in 2013 and training made available for all users. All appraisals and 
job plans are completed and documented in this software package. Use of 
SARD JV contributes significantly to the ease and transparency of compliance 
monitoring, and hence maintaining the overall high compliance rates seen since 
its introduction. 
 
Administrative support for the MAC, and for the use of SARD JV, is provided by 
the Medical Director’s office. Additional technical support is also provided by 
SARD JV staff. All doctors requiring appraisal are sent email reminders 3 
months and 6 weeks before their appraisal due dates. Weekly emails and 
correspondence are then undertaken from the due date onwards. If a doctor 
becomes non-compliant the Medical Director sends an assertive reminder. If 
the doctor remains non-compliant after 1 month and no appraisal meeting date 
has been set, a face to face meeting with the Medical Director is arranged. A 
process for escalation to the GMC if non-engagement continues is also in place. 
 
Priorities for the MAC for the next year include further consideration of ways to 
improve patient and public involvement in appraisal and revalidation processes 
(held back by continuing difficulty in identifying a fit-for-purpose process); 
further refinement of the number and nature of active qualified medical 
appraisers within the organisation; and focus on moving beyond compliance 
towards further quality improvement. The committee have sourced an easy 
read patient feedback form for 360-degree feedback, clinicians from certain 
sub-specialities had previously identified this as being a barrier to collecting 
patient feedback.  

 
5.0  MEDICAL APPRAISAL 

 
5.1 Appraisal and Revalidation Performance Data 

Of the 90 doctors requiring appraisal during the 2020-21 appraisal year 80 
(89%) were compliant as at 1st April 2022; this is higher than the previous year 
(83% at end of 2021); and represents a sustained improvement (75% end of 
2014). Of particular note is the reduction in non-compliant without a reason (see 
chart below). 
 
In 2018-19 the “appraisal year” was introduced (1 April to 31 March). This aims 
to prevent slippage of appraisal date, and expects that each appraisee will have 
one completed appraisal per appraisal year unless authorised by the RO. 
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Sub-group numbers were insufficient to conduct any meaningful statistical 
analyses; however general trends in the data reviewed suggest that there were 
no significant differences in compliance rates between different grades of 
doctor, or locality or specialty worked. Notably compliance is very good within 
trust locums (100% compliance as of 1st April 2022); typically, a group in which 
engagement and compliance is hard to establish and maintain. 
 
Of the 10 doctors who were non-compliant; 4 (4.5%) had acceptable reasons 
(1 being a new starter; 2 returning from long term sickness; and 1 having an 
agreed extension due delays with MSF. The 6 (6.5%) without a reason were 
overdue by two months or less.  
 
The system for monitoring compliance (SARD JV) does not allow for any 
flexibility around the appraisal due date. Once the due date has passed (even 
by a day) the appraisee is deemed non-compliant. This is at odds with the Trust 
policy which allows for one month before or after the due date for completion of 
appraisal. Compliance rates are therefore unlikely to regularly reach 100% and 
will fluctuate monthly throughout the appraisal year.  
 
To account for this, and given that at any time there will be a small number of 
doctors currently non-compliant with a reason, the MAC agreed in 2018 that 
overall compliance rates maintained above 75% should provide adequate 
assurance of engagement in the process and completion of medical appraisals 
within the medical workforce. 
 
For further details see Appendix A. 

5.2 Appraisers 

There are currently 19 trained medical appraisers within the establishment of 
non-training grade doctors. All consultants and SAS doctors continue to be 
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offered access to training in order to both provide a cohort of appraisers and 
increase awareness and knowledge of appraisal for appraisers and appraisees 
alike. 
 
The merger with GCS brought 12 doctors into the Trust workforce. These 
doctors received appraisal via an external source. All doctors have now 
transitioned over to the SARD appraisal system with a GHC appraiser. We have 
noted an increase in appraisers running at full capacity in consequence and will 
be monitoring this over the coming year. 
 
The MAC have set minimum numbers of completed appraisals required in a 2-
year period by an appraiser. These standards were introduced in 2014 and 
enforced in 2016; 8 appraisers were then removed from the active list, and this 
review of activity has continued annually. Appraisers who consistently do small 
numbers are asked whether they wish to continue in this role.  
 
The MAC have developed a formal recruitment process and set minimum 
baseline and refresher training requirements. The MAC continue to encourage 
SAS doctors to become trained and practising appraisers.  
 
Not all appraisals undertaken by appraisers are captured by SARD JV or relate 
to doctors with whom GHC has a prescribed connection. Some appraisals are 
undertaken for colleagues working outside GHC, in retirement or within other 
roles such as the Deanery.  
 

5.3 Quality Assurance 

In July 2015 the Trust was visited and scrutinised by the NHS England 
Independent Verification Review Team; whose purpose is to assess and 
validate the status of appraisal and revalidation systems within all designated 
bodies. The process is designed to provide independent assurance to trust 
boards that the organisation is fulfilling its statutory obligations in respect of the 
RO’s statutory responsibilities. A comparator report is received each year from 
NHS England, which allows the Trust to benchmark itself against other Trusts.  
As GHCNHSFT is comparatively small compared to other Trusts, a small 
number of doctors can make a significant difference to percentages quoted.  
  
Overall the Trust was highly commended and scored at least 5 out of 6 
(equating to ‘Excellence’) in all core standards; scoring highest for ‘Engagement 
& Enthusiasm’. No required actions were recommended by the scrutiny panel, 
and few suggestions made for improvement, mainly concerning HR procedures 
(since enacted). Many areas of good practice were noted including the 
overriding focus on quality of medical appraisals, use of SARD JV as a tool to 
support quality and compliance, automatic inclusion of complaints and serious 
incidents within individual appraisal portfolios, and the processes to support 
learning and quality improvement from the annual quality assurance audits. An 
Independent Verification Visit by NHS England took place in June 2019 and 
found no further actions required. 
 
As RO/Deputy RO the Medical Director and/or Deputy Medical Director is 
required to individually review all completed appraisals for both completion and 
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quality. The MAC has developed additional assurance processes to support 
this, as below: 

5.3.1 Support for appraisers 

Alongside ensuring robust recruitment and training processes for medical 
appraisers, regular support and review of the role takes place within 6 monthly 
appraiser support forums, existing consultant CPD peer groups, as part of 
appraisers’ own appraisals and via informal support offered by members of the 
MAC itself.  

5.3.2 Feedback from appraisees 

Appraisee feedback forms are automatically generated by SARD-JV and sent 
to appraisees after all completed appraisals. Return rates are high. Completed 
returns are screened by the Medical Director’s office and reviewed quarterly by 
the MAC. Any concerning feedback is followed up individually by the MAC chair 
in order to address potential problems in a timely manner. Collated 
(anonymised) feedback covering the entire appraisal year is circulated to all 
appraisers, and individualised (anonymised) feedback to appraisers. 
Summarised feedback has previously been benchmarked against feedback 
collated from other similar organisations (and considered comparable). 
 

5.3.3 Automatic uploading of complaints and anonymised SI reports 

The Medical Director’s office automatically populates individual doctor’s SARD 
JV portfolios with anonymised complaints and anonymised serious incident 
reports. The expectation is that these will then be referred to and reflected on 
as part of appraisal. 
 

5.3.4 Annual Quality Assurance audit 

 The annual medical appraisal quality assurance re-audit was conducted in April 
 2022 by all members of the MAC, using a nationally recognised medical 
 appraisal QA tool. New appraisers were audited at the time of completion to 
 avoid delay in scrutiny. 
 

11(12 % of all) completed appraisal summaries were randomly selected for 
audit for completeness and quality; 1 appraisal done by a new appraiser was 
also audited. Consent was sought from individual appraisees; 1 declined. 11 
appraisals were audited in total. Results were reviewed at an away day and an 
action plan subsequently developed, including:  
 

• Preparation of a comprehensive audit report, 
• dissemination of key learning points to all appraisers and appraisees and  
• individualised feedback provided to appraisers in relation to the specific 

cases audited.  
 

The results demonstrated maintenance of quality of appraisal outputs. This year 
the average score from the Excellence Tool was higher compared to last year 
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(average score 19/20) indicating a more uniform high standard of appraisal 
documentation.  
 
SARD JV has informed the MAC of its intention to develop its own audit tool, 
based on the ASPAT, which will be able to automate a lot of the data gathering 
currently done by this audit. The committee will consider this once it is available, 
as previous trial of the ASPAT tool in 2019 found that the Excellence tool still 
provided better scrutiny of appraisal than ASPAT. 
 
The audit will be repeated annually.  
 
Please refer to Appendix B. 
 

5.4 Access, security and confidentiality 

Appraisees are advised to only upload anonymised documents to their 
appraisal portfolios so that no patient identifiable information is included.  The 
Medical Director’s office has administrative access to SARD portfolios in order 
to support appraisees and upload information with the agreement and 
knowledge of appraisees.  
 

5.5 Lay Participation in medical appraisal 

Ivars Reynolds, a long-established member of the Mental Health Act Managers 
Review panels remains a lay member of the MAC. His background is in social 
work and performance management. 

5.6 Clinical Governance 

The Medical Director’s office automatically populates individual doctor’s SARD 
JV portfolios with anonymised complaints and anonymised serious incident 
reports. The expectation is that these will be readily available to both appraiser 
and appraisee so that they can be discussed and reflected on in the course of 
the pre-appraisal preparation and appraisal meeting. 
 
The MAC has set an expectation of 2 completed multi-source feedback (MSF) 
exercises within each 5-year revalidation cycle. This is greater than the national 
minimum standard (one completed cycle per 5 years) but provides opportunity 
to gain more frequent and appropriate feedback allowing the identification, 
addressing and review of any issues highlighted. Provided the national 
standard is achieved and there is appropriate consideration in appraisal of one 
MSF this does not prevent recommendation for revalidation being made. NHS 
England has a position statement on when to repeat MSF exercises following 
a change of role which the trust adheres to. 
 

6.0  REVALIDATION RECOMMENDATIONS 

During the last year 25 revalidation recommendations were due; positive 
recommendations were made for 20 of these (80%), and 5 were deferred 
(20%).  
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Deferrals are typically recommended either due to long term sickness or to 
provide additional time in order to gather further evidence required; such as 
Statutory and Mandatory training compliance or completion of a multi-source 
feedback exercise.  
 
See Appendix C for further details. 
 

7.0  RECRUITMENT AND ENGAGEMENT BACKGROUND CHECKS  

Recruitment and engagement checks are completed when doctors are first 
employed at Gloucestershire Health and Care NHS Foundation Trust; they are 
in line with the Trust's Pre-Employment Checks Policy. All pre-employment 
checks for substantive doctors are completed before employment is started.  
 
These checks include: 
 

• Occupational Health Clearance, including any night working 
• Identity Verification  
• Qualifications  
• Right to Work 
• DBS - Disclosure and Barring Service - Enhanced Level checks  
• References from two line-managers over the last two years  
• Medical Practice Transfer Form - information from previous medical 

director  
 

Please see Appendix E. 
 

8.0  MONITORING PERFORMANCE 

The performance of Doctors is monitored through the combination of 
perspectives provided by the following source materials and processes: - 
 
 Initial design of Job Description and Person Specification 
 Effective recruitment and selection processes 
 Job planning 
 Peer Group membership and attendance 
 Appraisal 
 Monitoring of Serious Incidents, Complaints and Compliments 
 Participation in Supervision 
 Activity data 
 Participation in Continuing Professional Development 
 Completion of Statutory and Mandatory Training 
 Diary Monitoring Exercises 
 Attendance / sickness absence 

 
These perspectives are available through a combination of routine reports and 
intermittent reviews reporting to the RO, Clinical Directors, Clinicians and 
Managers. Most also constitute areas that are considered as part of the 
Appraisal process. 
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Please refer to Appendix D. 
 

9.0  RESPONDING TO CONCERNS AND REMEDIATION 
 

The Policy on the Management and Remediation for Concerns about the 
Professional Conduct and Clinical Performance of Medical Practitioners 
provides a framework that interprets national policy and best practice for local 
delivery.  
 
No doctors are currently in receipt of input within the framework provided by 
this policy. 
 
Please refer to Appendix D. 
 

10.0 RISK AND ISSUES 

Overall engagement in and compliance with appraisal has remained high 
throughout the last appraisal year despite the challenges presented by the 
pandemic. This is largely due to the improved engagement of doctors achieved 
over recent years and also to the ongoing work of the Medical Director’s team 
in monitoring compliance and providing prompting and support. This has been 
possible due to the universal use of the SARD-JV software. 
 
However, the sensitivity of the monitoring system, which allows no latitude in 
completion date before a doctor is flagged as non-compliant, combined with the 
limited range of exceptions, mean that rolling compliance rates vary from month 
to month without appraisal uptake having altered markedly. Exceptions this 
year are again accounted for mostly by new starters. 
 
There is a significant time and therefore cost associated with both completion 
of appraisals as an appraisee (estimate 16-36 data collection hours per annum) 
and appraiser (4-6 hours per appraisal). This does not take account of the 
activity associated with populating appraisal documentation or undertaking 
multi-source feedback, audits, peer groups, supervision and training. This 
impacts on the availability of retired doctors to undertake locum and part time 
work and will create a particular pressure in Mental Health service provision in 
the future. 
 
Recruits from outside the UK have not taken part in this process and thus for 
the first year of any practice have not undertaken appraisal whilst they are 
collecting data. This is a nationally recognised issue and one further expanded 
on in the Pearson review. 
 
The scope of work that a doctor can undertake is determined by and determines 
their CPD (Continuing Professional Development) and CME (Continuing 
Medical Education) requirements. There is a raised expectation that any 
activities have an associated CME/CPD function. This does limit practitioner 
flexibility and cover to specialist areas, a particular issue in relation to on-call 
rotas and 7 day working. 
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11.0 CORRECTIVE ACTIONS, IMPROVEMENT PLAN AND NEXT STEPS 

The MAC will continue to review its work plan against the terms of reference 
annually. The Trust medical appraisal policy was reviewed in November 2020. 
Priorities for the MAC for the next year include ongoing consideration of ways 
to improve patient and public involvement in appraisal and revalidation 
processes; further refinement of the number and nature of active qualified 
medical appraisers within the organisation; and continuing focus on moving 
beyond compliance towards further quality improvement. 
 
The MAC will investigate individual cases where appraisal is not completed 
(without reason) within a reasonable time frame. Subsequent investigation 
reports will be submitted to the Medical Director/Responsible Officer who will 
decide on further action. Doctors who have not completed annual appraisal are 
not eligible for routine pay progression or local clinical excellence awards; 
Gloucestershire Health and Care NHS Foundation Trust has the right to 
terminate the contract of a doctor if they do not undergo annual appraisal 
without having good reason. 
 
Workforce planning will need to take account of the possible limitations to the 
scope of practice and perhaps the limited workforce that may be available due 
to retirement. 

12.0 RECOMMENDATIONS 

The Board is asked to accept the Annual Report on Medical Revalidation and 
Appraisal and: 

 Recognise the support provided to Appraisal and Revalidation within GHC 
NHSFT through the use of SARD JV and the engagement of clinicians in 
this. 

 Recognise the work undertaken and planned by the Medical Appraisal 
Committee to support the work of the Medical Secretariat and Responsible 
Officer in providing, maintaining and developing sustainable recording, 
reporting and assurance systems. 

 Recognise that snapshot compliance figures do not reflect annual uptake 
of appraisal but are primarily a function of the way data is collected. In any 
year the expected outturn is for 100% of doctors with a prescribed 
connection to this Designated Body to be appraised; however, there will be 
exceptions which will reduce the overall figure. 

 Appropriate processes are in place for the review of Appraisals, Appraiser 
performance, maintenance of Appraisal capacity and the quality of 
appraisals. 

 Employment checks are undertaken consistent with national standards and 
best practice. 

 Locum use, whilst significant, is reviewed and regulated, aimed at 
maintaining clinical provision to cover mostly medium to long term absence 
including long term sickness and recruitment. 

 Note in particular the assurance in section 13 and for the Chair of the Trust 
to complete the Statement of Compliance on behalf of the Trust. 
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13.0 NHSE Statement of Compliance 
 
Section 1 – General 
 
The board / executive management team – of Gloucestershire Health and Care NHS 
Foundation Trust can confirm that: 

1. An appropriately trained licensed medical practitioner is nominated or appointed 
as a responsible officer.  

Action from last year: None 

Comments: Dr Uppal has already been appointed at Responsible Officer for the 
new merged organisation.  Dr Haynes is Deputy Responsible Officer. 

Action for next year:  None 

2. The designated body provides sufficient funds, capacity and other resources for 
the responsible officer to carry out the responsibilities of the role. 

Yes 

Action from last year: None 

Comments: 

Action for next year: None 

3. An accurate record of all licensed medical practitioners with a prescribed 
connection to the designated body is always maintained.  

Action from last year: Yes 

Comments: Maintained by Medical Director’s office. 

Action for next year: None 

4. All policies in place to support medical revalidation are actively monitored and 
regularly reviewed. 

Action from last year: None 

Comments:  

Action for next year: The Medical Appraisal Policy was reviewed and aligned for 
new merged organisation during appraisal year 21-22. 
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5. A peer review has been undertaken of this organisation’s appraisal and 
revalidation processes.   

Action from last year: None 

Comments: Undertaken in April 2022 for the appraisal year 21-22 by the 
Medical Appraisal Committee. 

Action for next year: Repeated annually at the MAC away half day. 

6.    A process is in place to ensure locum or short-term placement doctors 
working in the organisation, including those with a prescribed connection to 
another organisation, are supported in their continuing professional 
development, appraisal, revalidation, and governance. 

Action from last year: None 

Comments: Process is in place and actively monitored by the Medical 
Directorate 

Action for next year: Continue with current provision. 

Section 2a – Effective Appraisal 
1. All doctors in this organisation have an annual appraisal that covers a doctor’s 

whole practice, which takes account of all relevant information relating to the 
doctor’s fitness to practice (for their work carried out in the organisation and for 
work carried out for any other body in the appraisal period), including information 
about complaints, significant events and outlying clinical outcomes. For 
organisations that have adopted the Appraisal 2020 model, there is a reduced 
requirement for preparation by the doctor and a greater emphasis on verbal 
reflection and discussion in appraisal meetings. Organisations might therefore 
choose to reflect on the impact of this change. Those organisations that have not 
yet used the Appraisal 2020 model may want to consider whether to adopt the 
model and how they will do so. 

Action from last year: None 

Comments: Except those where there is an accepted reason agreed by the 
Responsible    Officer.  

Action for next year: Continue with current practice. 

2. Where in Question 1 this does not occur, there is full understanding of the 
reasons why and suitable action is taken.  

Action from last year: None 

Comments: Yes, a full record of non-compliance and reasons for exemption is 
maintained by the Medical Directorate. 

Action for next year: Continue with current practice. 
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3.  There is a medical appraisal policy in place that is compliant with national 
 policy and has received the Board’s approval (or by an equivalent governance 
 or executive group).  

Action from last year: None 

Comments: Submitted to the board annually. 

Action for next year: Continue with current practice. 

4.  The designated body has the necessary number of trained appraisers to carry 
out timely annual medical appraisals for all its licensed medical practitioners.  

Action from last year: None 

Comments: Appraiser numbers are regularly monitored by the MAC, and a 
minimum and maximum number of appraisals per year stipulated for 
appraisers. 

Action for next year: Continue with current practice. 

5.  Medical appraisers participate in ongoing performance review and training/ 
 development activities, to include attendance at appraisal 
 network/development events, peer review and calibration of professional 
 judgements (Quality Assurance of Medical Appraisers1 or equivalent).  

Action from last year: None 

Comments: 10% appraisals audited annually for quality control, plus the first 3 
appraisals by any new appraiser. Appraisers are monitored for attendance at 
update training. Feedback is sought from appraisees and followed up by the 
MAC chair. 

Action for next year: Continue with current practice. 

6.  The appraisal system in place for the doctors in your organisation is subject to 
 a quality assurance process and the findings are reported to the Board or 
 equivalent governance group.   

Action from last year: None 

Comments: Annual audit of 10% appraisals, and the first 3 appraisals done by 
each new appraiser. This considers whether the appraisal has covered (at 
appropriate depth) scope of work, progress towards previous year’s PDP, and 
a SMART PDP for next year which reflects the Trust’s aims and objectives. It 
considers whether appropriate challenge and support has been present, and 
whether the doctor is on course for successful revalidation.   

Action for next year: Continue with current practice. 

                                                           
1 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
2 Doctors with a prescribed connection to the designated body on the date of reporting. 
 

http://www.england.nhs.uk/revalidation/ro/app-syst/


 
 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 Sept 2022 
AGENDA ITEM: 12.1 – Medical Appraisal Annual Report                                                            Page 14 of 28                                                                            
 

Section 2b – Appraisal Data 

1. The numbers of appraisals undertaken, not undertaken and the total number of 
agreed exceptions can be recorded in the table below. 

 
  
Name of organisation:  
 

GHC 

Total number of doctors with a prescribed connection as at 31 
March 2022 

91 

Total number of appraisals undertaken between 1 April 2021  
and 31 March 2022 

86 

Total number of appraisals not undertaken between 1 April 
2021 and 31 March 2022 

 

Total number of agreed exceptions 
 

5 

 
Section 3 – Recommendations to the GMC 

1. Timely recommendations are made to the GMC about the fitness to practise of all 
doctors with a prescribed connection to the designated body, in accordance with 
the GMC requirements and responsible officer protocol.  

Action from last year: None 

Comments: A thorough system is in place with the Medical Secretariat. 

Action for next year: Continue with current practice. 

2. Revalidation recommendations made to the GMC are confirmed promptly to the 
doctor and the reasons for the recommendations, particularly if the 
recommendation is one of deferral or non-engagement, are discussed with the 
doctor before the recommendation is submitted. 

Action from last year: None 

Comments: Doctors are informed at regular intervals of the status of their 
revalidation and what recommendation will be made.  If a recommendation 
other than positive is made the doctor would be fully informed as to the reasons 
for this.  

Action for next year: Continue with current practice.  

Section 4 – Medical governance 

1. This organisation creates an environment which delivers effective clinical 
governance for doctors.   
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Action from last year: None 

Comments: The appraisal system combined with job planning is an effective 
means of delivering effective clinical governance for doctors. 

Action for next year: Continue with current practice. 

2. Effective systems are in place for monitoring the conduct and performance of all 
doctors working in our organisation and all relevant information is provided for 
doctors to include at their appraisal.  

Action from last year: None 

Comments: A thorough system is in place with the Medical Secretariat. 

Action for next year: Continue with current practice. 

3. There is a process established for responding to concerns about any licensed 
medical practitioner’s fitness to practise, which is supported by an approved 
responding to concerns policy that includes arrangements for investigation and 
intervention for capability, conduct, health and fitness to practise concerns.  

Action from last year: None 

Comments: A thorough system is in place with the Medical Secretariat and 
supported by a current responding to concerns policy. 

Action for next year: Continue with current practice.  

4. The system for responding to concerns about a doctor in our organisation is 
subject to a quality assurance process and the findings are reported to the Board 
or equivalent governance group.   Analysis includes numbers, type and outcome 
of concerns, as well as aspects such as consideration of protected characteristics 
of the doctors2.   

Action from last year: None 

Comments: An annual report to the board provides quality assurance on 
concerns. 

Action for next year: Continue with current practice.  

5. There is a process for transferring information and concerns quickly and 
effectively between the responsible officer in our organisation and other 
responsible officers (or persons with appropriate governance responsibility) about 

                                                           
4This question sets out the expectation that an organisation gathers high level data on the 
management of concerns about doctors. It is envisaged information in this important area may be 
requested in future AOA exercises so that the results can be reported on at a regional and national 
level. 
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a) doctors connected to your organisation and who also work in other places, and 
b) doctors connected elsewhere but who also work in our organisation3.  

Action from last year: None 

Comments: Yes 

Action for next year: Continue with current practice. 

6. Safeguards are in place to ensure clinical governance arrangements for 
doctors including processes for responding to concerns about a doctor’s 
practice, are fair and free from bias and discrimination (Ref GMC governance 
handbook). 

Action from last year: None 

Comments: Yes 

Action for next year: Continue with current practice. 

Section 5 – Employment Checks  

1. A system is in place to ensure the appropriate pre-employment background 
checks are undertaken to confirm all doctors, including locum and short-term 
doctors, have qualifications and are suitably skilled and knowledgeable to 
undertake their professional duties. 

Action from last year: None 

Comments: A thorough process is in place within Medical Staffing and HR. 

Action for next year: Continue with current practice. 

 
Section 6 – Summary of comments, and overall conclusion  
 

The Medical Appraisal Committee supports the RO and his office by ensuring 
high quality appraisals for all doctors within the Trust. These systems are now 
established and repeated annually; they ensure medical governance. Data 
collection is possible via the SARD JV software, with all doctors using this for 
appraisal to ensure immediate knowledge of poor compliance. 
There are no actions outstanding for this report, as the annual reviews will 
continue to ensure the provision of high-quality appraisals for trust doctors. 
Policies have been reviewed and aligned for the new merged organisation.  

 
 
 
 

                                                           
3 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 
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Section 7 – Statement of Compliance:  
 

The Board of Gloucestershire Health and Care NHS Foundation Trust has reviewed 
the content of this report and can confirm the organisation is compliant with The 
Medical Profession (Responsible Officers) Regulations 2010 (as amended in 2013). 

Signed on behalf of the designated body 
[(Chief executive or chairman (or executive if no board exists)]  
Official name of designated body: Gloucestershire Health and Care NHS Foundation 
Trust 
 
Name: Ingrid Barker (Chair) Signature:   ………………………………. 
       
      Dated: …………………………….… 
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APPENDIX A - Audit of all missed or incomplete appraisals (as of 1st April 2022) 

Doctor factors (total) 
 

Maternity leave during the majority of the ‘appraisal due 
window’ 

 

Sickness absence during the majority of the ‘appraisal due 
window’ 

2 

Prolonged leave during the majority of the ‘appraisal due 
window’ 

1 

Suspension during the majority of the ‘appraisal due 
window’ 

 

New starter within 3 month of appraisal due date  

New starter more than 3 months from appraisal due date 1 

Postponed due to incomplete portfolio/insufficient 
supporting information 

1 

Appraisal outputs not signed off by doctor within 28 days  

Lack of time of doctor  

Lack of engagement of doctor  

Other doctor factors  

Appraiser factors  

Unplanned absence of appraiser  

Appraisal outputs not signed off by appraiser within 28 days 1 

Lack of time of appraiser  

Other appraiser factors (not known)  

Organisational factors  

Administration or management factors 
 

Failure of electronic information systems 
 

Insufficient numbers of trained appraisers 
 

Other organisational factors (describe) 
Completed within the one-month window after becoming 
non-compliant which is permitted under Trust policy. 

4 

Total 10 
NB.  Dentists employed by the Trust are currently subject to different monitoring 
arrangements and not included in the figures on this page. 
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APPENDIX B - Quality assurance audit of appraisal inputs & outputs using the 
Excellence audit tool 

  Frequency (% in brackets) 

Number 

Criterion 
(following scrutiny of the 
appraisal summary, 
score 0-2 for each 
criteria) 

Absent Room for 
improvement Satisfactory Well 

done 

1 Includes whole scope of 
work? 0 3 1 7 

2 Free from bias? 0 0  11 

3 Challenging & 
supportive? 0 1  10 

4 Exceptions explained? 0 0  11 
5 Reviews & reflects? 0 1  10 

6 Review of previous 
PDP? 0 2  9 

7 Encourages 
excellence? 0 0  11 

8 Gaps identified? 0 4  7 
9 SMART PDP? 0 1  10 
10 Relevant PDP? 0 3  8 
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APPENDIX C - Audit of revalidation recommendations 

Note: The GMC automatically deferred doctors’ revalidation for one year due to 
Covid-19. 

 

Revalidation recommendations between 1st April 2021 to 31st March 2022 

Recommendations completed on time (within the GMC 
recommendation window) 

19 (Positive) 
5 (Deferral) 

Late recommendations (completed, but after the GMC 
recommendation window closed) 

1 (Positive) 

Missed recommendations (not completed) 0 

TOTAL  20 (Positive) 
5 (Deferral) 

Primary reason for all late/missed recommendations   
For any late or missed recommendations only one primary reason 
must be identified 

 

No responsible officer in post 0 

New starter/new prescribed connection established within 2 
weeks of revalidation due date 

0 

New starter/new prescribed connection established more 
than 2 weeks from revalidation due date 

0 

Unaware the doctor had a prescribed connection 0 

Unaware of the doctor’s revalidation due date 0 

Administrative error 0 

Responsible officer error 0 

Inadequate resources or support for the responsible officer 
role  

0 

Other – (late due to Staff unplanned absence) 1 

Describe other – Trust was in negotiations with Doctor and 
GMC 

0 

TOTAL [sum of (late) + (missed)] 1 
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APPENDIX D - Audit of concerns about a doctor’s practice  
(1st April 21 to 31st March 22) 
 
Please note this does not include information about dentists.  This will be incorporated 
next year. 
 
 

Concerns about a doctor’s 
practice High level4 Medium 

level2 
Low 

level2 Total 

Number of doctors with concerns 
about their practice in the last 12 
months 
Explanatory note: Enter the total 
number of doctors with concerns in 
the last 12 months.  It is recognised 
that there may be several types of 
concern but please record the 
primary concern 

2 1 2 5 

Capability concerns (as the primary 
category) in the last 12 months 

1 - Conduct 
 

1 - 
Concerns 
cover all 

areas 

 
 

 1 

Conduct concerns (as the primary 
category) in the last 12 months 

1 1 3 

Health concerns (as the primary 
category) in the last 12 months 

 1 1 

Remediation/Reskilling/Retraining/Rehabilitation  
Numbers of doctors with whom the designated body has a prescribed 
connection as at 31 March 2022 who have undergone formal 
remediation between 1 April 2021 and 31 March 2022                                                                                                                                                                 
Formal remediation is a planned and managed programme of 
interventions or a single intervention e.g. coaching, retraining which is 
implemented as a consequence of a concern about a doctor’s practice 
A doctor should be included here if they were undergoing remediation at 
any point during the year  

0 

Consultants (permanent employed staff including honorary contract 
holders, NHS and other government /public body staff) 

0 

Staff grade, associate specialist, specialty doctor (permanent employed 
staff including hospital practitioners, clinical assistants who do not have 
a prescribed connection elsewhere, NHS and other government /public 
body staff)   

1 

                                                           
4   http://www.england.nhs.uk/revalidation/wp-

content/uploads/sites/10/2014/03/rst_gauging_concern_level_2013.pdf  

http://www.england.nhs.uk/revalidation/wp-content/uploads/sites/10/2014/03/rst_gauging_concern_level_2013.pdf
http://www.england.nhs.uk/revalidation/wp-content/uploads/sites/10/2014/03/rst_gauging_concern_level_2013.pdf
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Concerns about a doctor’s 
practice High level4 Medium 

level2 
Low 

level2 Total 

General practitioner (for NHS England area teams only; doctors on a 
medical performers list, Armed Forces)  

0 

Trainee: doctor on national postgraduate training scheme (for local 
education and training boards only; doctors on national training 
programmes)   

0 

Doctors with practising privileges (this is usually for independent 
healthcare providers however, practising privileges may also rarely be 
awarded by NHS organisations. All doctors with practising privileges who 
have a prescribed connection should be included in this section, 
irrespective of their grade)  

0 

Temporary or short-term contract holders (temporary employed staff 
including locums who are directly employed, trust doctors, locums for 
service, clinical research fellows, trainees not on national training 
schemes, doctors with fixed-term employment contracts, etc) All 
Designated Bodies 

0 

Other (including all responsible officers, and doctors registered with a 
locum agency, members of faculties/professional bodies, some 
management/leadership roles, research, civil service, other employed or 
contracted doctors, doctors in wholly independent practice, etc) All 
Designated Bodies 

0 

TOTALS  1 
Other Actions/Interventions  
Local Actions:  
Number of doctors who were suspended/excluded from practice 
between 1 April and 31 March:   
Explanatory note: All suspensions which have been commenced or 
completed between 1 April and 31 March should be included 

1 (Dentist) 
 

Duration of suspension: 
Explanatory note: All suspensions which have been commenced or 
completed between 1 April and 31 March should be included  

Less than 1 week 
1 week to 1 month 
1 – 3 months 
3 - 6 months 
6 - 12 months 

 
 
 

1wk – 1mth 
1 (Dentist) 

 

Number of doctors who have had local restrictions placed on their 
practice in the last 12 months? 

0 

GMC Actions:  
Number of doctors who:  
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Concerns about a doctor’s 
practice High level4 Medium 

level2 
Low 

level2 Total 

Were referred by the designated body to the GMC between 1 
April and 31 March  

0 
 

Underwent or are currently undergoing GMC Fitness to Practice 
procedures between 1 April and 31 March 

1 (plus pre-
existing 

undertakings 
from 17/18) 

Had conditions placed on their practice by the GMC or 
undertakings agreed with the GMC between 1 April and 31 March 

0 

Had their registration/licence suspended by the GMC between 1 
April and 31 March 

0 

Were erased from the GMC register between 1 April and 31 
March 

0 

National Clinical Assessment Service actions:  
Number of doctors about whom the NHS Resolution (previously NCAS) 
has been contacted between 1 April and 31 March for advice or for 
assessment 

2 Doctors 
1 Dentist 

Number of NHS Resolution assessments performed 0 
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ANNUAL REPORT APPENDIX E (1st April 2021 to 31st March 2022) 

Audit of recruitment and engagement background checks 
 
Number of new doctors (including all new prescribed connections) who have commenced in last 12 months (including 
where appropriate locum doctors) 

Permanent employed doctors 3 

Temporary employed doctors  3 

Temporary employed doctors who became substantive 2 

Locums brought in to the designated body through a locum agency 6 

Locums brought in to the designated body through ‘Staff Bank’ arrangements 5 

Doctors on Performers Lists 0 

Other  
Explanatory note: This includes independent contractors, doctors with practising privileges, etc. For 
membership organisations this includes new members, for locum agencies this includes doctors who have 
registered with the agency, etc 

0 

TOTAL  19 
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For how many of these doctors was the following information available within 1 month of the doctor’s starting date 
(numbers)? 
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Permanent employed 
doctors 3 3 3 3 3 3 3 3 3 0 3 0 3 3 0 0 

Temporary employed 
doctors 3 3 3 3 3 3 3 1 1 0 3 0 3 3 0 0 

Temporary employed 
doctors who became 
substantive 

2 2 2 2 2 2 2 0 0 0 2 0 2 2 0 0 

Locums brought in to 
the designated body 
through a locum 
agency 

6 6 6 6 6 6 6 0 0 0 6 0 6 6 0 0 

Locums brought in to 
the designated body 
through ‘Staff Bank’ 
arrangements 

5 5 5 5 5 5 5 0 0 0 0 0 0 0 0 0 

Doctors on 
Performers Lists 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Other  0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 



 
 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 September 2022 
AGENDA ITEM 12.1: Medical Appraisal Annual Report                                                                                                                                                               Page 26 of 28                                                                            
 

For how many of these doctors was the following information available within 1 month of the doctor’s starting date 
(numbers)? 
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(independent 
contractors, 
practising 
privileges, 
members, 
registrants, etc) 

Total  19 19 19 19 19 19 19 4 4 0 14 0 14 14 0 0 
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NB.  MPIT forms from previous Designated Body 
These forms provide information from previous Responsible Officer.  We have experienced huge difficulty getting responses to 
these requests for MPIT forms especially within 1 month of starting; the GMC have been made aware.  Plus, this form is not 
required for all new doctors employed, i.e. Covid FTC exempt, trainees who are then appointed etc. 
 
For Providers of healthcare i.e. hospital trusts – use of locum doctors:   
Explanatory note: Number of locum sessions used (days) as a proportion of total medical establishment (days) 
The total WTE headcount is included to show the proportion of the posts in each specialty that are covered by locum doctors 

Locum use by specialty: 
 

Total establishment 
in specialty (current 
approved WTE 
headcount) 

Consultant: 
Overall 
number of 
locum days 
used 

SAS 
doctors: 
Overall 
number of 
locum days 
used 

Trainees (all 
grades): Overall 
number of 
locum days 
used 

Total Overall 
number of 
locum days 
used 

Surgery      
Medicine      
Psychiatry 104.62(WTE) 4(WTE) 3(WTE) 0 7(WTE) 
Obstetrics/Gynaecology       

Accident and Emergency      

Anaesthetics      

Radiology      

Pathology      

Other – Occupational Health      
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Total in designated body (Includes all 
doctors, not just those with a prescribed 
connection) 

     

Number of individual locum 
attachments by duration of attachment 
(each contract is a separate 
‘attachment’ even if the same doctor 
fills more than one contract) 

Total 

Pre-
employment 

checks 
completed 
(number) 

Induction or 
orientation 
completed 
(number) 

Exit reports 
completed 
(number) 

Concerns 
reported to 
agency or 

responsible 
officer 

(number) 
2 days or less 0 0 0 0 0 

3 days to one week 0 0 0 0 0 

1 week to 1 month 0 0 0 0 0 

1-3 months 2 2 2 0 0 

3-6 months 1 1 1 0 0 

6-12 months 1 1 1 0 0 

More than 12 months 2 2 2 0 0 

Total  6 6 6 0 0 
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AGENDA ITEM: 13/0922 

                                                                            
REPORT TO:   TRUST BOARD PUBLIC SESSION – 29 September 2022 
 
PRESENTED BY:  Hannah Williams, Deputy Director of Nursing Therapies and 
 Quality & Deputy Director of Infection Prevention Control 

AUTHOR:  GHC Infection Prevention Control Team  

SUBJECT:   GHC INFECTION PREVENTION CONTROL ANNUAL 
 REPORT 2021-22 

 
If this report cannot be discussed at 
a public Board meeting, please 
explain why. 

 

 

 

 

 

 
Risks associated with meeting the Trust’s values 
 

• The Trust has a statutory duty to maintain satisfactory standards of infection 
prevention  and control throughout the organisation  

• This report conveys how this is achieved, how assurance is maintained and 
summarises reporting for 21/22. 

This report is provided for: 
Decision  ☐ Endorsement  ☒ Assurance  ☒ Information  ☐ 

The purpose of this report is to: 
 
To provide the Trust Board with our Trust infection prevention & control annual 
report for 2021-22. 

Recommendations and decisions required 
• Receive and endorse the report for publication on the Trusts public facing 

website.  
• Accept the good level of assurance this report provides.  

Executive summary 
• The attached report provides the Trust Board and the public with an overview 

and summary of the Trust’s infection prevention and control activity during 
2021- 22 

• The report provides good assurance to the Board and Public that the Trust 
has maintained good standards of infection prevention and control 
throughout the year. 
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Corporate considerations 
Quality Implications This report relates to safety, outcomes and experience  
Resource Implications Within allocated budgets 
Equality Implications None 

 

Where has this issue been discussed before? 
• Regular IPC updates to QAG, Quality Committee and Public Board 
• This paper was approved at QAG on 16/9/2022 
• This paper was approved at Exec Committee 20/09/2022 
• This paper has not been presented at Quality Committee due to timings  of 

meetings, waiting  to present at Quality Committee would delay publication 
unnecessarily  

 
 

 

Appendices: 
 

Main Report  

 

Report authorised 
by: 
John Trevains  
 

Title: 
Director of Nursing, Therapies & Quality 
Director of Infection Prevention & Control  
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Introduction and Foreword 
 
Once again it is a privilege to present the Gloucestershire Health and Care NHS Trust 
Annual Infection Prevention and Control Report. 
 
It has been another challenging yet rewarding year for the organisation with regard to 
the subject of Infection Prevention and Control. It is positive to see the continued 
development and expertise of colleagues throughout our services in the management 
of the continued Covid 19 pandemic. The benefit of vaccines, good access to testing 
and robust supplies of Personal Protective Equipment is recognised and with hope we 
look forward to further progress in seeing a reduced impact of the pandemic on day to 
day clinical work in the Trust in 2022/23. 
 
Of course, Infection and Prevention and Control is not solely focused on Covid 19, this 
report includes the details of how we as a Trust strive for excellence in reducing harms 
caused by infectious diseases and conditions. I am most privileged to work alongside 
a motivated and diligent infection control team with the full support of colleagues 
across the organisation in complying with national guidance, following best practice 
directives and working hard to maintain high standards of infection control. A special 
thanks is also due to the Trusts wonderful facilities and estates colleagues alongside 
procurement and finance teams who contribute to all the work that goes into keeping 
our patients, families and colleagues safe from infectious diseases. 
 
 
John Trevains 
Director of Infection Prevention and Control 
 
September 2022  



 
 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 Sept 2022 
AGENDA ITEM 13: Infection Prevention Control Annual Report                                                         Page 6 of 44                                                                            
 

1.0 National Guidance and Key legislation 
 
All Trusts have a legal obligation under the Health and Social Care Act 2012 to 
produce an Annual Report and make this available to the public. This report covers 
the period April 1st 2021 to March 31st 2022 and relates to the services that 
Gloucestershire Health and Care NHS Foundation Trust (GHC) is registered to provide 
with the Care Quality Commission (CQC). 
 
The Health and Social Care Act 2008: code of practice on the prevention and control 
of infections sets out the 10 criteria against which the CQC will judge a healthcare 
provider on how it complies with infection prevention requirements. The Code of 
Practice compliance criteria are listed in Table 1 below. 
 
Table 1: Health and Social Care Act 2008: code of practice on the prevention and 
control of infections compliance criteria 
 
Compliance 
Criterion 

What the registered provider will need to demonstrate 

1 Systems to manage and monitor the prevention and control of 
infection. These systems use risk assessments and consider the 
susceptibility of service users and any risks that their environment 
and other users may pose to them. 

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

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

4 Provide suitable accurate information on infections to service users, 
their visitors and any person concerned with providing further 
support or nursing/medical care in a timely fashion. 

5 Ensure prompt identification of people who have or are at risk of 
developing an infection so that they receive timely and appropriate 
treatment to reduce the risk of transmitting infection to other people. 

6 Systems to ensure that all care workers (including contractors and 
volunteers) are aware of and discharge their responsibilities in the 
process of preventing and controlling infection. 

7 Provide or secure adequate isolation facilities. 
8 Secure adequate access to laboratory support as appropriate. 
9 Have and adhere to policies, designed for the individual’s care and 

provider organisations, that will help to prevent and control 
infections. 

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

 
Good Infection Prevention and Control is essential to ensure that people who use Trust 
services receive safe and effective care. This Annual Report shows how the Trust is 



 
 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 Sept 2022 
AGENDA ITEM 13: Infection Prevention Control Annual Report                                                         Page 7 of 44                                                                            
 

performing against the Code of Practice criteria, what the Trust has achieved during 
2021/22, and where the Trust would like to improve for 2022/23. 
 
1.1  Key Achievements During 2021/22  
 

The Trust had a low incidence in the majority of mandatory reportable 
healthcare associated infection during 2021/22, with the exception of 
Hospital Onset Healthcare Acquired cases of toxin positive Clostridioides 
difficile and COVID-19. 
 

The Infection Prevention Control (IPC) Team continued to be impacted by the 
demands of the COVID-19 pandemic but were able to respond efficiently and 
effectively to the rapidly changing environment and provide clinical teams with COVID-
19 advice, support and guidance. 
 
The IPC team liaised closely with the Single Point of Clinical Access (SPCA)/Bed 
Management teams to create a COVID-19 patient pathway, reduce the risk of COVID–
19 transmission and ensure a safe transfer and admission of patients into Trust 
hospitals.  
 
Throughout 2021/22, Louise Forrester, Lead Nurse for Infection Control Mental Health 
and Learning Disabilities, worked closely with Mental Health and Learning Disability 
in-patient settings to raise infection prevention and control awareness and improve 
practice. Louise used her Mental Health knowledge and experience to develop and 
improve relationships between clinical colleagues and the IPC team.  
 
The Link Worker programme was refreshed, Emma Bray re-established membership 
of the group and requested topics for discussion. The IPC team provided informative 
IPC sessions via teams to the revised list of Link Workers. 
 
Overall, the Trust achieved its target compliance for Hand Hygiene of 90% for 2021/22. 
 
In response to updated HTM 03-01 Specialised ventilation for healthcare buildings 
(NHSE/I), a Ventilation Lead and Authorising Engineer (Ventilation) have been 
appointed and a Ventilation Group established to prioritise and monitor ventilation 
safety. 
 

1.2  Key Potential Risks During 2021/22 
 
Outbreaks of serious infection, including COVID–19, remain a 
potential risk.  
 
There are continual challenges of maintaining good infection 
prevention and control standards in some of the Trust’s older properties.    
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2.0 Infection Prevention and Control Team Structure 2021/22 (Criteria 1) 
 
The Chief Executive holds overall responsibility for Infection Prevention and Control 
within Gloucestershire Health and Care NHS Foundation Trust.  The Director of 
Nursing is the designated Executive Lead and Director of Infection Prevention and 
Control (DIPC). They report directly to the CEO and the Board. The DIPC works 
closely in partnership with the Infection Control Doctor/Consultant Medical 
Microbiologist for the Trust.  
 
The specialist IPC Team provides infection prevention and control knowledge and 
expertise to community physical health, mental health and learning disability services 
across the Trust. The team structure is outlined in the chart below. Staff changes in 
the team during 2021/22 include the departure of Natalie Matthews (Senior Band 7 
ICN) to pursue a career in training and development, Amy Barnes took maternity leave 
in March 2022, and there was the arrival of Emma Hucker (Band 5 ICN) in January 
2022. Sam Lonnen took on the newly defined role of Decontamination Lead for the 
Trust in 2021.  
 
The Team recruited a qualified and experienced band 6 ICN to cover the maternity 
leave (0.5 WTE); they are due to commence their role on May 30th 2022. 
 
Chart 1: Infection Prevention and Control Team Structure as at March 31st 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Director of Nursing, Therapies 
and Quality and DIPC 

John Trevains (1.0 WTE) 

Infection Control Doctor 
and Antimicrobial 

Stewardship 
Philippa Moore 

(16 hours per week) 

Deputy Director of Nursing, 
Therapies and Quality and 

Deputy DIPC 
Hannah Williams (1.0 WTE) 

Lead Nurse IPC 
Marion Johnson (0.5 WTE) 

 

Senior Infection Control Nurse 
Lisa McLean (1.0 WTE) 

Infection Control Nurse 
Amy Barnes (1.0 WTE) 

Lead Nurse for Infection 
Control MH and LD 

Louise Forrester 
(0.8WTE) 

Infection Control Nurse 
Emma Hucker (1.0 WTE) 

 

Decontamination 
Lead 

Sam Lonnen (0.5 
WTE) 

Team Secretary 
Emma Bray (0.8 WTE) 
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GHC has a Service Level Agreement (SLA) in place with Gloucestershire Hospitals 
NHS Foundation Trust for the provision of an Infection Control Doctor (ICD) of four 
programmed activities a week, equivalent to approximately 16 hours. The ICD 
provides support, expertise and guidance to the IPC Team on IPC and antimicrobial 
stewardship. The SLA includes the provision of out-of-hours Consultant Medical 
Microbiologist cover. 
 
It has been another extremely challenging year but the Team have maintained an 
excellent and dedicated IPC service to the Trust.  
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3.0  Infection Prevention and Control Governance (Criteria 1) 
 
The DIPC reports regularly to the Trust Quality Committee on all IPC related matters. 
In April 2020, NHSE/I introduced a COVID-19 IPC Board Assurance Framework 
(IPCBAF) to support healthcare providers in self-assessing compliance against UK 
Health Security Agency (formerly Public Health England) and other COVID-19 
guidance and identifying any COVID-19 related risks. This framework has been 
regularly reviewed by the DIPC and assurance is reported at Trust Board meetings. 
 
The DIPC is the chair of the bi-monthly Infection Prevention and Control and 
Decontamination Committee (IPCDC). Membership of the IPCDC includes the Deputy 
DIPC, Infection Control Doctor, IPC Team, and representation from Hotel Services 
and Estates and Facilities. Working Well Occupational Health and other 
representatives may attend as a one-off according to the agenda. 
 
The purpose of the IPCDC is to gain assurance that the Trust is fulfilling national and 
local infection prevention and control and decontamination requirements. Monthly 
performance on the number and status of specific reportable and non-reportable 
infections in the Trust is reported to the IPCDC.   
 
The IPCDC agreed the 2021/22 Annual IPC Work Plan and reviewed progress against 
the plan. This oversight ensures Trust IPC priorities are agreed and implemented and 
any IPC issues are identified early. The 2021/22 Annual IPC Work Plan covered the 
following areas:  
 

  1. Surveillance  
  2. Audit   
  3. Education and training  
  4. Policy development and review 
  5. Specialist advice, expertise and support for IPC and decontamination to staff 

6. Information for patients and visitors  
  6. Commitment from all members of the healthcare community 

 
The demands on the IPC Team, as with all other Trusts across the country, continued 
throughout 2021/22 due to COVID-19. The need to prioritise and focus resource on 
COVID-19 related work, whilst ensuring the Trust continued to fulfil its statutory 
reporting responsibilities, remained challenging and did have an impact on delivery of 
the IPC 2021/22 Annual Work Plan. 
 
The team daily ‘huddle’ ensures all staff are aware of IPC priorities and responsibilities 
for the day. These daily huddles were essential during the pandemic, when there was 
a rapidly changing IPC environment, and for the part-time staff in the team. These 
continue to prove useful in ensuring IPC work is prioritised effectively. 
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The Team meetings were also reviewed. There is now a monthly meeting to 
accommodate wider attendance from key stakeholders and a monthly focused 
operational team meeting. The Infection Control Doctor attends both meetings and is 
available to address any clinical questions.  
 
The Infection Prevention and Control Bronze Cell continued for the majority of the 
year, and was attended by representatives from key stakeholders within the county. 
This ensured there was a co-ordinated countywide response to the management of 
COVID-19. As the threat and risk from COVID-19 has decreased, the decision was 
taken to continue with this forum and change the remit to cover all IPC alert organisms 
and further develop a countywide approach to managing IPC.   
 
3.1  Contracts for Infection Prevention and Control 
 
Service level agreements (SLAs) are in place to provide a specialist infection 
prevention and control service with: 
 

• Longfields Hospice 
• Great Oaks Hospice 
• Sue Ryder Hospice 
• Tetbury Hospital 
• Kate’s Home Nursing  

 
The IPC Team undertake annual Infection Prevention Society (IPS) Environmental 
Audits for these organisations and support them to produce an IPC Annual Action 
Plan. The IPC Team also provide education, advice and support as required and 
attend governance meetings.  
 
Throughout the COVID-19 pandemic, the team have ensured that these organisations 
were informed of updated PHE guidance and had access to up-to-date copies of Trust 
IPC Action Cards. 
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4.0 Facilities and Estates 2021/2022 (Criteria 2) 
 

The Trust has dedicated cleaning teams in each locality that are responsible for 
ensuring Trust sites are cleaned and decontaminated.  
 
Locality Facilities Teams have been working to their enhanced COVID-19 Cleaning 
Plan throughout 2021/22, with increased levels and frequency of cleaning, in order to 
mitigate against the risk of transmission of infection. 
 
The National Standards of Healthcare Cleanliness 2021 (NSoHC2021) were updated 
in April 2021. A project team has been working towards migrating these standards into 
the Trust by November 2022. 
 
Facilities performance data is reported to, and monitored by, the Infection Prevention 
and Control and Decontamination Committee and also the Buildings Environment and 
Medical Equipment Group.  
 
4.1 Cleanliness Audits 
 
Trust cleanliness audits are undertaken in line with NHSE cleanliness standards, 
Table 1 shows the frequency and compliance standard required. 
 
Table 2: NHSE National Specifications for Cleanliness in the NHS (2007) 
frequency of audits and compliance standards by risk category 
 

Risk Category Frequency Standard 

Very High   

High            

Significant  

Low   

Weekly 

Monthly 

13 Weeks 

6 Monthly 

98% 

95% 

85% 

75% 

 
During 2021/22, the Facilities Team made huge progress in mapping all clinical sites 
and areas onto their auditing system (FM First), with the exception of Wotton Lawn 
Hospital. Wotton Lawn Hospital will be mapped onto FM First by July 2022.  
 
Due to the ongoing impact of the pandemic, the cleanliness audit schedule has, at 
times, been interrupted, and audits were sometimes not undertaken at the frequency 
the Trust expects. Also, it was not always appropriate to audit the wards if there was 
a high risk of transmission of COVID-19.  
 
Facilities Managers continually prioritised the team workloads to ensure higher risk 
areas were audited as a priority and the schedule was adhered to as much as possible. 
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They also kept in close contact with their teams on each site and encouraged staff to 
escalate any concerns they may have had with cleanliness in their buildings. The 
Facilities Management Team worked closely with the COVID-Secure Environment 
Team, which provided further opportunity to identify any areas of concern around 
cleanliness. Despite the challenges that COVID-19 presented, good compliance 
against NHSE standards has been achieved for 2021/22. Table 2 shows Trust 
cleanliness compliance levels per risk category. 
 
There is an expectation that the regular auditing regime will return to previous  levels 
from April 2022 onwards. 
 
Table 3: GHC 2020/21 Trust compliance by risk category 

 
 
 
 
 
 
 
 

 
4.2  Swabbing: Adenosine Triphosphate 
 
Adenosine Triphosphate (ATP) swab testing provides a quick method of on-the-spot 
assurance of the standard of cleanliness achieved on a particular piece of equipment 
or surface. It is an additional level of assurance that is recommended to Trusts but it 
is not mandatory.  
 
A schedule of swabbing is in place and results are submitted bi-monthly to the Infection 
Prevention and Control and Decontamination Committee. The table below shows a 
summary of the ATP swabbing results for 2021/22. A three-year ATP contract with 
Hygiena will formally start in April 2022.  
 
Table 4: Trust ATP Swabbing Results 2021/22 
 

Swab Result Number of Location 
Points Swabbed 

Pass 2,769 (85%) 
Caution 159 (5%) 
Failure 337 (10%) 
Total 3,265 

 
 

Risk Category NHSE Standard GHC Compliance 2021/22 

Very High   

High            

Significant  

Low   

98% 

95% 

85% 

75% 

99.35% 

97.81% 

96.12% 

89.15% 
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4.3  Patient Led Assessment of the Care Environment  
 
The Patient Led Assessment of the Care Environment (PLACE) programme was 
paused in 2020 due to the pandemic. The assessments involve patient assessors 
visiting hospital sites to assess the quality of the patient environment, including 
cleanliness and general building maintenance.  
 
NHS Digital developed PLACE-Lite during 2020/21 to support Trusts in conducting 
assessments in the absence of PLACE. Facilities teams conducted PLACE-Lite 
sample audits in 2021/22 and a report was submitted to the Trust’s Quality Assurance 
Group. The results of the PLACE-Lite audits are shown in the table below. Cirencester 
and Wotton Lawn Hospitals did not have PLACE-Lite assessments due to resource 
issues as a result of COVID-19.  
 
The Trust is expecting the annual PLACE assessments to resume in Autumn 2022.  
 
Table 5: Trust PLACE-Lite Assessment Results 2021/22 
 
Site Privacy, 

Dignity & 
wellbeing 

Cleanliness Condition 
and 

Appearance 

Dementia Disability 

Stroud 90.00% 100.00% 100.00% 94.27% 91.88% 
Vale 84.00% 100.00% 99.05% 68.29% 70.42% 
Dilke 87.50% 100.00% 98.70% 80.00% 76.56% 
Lydney 85.19% 99.37% 95.67% 64.58% 71.05% 
Tewkesbury 78.95% 100.00% 97.14% 73.68% 70.89% 
North Cots 90.00% 100.00% 98.72% 79.17% 73.77% 
Berkeley House 81.58% 99.34% 87.84% 66.67% 73.33% 
Laurel House 87.50% 100.00% 96.23% 78.13% 78.05% 
Honeybourne 84.21% 100.00% 94.59% 68.29% 76.47% 
Charlton lane 92.11% 100.00% 93.98% 75.00% 70.88% 

 
4.4  Kitchen Hygiene – Environmental Health Audits 
 

In 2021/22, all registered sites maintained the highest Environmental 
Health Hygiene rating score of 5 (hygiene standards are very good) 
during Environmental Health Audits. The Facilities team undertook 
internal Audits throughout the year to monitor standards.   

4.5  Decontamination 
 
The Trust has an identified Decontamination Lead who is supported by the IPC team. 
Decontamination issues and performance are reported to the bi-monthly Infection 
Prevention and Control and Decontamination Committee. 
 
Decontamination is the combination of processes (including cleaning, disinfection and 
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sterilisation) used to make a re-usable medical device safe for further use on patients. 
The effective decontamination of re-usable medical devices is essential in reducing 
the risk of transmission of infections.  
  
Health Technical Memorandum 01-01 - Management and decontamination of surgical 
instruments (medical devices) (HTM 01-01) sets out the statutory requirements on 
health care organisations to manage decontamination of medical devices and the 
Trust remains compliant with this.  
 
Effective and safe decontamination is a priority for the Trust and a range of policies 
are available on the intranet that set out the roles and responsibilities of staff and the 
method and levels of decontamination required for different types of medical devices.  
 
During 2021/2022, air decontamination (Clinell Rediair) units were introduced to 
patient care areas in older buildings with poorer ventilation. They are designed to 
improve air flow by providing ‘high efficiency particulate air’ (HEPA) filtered air to care 
areas and increasing the number of air changes per hour. The unit manufacturer 
stipulates that in order to achieve optimum performance the pre-filters fitted to the unit 
are cleaned every 14 days. A standard operating procedure was put together and the 
pre-filter change process is audited when the Decontamination Lead undertakes a 
clinical visit.  
 
Medical devices that require sterilisation (except dental units) are sterilised at 
Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT) in their Central Sterile 
Services Department (CSSD) on behalf of the Trust. CSSD is audited annually by the 
British Standards Institute against ISO standards for the reprocessing of reusable 
medical devices and relevant clauses of the Medical Devices Directive 93/42/EEC. 
CSSD maintained full accreditation in 2021/22. 
 
HTM 01-05 Decontamination in primary care dental practices guidance has been 
adopted for the Trust’s dental service and practices across the Trust are audited every 
six months using the Infection Prevention Society (IPS) dental audit tool and then 
reported to the Infection Prevention and Control and Decontamination Committee.  
 
HTM 01-06 guidance covers the decontamination of flexible endoscopes. Annual 
Decontamination audits against HTM 01-06 are undertaken by the Trust’s Authorising 
Engineer. These were completed at both endoscopy departments in March 2022; 
Cirencester scored 100% and Stroud 98% in their decontamination audits. Each 
endoscopy unit is also audited on an annual basis by the IPC team and have also 
achieved Joint Advisory Group (JAG) accreditation. JAG accreditation means that 
patients can have increased confidence in their endoscopy service and be assured of the 
same quality of care no matter where their endoscopy takes place. Additional assurance, 
for evidencing a high standard of scope decontamination, is provided by weekly final 
rinse water testing undertaken by Getinge. 
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Other medical devices, including items such as drip stands, commodes, dressing 
trolleys, blood pressure cuffs, hoists and hoist slings etc., are decontaminated in line 
with Trust policy. All staff receive decontamination training during induction and 
competency-based training is undertaken by staff who use medical devices. If 
specialist decontamination is required, staff receive annual certificated training 
provided by the decontamination equipment company, e.g. Tristel. 
 
The Trust has a contract with Premier Healthcare for the decontamination of 
specialist/dynamic mattresses (e.g. pressure relieving mattresses).  
 
Monitoring of decontamination is routinely undertaken in both in-patient and outpatient 
and specialist areas during IPC clinical/locality visits. 
 
The Trust is fully committed to implementing the National Standards of Healthcare 
Cleanliness (April 2021) by the implementation date of November 2022. The 
Decontamination Lead has been involved in the implementation process over the past 
12 months, representing the IPC team. 
 
4.6  Water Safety 
 
The Trust’s Water Safety Scheme of Control (WSSC), which provides detail on how 
the risks from Microbiological and scalding hazards associated with the supply and 
use of water are assessed, managed and controlled, is owned and managed by the 
Water Safety Group. It is reviewed annually and is currently under review. 
 
The Water Safety Group (WSG) meets every three months and reports into the 
Infection Prevention and Control and Decontamination Committee and Buildings, 
Environment and Medical Equipment Management Group. The Trust’s DIPC/Deputy 
DIPC and Consultant Microbiologist are members of the WSG.  
 
The Trust has a rolling programme of Water Risk Assessments across all Trust sites, 
with frequencies as follows: 
 

• In-patient sites every two years 
• Out-patient sites every four years 
• Offices every five years 

 
Water Risk Assessments are monitored by the WSG and, as at 31st March 2022, all 
Water Risk Assessments were in date, with the exception of two out-patient sites 
(Lexham Pavilion and Cirencester Memorial, due February 2022).  
 
On completion of Water Risk Assessments, any actions are added to the Trust’s Water 
Safety Action Plan. Remedial works are prioritised and monitored by the designated 
Responsible Person in the Estates Team and the WSG. During 2021/22, capital 
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funding was secured for a contractor to work though all properties’ current Legionella 
Risk Assessment recommendations. 
 
Water Safety Audits are carried out twice a year by the Trust’s Water Hygiene 
Authorising Engineer. The latest audit was carried out on 7th December 2021 and audit 
results are outlined in the chart below. 
 
Chart 2: Summary of Authorising Engineer’s Water Safety Audits May and December 
2021 
 
Areas Audited Legislation 

Compliance 
 

07/12/21 

Legislation 
Compliance 

 
28/05/21 

Compliance 
Level 

 
07/12/21 

Movement 

Responsible Person Delegation 
 HIGH HIGH 100%  

Water Safety Group and 
Meetings Structure HIGH HIGH 100%  

Water Safety Policy 
 HIGH HIGH 100%  

Water Safety Procedures and 
Plan HIGH HIGH 100%  

Training Requirements 
 HIGH HIGH 100%  

Legionella Risk Assessments 
 HIGH HIGH 100%  

Legionella Risk Assessments – 
Management MEDIUM LOW 60%  

Scheme of Control / Monitoring 
 MEDIUM MEDIUM 70%  

Log Book Operation / 
Management MEDIUM MEDIUM 60%  

Flushing Regimes (Based on 
August and September 
Figures) 

MEDIUM MEDIUM 63% 
 

  
This audit found a high level of water hygiene management at the Trust, that 
Responsible and Deputy Responsible Persons nomination letters were up-to-date, the 
training programme was well managed and up-to-date and the Trust’s Water Safety 
Policy had been reviewed and ratified at the Clinical Policy Group. The improvement 
that had been made to the process for monitoring the flushing regime was recognised 
in the audit.  
 
A review of the site log books during the audit showed that compliance in some areas 
had dropped, hence the downward movement arrow under Log Book Operation/ 
Management. 
 
These bi-annual audits have highlighted the need for improved service regarding the 
performance of the Trust’s Water Hygiene contract, The Trust is bringing and bring 
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this role back into the Trust from 1st June 2022. The Trust has plans in place to 
continue to maintain high standards for water related safety and improve audit 
outcomes in areas requiring attention.  
 
4.6.1 Legionella 
 
There is a rolling programme of Legionella sample testing at the Trust’s in-patient 
sites; samples are taken every six months for testing and results are monitored by the 
WSG. 
 
The majority of sites returned negative samples during testing but there were 
instances of slightly elevated results (with no risk to patients or colleagues) at Laurel 
House (June 2021), Montpellier Ward, Wotton Lawn Hospital (September 2021) and 
Stroud Maternity Hospital (October 2021). Required remedial actions were 
immediately undertaken for flushing, chlorination and re-sampling. Re-sampling 
returned negative results.  
  
4.7 Ventilation   
 
The Government published a research paper on the 27th May 2021 titled “EMG-SPI-
B: Application of CO2 monitoring as an approach to managing ventilation to mitigate 
SARS-CoV-2 transmission”. This paper outlined the importance of ventilation to 
mitigate against COVID-19 transmission. 
 
In June and August 2021, HTM 03-01 specialised ventilation for healthcare buildings 
(NHSE/I), was updated to include improved risk mitigations for COVID-19 and a 
requirement for ventilation audits to be undertaken.   
 
As a result, the Trust appointed a Ventilation Lead and an Authorising Engineer for 
Ventilation. The Trust Ventilation Lead completed Authorised Person training for 
Ventilation and Air Conditioning in August 2021. A Trust Ventilation Group has been 
established and the first meeting was in January 2022.  
 
A smaller working group, to monitor air flow levels and undertake further risk 
assessments, was also created. An airflow audit was conducted in Community 
Hospitals and Mental Health Hospitals (December 2021 and January 2022). This audit 
covered all in-patient areas, including staff and office spaces on wards, and identified 
areas where there were raised levels of carbon dioxide. Air scrubbers were deployed 
to those areas to improve air flow alongside advice to open windows to promote 
improved ventilation. 
 
Ventilation audits of air change rates were completed by the Authorising Engineer for 
Ventilation in January and February 2022. The recommendations made in the audit to 
improve air flow have been developed into an Action Plan, costings for remedial works 
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are being collated and a capital bid will be developed to secure funding. The Action 
Plan will be monitored through the Ventilation Group. The Authorising Engineer will 
undertake bi-annual ventilation audits. 
 
4.8 Building Environment Works 
 
A rolling programme of building environment improvement works is undertaken each 
year, overseen by the Trust’s Estates Team. Some of these will have IPC implications 
and the IPC team will have input into plans and are involved in meetings/discussions. 
During 2021/22, the following buildings’ environment works were completed: 
 

• Cirencester Hospital - Sluice revamp on Coln ward, repairs to damaged flooring, 
basin replacement throughout the Out-Patient Department, X-ray and theatres 

• Weavers Croft - acoustics work 
• Acorn House Annexe - accommodation reconfiguration 
• Leckhampton Lodge – acoustic upgrades 
• Rikenel- reconfiguration for Homeless Healthcare team 
• Rikenel - Clinics refurbished for Children’s Speech and Language Therapy 

teams 
• Independent Living Centre - refurbishment  
• Bowbridge Out-Patient Department - acoustic upgrades 
• Section 136 Maxwell Suite, Wotton Lawn Hospital – upgrades 

 
Environment improvement works that have commenced and are not yet completed: 
 

• Southgate Moorings – ground floor refurbishment 
• Montpellier Unit, Wotton Lawn Hospital – refurbishment of en-suites 
• Jubilee Ward/MIIU, Stroud Hospital – upgrade and refurbishment  
• Charlton Lane Hospital – replacement of showers 
• Berkeley House – Kestrel Flat upgrade 

 
The estates team work collaboratively with IPC and Berkeley House during 
refurbishments, on-going repairs and bespoke alterations to buildings in order to 
accommodate the very specific requirements of patients residing at Berkeley House. 
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The British building industry experienced a supply crisis during 2021/22 and this has 
resulted both in delays to work completion and increased costs.  In addition, there has 
been a shortage of contractors with capacity to undertake building work. This has 
resulted in delays to the completion of the environment improvement works 
programme. 
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5.0  Antimicrobial Stewardship (Criteria 3) 
 
A monthly Hospital Antimicrobial Prudent Prescribing Indicator (HAPPI) audit, based 
on start SMART then Focus principles, is carried out by the pharmacy team in physical 
health inpatient wards. This audit looks at five key areas of antimicrobial prescribing 
governance: 
 

• The allergy box on the drug chart is completed correctly 
• An indication for the antibiotic prescribed is documented on the drug chart  
• A review/stop date is clearly documented on the drug chart 
• The route of administration is appropriate. In particular, IV administration has 

been reviewed after 48 hours. 
• The antibiotic, at the dose and duration prescribed, is included in the current 

Trust antimicrobial guidance or has been prescribed on the advice of a 
microbiologist 

 
The results are shared with ward managers and ward prescribers to inform of areas 
of improvement and will be included in the IPC monthly dashboard that is being 
developed. The results for 2021/22 are shown in the chart below: 
 
Chart 3: HAPPI audit results for 2021/22 in community hospitals 
 

 
 
It is proposed to introduce a HAPPI-style audit into Mental Health and Learning 
Disability in-patient areas to provide assurance of appropriate prescribing. 



 
 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 Sept 2022 
AGENDA ITEM 13: Infection Prevention Control Annual Report                                                         Page 22 of 44                                                                            
 

With the introduction of electronic prescribing across all areas that regularly prescribe 
antimicrobials, e.g. in-patient units, MIIUs, Rapid Response and Podiatry, work is 
underway with Clinical Systems to understand what antimicrobial prescribing data can 
be extracted to support robust governance. 
 
5.1  Patient Group Directions 
 
Patient Group Directions (PGDs) are in place for a range of antimicrobials to support 
immediate access when clinically appropriate in urgent care and in-patients when 
medical or non-medical prescribers may not be available. All PGDs for antimicrobials 
are reviewed and approved by the Trust’s consultant medical microbiologist in addition 
to the usual approved Trust signatories. 
 
5.2 Antimicrobial Guidelines 
 
Trust Antimicrobial Guidelines for specific body systems are in place. These are based 
on National Institute for Health and Care Excellence (NICE) guidance with local 
adaptation by the local microbiologist. Where clinically appropriate, guidelines in the 
Trust reflect those in the wider Gloucestershire health and care system. Guidelines 
are available on the Gloucestershire Countywide Medicines Formulary and the 
introduction of an electronic platform and app, to host the guidelines, is planned in 
2022/23. 
 
5.3 Training 
 
A range of tools are in place to support prudent use of antimicrobials by colleagues: 
 

• A PowerPoint on antimicrobial resistance and stewardship is shown to new 
starters at clinical induction 

• The Trust Consultant Microbiologist delivers an annual update to non–medical 
prescribers on antimicrobials, stewardship and resistance 

• All antimicrobial guidelines contain information in line with NICE guidance on 
appropriate prescribing, including when not to prescribe, the use of delayed 
prescriptions and safety netting. This is also reflected in PGDs for antimicrobials 

 
5.4  Committees 
 
Antimicrobial stewardship is a standing agenda item on the Trust’s bi-monthly 
Medicines Optimisation Committee (MOC) and the Consultant Medical Microbiologist 
is a core member. The minutes of the MOC are shared with the Trust Quality 
Assurance Group (QAG) through the Medicines Optimisation Quarterly reports. 
 
Antimicrobial Stewardship is also a standing agenda item on the bi-monthly IPCDC 
chaired by the Director of Infection Prevention Control. 
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The Trust’s Chief Pharmacist attends Gloucestershire Hospitals NHSFT monthly 
antimicrobial stewardship operational meeting, where antimicrobial guidelines are 
discussed, and chairs the recently established Integrated Care System (ICS) 
Antimicrobial Stewardship Strategy group. This group aims to have an ICS strategic 
approach to promoting and monitoring judicious use of antimicrobials to preserve their 
future effectiveness within Gloucestershire.  
 
6.0  Patient information (Criteria 4) 
 
The IPC team reviewed and updated Clostridioides difficile, MRSA and Norovirus 
information leaflets during 2021/22 for patients and their visitors.  
 
Through the pandemic, patients and visitors have been encouraged to access COVID-
19 information electronically. Throughout 2021/22, the Trust’s public-facing website 
displayed up-to-date information and guidance on COVID-19, including visiting 
arrangements during the pandemic. 
 
The IPC team have a dedicated IPC section on the staff intranet with links to: 
 

• IPC policies 
• Posters and other information 
• IPC education and training 
• Templates for the IPC ward audits 
• Decontamination 
• A dedicated page for IPC Link Workers 
• The members of the IPC team and team contact details 

 
The IPC team provide staff with timely specialist IPC advice and support to enable 
effective management of infection. They have a dedicated telephone support and 
advice line (in-hours). Out of hours advice and support can be sought from the on-call 
Microbiologist. 
 
 
7.0  Surveillance (Criteria 1 and 5) 
 
Avoidable infections are not only potentially devastating for patients and healthcare 
staff, but consume valuable healthcare resources.  
 
7.1  Reporting 
 
A large proportion of the IPC Team’s workload involves surveillance and identification 
of people who have, or are at risk of developing, an infection so that they can receive 
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timely and appropriate treatment and to reduce the risk of transmitting the infection to 
others.  
 
Some organisms are subject to mandatory reporting requirements to the UK Health 
Security Agency (UKHSA) (this agency replaced Public Health England on 1st April 
2021). These are:  
 

• MRSA 
• MSSA 
• C. difficile 
• Gram-negative bloodstream infections (Escherichia coli, Klebsiella spp, 

Pseudomonas aeruginosa)  
 
Infections that are reportable to UKSHA are recorded on the national Healthcare 
Associated Infections (HCAI) data capture system on a monthly basis. Outbreaks of 
COVID-19 are reported to england.sw-incident@nhs.net. 
 
There is a robust reporting system in place. The GHT laboratory inform the IPC Team 
of alert organisms that need to be mandatorily reported, as well as others of infectious 
significance, such as influenza, COVID-19, Norovirus or Tuberculosis (TB). Positive 
results are reported via email, so that clinical staff are notified at the earliest 
opportunity, and via ICNet (IPC specific surveillance software).  
 
It is the responsibility of the clinician requesting the specimen to review the results, 
however, results are followed up with clinical teams by the IPC Team. This provides 
assurance that specimens are being followed up appropriately and gives the IPC 
Team an opportunity to support clinicians to manage the infection. Results are 
recorded by the IPC Team onto patients’ clinical records to ensure clinical teams are 
aware and can take the appropriate IPC precautions.  
 
Reports on all relevant organisms can be generated via ICNet for the Infection 
Prevention and Control and Decontamination Committee. During 2021/22, the IPC 
team increased utilisation of the software in order to be more aligned with 
Gloucestershire Hospitals NHSFT’s process. This has enabled results and actions to 
be consistently documented in both Trusts and provides better co-ordination across 
the patient journey.   
  
7.2  MRSA bacteraemia 
 
There were no bacteraemia cases during 2021/22, the same as reported in 2020/21.  
 
 Tolerance 2021-2022 

number reported Compliance 

MRSA bacteraemia Zero Zero Green 

mailto:england.sw-incident@nhs.net


 
 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 Sept 2022 
AGENDA ITEM 13: Infection Prevention Control Annual Report                                                         Page 25 of 44                                                                            
 

7.3  Other Bacteraemia Surveillance (GRE, E. coli, MSSA) 
 
There were also no cases of E. coli and MSSA in GHC during 2021/22, the same as 
reported in 2020/21. 
 
 Tolerance 2021-2022 

number reported Compliance 

MSSA bacteraemia Zero Zero Green 
 
 
 Tolerance Pre-48 Hour Post 48 

hour Compliance 

E. coli 
bacteraemia  

No set 
tolerance Zero Zero Green 

 
7.4  Health Care Associated Infections 
 
7.4.1 MRSA acquisition 
 
There were no cases of post 48-hour MRSA acquisition (colonisation or infection) in 
2021/22 or 2020/21, compared to two cases in 2019/20.  
 
7.4.2  Clostridioides difficile  
 
GHC provides mandatory surveillance to PHE for C. difficile toxin positive results. In 
2021/22, there were 21 Hospital Onset Definite Hospital Acquired infections reported; 
this is 14 more than in 2020/21. All occurred in community hospitals.  
 
 Tolerance 2020/21 number 

reported Compliance 

C. difficile 16 21 Red 
 
The chart below shows the number of Trust C. difficile cases since 2007/08 
 
Chart 4: Number of C. difficile cases in the Trust since 2007/08 
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Each confirmed C. difficile diagnosis is investigated and a Root Cause Analysis 
completed, with input from the clinical teams, to ensure lessons are learned and 
actions taken, for example, non-compliance with policy, procedure or prescribing 
guidelines. 
 
Interestingly our raised rates were not seen as out of step in context with a national 
increase. There was a noticeable increase of C. difficile cases throughout the UK 
during 2021/22, potentially linked to increased antibiotic prescribing during COVID-19.  
A review was undertaken of all C. difficile cases between 1st April and 30th September 
2021 to see if there were any causes or links relating to the increase in cases. The 
review did not identify any causes or links. Learning was disseminated to the teams 
via IPC Learning on a Page, see chart below. 
 
Chart 5: C. difficile Review – Learning on a Page 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
All C. difficile toxin positive and gene detected results are recorded on the patient’s 
clinical record to alert the clinical teams. The IPC Team visit the ward within 48 hours, 
of diagnosis to give specialist advice for patient management, and regularly thereafter 
to support clinical staff. 
 
A period of increased incidence (PII) is defined as two or more cases of C. difficile 
occurring on the same ward within a 28-day period that are both more than 48 hours 
post-admission and not classified as relapses (a return of symptoms within the 
previous 28 days). There have been two PII during 2021/22, both at North Cotswold 
Hospital.  The first one was in May/June 2021 and involved two patients; no common 

What 
happened? 

Areas of good 
practice Learning points What do you need 

to do? 

• Patient presented with 
diarrhoea - type 7 stool 
– C Diff toxin detected 
11.6.21 

• There was a delay in 
isolating patient on 
suspicion of C Diff 
Patient isolated in 
sideroom when able  

• Evidence of good 
patient management- 
C Diff care plan 
implemented, Staff 
followed policy, C diff 
severity score 
completed 

• Appropriate 
antibiotics prescribed 
for UTI and staph 
detected in a wound  

• Urine specimen not 
processed by lab as 
microbiology form 
incorrectly 
completed . 

• Delay in isolation of 
patient –incident to 
be datixed 

• Incomplete transfer 
handover from GHT  

staff education -remind 
how to complete 
microbiology form. 
 Datix to highlight lack of 
isolation facilities. 

  
   

Further 
information 

Initial management and 
diagnosis of Clostridioides 
infection (C Diff) 

Initial management of a patient with C diff policy 
has been reviewed and re launched 

Staff education sessions given by clinical training 
sisters and ward sisters  

 
Incident: patient diagnosed with C diff 

i f i   
Date of Incident: 11.6.21 
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link was identified. The second was in January 2022 and also involved two patients. 
Again, no link was identified between the two cases. 
 
7.5  Outbreaks 
 
NHS England/Improvement (NHSE/I) define an outbreak of infection as: 
 

• Two or more people with the same disease or symptoms or the same organism 
isolated from a diagnostic sample, who are linked through a common exposure, 
personal characteristics, time or location 

• A greater than expected rate of infection compared with the usual background 
rate for the particular place and time   

 
7.5.1  Influenza 
 
There were no reported cases of influenza in the Trust during 2021/22 or 2020/21, 
compared to five confirmed influenza outbreaks in 2019/20. 
 
In-patients who were eligible to receive an influenza vaccine were offered a vaccine if 
they had not already had one from their GP. Additionally, clients known to the Trust 
with serious mental illness or learning difficulties, who do not usually engage with 
primary care services, were also offered an influenza vaccine by Trust vaccinators, 
along with service users from the Homeless and Violent Patient Health Services. 
 
During 2021/22, the Trust offered a free influenza vaccine to all staff; the table below 
shows the level of uptake of vaccination among staff.  
 
Table 6: Staff Uptake of Influenza Vaccine 2021/22 
 

Influenza Vaccines up to 31/03/22 

Role No Yes Grand Total % 

Doctor/Dentist 58 73 131 56% 

NHS Infrastructure 144 211 355 59% 

Nurse/Midwife 619 823 1,442 57% 

Other Professionally Qualified 313 479 792 60% 

Support to Clinical 739 1,150 1,889 61% 

Grand Total 1,873 2,736 4,609 59% 

 
This uptake of the vaccination is a reduction on previous years; in 2020/21 90% of 
patient-facing staff accepted the vaccination. Staff may have received the vaccine from 
their GP or local pharmacy; this would not be recorded on staff files. 
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7.5.2  Viral Gastroenteritis  
 
During 2021/22, there were no outbreaks of viral gastroenteritis infection. 
 
7.5.3  COVID-19 
 
During 2021/22, there were 92 Hospital Onset Definite Hospital Acquired (HODHA) 
COVID-19 cases in the Trust, an increase of 15% on 2020/21. The table below 
compares the number of HODHA COVID-19 cases for the past two years. 
 
Table 7: Number of COVID-19 HODHA Cases 2021/22 Compared to 2020/21 
 
 
 
 
 
 
 
 
 
Many mental health patients tested positive for COVID-19 after returning from home 
leave, which is an element of their recovery plan. It is likely that they acquired COVID-
19 when they were not on the hospital ward but the Trust is still required to report 
these cases as hospital acquired COVID-19, as they were under the care of the Trust 
at the time. 
 
These resulted in ward outbreaks and closures across the Trust. Ward staff were 
supported by the IPC team and the Microbiologist through clinical visits to the ward 
and telephone advice and support. 
 
Definitions and Key to Charts below: 
 
HODHA: Hospital Onset Definite Healthcare Acquired - an infection where the 
first positive specimen was taken 15 or more days after hospital admission 
HOPHA: Hospital Onset Probable Healthcare Acquired - an infection where the 
first positive specimen was taken 8-14 days after hospital admission. 
HOIHA: Hospital Onset Indeterminate Healthcare Acquired - an infection where the 
first positive specimen was taken 3-7 days after hospital admission  
CO/GHT:  Community Onset/Gloucestershire Hospitals Trust - an infection where the 
first positive specimen was less than or equal to two days after hospital admission 
 
Chart 6: Number of COVID-19 Patients on Physical Health Wards 2021/22 
 

Sites Number of 
HODHA Cases 

 
2021/22 

Number of 
HODHA Cases 

 
2020/21 

Community Hospitals 
 52 76 

Mental Health/Learning 
Difficulty In-Patient Sites 40 14 
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Cirencester Hospital – Windrush and Coln wards Dilke Hospital – Forest IPU ward 
North Cotswold Hospital – Cotswold View ward Lydney Hospital – Lydney ward 
Tewkesbury Hospital – Abbey View ward  Vale Hospital – Peak View ward 
Stroud Hospital – Cashes Green and Jubilee wards 
 
Chart 7: Number of COVID-19 Patients on Mental Health/Learning Disability 
Wards 2021/22 
 

 
 
Charlton Lane Hospital – Chestnut, Mulberry and Willow wards 
Wotton Lawn Hospital – Abbey, Dean, Greyfriars, Kingsholm, Montpellier and Priory wards 
   
7.5.3.1 Patient Screening for COVID-19 
 
The IPC Team worked closely with the Trust’s patient SPCA/Bed Management teams 
to ensure the safe transfer of patients from GHNHSFT.  
 
A robust patient screening programme was in place throughout 2021/22 to identify 
patient COVID-19 status and ensure patients were placed in wards in a way that 
minimised any potential COVID-19 outbreaks.  
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Point of Care Testing (POCT) machines for COVID-19 were rolled out into community 
hospitals in January 2022 to help manage COVID-19. These machines give staff 
immediate results for any COVID-19 swabs taken. POCT is now used for patient 
admission screening and, where necessary, to help manage suspected outbreaks of 
COVID-19. 
 
This has been instrumental in minimising hospital transmission of COVID-19 in the 
Trust. The Trust’s Infection Prevention and Control Policy (CLP243) outlines how the 
Trust meets the requirements to minimise the risk of infection to patients, staff and 
visitors. 
 
7.5.3.2 Staff Screening for COVID-19 during outbreaks 
 
As part of the Trust’s response to the pandemic, a staff screening programme was 
established. Staff had quick and easy access to COVID-19 PCR tests if, for example, 
there was an outbreak in their workplace or they developed COVID-19 symptoms. The 
IPC Team liaised closely with the COVID-19 testing team to arrange staff testing 
during ward outbreaks. POCT machines could also be used on the wards to screen 
ward staff. The table below shows the number of staff who received a COVID-19 PCR 
test during 2021/22. 
 
Table 8: Staff PCR testing by month for 2021/22 
 

Month Number of GHC 
staff PCR tests 

Apr-21 58 
May-21 41 
Jun-21 101 
Jul-21 127 
Aug-21 209 
Sep-21 194 
Oct-21 357 
Nov-21 417 
Dec-21 650 
Jan-22 674 
Feb-22 419 
Mar-22 440 
Total 3,681 

 
The Trust also provided staff and patients with the opportunity of receiving a COVID-
19 vaccination. See the table below for staff vaccination numbers.  
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Table 9: COVID-19 Staff Vaccinations as at 31st March 2022 
 

Vaccines up to 31/03/2022 

Role Number of 
Employees 

by Role 

First 
Dose 

% Second 
Dose 

% Booster % 

Doctor/Dentist 155 148 95% 139 90% 76 49% 

NHS Infrastructure 
Staff 

365 329 90% 298 82% 234 64% 

Nurse/Midwife 1,663 1,580 95% 1,466 88% 690 41% 

Other 
Professionally 
Qualified 

801 769 96% 735 92% 393 49% 

Support to Clinical 2,748 2,523 92% 2,351 86% 1,264 46% 

Grand Total 5,732 5,349 93% 4,992 87% 2,661 *46% 

 
*More staff decided to have their booster vaccination via their GP practice as it was 
more convenient, rather than book into a Trust arranged vaccination clinic. This 
explains the lower take-up of Trust offered vaccination by staff.  
 
8.0  Training and Education (Criteria 6) 

All clinical staff undertake mandatory IPC training annually via e-learning. Non-clinical 
staff undertake training every three years. All new staff (clinical and non-clinical) 
undertake IPC induction and are asked to complete the e-learning within three months 
of joining the Trust.  
 
IPC e-learning is an assessment-based training programme and staff are expected to 
achieve a 90% pass mark. The module includes a certificate as well as the opportunity 
for staff to feed back any comments, queries or questions to the training team and IPC 
team. The table below shows Trust IPC training compliance as at 31st March 2022.  
 
Training compliance is recorded on Care to Learn (staff education and training system) 
which is monitored by IPC, senior management and reported to the Quality Assurance 
Group. 
 
Table 10: Trust IPC training compliance as at 31st March 2022 

 
Mandatory Training 
Name 

Percentage of 
Staff Certified 

Percentage of Staff 
not Certified 

Number of 
Staff Certified 

Infection Control – 
Clinical (1 Year) 

88.1% 11.9% 3,521 

Infection Control – 
non-Clinical (3 years) 

95.0% 5.0% 1,280 
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There is on-going education for other existing staff (including support staff, volunteers, 
agency/locum staff and staff employed by contractors), which incorporates the 
principles and practice of prevention and control of infection. 
  
The Trust has continued with a preference for e-learning through 2021/22. Additional 
training for clinical staff has been available to staff throughout the COVID-19 
pandemic. This included donning and doffing of personal protective equipment (PPE) 
and the procedure for obtaining a COVID-19 nose and throat swab. Videos and 
supportive training are available for staff on the COVID-19 section of the intranet.  
 
The IPC team have been unable to facilitate their annual IPC study day for the past 
two years; however, additional ad hoc IPC clinical updates were provided to staff on 
IPC clinical visits during 2021/22.  
 
Infection prevention is included in all job descriptions for staff (clinical and non-clinical), 
including volunteers. Contractors working in servicer user areas must maintain good 
standards of IPC practice, including hand hygiene, and guidance is included in the 
Control of Contractors Policy. Clinical staff are responsible for ensuring contractors 
are aware of IPC expectations within the clinical environment. 
Training of Aseptic Non-Touch Technique (ANTT) procedures, e.g. catheter insertion 
and cannulation, and other clinical procedures, is provided by the clinical skills team, 
training sisters and specialist teams. The IPC team work closely with the clinical skills 
and training teams and provide IPC advice and input into training. Monitoring of 
standards is gained during IPC clinical visits and incident monitoring. IPC are working 
with the Learning and Development Team to ensure there is standardisation of 
competencies across the Trust.  
 
Bi-monthly IPC link worker sessions were reinstated in 2021/22 via teams, with very 
positive feedback. They provide an opportunity for focused training sessions for the 
IPC link workers and some discussion around current ‘hot’ IPC topics.  
 
Ad hoc teaching is also given by the IPC team when visiting clinical areas, responding 
to queries or when informing wards about new infection cases. 
 
9.0  Isolation Facilities (Criteria 7) 
 
The Trust has a commitment to providing safe, effective care and provides isolation 
facilities in all community hospitals. Some community hospitals consist entirely of 
single rooms that can be used for isolation, including: 
 

• North Cotswold Hospital 
• Tewkesbury  
• The Vale 
• Charlton Lane Hospital 
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• Wotton Lawn Hospital 
 
Some of the Trust’s older estates are in the process of being refurbished and 
increasing the number of isolation facilities is considered a priority. The IPC team 
provides IPC advice to the planning teams involved in the refurbishments and are 
committed to ensuring the increased provision of isolation facilities in Trust properties. 
 
The IPC team work closely with clinical and operational teams to ensure prompt 
isolation of potentially infectious patients in line with the Trust’s Isolation Policy. Daily 
bed management meetings have taken place between IPC and Trust operational 
colleagues to ensure patients are placed in appropriate beds, according to their 
infection status.   
  
During the peaks of the pandemic, isolating patients and minimising the risk of 
transmission of COVID-19 has been a challenge. Patients were cohort nursed together 
in bays in in-patient areas where there were insufficient isolation facilities. 
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10.0  Laboratory Support (Criteria 8) 

 
GHC has a contract with Gloucestershire Hospitals NHS Foundation Trust for the 
provision of Microbiology laboratory support. The laboratory provides support for all 
GHC screening and testing requirements, e.g. MRSA screening, C. difficile and 
COVID-19 testing.  
 
The department is accredited by UKAS to the standards of ISO 15189:2012 with the 
certificate being viewable at:  
https://www.ukas.com/wp-content/uploads/schedule_uploads/00007/9576-Medical-
Single.pdf 
 
During the pandemic, the laboratory supported testing of up to 1,000 COVID-19 PCR 
samples per day. In addition, COVID-19 antibody testing was also available, via the 
Clinical Chemistry laboratory, as required. This is also an ISO 15189 accredited 
laboratory: 
https://www.ukas.com/wp-content/uploads/schedule_uploads/00007/9574-Medical-
Multiple.pdf 

 

11.0  Infection Prevention and Control Policies (Criteria 1, 5, 6 and 9) 
 
Gloucestershire Health and Care NHS Foundation Trust has a range of IPC Policies 
in place to support the prevention, reduction and control of risks of infections in line 
with Health and Social Care Act 2008, national guidance and Infection Prevention 
Society best practice. 
 
There is a robust process of reviewing IPC Policies every one to three years to ensure 
they are up-to-date and relevant. They can also be updated in a timely manner as 
required, for example, if there are changes to national guidance. All IPC Policies are 
agreed by the Trust’s DIPC, medical microbiologist and deputy DIPC with final 
ratification by the Clinical Policy Group, which meets every month. 
 
During 2021/22, seven extensions to IPC policies were granted by the Clinical Policy 
Group due to the increased demand on IPC team time. Nine IPC Policies were 
reviewed, updated and ratified by the Clinical Policy Group during 2021/22, including: 
 

• Infection Prevention and Control (CLP243) 
• Laundry and Linen (CLP075) 
• Management and Decontamination of Body Fluids/Waste Spillage (CLP081) 
• Standard Precautions Safe Working Practice (CLP084) 
• Diagnosis and Management of Patient with COVID-19 (CLP150) 
• MRSA (CLP094) 
• Viral Haemorrhagic Fever (CLP085) 

https://www.ukas.com/wp-content/uploads/schedule_uploads/00007/9576-Medical-Single.pdf
https://www.ukas.com/wp-content/uploads/schedule_uploads/00007/9576-Medical-Single.pdf
https://www.ukas.com/wp-content/uploads/schedule_uploads/00007/9574-Medical-Multiple.pdf
https://www.ukas.com/wp-content/uploads/schedule_uploads/00007/9574-Medical-Multiple.pdf
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• Management of C. difficile (CLP078) 
• Management of Gastroenteritis (CLP076) 

 
The Diagnosis and IPC Management of Patients with COVID-19 Policy (CLP 150) was 
reviewed more regularly, in May 2021 and September 2021, to reflect changes in 
national guidance and remains under constant review. 
 
Throughout the COVID-19 pandemic, all COVID-19 related national guidance has 
been reviewed by the DIPC, IPC team and One Gloucestershire ICS to ensure there 
is a consistent county-wide approach to the management of COVID-19. Policies and 
Action Cards were developed/updated as needed and changes communicated to staff 
at IPC briefings, team meetings and via the staff intranet, where there is a dedicated 
page for COVID-19.  
 
Staff are supported in understanding and adhering to IPC policies through telephone 
advice and support, IPC clinical visits and IPC training.  
 
11.1  Assurance 
 
Assurance of compliance with Trust IPC Policies is monitored by the IPC Team 
through: 
 

• An extensive audit programme 
• Monitoring of incidents 
• Post-infection reviews and outbreak reports 
• Monthly surveillance 
• Clinical IPC quality site visits and Matrons’ clinical governance.  
 

The IPC team meet Hospital Matrons on a regular basis to conduct clinical quality site 
visits to review infection prevention and control practice and cleanliness of premises. 
These visits provide more robust assurance on IPC measures in in-patient facilities 
and enable any IPC issues to be identified early.  
 
IPC compliance and assurance are reported bi-monthly to the Infection Prevention 
and Control and Decontamination Committee. 
 
Hand Hygiene compliance and results of environmental audits, mattress, commode 
and cushion audits are also reported to Hospital Clinical Governance meetings.  
 
11.2  Audits 
 
There is an extensive IPC audit programme in the Trust which covers:  
 

• Anti-microbial management (monthly) 
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• Cleanliness (a programme of audits across all Trust sites) 
• Hand Hygiene (monthly, community hospitals, mental health hospitals and LD 

in-patient unit) 
• Mattress (monthly, community hospitals and annually, mental health hospitals) 
• Commode, Cushion, Curtain (monthly, community hospitals) 
• IPC Environment (monthly, community hospitals 6-monthly dental sites) 

 
Action plans from these audits are developed by the IPC team and learning and 
actions are incorporated in Matrons’ Clinical Governance reporting. 
 
The annual IPC Environment Audit programme undertaken by the IPC team was 
reviewed in April 2021. Priority was given to areas where robust assurance could not 
be gained from elsewhere. The team undertook 28 IPC annual audits at sites and 
clinics across the county; 26 achieved IPC compliance, however, there were two 
failures at the Section 136 Maxwell Suite and Cheltenham General Hospital Podiatry 
clinic. All audits are followed up with action plans and failures are re-audited as a 
priority. 
 
11.2.1 Endoscopy Audits 
 
An Infection Prevention Society (IPS) IPC Environment Audit was undertaken in 
Stroud (1st March 2022 and 29th March 2022) and Cirencester (29th March 2022) 
Endoscopy sites as part of the Joint Advisory Group accreditation process. The results 
of these audits can be seen in the table below. 
 
Table 11: Endoscopy IPC environment audit results 2021/22 
 
  Cirencester Stroud 
Audit Sections 
Completed 

% Status % Status 

 Standard 
Precautions 

100% Pass 100% Pass 

Environment 97% Pass 91% Pass 
Hand Hygiene 
Technique 

100% Pass 100% Pass 

Patient 
Equipment 

100% Pass 96% Pass 

Sharps Handling 
and Disposal 

100% Pass 100% Pass 

Personal 
Protective 
Equipment 

100% Pass 100% Pass 

Waste 
management 

100% Pass 100% Pass 

Overall 97% Pass 92% Pass 
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11.2.2 Dentist Audits 
 
Extensive IPS audits are undertaken every six months by the Dental Nurse leads. 
They audit compliance against HTM01-05 guidance (Decontamination and 
Environment). IPC support the dental service to develop and implement Action Plans. 
The results of audits undertaken in open dental sites in 2021/22 are shown in the table 
below.  
 
Table 12: Dentist Audit Results 2021/22 
 

Jun-21 Prevention 
of blood-
borne 
virus 
exposure 

Decontam-
ination 

Environm-
ental 
Design 
and 
Cleaning 

Hand 
Hygiene 

Management 
of dental 
medical 
devices - 
equipment 
and dental 
instruments 

PPE Waste 
Manage-
ment 

Overall 

Beeches 
Green 

14/14 
100% 

59/59 
100% 

25/25 
100% 

21/21 
100% 

28/28 
100% 

17/17 
100% 

17/17 
100% 

181/181 
100% 

Lydney 14/14 
100% 

59/59 
100% 

25/25 
100% 

21/21 
100% 

28/28 
100% 

17/17 
100% 

17/17 
100% 

181/181 
100% 

Southgate 
Mooring 

14/14 
100% 

59/59 
100% 

23/25 
92% 

21/21 
100% 

28/28 
100% 

17/17 
100% 

17/17 
100% 

181/181 
100% 

Springbank 14/14 
100% 

59/59 
100% 

22/25 
90% 

21/21 
100% 

28/28 
100% 

17/17 
100% 

17/17 
100% 

181/181 
100% 

St Pauls 14/14 
100% 

59/59 
100% 

25/25 
100% 

21/21 
100% 

28/28 
100% 

17/17 
100% 

17/17 
100% 

181/181 
100% 

Dec-21                 
Beeches 
Green 

14/14 
100% 

59/59 
100% 

24/25 
96% 

18/21 
86% 

28/28 
100% 

17/17 
100% 

17/17 
100% 

177/181 
98% 

Cirencester 14/14 
100% 

59/59 
100% 

25/25 
100% 

19/21 
90% 

28/28 
100% 

17/17 
100% 

17/17 
100% 

179/181 
99% 

Lydney 14/14 
100% 

59/59 
100% 

23/25 
92% 

19/21 
90% 

28/28 
100% 

17/17 
100% 

17/17 
100% 

177/181 
98% 

Springbank 14/14 
100% 

59/59 
100% 

25/25 
100% 

18/21 
86% 

28/28 
100% 

17/17 
100% 

17/17 
100% 

178/181 
98% 

St Pauls 14/14 
100% 

59/59 
100% 

25/25 
100% 

18/21 
86% 

28/28 
100% 

17/17 
100% 

17/17 
100% 

178/181 
98% 

 
11.2.3 Hand Hygiene 
 
Effective hand decontamination is an essential element in infection prevention and 
control. Monthly observational hand hygiene audits are undertaken in all Trust in-
patient units (mental health, community hospitals and learning disability), Minor Injury 
and Illness Units (MIIUs), out-patient departments, endoscopy units, theatres and the 
Electroconvulsive Therapy suite (Wotton Lawn Hospital). 
 
Results are collated, monitored by the IPC team, and reported to the Trust Board and 
Infection Prevention and Control and Decontamination Committee. If an individual 
area reports a score below the minimum expected standard of 85%, additional support 
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and education is provided to the area to improve compliance. The chart below shows 
the monthly average compliance scores for 2021/22.  
 
The overall Trust compliance (across the Trust), set by the Trust, is 90%. The Trust 
achieved overall compliance of 90% in 2021/22. 
 
Chart 8: Hand Hygiene Audit Results 2021/22 
 

 
The practice of effective and timely hand hygiene is a high priority for the Trust. The 
IPC link nurses support staff with hand hygiene guidance and conduct audits to 
provide assurance to the Trust.  
 
The World Health Organisation ‘World Hand Hygiene’ initiative on 5th May 2021 was 
supported by the IPC team and promoted by the Trust. During the day, the IPC team 
gave a COVID-19 secure presentation at the two mental health in-patient units.  
 
11.2.4 Reliability Audits 
 
Observational audits, such as the PPE and Hand Hygiene audits, can suffer from the 
‘Hawthorne’ effect where individuals modify their behaviour in response to being 
observed. In order to validate the monthly audits conducted by operational staff, the 
IPC team conduct bi-annually reliability audits for both PPE and Hand Hygiene 
practice. 
 
Generally, the results from the PPE and Hand Hygiene reliability audits in March 2022 
showed good compliance. A key theme arising was poor compliance with hand 
hygiene practice when donning and doffing PPE. This was raised with matrons, repeat 
audits will be undertaken and the IPC team will continue to monitor practice during 
IPC clinical visits. 

11.2.5 Sharps Audit 
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The Trust’s sharps supplier, Daniels, conducted an annual sharps audit in May 2021 
across community hospitals and in four other clinical areas of the Trust. The aim of 
this audit was to provide assurance that staff were adhering to the management and 
disposal of sharps as per Trust policy and in line with legislation and other national 
guidance. 
 
A total of 165 sharps bins across 54 areas were audited and there was good 
compliance across all areas audited, with improvements having been made on the 
previous audit in 2019. Trust-wide results are shown in the table below. 
 
Table 13: Trust Overall Sharps Audit Results May 2021 
 
Standards 
  

Compliance 
2021 

Compliance 
2019  

Number Criterion     

1 Not containing protruding items 99% 
(164/165) 

100% 
 (232/232) 

2 Correct assembly of containers 97% 
(160/165) 

 98% 
(228/232) 

3 Matching lids and labels 100% 
(165/165) 

100%  
(232/232) 

4 No items above the fill line 100% 
(165/165) 

 100%  
(232/232) 

5 Containers on the floor or at an 
unsuitable height 

100% 
(165/165) 

 100%  
(232/232)  

6 Containers not in brackets or mobile 
holders 

85% 
(141/165) 

75% 
(173/232)  

7 Containers not labelled whilst in use 98% 
(161/165) 

96% 
(223/232) 

8 Not containing inappropriate 
contents 

99% 
(164/165) 

99% 
 (231/232) 

9 Temporary closure in use when left 
unattended or during movement 

94% 
(155/165) 

86% 
(200/232) 

  
An action plan was developed and learning was shared with teams via IPC Learning 
on a Page, see chart below.  
 
 
 
 
 
 
 
 
 



 
 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 Sept 2022 
AGENDA ITEM 13: Infection Prevention Control Annual Report                                                         Page 40 of 44                                                                            
 

Chart 9: Sharps Audit IPC Learning on a Page 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
11.3  Incident Reporting (Datix) 
 
In 2021/22, there were 235 IPC related recorded incidents on Datix. This is an increase 
of 26% from 2020/21. This is believed to be driven by increased awareness regarding 
IPC matter across the organisations opposed to problems with delivery.   
 
The highest number of Datix were for hospital acquired COVID-19; there were 92 Datix 
raised, which equates to 39% of the total. Datix were also raised for the C. difficile, 
MRSA, and other healthcare associated infections mentioned in the Surveillance 
section 7.  
 
Other key IPC themes arising from 2021/22 IPC-related Datix included: 
 

• Breaches (from patients, visitors and staff) of COVID-19 secure environments 
(25% of Datix)  

• Staff having been exposed to infectious disease (7.5% of Datix) 
• Beds, wards or units being closed due to infectious disease (2.5% of Datix) 
• Isolation of patients were not possible (4.5% of Datix) 

 
The IPC team worked with Patient Safety and ward staff to determine the level of harm 
to patients as a result of acquiring an infection whilst under the care of the Trust. For 
94% of the Datix raised in 2021/22, harm to patients was identified as No or Low Harm. 
The Patient Safety Team managed the remaining 6% of Datix that were identified as 
Moderate Harm to the patient or higher through the usual patient safety incident 
management process.  
 

Audit Summary Areas of good practice Learning points What do we need to do? 

165 sharp containers - 7 
hospitals and 4 other sites  
Audit to assess sharps 
practice, identify problems, 
raise awareness.  
(Mental Health hospitals, 
homeless healthcare and 
sexual health services not 
included - will be completed at 
a later date) 

There was 100% 
compliance in  
• all sharp containers 

having matching sharp 
lids, 

• sharp containers not 
being filled above the fill 
line  

• all sharp containers were 
placed in suitable areas.  

• containers not being 
held within brackets 

• containers not being 
labelled 

• temporary closure not 
being put in place when 
sharps container was 
unattended or moved 

• Order more brackets or 
mobile holdersr as needed 

• Spot checks during IPC 
visits 

• Share results at Clinical 
Governance  

• Staff education during 
clinical visits 

• Remind staff about 
Standard Precautions & 
Safe Working Practices 
policy  

 
Audit Title: Sharps audit Date of Audit: May 2021 

Learning Assurance: 
Learning to be shared through Operational Governance Structures 
Specific teams/ areas that will have further support/ focus?  
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12.0  Working Well: Occupational Health (Criteria 10) 
  
Working Well is a Safe, Effective, Quality, Occupational Health Service (SEQOHS) 
accredited NHS Occupational Health Service, an accreditation scheme run by the 
Faculty of Occupational Medicine. Activities and services are audited regularly to 
ensure services are providing appropriate levels of service to clients. 
 
Working Well operate a self-referral system, as well as a management referral system, 
and provide a range of services to Trust staff, including: 
 

• A screen of all new employees 
• A booster programme for Immunisation of Healthcare and Laboratory staff, in 

line with Chapter 12 of the Green Book 
• A service for staff subject to a contamination injury, with access to rapid 

boosters if required 
• ‘Disease Outbreak’ support by providing timely contact tracing, including 

COVID-19 episodes of staff contact tracing. The number of episodes of contact 
tracing are outlined in the table below: 

 
Table 14: Working Well Number of Episodes of Staff Contact Tracing 
January 2021 to April 2022 
 
Date Number of Episodes of 

Staff Contact Tracing 
Jan – Dec 2021 1,443 
Jan – April 2022 944 

 
• Screening programmes for skin surveillance; 24 skin assessments were 

completed in 2021/22 following a referral to Working Well 
• Advice and guidance required due to a workplace infection. 

 
The following Working Well protocols and policies were in place for 2021/22:  
  

• Glove Use 
• Blood Borne Virus contamination injuries 
• Dermatitis 
• Latex Allergy 
• Staff Screening and Immunisation Policy 

 
During 2021/22, IPC worked very closely with Working Well to produce Action Cards 
linked with the COVID-19 Policy, to ensure the safety of staff during the pandemic. 
Working Well are supported by well-established peer vaccinators throughout the Trust.  
 
12.1 Sharps and Contamination Injuries 
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The Trust’s Sharps and Splashes Injuries Prevention and Management of 
Occupational Exposure to Blood Borne Viruses Policy outlines the steps the Trust and 
staff take in order to minimise the risks to staff of acquiring blood borne viruses through 
contamination injuries. 
 
 In 2021/22, Working Well supported staff for contamination injuries in 31 instances. 
The number of contamination injuries reported by month are shown in the chart below.  
 
Chart 10: Number of Contamination Injuries by Month 2021/22 
 

 
 
Datix are raised and all contamination injuries are investigated by Working Well. No 
trends were identified in relation to contamination injuries during 2021/22. The Trust 
had one high risk Reporting of Injuries, Diseases and Dangerous Occurrences 
Regulations (RIDDOR) reportable event during 2021/22. The Health and Safety 
Executive investigated and was satisfied with the Trust’s process for the management 
of contamination injuries. There were no recommendations for Working Well and the 
number of contamination injuries remains very low for the Trust.  
 
12.2 COVID-19 
 
During 2021/22, Working Well developed a risk assessment process/matrix for all 
managers to use to enable them to identify members of staff who were clinically 
vulnerable to COVID-19. More than 100 staff members were identified as clinically 
vulnerable and referred to Working Well for advice and support.  
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13.0  Infection Prevention and Control Team Plan/Aims for 2022/23 
 
The IPC Team have historically provided more IPC support and focus to community 
hospitals. The intention for 2022/23 is to continue to provide a more proactive and 
equitable IPC service across physical and mental health/learning disability services.  
 
The main focus and IPC priorities for 2022/23 will be to: 
 

• Support Mental Health and Learning Disability colleagues to embed IPC 
practices 

• Arrange for a Trust hand hygiene supplier to undertake a reliability hand 
hygiene audit across the Trust 

• Review the annual IPC Environment audit programme to identify more effective 
ways to gain IPC environment assurance from existing audits, allowing the IPC 
team to focus on quality improvement projects 

• Improve links with community teams     
• Review team priorities and areas of work and empower IPC nurses to take on 

responsibility for overseeing those areas of work e.g. refurbishment of in-patient 
areas, ventilation, water safety, Endoscopy and Theatres 

• Continue to participate in Water Safety Group to monitor water safety  
• Continue to participate in Ventilation Safety Group to ensure the requirements 

of HTM 03 -01 are met. 
• Work with Estates and Facilities to review ventilation within Trust premises and 

risk assess as per Hierarchy of Controls guidance from PHE 
• Continue to support the Community Dental Service, providing an IPC nurse as 

a link to ensure IPC risks within dental services are identified and managed   
• Work with Facilities to embed the National Standards of Healthcare Cleanliness 

2021  
• Review the Clostridioides difficile pathway and improve patients’ experience, 

review and refine documentation, re-launch the C. difficile policy 
• Support the IPC Link Nurse programme 

   
13.1  Personal Development of the Team 

 
The pandemic continued to have an impact on face-to-face personal development 
through 2021/22. However, the IPC team were able to undertake a range of personal 
development opportunities: 
 

• Marion Johnson attended a Water Safety Awareness course, Serious Incident 
training, development coaching, and participated in virtual Regional COVID-19 
seminars 

• Lisa Mclean and Louise Forrester attended the annual Infection Prevention 
Society Conference in Liverpool and displayed and presented a poster on 
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Personal Protective Equipment for Prevention Management of Violence and 
Aggression/Positive Behaviour Management as part of a research paper they 
were involved with.   

• Emma Bray completed her Bronze Quality Improvement (QI) training, 
commenced a QI administrative project and completed Datix report training, 
loggist training, roster pro training. Emma was also responsible for recruiting, 
mentoring and supporting the Band 2 admin assistant    

• Emma Hucker started her IPC certificate and the team have supported her to 
have regular study time.   

• John Trevains was awarded a distinction on completion of a Post Graduate 
Certificate in IPC via the University of Essex Distance Learning Centre. 

• Sam Lonnen has now taken on the role of Trust Decontamination Lead. This 
role will utilise Sam’s IPC experience and provide the Trust with assurance that 
the decontamination processes employed by staff are effective, consistent and 
follow best practice. Since taking on the role of Decontamination Lead in 
July/August 2021, Sam has participated in the IPS Environment, Cleaning and 
Decontamination Event in November 2021. 
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                                                                           AGENDA ITEM: 14/0922                  
 
REPORT TO:   TRUST BOARD PUBLIC SESSION – 29th SEPTEMBER 2022 

PRESENTED BY:  Ingrid Barker, Chair 
 
AUTHOR:  Ingrid Barker, Chair 
 
SUBJECT:  REPORT FROM THE CHAIR 
 
If this report cannot be discussed at a 
public Board meeting, please explain 
why. 

 
 

 

 

 

 

 

This report is provided for: 
Decision  Endorsement  Assurance  Information  

The purpose of this report is to 
To update the Board and members of the public on my activities and those of the Non-
Executive Directors to demonstrate the processes we have in place to inform our scrutiny 
and challenge of the Executive and support effective Board working. 
 

Recommendations and decisions required 
 
The Board is asked to: 

• Note the report and the assurance provided. 
 

Executive summary 
 
It was an honour to be invited to the Service of Commemoration and Thanksgiving for the 
Life of Queen Elizabeth II on Sunday 18th September and very fitting to be accompanied 
by one of our Queen’s Nurses, Andrea Darby from the IV Team.  The service was 
incredibly moving and I felt very humbled to be there.  We as a Trust were proud to serve 
our communities during Her Majesty’s reign and will be proud to continue serving them 
under our new King. 
 
This report seeks to provide an update to the Board on the Chair and Non-Executive 
Directors activities in the following areas: 

• Board developments – including updates on Non-Executive Directors 
• Governor activities – including updates on Governors 
• Working with our system partners 
• Working with our colleagues 
• National and regional meetings attended and any significant issues highlighted 
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Risks associated with meeting the Trust’s values 
None. 
 
 
 
Corporate considerations 
Quality Implications None identified 
Resource Implications None identified 
Equality Implications None identified 

 
Where has this issue been discussed before? 
This is a regular update report for the Trust Board. 

 
Appendices: 
 

Appendix 1  
Non-Executive Director – Summary of Activity – July and August 
2022  
Appendix 2  
NED Portfolios from 1 October 2022 

 
Report authorised by: 
Ingrid Barker 
 

Title: 
Chair 
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REPORT FROM THE CHAIR 
 
1. INTRODUCTION AND PURPOSE 

      
This report seeks to provide an update to the Board on the Chair and Non-Executive 
Directors activities in the following areas: 

 
• Board developments 
• Governor activities 
• Working with our system partners 
• Working with our colleagues 
• National and regional meetings attended and any significant issues 

highlighted 
                          
2.    BOARD UPDATES 
   
2.1    Non-Executive Director (NED) Update: 
 

• The Non-Executive Directors and I continue to meet regularly as a group with 
the last meeting taking place on the 16th August.  NED meetings are helpful 
check in sessions as well as enabling us to consider future plans and reflect on 
any changes we need to put in place to support the Executive and to 
continuously improve the way we operate. 
 

• With lockdown restrictions easing, we also enjoyed an informal social gathering 
in an open-air setting on 12th July recognising the importance of building our 
relationship as a team despite the challenges of remote meetings. 
 

• Following the successful appointment of our new NED, Nicola de Iongh, we 
have taken the opportunity to review the Non-Executive Portfolios to ensure 
that we best utilise the skills and experience that individual NEDs bring to our 
Board and Committee Structure. The revised portfolios are attached as an 
appendix and will be implemented from October.  
 

• As previously reported, we continue to progress our intention to create two new 
Associate NED roles to ensure that we have in place the skills and experience 
at board level to successfully lead the Trust in the delivery of our strategic 
objectives.   I am pleased to advise that on 8th September, the Nominations and 
Remuneration Committee supported the proposal to create a nominated 
Associate NED role from the University of Gloucestershire to secure and 
enhance our joint working and growing partnership, and a developmental 
Associate NED position for candidates with community partnership/third 
sector/voluntary sector experience and expertise.   
 

• I continue to have regular meetings with the Vice-Chair and Senior 
Independent Director, along with individual 1:1s with all Non-Executive 
Directors.  
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2.2   Trust Board Meetings:  

  
Board Seminars: 

• A seminar on Transforming Learning Disability Services took place on the 20th 
September.  The Board looked at the future direction of the Acute Assessment 
pathway for people with a Learning Disability which spans both community and 
inpatient services.  With input from senior consultants and the wider clinical 
team, the session considered the overarching national policy for the delivery of 
learning disability services and the impact on local and regional provision.   
 

• Further seminars on Community Mental Health Transformation and Speaking 
Up are scheduled to take place during October and November.  

 
 Board Development: 

We continue to devote significant time to considering our Board Development 
Programme and how we ensure that transformation remains central to the way we 
work, whilst the necessary focus is maintained on ensuring high quality care and 
colleagues’ wellbeing.   The following sessions have taken place: 
 
• 17th August – Digital Leadership.   This half day development session was 

led by Sandra Betney, Director of Finance and colleagues from NHS Providers.  
This helpful session was aimed at ensuring that the Board understood its role 
in the Trust’s digital transformation, to help the Board understand the conditions 
for successful transformation, and how to build a successful digital delivery 
culture.    

 
• 30th August – Strategic Objectives Review.  Following a Strategy session in 

May 2022, the Board met to discuss and review the updated strategic goals 
and priorities for the organisation in readiness for sign off at the September 
Trust Board.   

 
• 21st September – The Value Circle Well Led Development Review of 

Leadership and Governance.  The Board met in person to discuss the 
findings and recommendations of the Well Led review and to reflect as a Board 
on the outcome of the recent CQC Well Led inspection. The Developmental 
Review provided helpful recommendations that will guide the next phase of our 
Board Seminar Programme to ensure that we continue to develop and 
strengthen our governance and leadership of the organisation.   

 
3.    GOVERNOR UPDATES 
    

• I am pleased to welcome Alicia Wynn to the Council of Governors as an 
appointed governor for Young Gloucestershire, bringing a very welcome voice 
for young people to the table.  
 

• I continue to meet on a regular basis with the Lead Governor Chris Witham, 
to discuss matters relating to our Council of Governors and Trust Membership.  
Following the sad news that Her Majesty The Queen had passed away, in line 
with protocol and as a mark of respect during the mourning period, the Council 
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of Governors meeting scheduled to take place on 14th September was 
cancelled with business dealt with by correspondence.  Governors were, 
however, given the opportunity to meet to receive a full briefing on our recently 
published CQC Inspection Report.    
 

• A series of visits to Trust services have been arranged for Governors to provide 
them with an opportunity to see first-hand the services we provide and meet 
with Trust colleagues. One visit will take place each month, with a maximum of 
5 Governors in attendance.  A NED will accompany Governors on each visit.  
 

• A further Quarterly Staff Governor meeting took place with NEDs on 16th 
August and the topic for discussion was the delivery of the Trust People 
strategy. The next meeting is due to take place on 8th November. 
 

• An informal get together with Governors and Board members took place during 
the evening of 24th August.  It was great opportunity to meet everyone in person 
following such a long period of remote working.  

 
4.    NATIONAL AND REGIONAL MEETINGS 

 
 Since the last meeting of the Trust Board in July, I have attended the following 

national meetings and visits: 
 

• NHS Confederation Mental Health Chairs’ Network – meetings take place 
weekly and I attend when my diary permits. At our recent meeting we 
discussed the current policy context and environment for our sector with NHS 
Confederation Chair, Lord Victor Adebolwale. 
 

• I was delighted to be invited by NHS Providers to speak at a national webinar 
on 6th September on the importance of building a continuous and ongoing 
narrative around race equality to drive improvements against the Workforce 
Race Equality Standards (WRES).   I was joined by Miriam Deakin, Interim 
Deputy Chief Executive, Professor Anton Emmanuel, Head of WRES, NHSE 
and Junior Hemans, NED from the Royal Wolverhampton NHS Trust and 
Walsall Healthcare NHS, who Chaired the webinar.  It was a great opportunity 
for me to showcase the work we as a Trust have undertaken around race 
equality. 
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5. WORKING WITH OUR PARTNERS 
 

I have continued my regular meetings with key stakeholders and partners where 
views on the working of the health and care system and the way we can mutually 
support each other are key issues for consideration.  Highlights are as follows:  
 
• The Chief Operating Officer, Director of Strategy and Partnerships and I 

attended a scrutiny workshop involving Health Overview and Scrutiny 
Committee and Adult Social Care Scrutiny Members on 12th September to 
discuss the conclusions and findings of the recent Local Government 
Association/NHS England Peer Review into Urgent and Emergency Care and 
planned next steps/actions from the review.  

 
• The Trust’s Annual Informal meeting with Gloucestershire County 

Council’s Health Overview Scrutiny Committee (HOSC) will take place via 
MS Teams on 19th October and is an opportunity for the Chief Executive and I 
to provide an overview of Trust activities and have a dialogue with HOSC 
members. 

 
• Meetings of the Integrated Care Board were held on 27th July, 31 August and 

27th September where a number of important operational and strategic issues 
were discussed. Graham Russell, Vice Chair and I were in attendance. Further 
detail of these meetings is provided in the CEO’s report.    
  

• ICB Board Development Sessions take place monthly and the first 
Development Session took place on 31st August. 

 
• The NEDs and I will continue to attend the ICS NED & Lay Member Network 

Meetings; the next meeting will take place on 20th October. 
 

• The Chair of Gloucestershire Hospitals NHSFT, Deborah Evans, and I 
continue to meet on a regular basis to discuss matters of mutual interest. I am 
pleased to continue to develop our mutual understanding of our Trusts’ work 
together. We are planning a series of joint visits to one another’s Trust services, 
starting in December. 

 
• I also continue to have regular meetings with the Independent Chair of the 

ICB Board, Dame Gill Morgan. 
 

• Meetings with Gloucestershire ICB Chairs have recently been reconvened 
and will take place virtually on a six weekly basis. I attended the first two of 
these on 30th August and 15th September. 

 
• I met with Mark Yates, Chair of Herefordshire and Worcestershire Health 

and Care NHS Trust, on 27th September to discuss matters of mutual interest. 
          
6. WORKING WITH THE COMMUNITIES AND PEOPLE WE SERVE 
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• Angela Potter, Director of Strategy and Partnerships and I held a quarterly 
meeting with the Chairs of the County’s Leagues of Friends on 8th 
September. This was an opportunity for the Trust to give updates on a number 
of important activities that have taken place over the last few months, including 
an update on the CQC inspection and our work as part of the Integrated Care 
Board.  The next meeting will be held in November. 
 

• On 12th August, we were delighted to welcome Siobhan Baillie MP to Stroud 
Hospital following completion of the recent refurbishment works.  Councillor 
David Drew also paid a visit on 30th August.  Graham Russell, Vice Chair 
accompanied Siobhan and David on their visits as I was unable to attend.  
 

• The official re-opening of the Stroud MIIU and Jubilee Ward will be held on 
the 12th October when we will be joined by the Stroud League of Friends who 
have so very generously contributed to the redevelopment of the hospital.  
 

• I recently recorded a message to mark the launch of the Trust’s Sustainability 
Strategy.   The Trust's three-year Green Plan serves as the central document 
for the Trust’s sustainability agenda and details how we intend to reduce our 
emissions between now and 2025 and will be published in early October. 

 
 7. ENGAGING WITH OUR TRUST COLLEAGUES 
 

• The Trust’s AGM took place on 20th September.  This was again a virtual event 
which provided a review of last year and an account of our quality and financial 
position as well as a review by our Lead Governor.  There was an opportunity 
to ask questions of the Council of Governors and the Board.    

 
• With lockdown restrictions lifted, it is great to be back out informally visiting 

services, speaking with colleagues and thanking them for their hard work during 
the pandemic.  I would like to thank services who have welcomed me thus far 
and I look forward to further visits to services over the coming weeks.   

 
• I had the pleasure of visiting Wotton Lawn on 23rd August to thank colleagues 

for the incredible dedication and effort they put in to secure their recent ‘good’ 
CQC Rating.   I was greeted warmly by all our colleagues at the hospital and 
accompanied by Lloyd Andrews. Similarly, I visited Berkeley House on 30th 
August to congratulate them on their own ‘good’ rating. Other Board members 
have conducted similar ‘thank you’ visits to those services who were inspected 
in our recent Core Inspection 

 
I would like to formally put on record my heartfelt thanks to those services 
involved in the recent CQC Inspection for their dedication and hard work. I would 
also like to acknowledge the dedicated effort of my Board colleagues who were 
also tested during the Well Led element of the inspection. Particularly given the 
context of the last three years – merger, pandemic and more - I am incredibly 
proud of our Trust team and what has been achieved.  
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• I am informally visiting a range of the Trust’s services across the county and 
I am pleased to have visited Charlton Lane on 25th August, the teams at Invista 
on 7th September and various teams based at Pullman Place on 20th 
September.   

 
• I carried out a quality visit on 6th September with Tim Buhagiar, from the 

Autistic Spectrum Disorder Service.  I spent time in discussion with Tim and 
his team based at Pavilion Lexham Lodge.   

 
• I continue to attend the Trust’s Committees on a rotational basis and attended 

the Resources Committee on 25th August. I will attend Quality Committee on 
3rd November. 

 
 

• As part of my regular activities, I continue to have informal 1:1 meetings with 
Executive colleagues, including a weekly meeting with the Chief Executive 
and the Trust Secretary/Head of Corporate Governance.  

 
I recorded a Vlog for colleagues following the last Board meeting which highlighted 
issues discussed and key decisions.  
 
I also have an active presence on social media to fly the GHC flag and highlight the 
great work taking place across the county. 
 

8. CEO RECRUITMENT 
Following a recent meeting of the CEO Appointment Committee, a decision was 
taken to extend the search for our CEO role for a short period.  This will enable 
potential candidates to benefit from reviewing the feedback from our recently 
released Care Quality Commission Report which confirms a further improved and 
strong ‘good’ rating, which was not available during the initial period.  We will involve 
partners, colleagues and a range of stakeholders in the selection process in due 
course.  
 

9. NED ACTIVITY           
 The Non-Executive Directors continue to be very active, attending meetings in 

person and virtually across the Trust and where possible visiting services. 
 
 See Appendix 1 for the summary of the Non-Executive Directors activity for July 

and August 2022. 
 
10.   CONCLUSION AND RECOMMENDATIONS 
 
 The Board is asked to NOTE the report and the assurance provided. 
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Appendix 1  
Non-Executive Director – Summary of Activity – 1st July – 31st August 2022 

 

NED Name Meetings with Executives, 
Colleagues, External Partners Other Meetings GHC Board / Committee 

meetings 
Dr Stephen Alvis MHAM Forum 

NEDs Meeting 
Virtual ILP/PCN Showcase meeting 
NEDs meeting 
Personal Development Review – Mental Health 
Act Manager 
Strategic Estates Meeting 
Induction Meeting with ICB NED 
Forest of Dean DQI Review workshop 
Senior Leaders Workshop 
Personal Development Review – Mental Health 
Act Manager 
ICB NED Induction with GHC CEO/Chair 
Quality Visit 
Meeting with Cotswold Governors 
AAC Panel x 2 
NEDs Meeting 
Quarterly NEDs/Staff governor Meeting 
Senior Leadership Network Briefing 
Governors Get Together 
 

CEDN/CHADN Event: In conversation 
with Andy Burnham 
GGI NED Webinar 
GGI NED Webinar 
NHS Confederation Chairs Group meeting 
GGI NED Webinar 
 

ATOS Committee 
Quality Committee 
Board Seminar – The Value Circle 
Feedback 
Board Seminar – Equality and Diversity 
Board – Public 
Board – Private 
Mental Health Legislation Scrutiny 
Committee 
Board Development Session: (Strategic) 
Digital 
Resources Committee 
Informal NED/Lay member drop in with 
ICB Chair 
Board Development Session:  Developing 
Strategic Milestones 
 
 

Steve Brittan GHC Council of Governors Meeting 
Governor Development Session  
Virtual ILP/PCN Showcase meeting 
NEDs Meeting 
Strategic Estates Meeting 
James Powell Catch Up Meeting 
21/22 PLICS Submission - Final sign-off 
Resources Committee - Agenda Planning 
Catch up meeting with Sandra Betney 
NEDs Meeting 
Induction meeting with Joanna Coast, ICB NED 
SLN Briefing 

Forest of Dean New Hospital Turf Cutting 
Ceremony 
Private meeting with Auditors 

ATOS Committee 
Board Seminar – The Value Circle 
Feedback 
Board Seminar Session: Equality & 
Diversity 
Board – Public 
Board - Private 
Great Place to Work Committee 
Board Development Session: (Strategic) 
Digital 
Audit & Assurance Committee 
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NED Name Meetings with Executives, 
Colleagues, External Partners Other Meetings GHC Board / Committee 

meetings 
Induction meeting with Clive Lewis, ICB NED Resources Committee 

Board Development Session:  Developing 
Strategic Milestones 
 

Marcia Gallagher Strategic Estates Meeting 
CEO Longlisting  
ICB Audit Chair Meeting 
Value Circle Well Led Meeting 
NED Meeting 
ICB Audit Committee 
1:1 with Chair 
CEO, Vice Chair and Head of Governance 
Meeting 
CEO Shortlisting 
Lead Governor Meeting 
NEDs Meeting 
Private meeting with Auditors 
Meeting with Forest Governor 
Chair and Vice Chair Meeting 
DoF and Head of Governance Meeting 
Meeting with EOL Team  
1:1 with NED 
 

Forest of Dean New Hospital Turf Cutting 
Ceremony 
Chair Consultant Interview Panel 
GGI Getting to Well Led Meeting 
NHS Confederation Meeting 
Telephone conversation with prospective 
LD Consultant applicant 
Forest of Dean Health Forum 

Quality Committee 
ATOS Committee 
Chair of Governor’s Meeting 
Board Seminar – Equality and Diversity 
Board – Public 
Board - Private 
Board Development Session:  Digital with 
NHSP 
Audit & Assurance Committee 
Resources Committee 
Board Development Session:  Developing 
Strategic milestones 

Sumita Hutchison Council of Governors Meeting 
Governor Development Session 
NEDs Meeting 
Leading Healthy Cultures workshop   
NEDs Meeting 
Quarterly Staff Governor Meeting 
Multi-Agency Reducing Reoffending and 
Rehabilitation Meeting 
1:1 with Ingrid Barker 

 Board Seminar Session: TVC Well Led 
Developmental Review - Board Feedback 
Session 
Board Seminar - Equality and Diversity 
Board – Public 
Board – Private 
Great Place to Work Committee 
MHLS Committee 
Board Development Session:  Digital with 
NHSP 
Audit & Assurance Committee 
Board Development Session: Developing 
our Strategic Milestones 
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NED Name Meetings with Executives, 
Colleagues, External Partners Other Meetings GHC Board / Committee 

meetings 
 

Jan Marriott 
 

MH Homeless Team Visit 
1:1 with Chair 
1:1 with Director of NTQ 
Working Together Advisory Group Agenda 
Setting Meeting 
Visit to Montpelier Unit with Matron Sarah 
Campbell 
1:1 with Jane Cummings, NED Chair of ICB 
Quality Committee 
Meeting with Partnership & Inclusion Manager 
and Person with Lived Experience 
Informal Meeting with Chair and NEDs 
Council of Governors Meeting 
NEDs Meeting 
Quality Assurance Group Meeting 
CEO Shortlisting Meeting 
LGA Peer Review Feedback  
1:1 with Governor 
1:1 with Director regarding Working Together 
Advisory Group 
1:1 with FTSU Ambassador 
1:1 with Farooq Ismail 
NEDs Meeting 
Staff Governor Meeting 
ICB System Quality Committee Meeting 
Quality Assurance Group 
CQC thank you visit to CAMHS 
Meeting with PwLE 
Meeting with Cheltenham Governors 
Quality Visit 
1:1 with Michelle Schofield 
 

Meeting with NHS Providers re Digital 
Strategy and Board Seminar 
Premier showing of “Racism and the 
Pandemic” 
ICB Rapid Quality Review Meeting 
Open Day Dental and Lymphoedema 
Services 
  

ATOS 
Quality Committee 
Working Together Advisory Group 
Meeting 
Board Seminar - Equality and Diversity 
Board – Public 
Board - Private 
Board Seminar – The Value Circle 
Feedback 
Quality Assurance Group Meeting 
Great Place to Work Committee 
Board Development Session:  Digital with 
NHSP 
Audit & Assurance Committee 
Board Development Session:  Developing 
Strategic milestones 

Graham Russell Council of Governors Meeting 
ICB Board Meeting 
CEO Longlisting Meeting 

 Board – Public 
Board – Private 
Board Seminar - Equality and Diversity 
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NED Name Meetings with Executives, 
Colleagues, External Partners Other Meetings GHC Board / Committee 

meetings 
Virtual ILP/PCN Showcase meeting 
NEDs Meeting 
1:1 with Chair 
Strategic Estates Meeting 
ICB NED Induction with GHC CEO/Chair 
CEO Shortlisting Meeting 
NEDs Meeting 
Visit to Stroud Hospital 
Hosting Siobhan Baillie MP visit to Stroud 
Hospital 
1:1:1 Meeting with Ingrid Barker and Marcia 
Gallagher 
Quarterly meeting with Staff Governors 
Meeting with Clive Lewis, ICB NED 
Visit to Berkeley House post CQC Report 
Meeting with Neil Savage and Ali Koeltgen 
Hosting Councillor David Drew visit to Stroud 
Hospital 
ICB Pre Meeting with Paul Roberts and Ingrid 
Barker 
 

Great Place to Work Committee 
Board Development Session 
Audit Committee 
Resources Committee 
Board Development Session 

Nicola de Iongh NEDs Meeting 
Introduction meeting with Ingrid Barker 
Introduction meeting with Jane Russell and 
Anna Hilditch 
Introduction meeting with Paul Roberts 
Introduction meeting with Marcia Gallagher 
 

GHC New Starter Induction Training Board – Public 
Board - Private 

 
 
 
 

APPENDX 2 – NED PORTFOLIOS FROM 1 OCTOBER 2022 
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IC
S 

Graham Russell  
(Vice-Chair) 

Graham.russell@ghc.nhs.uk 
Stroud 

 
 X    

 
C  X 

 
VC 

  
Board 

Marcia Gallagher (Senior 
Independent Director) 
Marcia.gallagher@ghc.nhs.uk 

Forest • Health, 
Safety and 
Security 

C  X  
 

VC X 
   

Audit 

Dr Stephen Alvis  
Steve.alvis@ghc.nhs.uk 

 
Cotswolds   X VC 

VC 
(C 

MHAMF)  

 
 X 

 
X 

  

Steve Brittan 
Steve.brittan@ghc.nhs.uk 

Tewkesbury  X C    
  X  

C 
  

Resources 

Sumita Hutchison 
Sumita.hutchison@ghc.nhs.uk 

 

 Greater 
England 
&Wales 

• Wellbeing 
Guardian 

 *  C 

 

VC 
(C 

Diversity 
Network) 

C X 

   

Jan Marriott 
Jan.marriott@ghc.nhs.uk 

Cheltenham •  FTSU 
 VC  C  

 
  X 

  
C 

 
Quality 

Nicola de Iongh  
 nicola.de-iongh@ghc.nhs.uk  

Gloucester   VC   
 

X 
 

 X 
   

*All NEDs are members but 4 are nominated as regular attendees 

Quality/Resources link – Steve A         Quality/Great Place to Work link – Graham Russell      Resources/Great Place to Work link – Nicola de Iongh    
 
* SH to attend Resources Committee when items relating to sustainability are scheduled for discussion 
 

mailto:Graham.russell@ghc.nhs.uk
mailto:Marcia.gallagher@ghc.nhs.uk
mailto:Steve.alvis@ghc.nhs.uk
mailto:Steve.brittan@ghc.nhs.uk
mailto:Sumita.hutchison@ghc.nhs.uk
mailto:Jan.marriott@ghc.nhs.uk
mailto:nicola.de-iongh@ghc.nhs.uk
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AGENDA ITEM: 15/0922 

 
REPORT TO:   TRUST BOARD PUBLIC SESSION – 29 September 2022 
 
PRESENTED BY:  Chief Executive Officer and Executive Team 
  
AUTHOR: Paul Roberts, Chief Executive Officer  
 
SUBJECT: REPORT FROM THE CHIEF EXECUTIVE OFFICER AND 

EXECUTIVE TEAM  
 
If this report cannot be discussed at a 
public Board meeting, please explain 
why. 

N/A 
 

 

 

 

 

This report is provided for: 
Decision  Endorsement  Assurance ☒ Information ☒ 

The purpose of this report is to 
 
Update the Board on significant Trust issues not covered elsewhere as well as on my 
activities and those of the Executive Team.  
 

Recommendations and decisions required 
 
The Board is asked to note the report. 
 

Executive Summary 
 
The report summarises the work led by or participated in by the Chief Executive (CEO) 
since the last Board meeting. In doing so it demonstrates the wide-ranging involvement 
and activity of the Trust and leadership team inside and outside the organisation. As an 
Executive Team by necessity, we remain focused on what is for the NHS a continuing 
pandemic, service recovery, and on managing the impact of continuing service pressures 
across all services. In the context of these operational pressures, we prioritise meeting the 
needs of our service users, supporting colleagues and achieving the aims set out in our 
Trust Strategy.  
 
The report focuses on the work led by the CEO and highlights ongoing joint working, within 
Gloucestershire, the South-West region and more widely, to ensure we work closely with 
others to join-up care, share resources and learn from each other. 
 
As well as updates on the activity and focus of the CEO, this report provides an update on 
the ongoing impact of Covid-19, the recent x-ray refurbishment works and the completed 
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Risks associated with meeting the Trust’s values 
 
None identified 

 

Corporate considerations 
Quality Implications Any implications are referenced in the report  
Resource Implications Any implications are referenced in the report 
Equality Implications None identified  

 

Where has this issue been discussed before? 
 
N/A 

 

Appendices: 
 

 

 

Report authorised by: 
Paul Roberts  
 

Title: 
Chief Executive Officer  

 
 
 
 
 
 
 
  

refurbishment works at Stroud hospital and an overview of the HEE provider self-
assessment.  
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CHIEF EXECUTIVE OFFICER AND EXECUTIVE TEAM REPORT 

 
 
1.0   CHIEF EXECUTIVE CONTEXT AND ENGAGEMENT 
 
1.1  Care Quality Commission (CQC) inspection of GHC core services and 

 “well led” reviews 
 

The Trust was visited by inspectors from the Care Quality Commission (CQC) during 
the last week of April and the first week of May, to carry out a comprehensive core 
services review. The CQC returned at the end of May to undertake a “well led” 
inspection focussed on governance, leadership, and culture.  
 
The CQC published its report on both these inspections in August, announcing that the 
Trust is rated as ‘Good’ and described its report in its press release as a “very good 
report”. Both 2gether and Gloucestershire Care services had previously been rated as 
“Good” in 2018 and this therefore maintains this rating following a very challenging few 
years going through a merger transaction and followed by the pandemic. 
 
The full CQC report can be read here: Gloucestershire Health & Care NHS Foundation 
Trust – Overview – Care Quality Commission (cqc.org.uk) 

 
1.2 Covid-19 and Infection Prevention Control update 
 

Covid-19 prevalence in the community had been falling for a number of months, with a 
reduction in Covid-19 inpatient numbers and a reduction in staff related Covid-19 
absences. In response to this, there were a number of changes within the Trust, in line 
with national policy:  
 
• The universal requirement to wear masks in healthcare settings ended from 

Thursday 11th August for staff, patients and visitors, with a few exceptions (i.e. 
Haematology and Oncology where patients are at high risk of infection due to 
immunosuppression or on wards experiencing an outbreak of Covid-19).  

 
• The Trust encourages all colleagues who choose to continue to wear a mask 

universally to do so according to their personal preference or individualised risk 
assessment and they will be supported to do so by managers and colleagues. 

 
• In most settings, routine asymptomatic Covid-19 testing for staff and patients was 

paused from 31st August. 
 
• However, in more recent weeks we have begun to see a rise in Covid-19 numbers 

across our communities, our inpatient areas and, significantly, in our local partner 
organisation Gloucestershire Hospitals Trust. In response, we have adopted a 
pragmatic, risk-assessed face mask policy requiring areas to adopt different 
approaches depending on the service they are operating in.    

 

https://www.cqc.org.uk/provider/RTQ
https://www.cqc.org.uk/provider/RTQ
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To give colleagues the maximum level of protection, our Outreach Vaccination team 
will be offering flu vaccines and autumn Covid-19 boosters in one-stop drop-in clinics 
across our sites between Monday 19 September and Sunday 2 October. 
 
Infection Prevention Control colleagues continue to monitor community transmission 
rates, alongside the Cobid-19 situation in our hospitals. The Trust will continue to 
prioritise staff and patient safety and ensure we balance the need for effective 
policies and practises that are proactive in preventing the further spread of Covid-19 
with the need to ensure that our services are accessible and that we reduce access 
times.  

 
1.3 Stroud Hospital refurbishment completed  

 
Patients and services have returned to the renovated and refurbished areas of Stroud 
Hospital following an extensive £2m project.  
 
We are extremely grateful to the Stroud Hospitals League of Friends for a 
substantial donation which has made this work possible. 
 
Jubilee Ward and the Minor Injuries and Illness Unit (MIIU) were vacated in August 
last year to allow for a complete redesign of both spaces and installation of new air 
handling and temperature control systems throughout. Patients and staff have now 
returned to the ward and MIIU is open again (8.30am to 5pm) and available to treat 
walk-in patients.  
 
The extensive building work in MIIU has created larger consulting and treatment 
rooms, separated assessment bays including one for isolation, a new children’s 
waiting and treatment area and new reception area. 
 
The refurbished Jubilee ward benefits from improved bed separation, toilet and shower 
facilities, two larger single rooms with ensuite facilities, a ward office and relocation of 
the reminiscence room onto the ward. 
 
We are grateful to our staff and patients for their understanding and patience 
throughout the rebuild.  

 
1.4 X-Ray Refurbishment Update  
 

The x-ray facilities at Stroud, Tewkesbury and Cirencester Hospital (Rooms 1 & 2) are 
all now installed and fully operational. North Cotswolds Hospital installation is 
progressing well and on schedule. The final site undergoing an upgrade will be the 
Vale Community Hospital, which started on Monday 22nd August. 
 

1.5 Internal engagement and developments 
 

GHC Annual General Meeting took place on 20th September, the details of which are 
included in the Chair’s report.  
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A virtual Senior Leadership Network (SLN) meeting was held on 26th July. These 
meetings take place monthly and provide an opportunity to welcome new staff or staff 
with different roles and say goodbye to colleagues leaving the Trust.  
 
At the meeting on 26th David Noyes, Chief Operating Officer, provided an update on 
the operations directorate and the proposed new operations structure. The restructure 
project will be pathway based, with countrywide and specialist services.  
 
Ingrid Barker, Chair, joined the meeting to update the senior management team on the 
ongoing CEO recruitment process.  
 
An informative and interactive cyber security update was also provided by Michelle 
Charles, Deputy Head of IT Operations. This session was really useful in informing 
colleagues of the dangers of cyber-attacks and educating leaders on how to avoid and 
minimise the risks posed to the Trust. 
 
A further SLN meeting was held on 27th September. An update on topics discussed 
there will be included in my next report.  
 
Monthly Team Talk (now named Bite-Size) sessions continue to be held as digital 
events and are led by an Executive or a Deputy. They are open for all Trust employees 
to attend and provide an opportunity for the Executive Team to share the latest Trust 
news and for staff to share their thoughts, feelings and concerns. These sessions 
typically cover an update on the latest Covid-19 and workforce news, and other recent 
items of interest. The Bite-Size sessions help to ensure effective communication 
across the Trust and provide an opportunity for the staff voice to be heard directly by 
the Executive Team. I led the session on 10th August.  
 
I have regular meetings with Sonia Pearcey, the Trust’s Freedom to Speak Up 
Guardian. Effective speaking up arrangements help to protect patients and improve 
the experience of colleagues. These meetings sit alongside Paul's Open Door, which 
is a completely confidential way for staff to contact me directly about issues they think 
I should be aware of or ask for a response to something they are concerned about. 
 
Corporate Inductions, held fortnightly, continue to provide an excellent opportunity 
for the Executive Team to welcome personally new colleagues to the Trust, introduce 
our core values, and ensure that everyone feels included from the outset. I provided 
the Executive Overview and Welcome at the sessions on 1st and 30th August.  
 
I have attended a number of effective and informative Board seminars workshops 
and development Sessions over the past two months:  
 
17th August – Digital strategy 
30th August - Developing our strategic milestones 
21st September – our independent development “Well-Led” Review led by “The 
Value Circle” 

 
The details of these sessions are included in the Chair’s report. 
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An Executive Development session was held on 23rd August. The objectives of the 
session were to review the past few months and reflect on the CQC well-led and core 
services reviews. It also provided an opportunity for the Executive team to understand 
the different individual and team areas of focus and priorities over the next 12-month 
period to ensure the organisation is aligned.   
 
Weekly Executive Director Meetings continue, where collectively the executive team 
oversee the day-to-day, and longer-term executive management of the Trust. These 
meeting are broadened on a bi-monthly basis for the Trust Senior Team Meetings, 
which bring senior management and clinical leaders from across the Trust together to 
provide advice to the Executive on the direction and operational management of the 
Trust and provide feedback on staff experience. These regular meetings enable wider 
engagement in, and ownership of, key decisions affecting our organisation including; 
priority setting, system engagement and strategic planning. 
 
At the Trust Senior Team Meeting on 16th August I provided the Chief Executive 
update, which included a summary of the Trust Board meeting held on 28th July. 
Angela Potter, Director of Strategy and Partnerships, provided an update on ICS 
developments and Derek Hammond, Interim Deputy COO, provided an overview of 
the Adult Community Mental Health and Learning Disability Directorate. A number of 
updates were also provided by the Diversity Network.   
 
I attended the Joint Negotiating and Consultative Forum (JNCF) on 27th July to 
provide the Chief Executive update. On the meeting agenda were HR updates and 
polices, including Great Place to Work Committee update on Workforce Performance 
KPIs, policy manual project overview report and substantive full-time staff working on 
the staff bank. There were also the usual updates on finance and staff side items. 
 
There was a further JNCF meeting on 28th July, which due to conflicting commitments, 
David Noyes, Chief Operating Officer, attended on my behalf.  
 
I provided the Chief Executive’s update at the Non-Executive Directors meeting on 
16th August.  
 
I attended the (informal) Governor Get Together on 24th August at the Royal George 
Hotel. The social event provided a welcome opportunity to say hello to Governors face 
to face and get to know everyone a little better.     

 
On 22nd September I took part in the Matthew Hall Development Session, focusing 
on reducing length of stay. The aim of the workshop was be to improve the patient 
journey through a collaborative system wide approach. It is well established that 
looking after patients in their own environment whenever it is safe to do so, produces 
good outcomes and is in the best interest of the patients. During the workshop 
attendees were encouraged to participate by reflecting on barriers to patient flow and 
working with colleagues to formulate collaborative solutions. There are likely to be 
further workshops later in the year.  
 
I had an introductory meeting with Nicola de Iongh, Non-Executive Director, on 25th 
August. Nicola has recently been appointed to our Board and so it was an opportunity 
to speak with Nicola and welcome her to the Trust.   
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I had a meeting with Paul Butler-McLees, Head of Patient Safety and Learning, on 
27th July. Paul recently joined our Trust, having previously worked at Oxford Health 
NHS Foundation Trust. Paul joins colleague Paul Ryder as our dedicated Patient 
Safety Specialists, together providing senior leadership, visibility and expert patient 
safety support across the Trust. They will support the development of a patient safety 
culture and safety systems and will lead the local implementation of the NHS Patient 
Safety Strategy.   
 
Paul has a key role in supporting the Executive team to understand the most effective 
approaches to improving patient safety and ensuring that any patient safety-related 
responsibilities held by different executives are effectively aligned.   

 
1.6  Mental Health Focus 
 

My own focus on mental health is local, regional and national to progress the mental 
health agenda as the wider impacts of the pandemic continue to manifest themselves 
and as mental health services consider how to recover services which have suffered 
significant impacts. Throughout these conversations and meetings, it is evident that 
all colleagues and partners believe in the importance of mental health services and 
are working hard to ensure the best possible service is given across the Trust.  
 
I chaired the South West Mental Health Programme Board on 19th August. The 
Mental Health Programme Board looks to develop, implement and support the long-
term plan, ambitions, and South West-wide mental health priorities. The August 
meeting had an update from NHS England and Improvement and a South West 
provider collaborative update on the LDA capital funding programme.  

 
I chaired the monthly South West (Regional) Mental Health CEO’s meeting on 19th 
August. This group acts as the overarching governance summit for the regional South 
West NHS Provider Collaborative and provides an opportunity for CEO colleagues to 
raise key issues about mental health services across the region and to offer mutual 
support. Sandra Betney, Director of Finance and Deputy CEO, attended the meeting 
on my behalf on 16th September.  
 
The national NHS England Mental Health Trusts CEO meetings, chaired by Claire 
Murdoch, National Mental Health Director, continue to take place on a monthly basis. 
These sessions provide useful updates on mental health, learning disabilities and 
autism, as well as provide a forum for Mental Health Trust Chief Executives to discuss 
any current national issues. 

 
On 25th August I attended the Quarter 1 22/23 SW Regional & National Mental 
Health Deep Dive meeting. The meeting provided a performance overview and 
update on recovery plans. Jill Crook, South West Director for Mental Health, presented 
on the ICS Mental Health system-wide preparations and plans for winter. There was 
also an update on workforce, delivered by Theresa Hewitt-Moran, HEE Interim 
Regional Deputy Director (South West).    
 
I have monthly meetings with Programme Director for New Care Models, Anne 
Forbes and Director Commissioning (South West), NHS England and 
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Improvement, Rachel Pearce to discuss mental health service issues across the 
South West.  
 
In Gloucestershire, I chair the Community Mental Health Transformation (CMHT) 
Programme Board. The programme has been tasked with designing and developing 
new and integrated models of primary and community mental health care. At its 
meeting in July the Integrated care Board (ICB) decided that Gloucestershire Health 
and Care NHST FT would take over full devolved responsibility for the CMHT from the 
ICB. 
 
This community-based offer spans both community provision and dedicated core 
services and is built around Primary Care Networks (PCNs) that will utilise and expand 
our local VCSE offers to support new and sustained ways of working to deliver 
improved health outcomes and reduce health inequalities.  
 
The CMHT meeting held virtually on 11th August discussed an update on the 
programme structure, programme delivery, future reporting, programme budget and 
financial monitoring. There were also updated on the People’s Participation Board, the 
VCS partnership and Inclusion Gloucestershire.  
 
I also chaired the bi-monthly Urgent and Emergency Mental Health Care Task & 
Finish Group on 3rd August. Membership includes colleagues from system partner 
organisations including ICB, Gloucestershire Hospitals Trust, Gloucestershire 
Constabulary, SWAST and Gloucestershire County Council. The group supports the 
implementation of the Long-Term Plan Targets for children and adults across local 
urgent care pathways. The group meets regularly to ensure that urgent and 
emergency mental health care is delivered in line with the NHS Long-Term Plan and 
is evidence-based to deliver the best health outcomes for those who use Urgent and 
Emergency Care for their Mental Health support. The Task and Finish group provide 
formal governance and oversight for reviewing the quality and performance of the local 
delivery of the Long-Term Plan. 
 

1.7   Tackling Inequalities 
 

I have continued to develop my work as lead CEO for tackling inequality for 
Gloucestershire. I regularly convene and attend meetings that seek to respond to and 
in the longer term prevent the systematic inequalities brought to light by the pandemic, 
as well as the long-standing inequalities which were already recognised.  

 
I am part of the Health Inequalities Panel established by Gloucestershire County 
Council and the ICS. This is designed to provide oversight of the wider inequality 
agenda and in particular to provide co-ordination of the Health and Wellbeing 
Programme and the ICS Programme.  
 
On 3rd August Neil Savage, Director of HR & OD, and I took part in the launch of the 
rainbow lanyards and badges on behalf of the LGBTQI+ network. One of the Trust’s 
four strategic aims is to be a great place to work and we are committed to recruiting 
and retaining a diverse workforce at all levels with the support of compassionate, 
inclusive and effective leaders. To help make our aims a reality, we have a vibrant 
Diversity Network with four staff networks which focus on key ethnic minority, LGBTQ+ 
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and disability issues affecting our colleagues and our patients as well as a dedicated 
women’s leadership group.  
 
I continue to take part in the Reciprocal Mentoring for Inclusion in GHC 
programme. These sessions continue to be invaluable to help broaden perspectives 
and build mutual understanding. 
 
I regularly meet with Dominika Lipska-Rosecka, the Partnership and Inclusion 
Manager for GHC, to keep abreast of the wide range of issues facing our diverse 
communities in Gloucestershire and discussing ways in which the Trust can help 
support them.  
 
I attended meetings with Walk In My Shoes (WIMS) community reverse mentoring 
programme on 9th August and 26th September, at which we progressed plans for 
putting this programme on a more sustainable longer term basis, supported by a local 
third sector organisation and on behalf of the local community activists and the local 
NHS. I have commissioned legal advice on establishing WIMS as a properly 
incorporated charity. We hope to make announcement about this later in the year. 
 
Equality, Diversity and Inclusion continues to be at the core of how we operate as a 
Trust and my involvement in the wider agenda helps us achieve our aims in this regard.  
 

1.8  ICB (Integrated Care Board) and System Partners 
 

The Gloucestershire ICB organisation fulfils the commissioning functions for the 
region; it is responsible for overseeing the day-to-day running of the NHS locally and 
for developing a plan to meet the healthcare needs of the population. Dame Gill 
Morgan is the Chair designate of the ICB and Mary Hutton is the CEO designate. I am 
a Partner Member of the Gloucestershire ICB Board for Mental Health.     
 
I meet regularly with Dame Gill Morgan, Chair, Gloucestershire ICB, and Mary 
Hutton, CEO, Gloucestershire ICB, to discuss matters arising across 
Gloucestershire and to keep abreast of any issues facing our partner organisations. I 
also meet regularly with Deborah Lee, Chief Executive of Gloucestershire 
Hospitals Trust. Our Trust plays an important role in the Gloucestershire system with 
colleagues working committedly to meet the needs of our community.  
 
ICB Public Board and ICB Strategic Executive meetings take place monthly, with a 
focus on system-wide planning and resilience. Sandra Betney and John Trevains join 
me as members of the ICB Strategic Executive forum. The regular meetings, held with 
senior colleagues across the health system, provide updates on organisational matters 
and projects and help ensure joined up working by providing a forum to discuss items 
affecting multiple partners. 
 
I am a voting member of the ICB and have attended the following ICB Board meetings 
over the past two months:  
• ICB Board Development Session on 31st August. At this session there was an 

update on urgent and emergency care, GCC financial planning, the vaccination 
programme and Integrated Care Partnership strategy.  

• ICB Extraordinary Board Meeting (Private) on 31st August.  
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• ICB Public Board meeting on 28th September. The agenda and papers for this 
meeting can be found here - https://www.nhsglos.nhs.uk/wp-
content/uploads/2022/09/ICB-Board-Part-I-Meeting-Pack-28-September-2022-
final.pdf  

 
The system Gold Health System Strategic Command, known as the Gold Executive 
Review Group, takes place on Wednesdays as part of the wider Gloucestershire 
ICS Covid-19 Response Programme. This forum has proved essential in overseeing 
the system response to the Covid-19 pandemic and in providing a regular liaison point 
between senior leaders in the NHS and social care system.  

 
One of our key system partners is Gloucestershire County Council (GCC) and the 
Executive Teams from GHC and GCC meet monthly to ensure good working relations 
and to promote collaborative working across the system.     
 
I attended the fortnightly SW Regional Chief Executives meetings. These meetings 
are chaired by Elizabeth O’Mahony and provide an opportunity for Chief Executives to 
review and discuss the current challenges facing them and also the wider strategic 
issues facing national health care systems.  
 
The meeting on 18th August covered outpatients ‘Super September’ and locality 
partnership working in Weston. At the meeting on 1st September Tom Cahill, National 
Director of Learning Disability and Autism, provided an update on learning disability 
and autism. Sandra Betney, Director of Finance and Deputy CEO, attended the 
meeting on 15th September on my behalf. 
 
A system Board to Board meeting was arranged for 15th September. It was attended 
by the senior teams from South Western Ambulance Service (SWAST), 
Gloucestershire ICB, Gloucestershire County Council, Gloucestershire 
Hospitals Trust and Gloucestershire Health and Care. SWAST are a key system 
partner and the meeting was aimed at strengthening working relationships with their 
team. This will be particularly important as we move into the winter months and it was 
an opportunity to highlight key areas of focus required by all system organisations. 
David Noyes, Chief Operating Officer, attended the meeting on my behalf.   
 
I attended an Eating Disorders Briefing with Gloucestershire ICB on 24th August. 
The briefing was delivered by Helen England, an Independent Improvement expert, 
and David Noyes, GHC Chief Operating Officer. The Eating Disorders service is 
experiencing exponential growth in demand which has led to has led to long waits for 
treatment and assessment. The service has produced a recovery trajectory and Helen 
is leading a comprehensive and holistic review of the service through a dedicated 
Improvement and transformation Programme. 

 
A Local Government Association (LGA) Urgent and Emergency Care (UEC) Peer 
Review took place on 8th June. There were 17 focus groups in one day, attended by 
circa 60 people, which led to some detailed feedback and development of an action 
plan to address some of the matters raised. There has been significant, increased 
pressure on UEC services and the aim of this work is to gain a better understanding 
of the drivers for this pressure and to identify solutions. The LGA report has now been 

https://www.nhsglos.nhs.uk/wp-content/uploads/2022/09/ICB-Board-Part-I-Meeting-Pack-28-September-2022-final.pdf
https://www.nhsglos.nhs.uk/wp-content/uploads/2022/09/ICB-Board-Part-I-Meeting-Pack-28-September-2022-final.pdf
https://www.nhsglos.nhs.uk/wp-content/uploads/2022/09/ICB-Board-Part-I-Meeting-Pack-28-September-2022-final.pdf
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published and shared with system partners. A feedback session was held on 5th 
August to discuss learning and next steps to move forward as a whole system.  
 
On 12th September Gloucestershire County Council held a Scrutiny Review 
Workshop: Gloucestershire Urgent and Emergency Care to consider issues 
relating to the delivery of urgent and emergency care in Gloucestershire. David Noyes, 
Chief Operating Officer, and Angela Potter, Director of Strategy and Partnerships, 
attended on behalf of the executive team. There was a briefing on the conclusion and 
findings of the LGA review into urgent and emergency care and the planned next 
steps/actions from the review. There was a discussion regarding the work and 
research Newton Europe is undertaking in partnership with Gloucestershire County 
Council and Gloucestershire’s NHS organisations, including SWAST, addressing this 
area of service delivery.    
 
A system wide meeting was held on 25th August, attended by senior colleagues from 
the Gloucestershire ICB, Gloucestershire Hospitals Trust and Gloucestershire County 
Council to discuss effective provider joint working to improve system urgent and 
emergency care. Neil Savage, Director of HR & OD, and David Noyes, Chief 
Operating Officer, attended the meeting on my behalf. As a system we will be 
progressing this vital work over the coming months.  
 
On 17th August I attended the system planning meeting with Gloucestershire ICB 
and Gloucestershire Hospitals Trust, CEO and Director of Finance colleagues. At this 
meeting we discussed demand and capacity plans for the Gloucestershire system.  
 
There have also been a number of system meetings to discuss pertinent issues facing 
the region, including HomeFirst and Enhanced Independence Offer recruitment. It 
is important that these issues are discussed with senior system colleagues so that 
effective solutions can be sought and implemented.  
 
I chair the quarterly West of England Patient Safety Collaborative Board meetings. 
I attended the meeting on 28th September. The purpose of the West of England AHSN 
Patient Safety Collaborative (PSC) is to ensure that patients and the public in the West 
of England can be confident that care is safer for patients based on a culture of 
openness, collaboration, continual learning and improvement. The PSC Programme 
Board carries out important work in influencing improvement in patient safety through 
a person-centred system-wide collaborative approach. 
 
I continue to attend the Gloucestershire MP briefings, led by CEOs of the 
Gloucestershire NHS organisations and senior County Council officers and Leaders 
which are currently taking place monthly.  
 
I continue to act as Senior Responsible Officer and chair for the Diagnostics 
Programme Board. This programme board is working on progressing the proposals 
for local Community Diagnostics Hubs (CDH). This project focuses on the 
development and coordination of networked diagnostic services which are equitable 
and consistent; aiming to get the right patient to the right test, in the right location, in 
the fewest number of visits (and referrals) and in the shortest amount of time. The aim 
is to maximise the limited diagnostic capacity through triage, stratification and 
prioritisation which is personalised and sustainable across Gloucestershire whilst 
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seeking to invest / innovate and expand existing services so that they meet current 
and future demands.  
 
There have been a number of national and system meetings over the past two months 
aimed at operationalising Gloucester’s Quayside House medical centre for use as a 
community diagnostic centre. This continues to be vital work for Gloucestershire and 
we hope to be in a position to progress with this work in the near future.   
 
Additionally, Kerry O’Hara, Associate Director (Diagnostics and Eye Health), 
Transformation & Service Redesign Directorate, Gloucestershire ICB and I meet 
on a monthly basis to discuss the Diagnostics programme.  
 
The Medical Staff and Dentistry Committee (MSDC) convened on 2nd September. 
David Noyes, Chief Operating Officer, attended to provide the Chief Executive update 
on my behalf. The Local Medical Council (LMC) convened on 8th September. Dr Amjad 
Uppal, Medical Director, attended the meeting. Active engagement with senior medical 
colleagues in the trust is an important aspect of the work of the Chief Executive and 
wider executive team. 
 
On 23rd September members of my executive team attended the Compassionate 
Leadership Event: A Vision for One Gloucestershire, hosted by the Wellbeing 
Line in collaboration with Dr Deborah Lee. The workshop provided an overview of a 
compassionate leadership programme, which included opportunities to learn about 
self-compassion and how to effectively promote team compassion. There was an 
opportunity for collaborative working and for discussion on how this could be applied 
in our organisation. 

 
I met with Mark Preece, Chief Fire Officer at Gloucestershire Fire and Rescue 
Service, and Bren McInerney on 22nd September. The meeting involved a walk 
around SkillZone, Gloucestershire’s interactive life skills village where people of all 
ages can learn how to keep themselves safe whether at home or in their community. 
The meeting also provided an opportunity to discuss wider health inequality issues 
and explore possible opportunities for joint working to tackle system wide issues. 
 

1.9 National Events / Activity  
 

I attended the NHS Providers and NHS Confederation roundtable on ‘Urgent and 
Emergency Care’ (UEC) on 26th September. This virtual event was chaired by 
Siobhan Melia, Community Network Chair and Interim Chief Executive for South East 
Court Ambulance Service. The roundtable provided an opportunity to discuss areas of 
good practice, action needed to tackle system-wide challenges and the future vision 
for urgent care. We explored interfaces between community and ambulance provision, 
such as urgent community response (UCR) services, in order to identify short, medium 
and long term plans for tackling this issue. UEC is a key priority this winter as 
operational pressures on UEC pathways and the wider health and care system 
continue to reach unprecedented levels. This meeting provided a welcome opportunity 
to meet with Community Network members to discuss how cross sector collaboration 
can help tackle operational challenges in both the short and long term.  

 
1.10 Service Visits 
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I continue to carry out service visits (in person – where this can be done safely). Each 
day spent in these locations has been a very valuable experience providing substantial 
insight into colleagues’ experiences with their working environment and how they 
address the challenges presented by the ever-changing circumstances. I value the 
opportunity to be able to continue to meet with colleagues and patients, and to be on 
hand to discuss any topics or issues they would like to raise.  
 
On 17th August, I visited Acorn House, where one of our emotional wellbeing and 
mental health children and young people services are based.  
 
On 19th August I met with our Lead Nurse Pregnancy Advisor, at Hope House, the 
Sexual Health and Sexual Assault Centre (SARC), to thank the team for all their hard 
work and pass on my congratulations for the excellent feedback they achieved in the 
recent CQC report.  
 
I aim to continue regular service visit as I greatly see the benefit in having these 
conversations with colleagues to listen, learn, and work together to help make our 
Trust a great place to work for all. 

 
2.0   HEE PROVIDER SELF-ASSESSMENT 
 

The Trust is a signatory to the Health Education England (HEE) NHS Education 
Contract 2020 – 2024.  
 
By means of background, HEE is an executive non-departmental educational public 
body at arms-length from the Department of Health and Social Care and accountable 
to the Secretary of State for Health and Social Care. The contract outlines the 
educational/training commitments and requirements shared by HEE and the Trust but 
is limited to the following across healthcare professions within the Trust: 
 
(i)  future workforce funds (including, but not limited to, placement tariff, salary 
 support, and, where appropriate unless commissioned separately tuition 
 funds); and 
(ii)  workforce development funds (including, but not limited to, Workforce 
 Transformation). 
 
Compliance with this contract is monitored by HEE and the Trust in two key ways – 
firstly by a new annual self-assessment (originally introduced and piloted for the region 
by GHC in 2021), and, secondly, via an annual Senior Leader Visit (last held in 
February 2022). 
 
The self-assessment process for NHS Trusts started 24th June and submissions were 
submitted by 16th September 2022. 
 
Following our internal processes, supported by engagement with Trust education 
colleagues across Medicine, Psychological Services, Library Services, Pharmacy, 
Dentistry and Practice Education, the survey self-assessment was completed and was 
considered and approved for submission to HEE by the Executive Committee in 
August 2022.  
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Beyond the usual contractual delivery assurances, three key achievements were 
noted in the self-assessment including: 

 
• A very positive General Medical Council (GMC) Training Survey for doctors in 

training – the highest ranked Mental Health Trust in the Severn Deanery region, 
with evidence that the Trust has maintained a quality experience for our learners 
through COVID and recovery. This also recognised the introduction of more 
innovative approaches to meeting learning outcomes during CPEP / COVID which 
will continue. 
 

• Well established sustainable capacity with associated escalation process across 
Nursing and AHP if barriers in host teams, implementation of rostering across 
nursing now rolling out to AHP associated to both tariff and capacity monitoring 
 

• The successful move to online weekly academic programme and monthly 
community hospitals programme has gone very well, attendance has doubled 

 
Three key areas of challenge to education and training noted included: 

• The increasing numbers of medical trainees / healthcare professional programme 
students with significant vacancy factor in establishments presents challenge to 
meet supervision / assessment / training needs/competencies / proficiencies 
 

• The impact of COVID and recovery: medical trainees felt isolated at times. 
Placements were often limited due to COVID and there has been an impact on the 
ability to deliver face to face education and training. 
 

• The increasing and maintaining student placement capacity across all health and 
social care professions with both NHS and non-NHS providers in the county from 
a capacity issue. 

 
The response to the Trust’s positive self-assessment is awaited and will be reported 
to the Great Place to Work Committee in due course.  

 
 
3.0  CONCLUSION AND RECOMMENDATIONS 
 
 The Board is asked to NOTE the report. 
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REPORT TO:   TRUST BOARD PUBLIC SESSION – 29 September 2022 
 
PRESENTED BY:  Angela Potter, Director of Strategy and Partnerships 

AUTHOR:  Angela Potter, Director of Strategy and Partnerships                            

SUBJECT: INTEGRATED CARE SYSTEM UPDATE 
 
If this report cannot be discussed at 
a public Board meeting, please 
explain why. 

 

 

 

 

 
 
Executive summary 
This paper provides an overview of a range of activities taking place across the 
Integrated Care System.  This update includes: 
 
• An update on various system partnership meetings including the Health 

Overview and Scrutiny meeting, the new Integrated Care Partnership and the 
Health and Well-Being Board along with the six Integrated Locality Partnerships.  

• An update on various engagement activities that the Trust has supported and 
those of other key stakeholders within the system.  

 
 
 
Risks associated with meeting the Trust’s values 
 
None 
 

 

This report is provided for: 
Decision  ☐ Endorsement  ☐ Assurance  ☐ Information  ☒ 

The purpose of this report is to: 
 
This paper provides an update on the activities that are taking place across the 
Gloucestershire Integrated Care System (ICS). 
 

Recommendations and decisions required 
 
The Board is asked to note the contents of this report. 
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Corporate considerations 

Quality Implications 
The Trust will make specific note of any engagement 
and feedback reports specific to our services and 
include them within future service reviews and 
developments. 

Resource Implications None specific to the Trust. 

Equality Implications 
The Trust is actively engaged in wider inequalities work 
and will build any findings into the Trust service 
developments moving forward. 

 

Where has this issue been discussed before? 
Regular report to the Trust Board 
 
 

 

Appendices: 
 

 

 

Report authorised by: 
Angela Potter 
 

Title: 
Director of Strategy and Partnerships 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 Sept 2022 
AGENDA ITEM 16:  Integrated Care Systems Update Report                                                            Page 3 of 6                                                                            
 

INTEGRATED CARE SYSTEM UPDATE REPORT 
 
INTRODUCTION 
 
This paper provides Board Members with an overview and update on the activities that 
have been taking place across the Gloucestershire Integrated Care System (ICS). 
 

1. Health Overview Scrutiny Committee (HOSC) and Adult Social Care (ASC) – 12th 
September 2022 
A joint development session was held between the Health Overview & Scrutiny 
Committee and Adult Social Care Committee members to learn more about the work 
being taken forward across the system around urgent and emergency care pathways. 
As this was a development session, it was not a meeting held in public.  The workshop 
received a briefing on the conclusions and findings of the recent Local Government 
Association/NHS England Peer Review and planned next steps/actions from the 
review.  This was followed by an update on the work and development programme 
Newton Europe are undertaking in partnership with GCC and the NHS (including 
SWAST) in relation to the delivery of Gloucestershire Urgent and Emergency Care 
Systems. 

The aim is to follow this session up at a joint scrutiny committee meeting on 15 
November 2022. 

2. Integrated Care Partnership (ICP) – 20th September 2022 
The Gloucestershire Health and Wellbeing Partnership is a statutory Committee of the 
One Gloucestershire Integrated Care System (ICS), established jointly between the 
NHS Gloucestershire Integrated Care Board (ICB) and Gloucestershire County 
Council as equal partners and statutory members. Moving forward we have agreed it 
will be known as the Gloucestershire Integrated Care Partnership as required by 
section 26 of the Health and Care Act 2022. 

 
Since the 1st July when the new Integrated Care System was formed the process of 
nominating members to the ICP has been underway.  Angela Potter (Director of 
Strategy & Partnerships) has been confirmed as the member for the Trust.  All six 
Integrated Locality Partnerships as well as all District Councils have been invited to 
submit nominations.  The inaugural workshop session for the ICP took place on the 
20th September with an initial focus on the creation of the ICP Strategy which will sit 
alongside the Joint Strategic Needs Assessment (JSNA) and the Health & Well-Being 
Strategy.  This document will confirm the ongoing health and well-being priorities and 
an initial version is due to be completed by December 2023. 
 

3. Health & Well-Being (HWB) Board – 20th September 2022 
The Health & Well-being Board has met on the 20th September for a development 
session to review the progress on the 7 health and well-being priorities which Board 
will be aware are; 
 

• Physical Activity – we can move 
• Adverse Childhood Incidents 
• Mental well-being 
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• Loneliness and social isolation 
• Healthy Weight 
• Best Start in Life 
• Housing 

 
Detailed updates were received around the We can move programme led by Active 
Gloucestershire and the Mental well-being programme – both of which showed 
positive progress since the development of the strategy. 
 

4. National & System Developments 
 
Urgent & Emergency Care 
There is significant national focus on the recognised challenges many systems face in 
relation to Urgent and Emergency Care. 
 
The immediate national guidance has been to focus on ambulance performance and 
the linked issue of speeding up discharge along with the commencement of the 
planning for the coming winter earlier than usual, making the most of the opportunity 
created by the formation of ICBs to maximise the benefits of system working.  
 
The system is therefore working on our plans to rapidly increase capacity and 
resilience ahead of winter, building on the operational plans we have worked up to 
date. The national guidance is encouraging systems to focus on a number of key areas 
with the most pertinent to the Trust being; 
 
1) Prepare for variants of COVID-19 and respiratory challenges, including an 
integrated COVID-19 and flu vaccination programme.  
2) Increase capacity outside acute trusts, including the scaling up of additional roles 
in primary care and mental health through the winter.  
3) Target Category 2 response times and ambulance handover delays, including 
improved utilisation of urgent community response and rapid response services. 
  
4) Reduce hospital occupancy, through increasing capacity with equivalent non-
bedded alternatives including virtual wards, and improvements elsewhere in the 
pathway.   This equates to circa 260 ‘virtual’ beds in Gloucestershire and a business 
case is currently being developed to support this. 
5) Ensure timely discharge, across acute, mental health, and community settings, by 
working with social care partners and other providers. 
6) Provide better support for people at home, including the scaling up of virtual wards 
and additional support for High Intensity Users with complex needs.  
 
GP Annual Survey 
The results of this year’s national GP Patient Survey (GPPS) show high overall levels 
of patient satisfaction (81%) with Gloucestershire GP practices (response rate of 40% 
achieved).  The national average of patient satisfaction was 72%. 

The annual survey assesses patients’ experiences of healthcare services provided by 
GP practices across a range of topics, from confidence and trust in healthcare 
professionals, satisfaction with levels of care to ease of making appointments and 
suitability of appointment times. 
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5.     Fit for the Future 
Phase 2 of the Fit for the Future transformation public engagement process has been 
extended to 17th December 2022.  The engagement continues to explore the Centre 
of Excellence approach at Cheltenham and Gloucester hospitals but also begins to 
consider wider pathways of care.    

6.     Partner Updates and Developments  
 There are no partner updates to note this month due to the timing of meetings. 
 
7.      Integrated Locality Partnerships (ILPs) Updates  

 All ILP’s continue to meet with good input and support from GHC and wider system 
partners.  Due to the holiday period a number of ILP’s have not met since the last 
Board meeting however all have been considering the following; 

 
• Cost of Living Crisis across their locality and the range of support options that might 

be on offer.  Work through the District Councils and Voluntary sector have been 
flagged to ensure Social Prescribing Link Workers and Care Co-ordinators are able 
to appropriately support and sign-post.  It has been recognised that the need to 
ensure that those voluntary sector organisations likely to receive a greater number 
of requests for support are targeted for additional support where-ever possible as 
sign-posting without confidence that the service can take further referrals adds 
greater stress into an already difficult situation. 

• Nominations for membership at the Integrated Care Partnership. 
• Ongoing progress of ILP priorities and Quality Improvement Projects 
• Utilisation of NHS Charities Together monies that were awarded following a county 

wide grant application. 
• Dr Anna Kietly has announced that she will no longer be able to Chair the 

Cotswolds ILP.  Angela Potter (Director of Strategy & Partnerships) has agreed to 
be interim Chair whilst alternative arrangements are considered. 

• A number of the ILPs have received presentations from the ICB Personalisation 
Lead regarding developments including the ‘What matters to me’ folder and the 
ongoing work around Better Conversations. 

• Reviewing the Memorandum of Understanding that has been developed between 
the ICB and the Voluntary Sector – this document outlines the agreed principles 
for working together across our system. 

 
8.     Focus on Patient, Carer and Engagement  

Healthwatch Gloucestershire, the county’s independent health and social care 
champion, is asking local people to share their views and experiences to help improve 
care and support for adults with autism. 
 
The survey is exploring the care and support adults with autism currently receive 
through assessment, diagnosis, and ongoing care. They want to learn what works well 
and how things might be done differently to improve the experiences and outcomes 
for everyone who seeks support for autism.  They are also seeking to understand the 
barriers that make it difficult for adults with autism to get the care they need, for 
example, when trying to get appointments with hospitals, GPs or social services. 
 
People who wish to participate can do so until the 30 September by completing a short 
online survey through the following link  
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https://www.smartsurvey.co.uk/s/IHZQAZ. 
 
9.     ICS Accountable Officers report 

There has not been an ICB Accountable Officer report for HOSC since the last Trust 
Board meeting.  
 

10.   NEXT STEPS 
Trust Board members are asked to NOTE the contents of this update report. 

 

 

 

 

https://www.smartsurvey.co.uk/s/IHZQAZ
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PRESENTED BY:  David Noyes, Chief Operating Officer 
 Matthew Steele, Head of Organisational Resilience   

AUTHOR:  Matthew Steele, Head of Organisational Resilience                             

SUBJECT: WINTER RESILIENCE PLAN 
 
 
If this report cannot be discussed at 
a public Board meeting, please 
explain why. 

 

 

 

 

 

This report is provided for: 
Decision  Endorsement  Assurance  Information  

The purpose of this report is to: 
 
To provide the Board with an overview of the Trust’s winter planning arrangements 
for 2022/23. This includes arrangements for surge management, escalation and 
infection control. 
 

Recommendations and decisions required 
 
The Board is asked to: 

• Assure – The Trust’s Winter plan and associated Surge and Escalation 
arrangements will be implemented as appropriate to support the Trust’s 
service provision arrangements. 
 

Executive summary 
 
The Trust Winter Plan has been reworked this year. All of the arrangements from 
previous years’ Operational Resilience and Capacity Plan are still in place, but have 
now been split into three plans to ensure they are effective, easy to use and meet 
the Trust’s needs.  
 
Operational Pressures Escalation Levels (OPEL) and Service Impact and 
Prioritisation are now in standalone plans as they could be required throughout the 
year. Both of these documents are undergoing a full review to ensure the actions 
and prioritisations identified are still correct.  
 
This re-shape allows the Winter Plan to have more of a focus on managing the 
impacts of severe weather. The plan which is in final stages of development includes 
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Risks associated with meeting the Trust’s values 
 
Compliance / Regulatory – NHS E – EPRR Core Standards 
 

 

Corporate considerations 

Quality Implications All plans to be approved through the EPRR Forum and 
Pan Directorate Group. 

Resource Implications Resources required to enact the service winter 
schemes are approved 

Equality Implications None identified 
 

Where has this issue been discussed before? 
This is an annual process. The new plans will be consulted upon within the trust 
and then signed off at the EPRR Governance Forum and Pan Directorate Group. 
 

 

Appendices: 
 

Appendix 1 – Winter Plan (draft) 

 

Report authorised by: 
David Noyes 
 

Title: 
Chief Operating Officer 
 

 

 

 

 

 

 

 

Warning and Alerts, actions to be undertaken upon receipt and available capabilities 
such 4 x 4 vehicles and gritting arrangements. It also covers seasonal influenza 
management and Infection Control which are critical to keeping our services 
running. 
 
The Trust’s plan aligns to the UKHSA Cold Weather Plan for England, the 2022/23 
version of which will be released in October. Once released, this will be reviewed 
and the Trust’s Winter Plan will be updated as appropriate. 
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WINTER PLAN 

1.0 OVERVIEW 

Winter has always been a challenging period for the National Health Service 
(NHS). There are additional pressures on patient flow, and the added difficulty 
of keeping services running during adverse weather. To help reduce the 
impacts the Trust undertakes planning each year to ensure arrangements are 
in place to try to mitigate these issues. 

2.0 WINTER PLAN DEVELOPMENT 

Last year, the Trust’s Winter response plan was called the ‘Operational 
Resilience and Capacity Plan’. It was a useful; but, long, document with a wide 
range of information, with the main focus being on managing patient flow and 
the Operational Pressures Escalation Levels (OPEL).  

Historically OPEL escalation has been a key tool for managing the Winter 
system pressures.  However, they are now regularly used all year around so 
are no longer season specific. 

Whilst reviewing the document and assessing the information required to 
respond to ‘Winter’ related issues, it became apparent that the plan should be 
broken down into three specialist documents in order to improve ease of use. 

2.1 Operational Pressures Escalation Levels (OPEL) 

Each of the four OPEL levels have associated actions that the Trust will 
undertake to manage internal and system related pressures. These are 
currently being reviewed to ensure the listed actions provide the required 
impact and outcomes.   

2.2 Service Impact and Prioritisation Framework 

Last year’s plan detailed the Business Continuity Management related 
‘Strategic Impact and Prioritisation of Services’. This information supports the 
Business Continuity Framework and Business Continuity Plans throughout the 
Trust. Again, this could be called upon at any time of the year, so would benefit 
from being a standalone document. 

2.3 Winter Plan 

Through removing the above elements, it allows us to focus a document on 
Winter preparation and response. This new plan builds upon the information in 
the previous Operational Resilience and Capacity Plan and incorporates 
lessons identified from dealing with Storm Eunice and other recent events. 

Although the main focus is towards preparing for, and responding to, severe 
weather, it also covers seasonal influenza management and Infection Control. 

The plan, which is at consultation stage, will provide colleagues with an 
understanding of the Warnings and Alerts available to ensure we are fully 
sighted on potential weather-related risks. It also provides suggested actions to 
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mitigate the impacts, and provides key information on process such as gritting 
of GHC sites and capabilities such as 4x4 vehicles. 

The exception to the generic nature of this plan is the inclusion of flooding. 
Although it isn’t seasonal specific issue, it does tend to be more prevalent in the 
Winter period. As part of the process, the Trust’s sites have been checked for 
flood risk by the Estates team, with flood warnings being signed up to where 
applicable. 
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1 Introduction 
 

Severe weather can impact the Gloucestershire Health and Care Trust (GHC) directly 
through physical damage (e.g. flooding of premises), or indirectly, via disruption to the road 
network, school closures and disruption to other services which all may have an effect on the 
Trust’s staffing levels and its ability to provide both clinical and corporate services. 

The impact of severe weather may result in damage to buildings or the disruption or 
cancellation of clinics/community-based services and increase Minor Injury and Illness Unit 
(MIIU) attendance. For Gloucestershire Hospitals NHS Foundation Trust (GHFT) and South 
Western Ambulance Service (SWAST) the impact may be due to an increase in casualties 
from injuries, exacerbation of long-term conditions, and conditions such as hypothermia, all 
of which may require hospital admission and will have a subsequent impact on the Trust 
services.  
 
Delays to discharge may also occur during periods of severe weather, since vulnerable 
people cannot be discharged into potentially harmful conditions and, possibly social isolation 
if health and social care services have been reduced or suspended on a temporary basis.  

 

2 Aim 
 

This plan provides guidance and information to enable the Trust to provide a response to a 
period of severe weather.  
 
 

3 Scope 
 
This plan explains the Met Office Cold Weather Alert system and Severe Weather Warning 
system. It also covers flooding, although it is recognised that although it often occurs in the 
Winter, it can happen at any time. 
 
The plan sets out the Trust response for the different type of warnings received.  
 
Although historically identified as a Winter issue, OPEL escalation system is not covered in 
this plan; please see the GHC Opel Escalation Plan for actions required at each level. 
 
 

4 Risk Assessments 
 
The Local Resilience Forum have risk assessed the likelihood and impacts that severe 
weather incidents could have on the County. The following risks have been identified from 
the latest Local Resilience Forum Community Risk Registers for Gloucestershire. 
 



 

 

Risk Description Likelihood Impact  Overall Risk 
Low 
Temperatures 
and Heavy 
Snow 

Low temperatures and heavy snow, with snow falling and lying over multiple regions of the 
UK including substantial areas of low-lying land (below 300 metres), for at least one week. 
After an initial fall of snow there is further snow fall on and off for at least 7 days. Most 
lowland areas experience some falls in excess of 10cm at a time, a depth of snow in 
excess of 30cm and period of at least 7 consecutive days with daily mean temperatures 
below -3C. 

4 3 HIGH 

Storms Storm force winds affect multiple regions for at least 6 hours during a working day. Most 
inland, lowland areas experience mean speeds in excess of 55mph with gusts in excess of 
85mph. 
Although the storm will be over in less than a day, disruption to infrastructure including 
power, communications, transport networks, homes and businesses could last for 1-4 days 
and for up to 5 days in remote rural locations. 

4 2 MEDIUM 

Coastal 
Flooding / 
Tidal 

A combination of high natural tides and a major storm surge and significant onshore waves 
caused by a severe low-pressure system leads to severe coastal flooding. The flooding is 
accompanied by gale force winds and heavy rainfall. Inundation from breaches in defences 
would be rapid and dynamic with minimal warning and little time to evacuate. There would 
be widespread structural damage including disruption to transport, power and water 
treatment infrastructure. 

3 3 HIGH 

Fluvial 
Flooding 

A massive river flood event or series of concurrent events across multiple geographic 
regions following a sustained period of heavy rainfall extending over two weeks, possibly 
combined with snow melt and surface water flooding. 
The event would include major river flooding affecting a large urban area. We would expect 
loss of essential services (gas, electricity and telecoms) affecting up to 250,000 homes and 
business for up to 14 days as well as disruption to water supplies. 
Up to 328,000 properties (homes and businesses) across urban and rural areas (with a 
greater proportion situated in urban areas) may be flooded for up to 10 days affecting 
363,000 residents. Between 200 to 450 fatalities, over 10,000 casualties and 20 missing 
persons ('missing' means not accounted for during the first 48 hrs, before Police can 
reunite with family or friends) with up to 68,000 people needing assistance with evacuation 
(vulnerable communities), 8,000 of these being priority evacuees). 

3 4 VERY HIGH 

Surface 
Water 
Flooding 

'A surface water flooding event affecting a large area or multiple locations simultaneously' 
 
Surface run off means rainwater and other precipitation (snow) which is on the surface of 
the ground, and has not entered the watercourse, drainage system or public sewer.  

3 3 HIGH 



 

 

5 Severe Weather Forecasting and Monitoring 
 

When severe weather is forecast, the Met Office will issue warnings using the National 
Severe Weather Warning Service.  

These warnings, along with other weather forecasts, and the Met Office Advisor updates 
received by the Organisational Resilience Team give the latest information about where and 
when severe weather can be expected. They also describe some of the impacts that may 
occur. For further information: Weather warnings guide - Met Office 

5.1 Cold Weather Alerts 
 

The Cold Weather Alert operates in England from the 1 November to 31 March every year, 
in association with the UK Health Security Agency (UKHSA). The alerts give advanced 
warning of adverse weather conditions that could have a significant effect on the public’s 
health and well-being.  

However, should thresholds for an alert be reached outside of this period, an extraordinary 
cold weather alert will be issued and we as a stakeholder are advised to take the usual 
public health actions. 

Level 0  Long-term planning All year.  

Level 1  Winter preparedness programme 1 November to 31 March.  

Level 2  Severe winter weather is forecast – Alert and readiness  
Mean temperature of 2°C and/or widespread ice and heavy snow 
are predicted within 48 hours, with 60% confidence. 

Level 3  Response to severe winter weather – Severe weather action  
Severe winter weather is now occurring: mean temperature of 2°C 
or less and/or widespread ice and heavy snow.  

Level 4  Major incident – Emergency response  
Central Government will declare a Level 4 alert in the event of 
severe or prolonged cold weather affecting sectors other than 
health.  

 
5.1.1 Cold Weather Alert Actions 
 

When a weather warning/alert is received it is reviewed by the Organisational Resilience 
Team (ORT) and Communications Team.  

Alerts and Warnings that are Amber will be assessed for the impact on the Trust and will 
result in the following notifications: 

• Global Email – Informing staff of the warning and actions to take to mitigate the 
impact. 

• Post on Intranet  

https://www.metoffice.gov.uk/weather/guides/warnings
https://www.metoffice.gov.uk/public/weather/cold-weather-alert/#?tab=coldWeatherAlert


• Briefing email to Executives and Service Directors by the ORT with relevant 
response plans and guidance attached. 

Receipt of a Red Warning would signify a potential Major Incident. The Amber actions will be 
undertaken and the Accountable Emergency Officer (or Director on Call) will consider 
moving to “standby” as set out in the Trust Emergency Response Procedures.  
 

The UKHSA in association with the Met Office, Local Government Association, and NHS 
have developed a range of Action Cards for different groups/providers. 

The following list of actions at each alert level have been selected from these documents 
and developed to ensure the trust is in the best position to respond. 

ACTION WHO 
• ensure that you are engaged with local Emergency Preparedness 

Response and Recovery and other strategic arrangements– 
especially for winter planning 

 

• ensure that your organisation can identify those most vulnerable to 
cold weather and draw up plans for joined-up support with partner 
organisations. Agree data-sharing arrangements within information 
governance principles 

 

• assess the longer-term implications of climate change, reduction in 
carbon emissions, and sustainability for longer-term business 
continuity 

 

• consider how best to mobilise and engage community organisations 
and support the development of community emergency plans 

 

• make sure that staff members have identified all those vulnerable to 
cold weather and that arrangements are in place to support and 
protect them appropriately 

 

• work with staff on risk reduction awareness, information and 
education. Encourage staff to be vaccinated against flu before winter 
starts 

 

• ensure that the business continuity plan includes severe winter 
weather. Plan for a winter surge in demand for services   

 

• follow Infection Prevention and Control guidance (On Indigo Intranet)  
 

  

https://www.gov.uk/government/publications/cold-weather-plan-action-cards-for-cold-weather-alert-service


 

ACTION WHO 
• undertake internal reviews to ensure that Cold Weather Alerts are 

going to the right staff and that appropriate actions are agreed and 
able to be implemented when received, especially to protect 
vulnerable service users. 

 

• make sure that staff members have identified all those vulnerable to 
cold weather and that arrangements are in place to support and 
protect them appropriately 

 

• ensure staff members are undertaking appropriate home checks when 
visiting clients, e.g. room temperature; medications and food supplies 

 

• ensure that in-patient rooms, particularly living rooms and bedrooms 
are kept warm and that staff are taking appropriate action to protect 
residents from cold weather 

 

• work with partner agencies to co-ordinate cold weather plans; ensure 
data sharing and referral arrangements are in place 

 

• continue to work with staff on risk reduction awareness, information 
and education. Encourage staff to be vaccinated against flu, if not 
already 

 

• work with local authority teams to identify accident hotspots on 
pavements or roads, advise on gritting priorities to prevent accidents, 
and ensure access by utilities and other essential services 

 

• ensure staff aware of the business continuity plan for winter weather; 
plan for a winter surge in demand 

 

• ensure carers are receiving advice and support  

Mean temperature of 2°C and/or widespread ice and heavy snow are predicted 
within 48 hours, with 60% confidence 

ACTION WHO 
• communicate alerts to staff and ensure that locally agreed Cold 

Weather Plan actions take place, especially those to protect 
vulnerable service users 

ORT / 
Comms 

• continue to ensure local actions for the vulnerable such as:  
- arranging daily contacts/visits  
- ensuring staff are undertaking appropriate home checks when 
visiting clients, e.g. room temperature; medications and food supplies  
- ensuring carers are receiving appropriate advice and support 

Service 
Directors 

• ensure that in-patient rooms, particularly living rooms and bedrooms, 
are kept warm 

Matrons / 
Ward 
Staff 

• activate business continuity arrangements and emergency plans as 
required. Activate plans to deal with a surge in demand for services 

Service 
Leads 



• Notify Chief Operating officer / Deputies, On-Call managers and 
facilities 

ORT / 
Comms 

• ORT to liaise with Chief Operating Officer and prepare 4x4 
arrangements 

ORT 

• Liaison with ICS partners  Flow / 
COO / 
ORT 

• Put ICC on standby – Virtual or physical ORT 
 

Severe winter weather is now occurring: mean temperature of 2°C or less 
and/or widespread ice and heavy snow  

ACTION WHO 
• communicate alerts to staff and ensure that locally agreed actions 

take place, especially those to protect vulnerable service users 
ORT / 
Comms 

• implement local plans for contacting the vulnerable Consider daily 
visits/phone calls for high-risk individuals living on their own who have 
no regular contacts 

Service 
Directors 

• ensure carers are receiving appropriate advice and support  
• implement plans to deal with surge in demand - OPEL Flow  
• implement business continuity arrangements Service 

Directors 
• Activate ICC arrangements to support the trusts response ORT 
• Support multi-agency Command and Control as appropriate Exec / 

ORT 
 

Central Government will declare a Level 4 alert in the event of severe or 
prolonged cold weather affecting sectors other than health 

ACTION WHO 
• continue level 3 actions during a Level 4 alert, unless advised to the 

contrary 
 

• implementation of national emergency response arrangements by 
central government 

Executive 
On-Call 

 

 

 

 



5.2 Storms and Gales  
 
The main risks to the Trust in these incidents would be disruption to services caused by 
damage to premises or disruption of the transport network.  
 
If a building is damaged as a result of severe storms/gales, the Business Continuity Plan for 
that site/service/s must be implemented. If damage was to occur out of hours, then Estates 
on Call and the relevant On-Call manager should be contacted with referral to the On-Call 
Executive and Accountable Emergency Officer if required.  
 
If the severe weather commences during the day then Directors/Service Directors/Managers 
may need to consider the safety of service users and their staff as driving conditions may be 
very difficult in severe gales and heavy storms.  
 
Business Continuity Plans should be enacted and, where practicable, employees may work 
from home with the agreement of their manager or Director.  
 
Employees not able to get to work should inform their line manager of their absence as soon 
as possible. 

 

5.2.1 Storm Eunice – Lessons Identified 
 
Storm Eunice in February 2022 caused nationwide issues, including power outages due to 
local networks. A Major Incident was declared by the Gloucestershire Strategic Coordinating 
Group based on information from the Met Office and Environment Agency (EA) that a storm 
surge up the River Severn was likely. This would have caused the River to top its defences 
for a considerable period of time and cause extensive flooding. 

A range of actions were put in place by partner agencies and the Trust. Thankfully, a slight 
delay in the storm hitting, meant that the surge didn’t occur.  

GHC Report Storm 
Eunice 18 Feb 2022.p

Storm Eunice 
Trustwide Risk asses 

 

5.3 Flooding 
 
Flooding can, and does, happen at any time of the year, although it is more likely to occur in 
the Winter months. 

The Trust has properties throughout Gloucestershire, some of which will be impacted by 
different types of Flooding. 

Fluvial – River Flooding. Caused by increased flow/run off. 

Tidal – Water coming up the River Severn from the Estuary. This could be a tidal surge or 
due to the lunar cycle. 

Surface Water – This is where surface water cannot quickly be drained away and builds up.  



Rapid Catchment – These areas have been assessed by the EA as having a quick 
responding catchment area which would have devastating results if a continual heavy 
downpour happened over the area. 

 

5.3.1 Flood Alerts and Warnings 
 
The EA provide a direct messaging service (via email/phone) providing warning of potential 
flooding via Flood Alerts, Flood Warnings & Severe Flood Warnings. 

Details of the levels can be found in Annex B. 

The facilities manager and senior member of staff for each site should be aware of their 
site’s flood risk and be registered with the Flood Warning Services if they are in an alert 
area. 

Flood risk can be checked here:  

Check the long term flood risk for an area in England - GOV.UK (www.gov.uk) 

Sign up for flood warnings - GOV.UK (www.gov.uk) 

GHC Properties that fall within Environment Agency Flood Alert and Warning areas can be 
found in Annex C. 

 

5.3.2 Flood Guidance Statement  
 
The Flood Forecasting Centre (FFC) which is a partnership between the EA and Met Office 
have developed a User Guide for the Flood Guidance Statement (FGS).  

Here: http://www.ffc-environment-agency.metoffice.gov.uk/services/guidance.html 

You can also view the training sessions on the FFC and our FGS, listed below: 

•            Introduction to the FGS - https://youtu.be/IH2OCZyVFgM 

•            The FGS and other services - https://youtu.be/Y_7LZlwPIlQ 

•            The Flood Risk Matrix - https://youtu.be/yR7IxLDTllw 

•            Uncertainties and challenges in forecasting for the FGS - 
https://youtu.be/BVjHB7lVlJA 

An example can be found in Annex B. 

  

https://eur01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.ffc-environment-agency.metoffice.gov.uk%2Fservices%2Fguidance.html&data=05%7C01%7Cmatthew.steele%40ghc.nhs.uk%7C8b837998a77d464d6f2108da73a2308d%7Cf8120e622f9442d0beb68143b2f833fb%7C1%7C0%7C637949437678296489%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=PBHBljfbvk35BgKrN5Uu%2FZmOxFDuhYmqI2wyovJMfBE%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FIH2OCZyVFgM&data=05%7C01%7Cmatthew.steele%40ghc.nhs.uk%7C8b837998a77d464d6f2108da73a2308d%7Cf8120e622f9442d0beb68143b2f833fb%7C1%7C0%7C637949437678452702%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=XdIq6r4jugqzhv38Ru02VI61qNCH50mivFcJH3rL6QE%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FY_7LZlwPIlQ&data=05%7C01%7Cmatthew.steele%40ghc.nhs.uk%7C8b837998a77d464d6f2108da73a2308d%7Cf8120e622f9442d0beb68143b2f833fb%7C1%7C0%7C637949437678452702%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=uvziLrYSB8KhqJGRm%2B2L014IdfTG9xQngxbFpuBwrgI%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FyR7IxLDTllw&data=05%7C01%7Cmatthew.steele%40ghc.nhs.uk%7C8b837998a77d464d6f2108da73a2308d%7Cf8120e622f9442d0beb68143b2f833fb%7C1%7C0%7C637949437678452702%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=MPpd3y19Y8JSS%2B8Azn%2FNpdTyKOVQjriK9R%2BDFLbOVYw%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FBVjHB7lVlJA&data=05%7C01%7Cmatthew.steele%40ghc.nhs.uk%7C8b837998a77d464d6f2108da73a2308d%7Cf8120e622f9442d0beb68143b2f833fb%7C1%7C0%7C637949437678452702%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=j0Ffqa%2BwyejN4hB%2F8QuYNxzYqxvb00TPoxtTlTomHCc%3D&reserved=0


5.3.3 Flood Alert Actions 
 

Potential Triggers GHC Actions Multi-Agency 
Response 

• Met Office ‘Yellow’ Severe Weather 
Warning for heavy rain issued  

• EA Flood Alerts issued  
• Yellow Flood Guidance Statement 

(low risk) issued 

• Increased monitoring and awareness 
within Trust 

• Facilities to ensure routine preparatory 
response e.g. checking / clearing gullies, 
drains culverts on sites with flood risk. 

• Consider internal messaging. 

Unlikely to be 
required. 

• Met Office ‘Amber’ Severe Weather 
Warning for heavy rain issued  

• EA Flood Warnings issued  
• Amber Flood Guidance Statement 

(medium risk) issued  
• High tides predicted  
• Large number of flood related calls 

to Emergency Services, District 
Councils, EA, GCC highways team  

• Reports of property flooding and/ or 
flooded roads  

• Continued monitoring and awareness 
within Trust 

• Increase preparation – staff resources / 
Rotas, facilities availability etc. 

• Warn and Inform staff of the risk and 
potential impacts 

• Facilities to ensure routine preparatory 
response e.g. checking / clearing gullies, 
drains culverts on sites with flood risk. 

• Access to premises to be considered for 
staff and patients.  

• Check 4x4 Availability 
• Consider ICC activation 
• Consider BCM Arrangements 

• EA convene multi-
agency Flood 
Advisory Service 
meeting (via MS 
Teams)  

• ‘Operation Link’ 
notification 
potentially 
activated  

• TCG potentially 
convened  

• Met Office ‘Red’ Severe Weather 
Warning for heavy rain issued  
• Numerous EA Flood Warnings 
issued  
• EA Severe Flood Warning(s) 
issued  
• Red Flood Guidance Statement 
(high risk)  
• High Tides/ tidal surge predicted  
• Widespread flooding with 
numerous properties and roads 
impacted  
• Flood defences/ alleviation 
schemes breached 

All actions for Amber warning above. 
 

• ICC Activation 
• Exec on Call to attend any Strategic 

Coordinating Groups (SCG). 
• Internal meeting chaired by COO to 

decide on service provision, advice to 
staff, in / out patients, community care 
etc. 

 

 

• SCG convened if 
not already  

• Recovery Group 
convened if not 
already  

• Major Incident 
declared if not 
already 

 

 EA Flood Advisory Service  
The EA may convene a Flood Advisory Service (FAS) meeting (via MS Teams) to notify 
partners if there is a significant risk of flooding, and provide information to help make 
informed decisions about flood response. During each FAS Teams meeting consideration 
will be given as to whether a Tactical Coordinating Group (TCG) or Strategic Coordinating 
Group (SCG) should be established.  

 Operation Link  
Any agency that is aware of a developing flood situation and / or can no longer address as 
part of their operational flood response, can request that Police Force Control activate 
‘Operation Link’ notification procedure to convene an information sharing teleconference, 
TCG or SCG. All Category 1 and relevant Category 2 Responders will be notified via 
Operation Link (document available on Resilience Direct)  



Annex A - Storm Eunice – Community Hospital Actions  
 

In preparation for the storm expected we have taken the following actions: 

 Action required 
1 To ensure all drug charts are printed off ready for use by midnight tonight 
2 All service critical equipment is charged between now and tomorrow am 
3 Charge any mobile phones, WoWs or tablets tonight 
4 Ensure all critical equipment is plugged into generator back up plugs (if you have these) 
5 Review the rotas for staff access risks 
6 Review temporary staffing assignments with bank team to determine likelihood of being able to work  
7 Ensure any lose equipment at sites is removed e.g. signs, banners etc. – anything which might take flight needs to be secured inside 
8 Ensure night staff tonight know the BCPs and how to act in the event of power outage etc 
9 Ensure all site windows are secured and safe – the need to keep safe will need to be balanced against ventilation needs 

10 Caution on door use is advised – decide which doors are best to be used (most sheltered) and ensure they are closed properly and other doors locked 
for safety. 

11 Estates will be around and available tomorrow and are doing site-prep at pace today. 
13 Review medical cover options - likely will need to work with remote medical support which could affect admissions – ensure all admissions come with 

drug chart and medical summary 
14 Check pharmacy provision and request today as urgent if needs be.  
15 PPE and consumables stock has been topped up today so should be ok for tomorrow 
16 Admin and therapy to come in if safely able 
17 Anyone who can’t get in due to safety of travel or childcare will be marked on the rota as ‘authorised paid leave’ (act of god) 
18 Stand down all meetings please which are non-essential the same for training 
19 GPs may be unable to access sites and therefore essential care only tomorrow – some GPs can work off site – can they do anything today for 

example review bloods etc.  Any admissions will need drug charts and medical handover sheet as clerking will be limited 
20 OPD staff to be flexible, we are expecting the appointments to be stood down but this is a GHC decision.  If staff can safely get in then please come in 

and help where needed  
21 Theatres / Endoscopy staff to be flexible, we are expecting the appointments to be stood down but this is a GHC decision.  If staff can safely get in 

then please come in and help where needed 
22 Agreed to stand down attendance at the 9am flow call – S1 bed status will be maintained and the directorate staffing sit-rep as priorities 
23 Water provision expected on site and will be safety stored 
24 Generator switch over processes – reassurance from estates 
26 Request for estates support to be close by tomorrow for site issues – discussed with KA and good coverage local to all sites is in place 
27 Circulate incident control room email to site leads 
28 Share trust briefing document to all site leads 
29 Directorate briefing to ensure all aspects considered and prepared for 

 



Annex B – Flood Warnings 
 

  





Annex C – GHC Properties at Flood Risk 
Site Name Address Line 1 Town Postcode Services Risk Level 

(Surface Water) 
Risk Level 

(Rivers) 
29/31 Alexandra Road 29/31 Alexandra Road Gloucester GL1 3DR Leased to Swindon Mind (not GHC staff) Medium Risk Very Low Risk 

Avon House (Lease) Green Lane Business Park Tewkesbury GL20 8SJ One stop Team, Later life recovery & Tewkesbury 
Recovery Medium Risk Very Low Risk 

Berkley House Berkeley Close Stroud GL5 4SA Inpatient Mixed Learning Disability High Risk Very Low Risk 

Eastgate House  Eastgate Street Gloucester GL1 1PX IAPT Medium Risk Medium Risk 

Edward Jenner Court 
(NHS PS) 

1010 Pioneer Avenue, 
Brockworth Gloucester GL3 4AW Trust Executive, Corporate Teams Medium Risk Very Low Risk 

Hatherley Road Day 
Centre Hatherly Road Gloucester GL1 4PW Site Closed Medium Risk Very Low Risk 

Kaleidoscope Children's 
Centre (old PCT lease for 
CYPS MH) 

Sherborne Street Gloucester GL1 3DN CYPS MH High Risk Very Low Risk 

Lydney Health Centre 
(NHS PS) Albert Street, Lydney Forest of Dean GL15 5NQ Podiatry, Dental Medium Risk Very Low Risk 

Newent Health Centre 
(NHS PS) Watery Lane, Newent Gloucester GL18 1BA Podiatry, Physio, HVs Low Risk Medium Risk 

Rikenel Montpellier Gloucester GL1 1LY Facilities & Estates, Working Well, Homeless 
Healthcare, SALT, School Nurses Very Low Risk Medium Risk 

Springbank Community 
Resource Centre                       
(NHS PS & licence) 

Springbank Cottage, Hope 
Orchard, Springbank Way Cheltenham GL51 0LT CYPS, Dental Medium Risk Very Low Risk 

Stroud General Hospital Trinity Road Stroud GL5 2HY MIU, Children's physio, Working Well, Medium Risk Very Low Risk 

Weavers Croft Field Road Stroud GL5 2HZ 
Assertive Outreach Team, One Stop Team - Later life 
and learning disabilities, SALT, recovery and complex 
psychological Interventions Stroud CRHT Team 

Medium Risk Very Low Risk 

Tewkesbury Community  
Hospital Barton Road Tewkesbury GL20 5GJ Children's Physiotherapy, Health Visitors, MIU, School 

Nurses, SALT - CYPS Low Risk High Risk 

Tewkesbury Hospital Old 
OPD Building Barton Road Tewkesbury GL20 5GJ   Low Risk High Risk 



Annex D - Gritting   
 

GHC Estates have a contract in place with Idverde Ice Watch Ltd: 

 
In the event of snow/ice, Inpatient sites will be given initial priority by our contractor, Idverde Ice 
Watch Ltd. This is to ensure staff access and essential service provision is maintained for our most 
vulnerable clients. This priority will extend to the Trust HQ to ensure business continuity and 
emergency preparedness is maintained. 
 
Second priority will turn to Outpatient sites of high activity and mobile nurse bases. 
Administration and low occupancy sites will follow this, in anticipation that some sites may 
temporarily close where management deem home working options to be preferable to travel risks. 
 
Snow and ice clearing will be undertaken by the following methodology. 
 
Idverde’s in-house meteorologist, will specifically support the contract by analysing weather data 
and coordinating visits based on their monitoring system, MeteoGroup Roadmaster.  
 
A 24/7 Snow desk will monitor snow/temperature levels using a Live Weather Radar, ensuring they 
have eyes-on developing/changing conditions at all times.  
 
Three winter services teams will each be managed by an experienced Team Leader, responsible 
for leading operations, supervising their team and recording work completed via PDA.  
 
Reporting will be managed through the contractor’s bespoke smartphone-based app. This 
communicates to teams the sites included on each evening’s gritting round, and captures key 
information i.e. time of entry/exit, quantity of salt used and comments (restricted access etc).  
 
A daily report will be collated and communicated to the Estates team the morning after. A formal 
monthly report will then summarise the month’s performance. 
 
Any variations/changes required will be recorded and communicated by Idverde’s Account 
Manager via email, ensuring written records are maintained. 
 

Site Name Address Town/City Post Code 
Quedgeley Health Clinic & 
campus car park shared 
space 

St James, Quedgeley Gloucester GL2 4WD 

Independent Living Centre Village Road Cheltenham GL51 0BY 
George Moore Clinic NHS 
Clinic only, rest of shared 
campus is owned by others 

Moore Road Bourton on 
Water 

GL54 2AZ 

Stokes Hay Nurses Base Cheltenham Road East, 
Churchdown 

Gloucester GL3 1HX 

Churchdown Clinic 56 Abermarle Road, 
Churchdown 

Gloucester GL3 2HE 

Cirencester Hospital Tetbury Road Cirencester GL7 1UY 
Dilke Hospital Speech House Road Cinderford GL14 3HX 
Edward Jenner Court 1010 Pioneer Avenue, 

Brockworth 
Gloucester GL3 4AW 

Fairford Hospital The Croft Fairford GL7 4BB 
Lydney Hospital incl 
Stonebury House & OPD 

Grove Road Lydney GL15 5JF 

Milsom Street Clinic 8 Milsom Street Cheltenham GL50 4BA 



North Cotswolds Hospital Stow Road Moreton-in-
Marsh 

GL56 0DS 

Southgate Moorings (see 
notes below) 

2 Kimrose Way Gloucester GL1 2DB 

Stroud General Hospital Trinity Road Stroud GL5 2HY 
Stroud Maternity Hospital Field Road Stroud GL5 2JB 
Tewkesbury Hospital incl 38 
– 39 Barton Rd 

Barton Road Tewkesbury GL20 5GJ 

The Vale Hospital Lister Road Dursley GL11 4BA 
Redwood Dental Suite Beeches Green, Stroud  Stroud GL5 4AE 
Laurel House/Stanway 
Centre 

123 Swindon Road Cheltenham GL51 9EZ 

Charlton Lane House 
Hospital Whole site (including 
Evergreen House, 
Leckhampton Lodge, Fritchie 
Centre, Sherbourne House) 

Charlton Lane Cheltenham GL53 9DZ 

Honeybourne Rehabilitation 
Centre 

Swindon Road Cheltenham GL51 9EZ 

Park House Day Hospital Park Road Stroud GL5 2JG 
Cirencester Memorial Centre Sheep Street Cirencester GL7 1RQ 
Ambrose House Units 4 & 5, Meteor 

Business Park, Barnett 
Way, Gloucester 

Gloucester GL4 3GG 

Brownhill Centre Swindon Road Cheltenham GL51 9EZ 
Berkley House Berkley Close, Cashes 

Green 
Stroud GL5 4SA 

Wotton Lawn Hospital whole 
site 

Mayhill Way Gloucester GL1 3WL 

Pullman Place Great Western Road Gloucester GL1 3NF 
Avon House Green Lane Business Park Tewkesbury GL20 8SJ 
Rikenel Montpellier Gloucester GL1 1LY 
Acorn House Horton Road Gloucester GL1 3PX 
Weavers Croft Field Road Stroud GL5 2HZ 
Collier's Court Latimer Road Cinderford GL14 2QA 
Collingwood House Horton Road Gloucester GL1 3PX 
Tyndale Day Centre The Slade Dursley GL11 4JX 
Lexham Lodge Copt Elm Road, Charlton 

Kings 
Cheltenham GL53 8AG 

Lexham Pavilion Copt Elm Road, Charlton 
Kings 

Cheltenham GL53 8AG 

  



Annex E – 4x4 
 

To ensure service continuity during periods of adverse weather the Trust has a number of different 
options available for implementation: 

• Localised Emergency Response Guides  
• Business Continuity Planning 
• Attendance at Work Policy 

The use of 4x4 support is only considered when all other options have been exhausted and: 

• there is a need to get staff to patients; 
• there is a need to get staff to inpatient facilities. 

This would be in an extremist situation and require coordinating as most of the health care providers 
will draw from the same limited providers and organisations. If the situation is critical or major incident 
the Local Resilience Forum will coordinate all 4x4 requirements.    

To support the Trust requirements, there are a number of 4x4 vehicles within the GHC fleet.  

Lease Tewkesbury Hospital - Porters 
(1.10.2021) DACIA DUSTER 4X4 1.5BD  LK69 EYT 

Lease Cirencester DACIA DUSTER 4X4 1.5BD  LK69 EYU 
Lease WEAVERS CROFT CRISIS DACIA DUSTER 4X4 1.5BD LK69 EYV 
Owned Stroud - Facilities SKODA YETI 4 x 4 VO13 VYW 
Owned Dilke - Facilities SKODA YETI 4 x 4 VO13 VXV 
Owned EJC - Rapid SKODA YETI 4 x 4 VO13 VXX 
Owned North Cots - Facilities SKODA YETI 4 x 4 VO13 VXY 
Owned EJC - Imms/over night nurses DACIA DUSTER WM69 NOU 
Owned EJC - ONDN / COVID / ENDNS DACIA DUSTER WM69 NPC 
Owned EJC - Rapid DACIA DUSTER WM69 NPD 

 

Additional internal arrangements are vehicles hired in for a defined period of time. Should the 4x4 
element of the plan be required this will mean the Incident Coordination Centre (ICC) is activated 
and all 4x4 requests coordinated via this function. 

The Organisational Resilience Team will coordinate the 4x4 requirement through the ICC 
arrangements during business hours, and then the ICC On Call manager will assist out of hours.  

Trust vehicles are in constant use and if required for other duties this will be on an ad hoc basis.  

Staff volunteers are trained to drive the hired vehicles, the Organisational Resilience Team hold a 
list of staff who have volunteered to support the Trust 4x4 capability. Their availability will need to be 
confirmed at the time of their request for support, noting that this will be an advance identification of 
risk and all arrangements will be in place prior to the event. 

Additional vehicles may be available via the voluntary sector, Gloucestershire & Worcestershire 4x4, 
as detailed below.  

Gloucestershire 
and 
Worcestershire 
4x4 Coordinator 

Tel: 0330 818 
2477 CONTROL@GW4X4R.CO.UK 

New telephone number is 
automatically redirected to the 
controller on call, telephone is the 
best form of contact to access 
support. 

 

The following governance arrangements are in place to support the volunteer arrangements.      

mailto:CONTROL@GW4X4R.CO.UK


Insurance: Our insurance covers all staff and volunteers of GHC for personal injury and accidental 
damage whilst driving any vehicle which has been hired, leased or purchased by GHC. A copy of 
the insurance certificate will be provided to be kept in each hired vehicle. 

Human Resources: We would need to check that Staff Volunteer Drivers, if using their own vehicles 
had completed their annual appraisal declaration within the past 12 months, which includes the line 
manager and employee signing off the following declaration:  

“I have a valid driving licence, business insurance (appropriate for your role within the Trust) and if 
appropriate a valid MOT certificate.” 

Remuneration: It has been agreed that TOIL can be taken, this needs to be agreed with the 
individual line Manager. 

The following table identifies the 4x4 resources available to support the Trust arrangements. 

   

TRUST CONTRACTED SUPPLIER OF 4x4 TRANSPORT (EXTERNAL) 

Supplier Contact No.  Email Additional information 

A&D 4x4 0193 484 2212 aandd4x4@gmail.com   

  

The trust has a vehicle hire agreement in place with A&D 4x4 to provide 10 winter ready Landrover 
Defenders on request. This is on a minimum of 3 day hire and requires 48hr notice.  





Annex F – Seasonal Influenza  
 

Seasonal Influenza / Covid-19 GHC Staff Vaccination Clinics: 

Date of Clinic Venue Inpatient Visits 
(before staff vaccinations) 

Time of clinic 

Monday 19th September EJC N/A CANCELLED 

Tuesday 20th September Independent Living Centre N/A 10:00-16:00 

Wednesday 21st September Wotton Lawn Hospital PM 09:30-12:30 

Wednesday 21st September Charlton Lane Hospital AM 13:30-15:30 

Thursday 22nd September Tewkesbury Hospital 9:00-10:00 10:30-15:30 

Friday 23rd September The Vale 9:00-10:00 10:30-15:30 

Saturday 24th September North Cots Hospital 09:30-10:30 11:00-15:00 

Sunday 25th September Cirencester Hospital 09:30-10:30 11:00-15:00 

Monday 26th September Invista N/A 08:30-14:00 

Tuesday 27th September Lydney Hospital 10:00-11:00 11:30 - 16:00 

Wednesday 28th September Wotton Lawn Hospital PM 09:30-12:30 

Wednesday 28th September Charlton Lane Hospital AM 13:30-15:30 

Thursday 29th September Rikenel N/A 10:00-15:30 

Friday 30th September EJC N/A 13:30-18:00 

Saturday 1st October Stroud Hospital 09:30-10:30 11:00-15:00 

Sunday 2nd October Dilke Hospital 09:30-10:30 11:00-15:00 

 

 



 

 

Communications Plan 

 

Awaiting update 

  



Annex G – Infection Control 

 
INTRODUCTION 

The Infection Prevention and Control (IPC) Team provides Consultant led specialist infection 
prevention and control expertise, training, education and support for all staff and sites across 
Gloucestershire Health and Care NHSFT (GHC). This service is provided 08:30 to 16.30, Monday 
to Friday. 

Outside of these hours, including weekends, Bank Holidays and overnight, GHC has a contract with 
Gloucestershire Hospitals NHSFT (GHT) to provide urgent IPC advice and support via the GHC On-
Call process (GHC On-Call Manager contacts On-Duty Microbiologist). See below for an example 
of a Standard Operating Procedure for On-Call Managers, where patients develop symptoms of 
Covid-19 / respiratory symptoms  

 
SOP for on-call 

managers for 7b 25.05Document to be updated 

The team also has Service Level Agreements (SLA) in place to provide IPC advice and support to 
Tetbury Hospital as well as Leckhampton Court Hospice (Sue Ryder), Great Oaks and Longfield 
hospices. 

This Winter Surge Plan (WSP) describes the actions which will be taken in order to ensure priority 
IPC services provided to the Trust can continue in the event of a surge in demand due to a serious 
outbreak of infectious disease (e.g. Norovirus, C-diff, RSV, influenza, Covid-19 etc.). 

 

IPC TEAM 

Name Title Substantive WTE  
Philippa Moore Infection Control Doctor (ICD) 4 PA (16 hours per 

week) 
 

Sam Lonnen Decontamination Lead  0.6  
Marion Johnson Infection Control Team Lead  0.6  
Louise Forrester  Infection Control Lead Nurse for 

MH &LD  
0.4  

    
Lisa McLean Senior Infection Control Nurse 1.0  
Amy Barnes _ 
currently on 
maternity leave 
until April 2023 

Infection Control Nurse 1.0  

Lynne Brookes  Infection Prevention and control 
nurse ( covering mat leave )  

0.6  

Emma Hucker  Trainee infection prevention and 
control nurse  

1.0   

Emma Bray Team PA 0.8 0.8 
 

 

 

 



Responsibilities of Infection Control Lead Nurse(s): 

• Ensure they have up to date contact details for each member of the team 
• Ensure each member of the team has signed the Working at Home agreement in line with Trust 

Policy 
• Ensure each member of the team is set up to work from home, or remotely at other Trust sites, 

in a way that does not put their health at risk if the need arises 
• Ensure a plan is in place for a timely cascade to staff of guidance/instructions when a Winter 

Surge Event occurs, so that staff are kept informed 
• Risk Assessments to be reviewed as appropriate depending on staff circumstances, e.g. Lone 

Working, Occupational Health Covid-19 Risk Assessments etc. 
• Ensure SLA providers are contacted immediately, advised of situation, know how to contact the 

team and receive regular updates 
• Review the position with DIPC/Deputy DIPC daily/weekly as required 
 

Responsibilities of the IPC team staff member: 

• Ensure they have the Infection Control Lead Nurse(s) mobile number  
• Ensure their contact details are up to date 
• Make every effort to get to work, or work from alternative Trust sites, providing there is no risk 

to self or others (e.g. severe weather) 
 

WINTER SURGE EVENT (SERIOUS OUTBREAK): 

The Trust and IPC team’s response to an outbreak depends on the severity and nature of the 
outbreak. The varying levels of response are outlined in the Trusts IPC Outbreak of Serious Infection 
Policy CLP133. Severe outbreaks may involve local or national   UK Health Security Agency 
(UKHSA).  

During times of surge, including winter surge and Bank Holidays, if the IPC team are required to 
work across 7 days this would be built into existing GHC On-Call process, i.e.: 

 

• 7 day working would be agreed with HR/IPC team 
• Names/contact details and rotas would be developed 
• Names/contact details would be sent to the Incident Co-ordination Centre for inclusion in the 

On-Call Managers pack and circulated 
 

Actions to be Taken to Increase IPC Team Capacity During Surge 

To ensure a serious outbreak is managed effectively, various actions will be considered in order to 
increase the capacity of the GHC IPC team. These actions would include: 

• Lower priority activities would be temporarily paused. The situation would be reviewed with 
the Deputy DIPC on a daily/weekly basis as required. Appendix 1 gives an indication of the 
activities that can be safely temporarily paused  

• IPC team would be asked if they wish to increase their hours 
• Deputy DIPC would engage with HR/IPC if 7-day working is required 
• Re-deployment of staff to support the IPC team, for example: 



• 1 member of staff is qualified as an IPC nurse and could be deployed into the team to 
provide specialist IPC advice and support  

• Staff could be re-deployed to other roles to support outbreak management, e.g. PPE 
Safety Champions role during Covid-19 

 

 

 

 

 

  



Annex – IPC Team Activity with Priorities 

 

Activity Activity 
Priority 

Can it be 
Paused? 

Comment 

Outbreak Management 1 No Key activity 

Outbreak Reporting to UK 
HSA  

1 No Mandatory requirement 

Daily Results and 
Surveillance 

1 No Key Activity  

IPC Advice and Support 
(including for new builds, 
new equipment etc.) 

1 Partly Advice and support prioritised to manage outbreak(s), 
other non-priority advice and support to be paused 

SLA Advice, Support and 
Audit 

1 No Contractual obligations need to be delivered 

Clinical Visits 1 No Prioritise visits to areas with outbreak(s) 

Monthly audits - monitor and 
follow-up 

1 No Monitor for assurance, prioritise where compliance poor 

System Crisis Management 
Meetings (Bronze, Silver, 
Gold) 

1 No IPC attendance required 

Matron’s Walkabouts  2 Yes Not a priority 

Education and Training 2 Yes Training transferred to e-learning (Level 1 and Level 2) 

Policy Reviews 2 Yes Policies can be extended and reviewed when outbreak 
over 

Annual IPC Audit 2 Partly Seek alternatives if Annual Audit can’t be undertaken 
(e.g. Covid-19 Assurance Framework) 
Monitoring of Hospital Audits for assurance- via IPC 
dashboards  

Meetings and other activity 3 Yes Non-IPC Assurance activity and non-essential meetings 
can be deferred 
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AGENDA ITEM: 18/0922 

                                                                              

REPORT TO:   TRUST BOARD PUBLIC SESSION – 29 September 2022 
 
PRESENTED BY:   Angela Potter, Director of Strategy and Partnerships 

AUTHOR:   Angela Potter, Director of Strategy and Partnerships  

SUBJECT: STRATEGIC GOALS AND METRICS 
 
 
If this report cannot be discussed at 
a public Board meeting, please 
explain why. 

 

 

 

 

 

This report is provided for: 
Decision  ☐ Endorsement  ☒ Assurance  ☐ Information  ☐ 

The purpose of this report is to: 
 
Present to the Trust Board the final draft of the strategic goals and measures 
aligned to our Trust Strategy for approval. 

Recommendations and decisions required 
 
The Trust Board is asked to; 

• Approve the Strategic goals and measures subject to any final comments 
 

Executive summary 
 
The Board participated in a development session on 30/5/22 and took the 
opportunity to further develop and refine the strategic goals and measures 
associated with our Trust Strategy.  Feedback and comments have subsequently 
been received from the Executive Team at a strategic executive session held on the 
14/07/22 and a final review with Board members took place on the 30/8/22.  
 
The output from all of these sessions are now presented in the attached version of 
the strategic goals and measures for sign-off by the Board.  They have been 
strengthened by additions around our inequalities work plan, the emphasis on 
learning from both our successes and our mistakes and greater clarity over the goal 
for the sustainability objective. 
 
These metrics and measures are deliberately high level, they are supplemented by 
detailed action plans and dashboards, including the Trust wide performance report 
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Where has this been discussed before? 
• Board development session 30/5/22 
• Strategic executive session 14/07/22  
• Board Development Session 30/8/22 
 

 
Appendices 
 
 

AI-18.1/0922  
Five Year Strategy Delivery Programme and Metrics (v7) 

 
Report authorised by: 
Angela Potter 
 

Title: 
Director of Strategy and Partnerships 

 

and the annual business plan that are used to monitor granular levels of 
performance at appropriate Board Committees.  
 
It is proposed that delivery of the Strategy will be reviewed bi-annually via Resources 
Committee aligned to the appropriate reports on the delivery of the annual business 
plan with an annual update and review to Trust Board supplemented by discussion 
at periodic Board development sessions. 
 
Following approval, we will look to refine our summary version of the strategy and 
re-launch a Trust wide communication programme in conjunction with the annual 
business plan for 23/24 to continue to raise the profile of the strategic work across 
the Trust.  

Risks associated with meeting the Trust’s values 
 
There are a number of associated risks from not implementing the Trust’s Strategy 
including regulatory, reputational and organisational performance. 
 
The identification of clear metrics and goals will help mitigate these risks 
 

Corporate considerations 

Quality Implications 

The Trust’s Strategy sets out how we will achieve our 
strategic vision and ambitions. It presents a real 
opportunity for the Trust to improve the quality of our 
service provision, reduce inequalities and enhance the 
experience of people working for and using our trust 
services. 

Resource Implications 
It is recognised some elements of the strategy may 
require ongoing investment decisions which will need to 
be considered in due course. 

Equality Implications 
Co-production with people who deliver and use our 
services is integral to the successful delivery of the 
Trust’s Strategy. 



Delivering the 
Five Year Strategy
Delivery Programme and Key Metrics | Draft V7

AGENDA ITEM: 18.1/0922



Strategic Aim - High Quality Care 
Our Goals
• The people who use our services and their carers report high levels of satisfaction and ‘being heard’
• We co-produce quality outcome measures that demonstrate good care
• We achieve an overall CQC rating of ‘Outstanding’

Strategic Objectives
1. Quality Improvement to ensure continuous learning and improvement
2. Co-production, Personalisation, and the Triangle of Care
3. Robust quality assurance processes helping us to learn when we get things wrong

Where will be by end 
of Year 5 – 2025/26

Key Measures and Targets Baseline Source & 
Frequency of 
reports

Key Work 
Programmes

People will be reporting
high levels of satisfaction 
and ‘being heard’

Comprehensive Model of 
Personalised Care 
embedded

CQC rating for the Trust of 
Outstanding

At least 95% of patients rate their 
overall experience of our services
as good/very good

All appropriate patients accessing 
personal health budgets
All appropriate staff trained in 
core competencies of 
personalised care with accredited 
provider

August 2022 – Overall Trust 
rating = Good

Jan-Dec 21 – ave 94% 

First steps of programme 
will be to understand  
baseline for shared 
decision making  against 
NICE guidelines

Monthly FFT

To be determined.- As 
development of metrics 
and reporting process 
are agreed
to form part of 
performance 
dashboard

CQC Reports
MHA Reports

• Quality Strategy 
implementation plan

• Working Together Plan
• Universal model of 

Personalised Care action 
plan 

• Triangle of Care
• Quality Outcome 

measures
• Development of PHB 

reporting 
framework/metrics

• Quality Strategy 
implementation plan

• Bronze and silver QI 
training 

• Working Together Plan 
and Personalisation 
approach

• Triangle of Care



Where will be by end 
of Year 5 – 2025/26

Key Measures and 
Targets

Baseline Source & 
Frequency of 
reports

Key Work Programmes 
(aligned to Annual 
Plans)

QI approach is embedded 
with a QI maturity matrix 
score of 140

‘Civility Saves Lives’ 
embedded throughout the 
organisation with a strong 
learning culture from our 
successes as well as when 
we get things wrong

Significant improvements to 
access and discharge 
performance across our 
services 

Measuring Quality/Clinical 
Outcomes 

45% of staff completed 
bronze and 3% completed 
silver QI training by Year 5

QI Maturity Score

• 95% of colleagues 
would feel secure raising 
concerns about unsafe 
practice

• 95% of staff feel that the 
Trust takes action to 
ensure they learn from 
incidents and near 
misses

• Service waiting times 
will be no higher than 
the nationally mandated 
minimum levels 

• Average Length of stay 
within individual service 
targets 

At March 21 – circa 2.5% of staff 
had completed bronze training 

2021: Score = 101 ((Joly et al., 
2013).  

2020 staff survey - 75.8%  

2020 staff survey - 74.8%

Current waiting list and LOS
reporting through quality 
dashboard / performance reports

CQUIN performance

QI reports to QAG 
and Quality 
Committee

Annual Staff Survey

Performance report

CQUIN reports in 
Quality report

• Review of Community 
Hospitals including -
Length of Stay & CATU 

• Therapies Review
• Implementation of Fuller 

recommendations and 
integration with primary 
care and social care

• Support to the system 
wide urgent and 
emergency care work

• NTQ to develop metrics 
to evidence  learning 
culture for quality report 

Strategic Aim - High Quality Care 



Strategic Aim - Better Health
Our Goals
• To work in partnership with our communities to improve the health outcomes of those who are most disadvantaged

Strategic Objectives
• Identify inequalities and develop targeted initiatives to improve 
• Further integrate our physical, mental health and learning disability services
• Use Population Health Management and health data
• Personalised Care Model and a clear approach to co-production across our services
Where will be by end of Year 5 –
2025/26

Key Measures and Targets Baseline Source & 
Frequency of 
reports

Key Work Programmes

Our service pathways will be integrated 
and community services will be organised 
and delivered around ‘place’ and 
neighbourhoods

Community Mental Health Transformation
(CMHT) will be delivering innovative care 
models and partnership working across 
all sectors. 

Using data, segmented into a number of 
different levels to drive our planning and 
decision making 

Improved the access to services and 
targeted health improvements towards 
our most deprived populations 

The number of people detained under the 
MHA will better mirror the local 
demography

3 year transformation programme –
milestones to be agreed and 
developed

60% people with SMI have Annual 
health check (National target)

Trust will be the lead provider in a 
MH Alliance for CMHT

Targeted services based on
deprivation need and delivered 
improved access in line with the 
Core20+5 approach – action plan to 
be agreed following data mapping

Year on year improvement towards 
the % of BME people subjected to 
MHA  being representative of the % 
population

Mapping of 
existing service 
provision
completed

54% - Aug ‘22

CMHT 
monitoring -

Mapping of 
existing service 
provision to be 
completed

TBC

Annual Business 
Plan – reviewed 
quarterly reporting to 
Resources 
Committee

Reporting as part of 
CMHT 
transformation

S1S Delivery plan

TBC

MHA Committee 
reports

• Health Inequalities 
Strategic Framework 
including understanding 
of our data, revised 
operational structure 
and implementation plan 
in line with priority areas 
identified

• Locality focus with a 3 
year operational plan to 
migrate services from 
“as is” towards “to be” 
position

• CMHT delivery and 
devolved responsibility

• System1Simplicity
• Working Together plan
• Personalised care 
programme

• Data interrogation and 
application training

• Measuring What Matters



Strategic Aim - Great Place to Work
Our Goal
• A productive, healthy and happy high-quality workforce, performing well in all local and national performance standards
Strategic Objectives
• Recruitment, retention and talent management to secure our future workforce supply
• Invest in our health and well-being offers
• Create an organisational culture that is welcoming and celebrates inclusivity and diversity 
• Colleagues are heard, valued and influential 
• Flexible working, digital enablement and innovative roles
• Optimise funding, education and training that enables workforce transformation
Where will be by end of 
Year 5 – 2025/26

Key Measures and Targets Baseline Source & 
Frequency

Key Work Programmes 
(aligned to Annual Plans)

Robust workforce supply 
with stable turnover,  low 
vacancy rates and low 
sickness absence

Improved HWB outcomes

Comprehensive EDI 
programme in place, 
including actions to improve 
our position in relation to 
WRES,  WDES and gender 
pay gap  

Our people are heard and 
influential across the 
organisation

Our people have great 
training and development 
opportunities  to realise their 
full potential

Year on year improvements:  
• turnover rate - reducing 0.5% annually 

to 9% by 2026
• vacancy rate - reducing 0.5% annually 

to 4% by 2026
• sickness absence rate – reducing 

0.25% annually to 3% by 2026

Year on year improvement in % staff who 
feel the Trust takes positive action on 
HWB – target?

Year on year improvement in WRES, 
WDES and gender pay gap targets as 
defined in relevant action plans

Year on year improvement in engagement 
score – target 75% as per People Strategy

Staff recommending the Trust as a place 
to work – target 80% by 2022/23

Statutory/mandatory training – 90% 
compliance target

12.6% (Dec 21)

7.4%   (Dec 21)

Sickness absence rate  
March 2021 – 4.3%

2020 NHS Staff survey 
= 40%

Will vary according to 
areas of concern 
identified for annual 
action plans

2020 NHS Staff survey 
= 46% 

2020 NHS Staff survey 
= 71% 

c90% at March 2021

Monthly internal 
workforce data

Annual staff 
survey

WRES reporting 
- Annual

Annual Staff 
Survey & 
Pulse Survey –
quarterly
Annual Staff 
Survey

Monthly internal 
workforce data

• Delivery of Recruitment & 
Retention Framework 
including international 
recruitment & HCSW 
programmes ; sustainable 
staffing & work on 
reducing temporary 
staffing spend

• Delivery of Health & 
Wellbeing  Framework 

• EDI networks and 
implementation of plans 
for WRES, WDES and 
gender pay gap 

• Development and delivery 
of  Education & 
Development Framework, 
including digital skills, 
career progression 
pathways, new roles, 
leadership and clinical 
leadership and links with 
education partners 



Strategic Aim - Sustainability
Our Goals
• Demonstrate that we are reducing our total carbon emissions in line with NHS net zero plans
• As an ‘Anchor Institution’ within the local system – to contribute to our community’s sustainability agenda through procurement, training, 

employment, professional development, and buildings and land use.

Strategic Objectives
• Understand our baseline position in all aspects of sustainable development 
• Reduce our carbon footprint and improve air quality
• Digital by Design to transform our service delivery
• Major contributor to our local economy - promoting local, high quality employment opportunities and investment to add wider value
Where will be by end of 
Year 5 – 2025/26

Key Measures and 
Targets

Baseline Source & Frequency of 
reports

Key Work Programmes

Achieved our Carbon 
Reduction Targets in line 
with the Green Plan

Implemented our Digital 
Strategy, integrating digital 
solutions  to transform 
service delivery; 

Expanded BI analytical 
tools and revolutionised 
information. The Trust will 
be fully transitioned to the 
Cloud.

Have clearly articulated  
how our role as an anchor 
institution helps us deliver 
our strategic ambitions 
and be able to 
demonstrate wider social 
value across the system

Year on year reduction in 
carbon emissions to 
achieve 50% by 2031/32

Ongoing reduction in face 
to face appointments
Business mileage reduced 
by 20% to 1,333 tCO2e  

Digital Maturity Index 
HIMSS stage 5 (or 
equivalent) Continuity of 
Care (ICS) (equivalent to 
NHS Digital target and 
funding)

Social Value measurement 
and tracking – mechanism 
and target to be developed

2019 - 25% reduction  in 
legacy organisations

1,666 tCO2e (2019 
baseline)

Baseline maturity index –
stage 1

Baseline measures to be 
confirmed 

Annual Report

Periodic/mid point maturity 
model assessments –
Continuity of Care

Annual update and 
reporting of Social Value 

• Forest of Dean Community 
Hospital

• Delivery of the Green Plan 
• Delivery of the Estates 

Strategy
• LED lighting and renewable 

energy programmes
• Net zero carbon fleet and 

charging points
• Decarbonisation of Heat
• Digital strategy implementation 

and work plan
• Future Ways of Working
• ICS Anchor institutions 

principles and strategies being 
developed to take forward 
work

• Waste reduction – food, water, 
disposables etc



Strategic Aim - Sustainability

Where will be by end of 
Year 5 – 2025/26

Key Measures and 
Targets

Baseline Source & Frequency of 
reports

Key Work Programmes

Social Value embedded in 
our procurement policies 
and processes

10% evaluation weighting 
in procurement criteria 
against sustainability and 
social value criteria from 
April 2022

Increased levels of 
procurement expenditure 
with local suppliers –
target to be developed

Baseline to be confirmed Annual Green Plan report
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AGENDA ITEM: 19/0922 
                                                                            

REPORT TO:   TRUST BOARD PUBLIC SESSION – 29 September 2022 
 
PRESENTED BY:  Neil Savage, Director of HR & OD                           
                         
AUTHORS:  Ali Koeltgen, Deputy Director of HR & OD 
 Neil Savage, Director of HR & OD 
 
SUBJECT:  RECRUITMENT AND RETENTION 

If this report cannot be discussed at 
a public Board meeting, please 
explain why. 

 

 

 

 

 

This report is provided for: 
Decision  Endorsement  Assurance  Information  

The purpose of this report is to: 
 
Provide the Board of Directors with an update on the current context and progress 
with recruitment and retention within the Trust. This report also aims to provide 
assurance that appropriate measures are being taken to mitigate the risk currently 
described in the Board Assurance Framework. Finally, the report also provides the 
Board with details of the final version of the Recruitment and Retention Strategic 
Framework – a subset of the Trust’s wider corporate Strategy and the People 
Strategy – which was recently received and approved by the GPTW Committee.   
 

Recommendations and decisions required 
 
The Board is asked to: 
 
• Note the update on national and local context and progress with recruitment 

and retention within the Trust. 
• Note the Recruitment and Retention Strategic Framework. 
 

Executive summary 
 
Recruitment and retention remain one of the top risks to delivery within the health 
and social care system within England. This risk is recognised within the Trust’s BAF 
and is likely to continue to be included as a high risk to the delivery of the Trust’s 
strategy and service delivery for the foreseeable future. 
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Corporate Considerations 
Quality 
implications 
 

A successful strategy for recruitment and retention is essential to the 
provision of a sustainable workforce to deliver our strategic 
objectives. The Recruitment and Retention Strategic Framework 
presents an opportunity for the Trust to improve the quality of 
recruitment and retention which can assist with delivering our 
strategic intent of high-quality care. 

Resource 
implications: 
 

Circa 75% of the Trust’s income is invested in its workforce and 
delivery of temporary staffing needs. Delivery of the Recruitment and 
Retention Strategic Framework is expected to be completed within 
existing recurrent and non-recurrent resources. The opportunity to 
access further one-off funding stream will continue to be sought to 
further enhance implementation plans and innovation.  

Equalities 
implications: 
 

Optimised equality, diversity and inclusion is essential to the delivery 
of a sustainable workforce. Safer Recruitment training is offered to 
recruiting managers to support this, alongside related objectives from 
the WDES, WRES and GPGR. The Framework presents a number of 
opportunities for the Trust to improve its focus on and related 
performance on equality, diversity and inclusion within the workforce 

Risk 
implications: 
 

There is a risk that the Trust is unable to deliver fully on its strategic 
objectives, the Trust Strategy and the aims of its People Strategy if it 
fails to recruit, retain and plan for a sustainable workforce.  

 

 

This report presents both the national and local context in relation to recruitment and 
retention. 
 
It also includes as an appendix, the recently approved Recruitment and Retention 
Strategic Framework for 2022-2027. This framework aims to support the Trust to 
deliver its goal of being a Great Place to Work and delivering Commitment 1 of the 
Trust's People Strategy – Model Recruitment and Retention. 
 
The framework was created following engagement with recruiting managers and 
colleagues and by reflecting on what the Trust had been told through People Pulse 
and Staff Surveys, exit interviews and questionnaires and other feedback. The 
framework reflects what matters most to recruiting managers and colleagues and 
sets out priorities and a strategic framework for recruitment and retention for the next 
five years. 
 
Essentially, the framework provides an introduction, an outline of drivers and 
context, alongside a summary of the strategic approach delivered through five 
prioritised delivery pillars. It also provides a summary of key objectives, actions and 
a high-level implementation plan.  
 
Importantly it also focuses on pastoral care of candidates, new recruits and an 
increased focus on customer service and quality assurance measures throughout 
the recruitment journey. 
 



 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 Sept 2022 
AGENDA ITEM 19: Recruitment and Retention - Cover Report                                                Page 3 of 17                                                                            
 
 

Where in the Trust has this been discussed before? 
Great Place to Work Committee (GPTW)  
Executive Committee 
Strategic Operations Group (SOG) 
Workforce Management Group (WOMAG) 

April & June 2022 
May 2022 
August & September 2022 
June 2022 
 

 

Appendices 
 
 
 

Appendix 1  
Recruitment and Retention Strategic Framework 
Appendix 2 
Sustainable Staffing Oversight Group (SSOG) Example 
Recruitment Performance Report 
 

 

Report authorised by: 
Neil Savage 
 

Title: 
Director of HR & Organisational Development 
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RECRUITMENT & RETENTION 

1.0  INTRODUCTION 

1.1  Context 

Recruitment and retention is the biggest risk and challenge to the delivery of 
health and social care within England. 

In February 2022, the King’s Fund reported that the NHS workforce was in crisis 
and that urgent action was required to tackle a cycle of shortages and increased 
pressures on staff, which had been exacerbated by the pandemic. 

The King’s Fund reported that while the government has provided more funding 
for health and care services, it has not delivered any national plan to address 
the workforce crisis. It highlighted that “government responses have been 
limited to stop-gap measures with no national NHS workforce strategy since 
2003.” 

In July 2022 the Health and Social Care Committee received its Expert Panel’s 
“Evaluation Of Government’s Commitments In The Area Of The Health And 
Social Care Workforce In England” report.  

The Committee determined that health and social care currently face the 
greatest workforce crisis in their history, compounded by the absence of a 
credible strategy to tackle the situation. It reported that within the NHS, 
persistent understaffing poses a serious risk to staff and patient safety in both 
routine and emergency care. 

The “Workforce: recruitment, training and retention report” outlined the breadth 
of both the health and social care workforce crisis, with the most recent 
research indicating that the NHS in England is short of 12,000 hospital doctors 
and more than 50,000 nurses and midwives. Workforce projections indicate that 
an additional 0.475 million jobs will be needed in health and an extra 0.49 million 
jobs in social care by the early part of the 2030s. The report also highlighted 
that the number of full-time equivalent GPs fell by more than 700 over three 
years to March 2022, despite a national commitment to deliver 6,000 more.  

Within social care, according to Skills for Care’s most recent 2021 review of the 
adult social care sector and workforce, there were 105,000 vacancies 
advertised per day in the sector in 2020/21, but since March 2021 the vacancy 
rate had increased and now exceeded pre-pandemic levels. Pay is reported as 
a crucial factor in recruitment and retention in social care. Government analysis 
estimated more than 17,000 jobs in care paid below the minimum wage. 

The most recently available data from NHS England and NHS Improvement 
(September 2022) shows a national vacancy rate of 11.8% as at 30 June 2022 
within the Registered Nursing staff group (46,828 vacancies). This represents 
an increase from the same period the previous year when the vacancy rate was 
10.3% (38,814 vacancies). 

https://www.kingsfund.org.uk/projects/positions/nhs-workforce
https://publications.parliament.uk/pa/cm5803/cmselect/cmhealth/112/report.html
https://publications.parliament.uk/pa/cm5803/cmselect/cmhealth/112/report.html
https://committees.parliament.uk/publications/23245/documents/169976/default/
https://www.skillsforcare.org.uk/Adult-Social-Care-Workforce-Data/Workforce-intelligence/documents/State-of-the-adult-social-care-sector/The-State-of-the-Adult-Social-Care-Sector-and-Workforce-2021.pdf
https://www.skillsforcare.org.uk/Adult-Social-Care-Workforce-Data/Workforce-intelligence/documents/State-of-the-adult-social-care-sector/The-State-of-the-Adult-Social-Care-Sector-and-Workforce-2021.pdf
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It is clear there is a serious short and long-term challenge to the health and 
social care workforce which will require a wide suite of actions and plans to 
address. 

1.2  Trust Strategy 

Strategic Aim Three of our Trust Strategy is to be a Great Place to Work.  

Our goal is to ensure that GHC has: 

A healthy and happy high-quality workforce, performing well in all local and 
national performance standards 

Our Great Place to Work objectives include a focus on recruitment, retention 
and talent management at an individual and team level, and an aim to work in 
partnership to secure our future workforce supply.  

One of our People Strategy’s 6 key workforce commitments is Model 
Recruitment and Retention: 

  

1.3  Board Assurance Framework 

BAF risk 4 covers the Trust’s Recruitment & Retention risk and outlines the risk 
and mitigating actions in relation to: 

“There is a risk that we fail to recruit, retain and plan for a sustainable workforce 
to deliver services in line with our strategic objectives.” 

The current risk score is 16 (4 – consequence, 4 likelihood) with a recently 
revised tolerable risk level of 12 (from 8) in light of the increasingly worsening 
national recruitment and retention risk. 

This risk is overseen by the GPTW Committee. 

In addition to the above BAF risk, risk 245 on the corporate risk register covers 
operational recruitment and retention factors alongside a number of other 
corporate operational risks which include related elements. 
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2.0  CURRENT VACANCY LEVELS AND PRIORITY FOCUS   

As of end of August 2022 there are over 500 vacancies across the Trust and a 
vacancy rate of 12%. The most recently available Modern Hospital Peer 
vacancy rate is 14.2%. 

At organisational level indicative vacancies are spread across the following key 
service areas: 

Service Area Vacancy Factor 
(w.t.e) 

Adult Community Physical Health 91.00 
Mental Health Hospitals 78.17 
Physical Health Hospitals 52.03 
Adult Community Mental Health & Learning Disabilities 38.46 
Children & Young Persons – Mental Health  36.64 
Children & Young Persons –Physical Health 35.00 
Adult Community Therapy & Equipment 33.56 
Nursing, Therapies & Quality Directorate 33.26 
Urgent Care & Specialist Services – Mental Health  31.00 
Entry Level Services 29.24 
Specialist Services – Mental Health 29.23 
Facilities 27.97 
Urgent Care & Specialist Services – Physical Health 21.08 
IT & Clinical Systems 9.80 
Business Intelligence 6.50 

 

At staff group level vacancies are spread across the following professions: 

Staff Group Vacancy  
Nursing 208 
Administrative & Clerical  118 
Additional Clinical Services (HCAs) 100 
Allied Health Professionals 62 
Additional Professional, Scientific & Technical 35 
Estates & Ancillary 23 
Medical & Dental 9 

 

Particular hot spots include registered nursing, particularly mental health 
inpatients and community nursing (ICTs), and health care support workers in 
clinical teams, such as Home First, and non-clinical teams such as Facilities. 

Staff Turnover is now 14% (August 2022) having historically ranged between 
10 and 12% in previous years. This turnover is reflected in other NHS Trusts. 
The most recently available Model Hospital Peer rate is 16.8%. Similar local 
Trusts are experiencing similar rates, for example, Avon Wiltshire Partnership 
Trust at 14.6% (with a 16% vacancy factor), Herefordshire and Worcestershire 
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NHS Trust at 16.52% (with a 16% vacancy factor), Oxfordshire Health and Care 
NHS Foundation Trust at 14.5% (with a vacancy factor of 11.4%).  

Mirroring the worsening national position, and also reflecting an additional 70 
w.t.e from growth put into establishments in July 2022, the Trust vacancy 
rates have increased consistently over the past year as outlined in the 
following trend graph. 

 

 

 

 

 

 

 

 

 
3.0  APPROACH TO MANAGING THE RISK  

The Trust’s Recruitment and Retention Strategic Framework for 2022-2027 
was approved by GPTW Committee earlier in summer 2022. This new 
framework aims to support delivery of GHC’s goal of being a Great Place to 
Work and Commitment 1 of the Trust's People Strategy – Model Recruitment 
and Retention. 

The framework was created following engagement with recruiting managers 
and colleagues and reflects what the Trust had been told through People Pulse 
and Staff Surveys, exit interviews and questionnaires and other feedback. The 
framework reflects what matters most to recruiting managers and colleagues, 
setting out priorities and a strategic framework for recruitment and retention 
over the next five years. 

The framework, which is attached as Appendix 1, provides an introduction, an 
outline of drivers and context, alongside a summary of the strategic approach 
delivered through five prioritised delivery pillars. It also provides a summary of 
key objectives, actions and a high-level implementation plan.  

3.1  EFFICIENCY 

In April 2022 we launched TRAC recruitment software across the Trust. Since 
the introduction of this system we have realised a range of benefits:  

o Improved compliance and tracking of core NHS employment checks. 
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o Improved candidate communications, with reduced turnaround times for 
candidate offer communications and compliance checks. 

o Streamlined vacancy approval process between the recruiting manager, 
finance and the recruitment department. 

o System reminders to ensure all candidates are progressed rapidly. 
o Transition to integrated, faster, e-DBS checks. 
o Structured, digital, shortlisting tool aligned to the person specification. 

We recognise that the movement to TRAC created challenges for some of our 
recruiting managers as they adapted to a very different way of working.  To 
support this our recruitment teams provided a range of training and support and 
continue to offer tailored support to those who have struggled with the 
transition.  Our most recent recruiting manager survey demonstrated a broader 
range of feedback; from those celebrating the efficiency gains and accessibility 
of the system, managers who have told us that the process has become easier 
with practice and feedback from Managers whom we will continue to support 
as they adapt to the new system. 

3.1.1 Recruitment Performance 

In August 2020 we developed a new performance report for recruitment, 
reported through to both the Strategic Staffing Oversight Group and the 
Workforce Management Group.  An example of this dashboard can be found in 
Appendix 2.  The performance report provides us with the information each 
month to scrutinise including: General activity, time to hire data, candidate 
withdrawal information, complaints, compliments and other relevant service 
issues (such as system downtime/delays).  As the providers of TRAC improve 
the availability of benchmarking data we anticipate being able to compare our 
time to hire data with other NHS organisations.   In addition to general 
recruitment information, this report also includes updates on two projects that 
attract NHS England funding:  Healthcare Support Worker recruitment and 
retention and International Nurse recruitment.  
 

3.2  INNOVATION  
 

As a Trust we continue to innovate and utilise a wide range of attraction 
campaigns, learning and sharing from best practice and continuously testing 
new approaches in our hot-spot vacancy areas.   This has included: 

• Dedicated Recruitment Handlers   
• Insight videos – providing a glimpse of working in the service  
• Creative social media campaigns 
• Dedicated Home First Landing page with video, short application form, 

online form, video, role info etc. 
• Shorter 6-page application form for Health Care Support Workers (“lite 

application”)  
• Local press advertising and Radio Gloucestershire advertising 
• Posters and leaflets  
• Recruitment ‘touring’ with the ICS bus, with recruitment packs on the bus at 

all times 
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• Recruitment Fayres 
• Petrol forecourt advertising 
• Videos highlighting career progression stories and opportunities 

3.3  INCENTIVISATION 
 

In addition to our approach to marketing, we recognise that certain roles require 
targeted incentivisation in order to attract candidates. We are currently 
operating additional financial incentivisation* for the following roles:  

(*Please note, relevant terms and conditions apply to all Trust incentive schemes.) 

3.3.1  Home First / Reablement  

o A ‘refer a friend’ scheme; providing colleagues with £400* following the 
successful appointment of a referred friend. 

o A ‘Golden Hello’ payment; from October 1st we are offering a £3000* 
payment, paid in 4 payments over the first 12 months of employment to new 
colleagues. 

o Retention payment of £1000* for colleagues with 12 months service or 
£500 for colleagues with 6 months service 

3.3.2  Facilities 

o Increased starting salary; From April 2022, we have appointed all new 
facilities colleagues to the top of band 2 (This equates to £10.19 per hour 
rather than £9.49). 

o Golden Hello; payment of £300 on appointment and £300 after 12 months  
o Retention payment of £300 pro rata, to existing Band 2 Facilities 

colleagues who remain in post until 31st March 2023. 
 
3.3.3  Mental Health – Wotton Lawn Hospital 

o A £4000 ‘Golden Hello’ Payment has been trialled since September 2021 
attracted 2 new starters to Greyfriars PICU. In August 2022, the Golden 
Hello value was increased to £8000 with the aim of attracting a further 8 
RMNs during the 22/23 financial year. 

o A retention payment of £3900 was offered to 11 colleagues, with 9 
accepting the payment in 2021-22.  During this time registered nurse 
turnover for WLH reduced from 24% to less than 4% for year 2021/22.  This 
incentive has now been extended to the end of 2022-23, with the aim of 
increasing the number of colleagues who will commit to staying with the 
Trust in the short-medium term.  

3.4  VALUES BASED RECRUITMENT AND INCLUSION 
 

Reflecting the Trust’s values throughout our approach and ensuring we practice 
fair recruitment in accordance with the Equality Act (2010) is an essential factor 
in attracting and retaining the best candidates. Alongside the provision of safer 
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recruitment training for our recruiting managers, there are a number of ways in 
which we operate to promote inclusion:  

3.4.1 Disability Confident Leader  

We are proud to confirm that we renewed our Disability Confident Leader 
status this year, until August 2025. In achieving this status, we provided 
evidence (which was independently validated by an external organisation) to 
demonstrate our: 

 Inclusive recruitment practices, our flexibility around selecting disabled 
candidates 

 Reasonable adjustments, supported by Working Well and Purple 
Passports 

 Work with the Disability Awareness Network 
 Engagement with our senior leaders on matters of diversity and disability 

The Trust proudly advertises our Disability Confident Leader status, signalling 
to candidates our commitment to offering a guaranteed interview, where a 
person meets the person specification, alongside reasonable adjustments in 
the workplace. 

3.4.2  Mindful Employer Status  
As an employer we recognise that in the UK, people experiencing mental ill 
health continue to report stigma and discrimination at work.  Having renewed 
our commitment to the Charter for Employers Positive about Mental Health in 
summer 2022, we are committed to creating a supportive and open culture, 
where colleagues feel able to talk about mental health confidently, and aspire 
to appropriately support the mental wellbeing of all staff. 

3.4.3  Inclusion Gloucestershire – LD Support 
We are currently working with the Gloucestershire Inclusion team to explore 
alternative approaches to supporting people with Learning Disabilities and 
additional needs to access roles within the Trust.  This includes exploring more 
creative ways to enable applications such as video application (versus our 
model route of application through TRAC). Our initial search has commenced 
for the first client from inclusion Gloucestershire to join our team; once recruited, 
our hope is that this experience will help us to identify ways to remove barriers 
to application, whilst increasing the diversity of our workforce in the future. 

3.4.4  Joint Working: Department of Work and Pensions (DWP)  
We continue to work with the DWP and Job Centre Plus, supporting the SWAP 
programme and individuals accessing a combination of college and work 
placement.  In addition, the Job Centre are made aware of specific campaigns 
to support, particularly Health Care Support Worker Campaigns where we 
promote opportunities for people who are new to care. 

3.4.5  Silver MOD Employer Recognition (ERS) Status 
We are proud to have achieved Silver employer status in 2022. This award 
recognises employers that proactively demonstrate that service personnel/ 
armed forces are not unfairly disadvantaged as part of their recruitment and 

https://www.workingwellglos.nhs.uk/
https://intranet.ghc.nhs.uk/Interact/Pages/Content/Document.aspx?id=20790&utm_source=interact&utm_medium=quick_search&utm_term=purple+passports
https://intranet.ghc.nhs.uk/Interact/Pages/Content/Document.aspx?id=20790&utm_source=interact&utm_medium=quick_search&utm_term=purple+passports
https://intranet.ghc.nhs.uk/Interact/Pages/Section/Default.aspx?Section=6457
https://www.mindfulemployer.dpt.nhs.uk/


 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 Sept 2022 
AGENDA ITEM 19: Recruitment and Retention - Cover Report                                                Page 11 of 17                                                                            
 
 

selection processes.  As part of our work to be recognised as a silver status 
employer we link and upload our vacancies to the MOD ERS website, accessed 
by a range of service personnel, and offer wider support to colleagues who 
combine their work with the Trust with a commitment as a reservist. 

 
3.4.5  Proactive Community Presence 

In addition to our work on the promotional Gloucestershire ICB Bus to attract 
candidates, our recruitment and widening access teams participate in a range 
of promotional recruitment fayres, including targeting areas of economic and 
social depravation. 

3.5  SYSTEM WORKING 
 

We continue to work with colleagues across the Gloucestershire system to 
identify ways we can work together to address our shared recruitment and 
retention challenges.  Current workstreams include: 

 Cost of Living Task and Finish Group 
 Health Care Support Worker shared recruitment event (28th September)  
 Temporary Bank and Agency priorities 
 UoG Strategic Workforce Partnership Board 
 Reservists 
 ICS Advancing Practice strategy development 

3.6  WORKFORCE SUSTAINABILITY – FUTURE FOCUS 

3.6.1  Talent Management - Delve 
As part of our 2022/23 business planning objectives we committed to provide 
new comprehensive succession planning guidance and a toolkit for the Trust to 
maximise the development, succession and retention of our talent. This work is 
being led by Anis Ghanti, Head of Organisational Development & Leadership. 

Initial scoping work was completed in Q1. Earlier in Q2 a partner (DELVE) was 
sourced to help pilot a succession planning and talent management toolkit and 
approach. Pilot teams had been identified with initial engagement meetings with 
DELVE in July and August. Training and access to the platform is in final stages. 

3.6.2  Growing our Future Workforce 

T-Levels 
We are currently working with Gloucestershire and Cirencester colleges to 
support t- level students (health), this includes supporting individuals with paid 
hours through our staff bank whilst they build up and meet their required 
placement hours.  

Prince’s Trust 
During 2022 we provided access to training and employment opportunities via 
the Prince’s Trust and recruited 2 podiatry apprentices.  We intend to welcome 
more colleagues through this route in February 2022.  

HEI and Student Relationships 
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We continue to build our relationship with UoG, visiting the University each 
semester in order to connect with students, and attending career fayres.   We 
have recently developed our placement practice to enable students to 
experience a broader range of services, with access to community experience 
earlier in the student journey.   We are currently working with the University to 
identify the optimum time to connect with a conditional job offer to students, to 
support the development of a stronger pipeline in the future.   

Working with our system colleagues, our preceptorship programme is now 
validated by UoG and can offer newly qualified colleagues the opportunity to 
gain 15 credits towards the advance practice master’s portfolio.   

3.6.2  Apprenticeships and Widening access  
We are proud to now have Occupational Therapy, Physiotherapy and Podiatry 
degree apprenticeships in place.  The OT undergraduate programme started in 
September and we are now preparing to host placements from the University.  

With a range of 30 different apprenticeship routes available and currently have 
over 180 colleagues participating in apprenticeship learning.    

We celebrated success at the 2021 Gloucestershire Apprenticeship Awards 
winning: Employer of the Year, Outstanding Contribution, Apprentice of the 
Year, Business Admin Apprentice of the Year and Health and Social Care 
Apprentice of the Year.    We have been nominated in September 2022 again 
for: Employer of the Year, Business Apprentice of the Year and Health and 
Social Care Apprentice of the Year alongside being regional finalists in the 
National Apprenticeship Awards for Employer of the Year. 

3.6.3 Three Counties Medical School 
The much-awaited opening of the Three Counties Medical School, with the 
UoW, is now scheduled to take place in September 2023. This is a hugely 
important development for the health and care systems within our county and 
we look forward to welcoming future Medical colleagues through this route. 

3.7  NHS ENGLAND SUPPORTED PROJECTS  

NHS England provide project funding to support the recruitment and retention 
of Health Care Support Workers and the recruitment of international Nurses 
and Allied Health Professionals (AHPs).  

3.7.1  Health Care Support Worker Recruitment and Retention  
In February 2022 we established a dedicated project, to focus on the 
recruitment and retention of Health Care Support Workers across the Trust. 
This work brings together much of the attraction, communication and 
recruitment work mentioned within this paper, however it has also focused on 
other areas including: the development of a Health Care Support Worker 
Council, developing additional induction and ‘new to role’ support, greater 
access to pastoral support and career pathway information.  As a result of this 
work we have increased the number of new starters in our recruitment pipeline 
and over the summer have begun to see more starters than leavers on a 
recurring basis, gradually reducing our vacancy level from c130 to 100.  There 
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is still much work to do in reducing these vacancies, however we with additional 
future focus on retention, alongside a number of other recruitment events and 
campaigns, we aim to reduce our HCSW vacancies further. 

3.7.2  International Recruitment 
Working closely with recruiting managers, our recruitment teams continue to 
recruit and induct Nursing colleagues from overseas.  Our 2022 international 
recruitment targets are:  

• Mental Health: 35 Nurses (34% achieved as of end of August 2022) 
• Community ICT’s: 10 Nurses (30% achieved)  
• Community Hospitals: 38 Nurses (55% achieved) 

This year we saw the first South West cohort of international Nurses arrive and 
successfully pass their OSCE (Objective Structured Clinical Examinations) in 
order to obtain their NMC Registration.      

We recruited a dedicated pastoral care worker this year, who is working closely 
with our international Nurses to support their transition into the Trust and the 
UK particularly with issues such as accommodation, travel, registering for GP 
and banking services etc. 

Our plans for international recruitment are now extending, following the 
successful bid for AHP International funding we have secured NHS England 
support to recruit 6 Occupational Therapists (4 for ICTs, 2 for CYPS) and a 
Podiatrist. 

 
4.0  FUTURE DIRECTION  
 
4.1  Candidate Development 

Our recruitment systems and infrastructure are predominantly focussed on 
transacting candidates through the standard NHS recruitment process.  After 
taking a different approach with international candidates and some recent 
Health Care Support Worker campaigns, we are now developing an additional 
component to our recruitment team, focussing on candidate support. This will 
prioritise keeping candidates ‘warm’ through the process and supporting 
candidates to overcome barriers to application, whilst supporting recruitment 
with pre-screening, candidate allocation and bulk recruitment events.   

4.2  Supporting Strategic Frameworks 
This summer we developed two further supporting strategic frameworks, 
presented to the GPTW Committee, that drill down into the specific focus 
required to deliver the related elements of the Trusts people strategy: 

4.2.1  Health and Wellbeing Strategic Framework 
This framework represents our aspiration for an integrated approach to our 
employees’ Wellbeing. It is designed to bring together all those with a role to 
play in creating a sustainable working environment and culture at GHCFT 
where: 
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• colleagues are equipped with the knowledge, tools and opportunities to 
support a healthy, mindful and compassionate lifestyle:  

• colleagues feel proud to work;  
• people feel safe, contained and supported when there are difficulties, 

challenges and negative experiences  
• it builds on our sense of belonging and involvement where GHCFT is cited 

as an employer of choice 
 

4.2.2  Learning and Development Strategic Framework 
This framework sets out plans relating to our six prioritised ambitions, 
supporting objectives and measurements. These are: 

1.  To ensure effective governance for all education and maximise the use of 
resources and funding to support delivery of our strategy  

2. To design, commission and provide a broad range of relevant training which 
helps develop a competent, capable, caring and sustainable workforce   

3. To provide leadership development which supports all our 
leaders/managers, and our aspiring leaders to have a positive, 
compassionate, inclusive influence on organisational culture  

4. To support digital transformation, including improved digital literacy and 
opportunities for technology enhanced learning which support improved 
patient care  

5. To provide high quality learning environments which promote a culture of 
lifelong learning 

6. To support and empower the development of educators, trainers, mentors 
and clinical supervisors 

The framework also supports a number of retention work streams. We have 
recently transitioned from exclusively paper-based exit questionnaires and face 
to face interviews to the Electronic Staff Record e-questionnaire with the 
continued offer of paper-based and face to face interviews to supplement this. 
The new electronic questionnaire will allow better data and analysis. There will 
be a joint review of exit themes / leaver reasons with Staff Side trade union 
partners at the September 2022 Joint Negotiating and Consultative Committee, 
with recommendations to be taken back to the next operational Workforce 
Management Group in October 2022. Finally, we are continuing to follow up 
with leavers to encourage possible returns to the workplace, and a new “we 
miss you” postcard, signed by an Executive, will be launched in quarter three.  

 
5.0 RECOMMENDATIONS 
 

 The Board of Directors is asked to: 
• NOTE the update on national and local context and progress with 

recruitment and retention within the Trust 
• NOTE the Recruitment and Retention Strategic Framework 
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Explanation of acronyms used: 
BAF - Board Assurance Framework  
GHC - Gloucestershire Health and Care NHSFT 
GPTW - Great Place To Work Committee 
SOG - Strategic Operations Group  
WOMAG - Workforce Management Group 
WDES - Workforce Disability Equality Scheme  
WRES - Workforce Race Equality Scheme 
GPGR – Gender Pay Gap Reporting 
UoG – University of Gloucestershire 
UoW – University of Worcestershire  
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APPENDIX 1 

 
Recruitment and Retention Strategic Framework 
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APPENDIX 2 
 

Sustainable Staffing Oversight Group (SSOG) Example Recruitment 
Performance Report 

 
 



 
 
 
 
 
 
 

 
 
 
 
 
 
 

Recruitment & Retention 
Strategic Framework 

2022 - 2027 
 
 

 

"We will attract new people who are as great as 
those we already have. We will do what we can to 

encourage people to stay, welcoming flexible 
working, innovative roles and new ways of 

working." 
 
 
 
 
 

AGENDA ITEM: 19.1/0922 
 



Introduction 
 
Our Recruitment and Retention Strategic Framework for 2022-2027 aims to support us 
towards delivering our goal of being a Great Place to Work and delivering Commitment 1 of 
the Trust's People Strategy – Model Recruitment and Retention. 

We have produced this strategic framework following engagement with recruiting 
managers and colleagues and by reflecting on what we’ve been told through People 
Pulse and Staff Surveys, exit interviews and questionnaires and other feedback. This 
framework reflects what matters most to recruiting managers and colleagues and sets out 
priorities and a strategic framework for recruitment and retention for the next five years. 

 
Recruitment and retention are both influenced by a breadth of factors and there is no one 
shoe size solution. With over 5,400 colleagues, the Trust has over 40 different clinical and 
non-clinical professional groups working in the community and across over 170 sites. While 
some of the challenges faced with recruitment and retention are common, the wide mix of 
roles means there are some profession and staff group specific challenges too.  
 
Recruitment and retention is one of the top corporate risks for the Trust and related risks 
also factor in some service level risks. More widely, there is no shortage of evidence of the 
regional, national and international challenges facing healthcare recruitment and retention. 
However, there are also many successful short and longer term solutions and opportunities 
to mitigate the risks recruitment and retention present to the delivery of our Trust strategy 
too.  
 
While this strategic framework outlines the approach we intend to take, it also recognises 
that due to the changing labour market in terms of supply, demand, terms and conditions, it 
will be necessary to regularly review and update our approach to maximize our 
performance.  
 
This also means we will continue to regularly develop our operational recruitment and 
retention practices, policies and procedures. We will increasingly use innovative ways to 
recruit and retain a more diverse workforce, reducing recruitment times and removing un-
necessary processes.  
 
We will also provide a range of corporate and local tools to support retention.  New 
colleagues will be warmly welcomed with comprehensive local and corporate induction. New 
colleagues will undertake a “Starting Well With Working Well” health and wellbeing 
programme which will support their journey with the Trust.   
 
We will embrace innovative roles, new ways of working and delivering care, and flexible 
working to support recruitment and retention.  
 
To achieve our commitment we will approach our recruitment and retention strategic 
framework through focus on five key enabling delivery pillars which are detailed later in this 
framework.  
 
 



Drivers and Context 
 
When the Board approved the Trust’s first People Strategy in 2021, it signed up to 6 main 
commitments relating to the workforce. Recognising the critical importance of recruitment 
and retention to the successful delivery of our strategy, Commitment 1 of the Trust's People 
Strategy was to “Model Recruitment and Retention.” 

 
 
Alongside the sentiments of national NHS People Strategy, the Trust recognises that there 
is much more to be done to address the gaps in our workforce across the various roles, 
professional groups and geographical locations. If we are to address the pressures of 
workload and deliver increasing care needs for patients and service users, we need to focus 
now on what we can do to grow and maintain our workforce. This is all the more critical as 
we face challenging times locally, nationally and internationally with respect to recruitment. 
 
As mentioned in the framework introduction, locally, regionally and nationally, recruitment 
and retention remain the biggest risks to the Trust successfully delivering its strategy and 
providing great care to the local community. Employment rates in Gloucestershire are also 
amongst the highest in the South West, presenting significant competition challenges. 
Against the context that remuneration for Bands 2 to 5, set national under Agenda For 
Change terms, are often uncompetitive to alternative job offers in Gloucestershire, this 
means we have increased challenges. While changes are being lobbied for nationally, and 
there is recognition that national banding may need significantly revised, this is not 
something which is likely to be resolved quickly.  
 
However, from the ratings of our own colleagues, we are arguably starting from a slightly 
better position than the majority of Trusts. Key workforce ratings and data informing our 
approach to recruitment and retention includes: 
 

• 68% of colleagues recommend the Trust as a place to work, compared with an 
NHS average of 63% 
 

• 79% of colleagues recommend the Trust to provide care, compared with an 
NHS average of 65% 



• 88% of colleagues report having an annual appraisal, against an NHS average 
of 85% 
 

• 92% of colleagues are up to date with statutory and mandatory training 
 

• Between 3 and 5% of colleagues are usually absent due to sickness at any given 
time. However, the pandemic has impacted this with as many as 3.5% of our people 
being off work for COVID related reasons from 2020 to 2022, with accompanying 
combined sickness of up to 6.5%, although this sits below the regional average 

 
• Staff Survey response rates have improved from 46% to 53% 

 
• We are rated better than the national average on four key retention questions 

within the Staff Survey i.e.  
- I often think about leaving this organisation 
- I will probably look for a job at a new organisation in the next 12 months 
- As soon as I can find another job, I will leave this organisation 

 
However, if we compare ourselves with top performing Trusts, there is still much to do to 
reach and achieve consistently top quartile performance.  
 
Workforce turnover typically averages between 11 to 13%, with a vacancy factor of between 
6 to 7.5%. This is average to most other Trust, however, these both disguise that some 
areas have significantly higher and some have lower turnover and vacancies. Some areas 
regularly have 20% or more turnover. Similarly, some areas, for example, mental health in-
patient wards can have as high as 50% vacancy in their Band 5 RMN roles. Generally, 
challenges are found in key clinical areas such as mental health and learning disabilities in 
patient units, alongside integrated community teams and some smaller specialist teams, 
where it only takes one or two colleagues to leave for there to be a significant impact on 
service delivery. Some professional groups, such as Health Care Support Workers, also 
present significant recruitment and turnover challenges. This has been recognised by NHS 
Improvement/England who wish Trusts to achieve a 0% vacancy target for Health Care 
Assistants.  
 
Driven in part by recruitment and retention challenges, the demand for temporary staffing 
and associated costs remain high across many Trust services. In order to ensure safe and 
effective staffing levels, our temporary staffing needs are well supplied through bank and 
agency workers. Demand for temporary staffing within our Trust is driven predominantly by 
vacancies, sickness absence and specialing (where patients with additional and complex 
needs receive extra 2:1 care). Improvements to our recruitment and retention will assist with 
improved quality of care and reduced costs.  
 
As part of a longer term response, the Trust and local ICS partners have continued to 
prioritise the development of strong relationships with a wide range of local and regional 
organisations including Health Education Institutes (HEIs), Health Education England (HEE), 
the NHS Leadership Academy, apprenticeship providers and the Academic Health Science 
Network (AHSN).  We will continue to foster and develop these relationships as they are key 
to the supply of our future workforce. 
 
HEI partners have including the universities of Gloucestershire, Worcestershire, West of 
England, Bath, Bristol and Plymouth. Recent focus has also included working with University 
of Worcestershire and ICS partners in Gloucestershire, Herefordshire and Worcestershire to 



create a new Three Counties Medical School to improve the supply of local medical staff. 
The new School has received General Medical Council approval and will be opening its 
doors to the first cohort of students in October 2022.  
 
Positively, since COVID-19, there has been an unprecedented resurgence of interest in 
careers in the NHS. Already, this interest has translated into higher numbers of applications 
to education and training. However, for degree entrance roles, this pipeline will take a 
minimum of three years to work through and start delivering people.  
 
We recognise that we must also seize the opportunities to recruit directly into entry-level 
clinical roles, apprenticeships and non-clinical roles, refreshing our succession planning and 
talent pipelines. We have also seen an increased interest from existing and former NHS 
colleagues to retire and return, or to come back after taking time out after initial retirement. 
The opportunities to reap the benefits from this need to be reviewed to maximize the number 
of people who can return.  
 
In particular, we have also been developing our Volunteering, Widening Access and 
Apprenticeships offers. In partnership with St John’s Ambulance during 2022 we are 
launching two NHS Cadet Schemes to give young people a gateway into the NHS. We also 
have circa 400 volunteers and 200 colleagues employed in training apprenticeships. Hosting 
the Gloucestershire ICS Apprenticeship Hub, we also work extensively with schools, Further 
Education and Higher Education Institutes on growing this aspect of our pipeline. In 
recognition of our successful delivery, we won the Gloucestershire Live Apprentice 
Employer of the Year Award 2022. 
 

Our Strategic Approach  
 

To achieve our commitment to model recruitment and retention, our strategic framework 
focuses on the following enabling delivery pillar themes:- 
 

1. Efficiency 
 

2. Innovation 
 

3. Values Based Recruitment & Retention  
           (including Equality, Diversity & Inclusion) 

 
4. System Working 

 
5. Sustainability 

Further details of the focus on objectives and actions are outlined below, followed by a 
more detailed breakdown against each of the pillar themes.   

 



 
Recruitment & Retention Themes 
Delivery Pillar Themes Focus of Objectives/ Actions 

1. Efficiency Digital – TRAC optimisation to maximise efficiency and effectiveness for candidates, recruiting managers and the central Recruitment Team 
Recruitment and Retention KPI’s and service delivery (recruitment) including quality assurance metrics 
Streamlining employment checks to reduce ‘time to hire’ (noting the current temporary COVID guidance) 
Vacancy Control and recruitment authorisation / financial governance 
Efforts aligned and prioritised to eliminate avoidable agency spend (i.e. HCA’s) 
Candidate customer service – ensuring candidates feel well supported and up to date throughout their journey 

2. Innovation Learning from and sharing best practice 
Optimising communications & marketing capability, maximising the use of creative social media recruitment 
Increased agility & flexible working options 
Optimising the roll out of new apprenticeship options and new roles 
Workforce planning reviews using the HEE Star model and job design support 
Implementation of Agile Working 

3. Values Based 
Recruitment 
(Includes EDI) 

Standard VBR material and resources 
VBR recruitment training and manager toolkits -   ensure all recruiting managers offered training 2022/23  
Recruitment policy 
Start Well with Working Well 
Pastoral care – particularly for Health Care Support Worker roles and International Nurses 
Accessible application methods and support 
Targeted positive action in line with WDES and WRES priority actions 
Equality impact assessment & capturing diversity of thought 

4. System 
Working 

Shared initiatives across ICS 
Commitment to joint working within the ICS and more widely within the region (e.g. RMN and Medical Support Workers) 
Portability  
Surge deployment - lessons learnt 

5. Sustainability Professional staff group workforce plans and hotspot focus  
• turnover and hard to fill  
• HCSW 0% target 
• International Recruitment targets 

Roll out of ESR exit questionnaires, interview and learning from exit data 
Succession Planning & Talent Management programme and approach 
Education pathways, schools liaison, widening access and apprenticeship trajectory 
Link to workforce plans and alternative roles development 
Flexible retirement support (ageing workforce)  

 
 



Pillar: Efficiency 
 
GHC People Strategy linkage: 

• Increase targeted fast track recruitment 
• Improve system processes and risk management  
• Rollout all electronic aspects of NHS Jobs for approvals, shortlisting and KPI reporting 

 

AIM Actions Required Measure 

Maximise our efficiency 
in vacancy and 
candidate processing 

1. Launch TRAC System April 2022, with accompanying ‘how to’ 
and manager guides 

2. Develop Recruitment KPI Scorecard , September 2022 , to 
include customer service and quality assurance metrics 
 

3. Implement enhanced onboarding ‘check-ins’ with candidates, to 
ensure candidates feel well supported and up to date 
throughout their recruitment journey. 

Time to Hire – ‘from advert live to 
candidate cleared to start’ from 54 
working days average to <40 by end of 
March 2026 
 
Candidate ‘drop out’ and delays to be 
monitored through KPI Scorecard. 

Ensure recruitment 
activity meets financial 
control requirements 

1. Implement vacancy authorisation process through TRAC to 
ensure that all vacancies are authorised with approved budget, 
prior to recruitment. 

Budget control 
No recruitment to proceed without clear 
evidence of authorisation  

Ensure recruitment 
activity is prioritised 
and focused to reduce 
temporary staffing 
spend. 

1. Develop and regularly review recruitment plans against priority 
hard to fill posts , capturing cost avoidance benefits as vacancy 
levels reduce (i.e. International Nurse recruitment)  

2. Ensure Rolling plans for HCSW and RGN/ RMN recruitment 
are clear and monitored through SSOG, tracking the impact on 
temporary staffing cost avoidance and exploring all options to 
increase capacity. 

3. Growth of internal bank and locum membership  

Temporary staffing trends 
 
Zero HCA Vacancies 
 
Reduction of RGN vacancy factor to 3% 
 
 
5% year on year growth of internal bank 
workforce numbers    

 
 
 
 



 
Pillar: Innovation 

 
  GHC People Strategy linkage: 

• Attracting and retaining colleagues with a focus on job design, digital enablement, flexible working & innovative roles 
• Accessing funding for workforce transformation, innovative new roles & ways of working 
• Use innovative ways to recruit and retain a more diverse workforce, reducing recruitment times & removing unnecessary processes. 

AIM Actions Required Measure 

To share and learn 
from best practice 

1. Develop a recruitment resources intranet landing page for TRAC 
Support.  

2. Build a Recruitment Resources Library to enable recruiting 
managers to access a range of materials such as Job 
Descriptions, Person specifications, Selection activity, Interview 
questions and Advertising Campaigns.   

Consistent use of approved resources 
(auditable) 

To reach our 
community through 
innovative marketing 

1. Work with Comms team to produce an annual workplan of 
recruitment and retention actions  

2. Learn from the Health care support worker focus activity during 
22/23 to build similar activity workstreams for hard to fill roles 

Annual communications plan 
 
Increase in candidate attraction rates 

Enable flexible and 
agile working 

1. Deliver the Future Ways of Working group aims – piloting an 
agile working toolkit and developing guidance alongside, a 
revised homeworking policy, guidance and risk assessment  

2. Provide tested toolkit resources and leadership support to Line 
Managers and colleagues to adapt to working in more agile 
ways. 

3. Partnership review of Retire and Return policy and approach. 

Agile working toolkit and resources 
 
 
 
 
Increased numbers of colleagues 
returning after retirement 

Capture the ‘inspired’ 
and involve our 
community 

1. Develop strong links with Partnership and Inclusion colleagues 
to understand how we can work with service users and their 
families to recruit the inspired to work and develop with us. 

2. Support an increase in participation in recruitment events from 
our Experts by Experience. 

Increased diversity (measured through 
WRES, WDES) 
 
Increased participation  

 
 



Pillar: Values Based 
 
GHC People Strategy Linkage: 

• Creating a supportive culture with great values and behaviours 
• Expansion of our internal and external coaching resources and training, alongside values based recruitment 
• Having the right culture and values to meet the needs of our patients and service users 
• Values and behaviours which fosters kindness, civility and compassion in our workplace.  

 
Aim Actions Required Measures 

Ensure  a values based 
approach is weaved 
through all we do 

1. Audit recruitment material and interview questions used, to 
ensure a values based approach is weaved through all we do. 

2. Build additional Recruitment Resources Library with adaptable 
templates and examples of best practice 

. 

Ensure Recruiting Managers have 
access to values based training and 
development. 

Demonstrate the best 
Recruitment Standards 
/ Recruitment policy 

1. Refresh the Trust Recruitment Policy and associated recruitment 
training to incorporate best practise and values based recruitment 
principles 

2. Increase the diversity of our interview panels 
 

3. Ensure all panellists have had appropriate training in safe 
recruitment and EDI 

 Revised policy published by 
September 2022  
 
Audit measures to be determined 
within new Recruitment Policy 
 
Training compliance  

Ensure our recruitment 
campaigns are 
accessible and 
represent the diversity 
of the communities we 
serve 

1. Engage with our workforce and experts by experience to ensure 
our recruitment campaigns reach diverse community groups 
 

2. Research a range of alternative ways to communicated role 
requirements, such as though video / podcast etc… 

 
3. Increase the % of disabled / long term condition colleagues in 

AFC bands 5,6,7,8a and 8b roles 
 

4. Ensure we retain Disability Confident Leader status 
 

5. Achieve Silver and then Gold MOD Employer Recognition 
Scheme status    

Audit measures to be determined 
within new Recruitment Policy 
 
 
 
 
Increase to 4% by end of 2022/23 
 
 
Reassessment 2022 
 
Silver Reservist Status in 2022 
Gold Reservist Status in 2024 



Candidates will 
experience positive ‘on 
boarding experience’, 
feel welcome, 
important and looked 
after. 

1. Standardise our ‘on boarding’ messaging procedures to 
incorporate personal welcomes from line managers, linking to our 
start with working well induction. 

2. Ensure all new starters are provided with the tools to prioritise 
their health and wellbeing and are supported to create their 
personal wellbeing action plan. 

3.  Streamline pre-employment activity to reduce the burden on 
candidates, optimising opportunities through the interview 
process and TRAC. 

 
 

4. Dedicate year 1 pastoral support to ‘high risk’ posts such as 
health care support workers and staff relocating to 
Gloucestershire. 

 
 
 
‘Starting Well With Working Well’ 
induction attendance. 
 
Time to Hire – ‘from advert live to 
candidate cleared to start’ from 54 
working days average to <40 by end 
of March 2026 
 
Success of fixed term pastoral role will 
be assessed through new colleague 
feedback (targeted survey)  

 

 
Pillar: System Working 
 
GHC People Strategy Linkage: 

• Work closely with system partners and education providers to optimise and enable workforce transformation 
• We look beyond the boundaries of the Trust to work with colleagues across the system, regionally & nationally 

 

AIM Actions Required Measures 

Work with ICS Colleagues 
to share best practice and 
collaborate on joint 
resourcing challenges 

1. Recruit to shared R & R resourcing role, to establish the 
opportunity for joint working initiatives and develop associated 
workplans 

2. Improve the portability of colleagues within the system 
3. Maximise and ease the operational use of mutual aid in times of 

high demand 
4. Explore and develop proposal for shared bank model and 

shared temporary staffing contract arrangements 

Reporting via ICS People Board, key 
highlights to be incorporated in 
feedback through HR and OD Report 
to Great Place to Work Committee 
and Trust Board.  

 
 
 
 



Pillar: Sustainability 
 
GHC People Strategy linkage: 

• Planned over-recruitment for HCA roles 
• Completion of pilot of IR registered nurses 
• Targeted interventions in higher factor vacancy areas 

 
AIM Action Required Measure  

Professional staff group 
workforce plans 

1. Professional leads to tailor their own workforce plans with the 
support of corporate functions. 

Directorate / professional level 
workforce plans 

Align efforts to ‘hot zones’ 
for recruitment and 
retention 

1. Achieve HCSW 0% vacancy target and move towards over 
recruitment to peripatetic roles. 

2. Achieve international recruitment targets  
3. Identify the top hard to fill roles across the Trust, ensure each has 

a clear recruitment and retention plan and a dedicated 
Recruitment and Retention team member to work in partnership.  

4. Gather, analyse and share exit interview data 
5. To optimise widening access to Trust employment through 

engagement with key partner organisations and internal 
colleagues. 

6. Maximise student placement capacity in a way that optimises 
quality of training, placement experience and clinical safety? 

7. Eliminating the use of off framework agencies for the filling of 
unregistered nursing / HCA shifts through targeting recruitment 
and where agreed planned over-recruitment for hot spots 

Delivery of HCSW Programme 
Delivery of annual international 
recruitment schedule 
Tailored Workforce plan delivery 
Exit interview data and impact (shared 
through deep dive reports to GPTW 
Committee). 
Increased candidate attraction and 
access. 
 
Increased candidate placements. 
 
Reduced off framework agency 
usage, increased bank fill ratio. 

Succession Planning & 
Talent Management  

1. Succession Planning & Talent Management programme and 
approach 

Programme agreed and in place 

Supporting flexible 
retirement 

1. Develop a supporting retirement network. 
2. Growth and advertisement of flexible roles, adopting flexibility ‘as 

standard’ 

Network in place 
Increased number of flexible roles and 
opportunities. 

 



High Level Implementation Plan 
  

 
 
 
Governance, Implementation & Monitoring  
  
This is clearly not just a strategy for the Human Resources and Organisation Development 
Directorate. It will require considerable commitment and active input and ownership from 
the whole organisation, particularly those in leadership positions at all levels. An annual 
implementation plan will support the delivery of the framework. 
 
On-going development of the strategy and any associated action plans will be carried out 
on an annual basis in consultation with a rage of staff, managers and representatives.  
 
The overall strategy is sponsored by the Director of HR and OD, who will oversee the 
development of its delivery alongside with the support of the Great Place To Work 
Committee and the operational support of the Workforce Management Group. A suite of 
measures will be used to monitor progress, and updates will be provided by the Committee 
and Executives to the Trust Board. 

 
Exceptional developments will be reported on as and when required to both Committee and 
Board. 



Recruitment Performance 
Report – Sept 2022
Sustainable Staffing 
Oversight Group – 12th Sept

AGENDA ITEM: 19.2/0922



Recruitment Statistics 

Application Statistics
July 2022

Total Number of Applicants 1490

Shortlisted Applicants 354

% of applicants shortlisted 23.76%

Conditional Offer’s made 62

Applicants in Pipeline 384
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start date to
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Total Average 59.4 46.9 24.2
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Candidate Withdrawal and complaints
During the month of August 2022, 12 applicants officially withdrew their applications. Reasons given were:

2 x offered another job within the trust
3x offered another job externally 
1 x shift pattern not favourable
2x change in personal circumstances

Complaints / Incidents (Aug 2022)
Date Received Status Summary of incident Investigation Outcome Learning/ Actions

w/c 22/08/22 Closed Trac – NHS Jobs link break NHS Jobs informed us that they were 
investigating the link break and we 
received no further notification until 
it was fixed after about 48 hours.

1. Al jobs continued to be posted to 
Healthjobsuk.com, indeed, FB

2. It is worth considering a post-NHS Jobs 
context

Complaints & Incidents



Feedback
Themes arising from the Trac Survey for Managers:

• Trac is getting easier to use with time

• More access / visibility for senior managers who want to see a wide range of recruitment activity

• Recruitment have been very supportive and very helpful even though they have also been 
learning this new system themselves

• Vacancy creation is still considered by many to be repetitive and time consuming

• How to deal with the large number of international applicants who do not have the right to work 
in the UK

• The possibility of a compulsory 30 min training session for people who intend to use Trac

• A number of new starters have started work and their new user IT forms have been sent 
electronically from Trac to IT replacing the previous manual process

• Process for internal candidates should be made easier and quicker



Healthcare Support Workers

Starters Leavers

HCSW Vacancies (as at 1st August 2022)

Ju
ne

 2
02

2

Ju
ly

 2
02

2

Au
gu

st
 2

02
2

Ju
ne

 2
02

2

Ju
ly

 2
02

2

Au
gu

st
 2

02
2

In
 P

ip
el

in
e 

Cu
rr

en
tly

Community Hospitals - Physical
6 12 6 2 3 25

Community Hospitals – Mental 
Health

5 4 3 4 1 5 16

Specialist

Urgent Care 1 1 2 5

Home First 5 5 2 6

Children’s 2 7

Adult Community 1 1 3 9

Total 10 15 19 14 5 11 68

Conditional 
Offers

31

Internal HCSW 
Movements

3

Current Vacancy 
Rate (WTE)

115.5

• Recruitment events for the rest of 2022 (Kingsholm, NHS Bus at several sites) and an ICB joint recruitment 
event.

• Looking in to setting up an internal transfer scheme for RNs, RNAs, APs and HCSW
• Targeted work within the Recruitment Team to reduce ‘time to hire’ figure for offers made at ICB event.
• Site visits for applicants following ICB event – focus on Trust vacancy hotspots.
• Setting up an additional ICB HCSW Council to link in with other local providers

HCSW Offers - Sept



International Pipeline Performance
Project Highlights Project Status:  

67% delivery on project tasks
Recruitment
• Dedicated International Recruitment and Retention 

Advisor post in development. 
• Reduction in original NHSe/i commitment for 2022. 

Reduction by 10 nurses to ensure capacity for additional 
funding/numbers in 2023.

• AHP bid submission in July, awaiting outcome but local 
IR taking place.

• South West Collaboration recruitment saw first RMN 
cohort arrive and all successfully passed their OSCE 
exams. 

Pastoral Care
• Continued development of the Pastoral Care model in 

line with Award scheme. 
• Continued advertisement for volunteers to support 

international nurses.
• Volunteer driver in place for nurse’s transport 
OSCE/Training/Development
• OSCE 1st time pass rate is at 56% for our Trust. 
• Review of GHC Induction/Clinical Induction and 

Integration programme for IENs. Frameworks obtained 
from other NHS Trusts. 

• First two nurses arrived at GTEC OSCE training centre on 
11th August. 

• IR Educational MH role in place and due to start on 5th

September. 
• First international nurse from 2021 cohort, progressing 

to band 5 IR Skills Facilitator post Finance
• Petty Cash Float in operation for ad-hoc emergency 

payments. 

Achieved 
to Date

55%

Communit
y Hospital 

Target 
38 Nurses

Achieved 
to Date

34%

Mental 
Health 
Target

35 Nurses
Achieved 
to Date

30%

Communit
y ICTs
Target

10 Nurses

9

23
20

9
6 89 9

11

Community RGN RMN

Average of Time to Hire
(weeks)

Average of Time to OSCE
1st Exam (weeks)

Average of Time to OSCE
Pass (weeks)

Arrivals Pipelines

Total International Colleagues in Trust (since 
January 2021) JU
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LY
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O
CT

Community Hospitals 31 3 8 3
Stroud 5 1 2 1
Cirencester 11 1 2
Lydney 6
Tewkesbury 4 1
The Vale 3
Dilke 2 3
North Cotswolds 0 1 2
Mental Health Units 9 2 4 5 4
Wotton Lawn 8 1 4 2
Charlton Lane 1 1 3
Community ICTs 2 0 1
Gloucester 1
Cotswolds 1
AHPs 0 0 2
Total 42 2 0 9 15 8
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If this report cannot be discussed at 
a public Board meeting, please 
explain why. 

N/A 

 

 

 

 

This report is provided for: 
Decision  Endorsement  Assurance  Information  

The purpose of this report is to: 
 
To provide assurance to the Board on the effectiveness of controls for Information 
Governance, data protection and confidentiality and to document the Trust’s 
compliance with legislative and regulatory requirements. 
 

Recommendations and decisions required 
 
On the recommendation of the Audit and Assurance Committee, the Board is asked 
to: 
• Take assurance that the Trust has effective systems and processes in place to 

maintain the security of information.  
 

Executive summary 
 
The Senior Information Risk Owner is responsible for ensuring that organisational 
information risk is identified and managed across the organisation. This Annual 
Report provides assurance on practice, progress and developments around 
Information Governance, Clinical Coding and Records, Data Quality and Cyber/Data 
Security. 
 
It should be noted that the Trust was able to achieve the DSPT submission (self-
assessment) of ‘Standards Met’ for the 2021/22 year with the Trust meeting the 95% 
mandatory training target for Data Security and Awareness Training. There have 
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Risks associated with meeting the Trust’s values 
• IG and cyber breaches can result in the disclosure of sensitive patient and staff 

information; 
• IG and cyber breaches can result in significant financial penalties and have a 

negative impact on the Trust’s reputation if breaches occur; and, 
• IG and cyber breaches can result in a negative impact on patient care. 
 

 

Corporate considerations 

Quality Implications Ensures the quality of information available to deliver 
patient care. 

Resource Implications Can result in financial penalties if IG breaches occur. 
Equality Implications  

 

Where has this issue been discussed before? 
Information Governance Group 
Audit and Assurance Committee 

 

been two data breaches that met the threshold for onward reporting to the 
Information Commissioners Office, these were reported within the 72 hours. 
 
Although we have started to move out of the pandemic in the year the knock-on 
effect has continued to impact the information governance environment during the 
year with a continued move toward new ways of working and embracing the digital 
arena. This has continued to increase the demand for advice and support from the 
IG team and the IG Group, with the IG Group approving 28 Data Protection Impact 
Assessments. 
 
The Trust has seen the number of Subject Access Requests has increased in year 
by 182. Despite the increase the SAR team managed to complete all requests within 
timeframes. Although Freedom of Information Requests have increased the number 
that went over timeframes the number went down for 91 to 55. 
 
Cyber security continues to be a very real risk to the Trust, with IT reviewing cyber 
threats at weekly meetings. Phishing attacks continue to be a top three cyber risk 
for the Trust, with the Trust experiencing 1200 phishing email per day. It is worth 
note that a system partner’s IT systems were compromised by a phishing attack. 
 
This report provides assurance that robust governance mechanisms are in place to 
ensure we are holding data safe and securely and remains legally compliant with a 
complex range of national guidance and legislation. 
 

Report authorised by: 
Sandra Betney 

Title: 
Director of Finance/Deputy CEO 



- 1 Version: 
Date: 
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INTRODUCTION 
This is the annual report from the Senior Information Risk Owner (SIRO), for Gloucestershire 
Health and Care NHS Foundation Trust (GHC). The purpose of the report is to provide 
assurance to the Board on the effectiveness of controls for Information Governance (IG), data 
protection and confidentiality. This assurance is provided by the SIRO who has executive 
responsibility for information risk and information assets. 
 
The role of the SIRO is well established in GHC. The SIRO will advocate at the Board for 
relevant control and safety measures, to manage and reduce information and security risks 
held by the Trust, in controlling or processing the data it holds. Ensuring effective use of 
resource, relevant Board commitment, execution of tasks and appropriate communication to 
all staff, of the measures in place. The aim is to create a culture in which information is valued 
as an asset and information risk is managed in a realistic and effective manner, within the 
legislative frameworks that pertain to the Trust. 
 
During 2021/22 the governance model and structures for the management of IG and Records 
in GHC have continued to develop. The IG and Records functions for the Trust, which includes 
Subject Access Requests (SARs) and Freedom of Information Requests (FOIRs), have been 
brought together into a new team to ensure greater resilience and improved governance. 
There is good evidence that IG & Records practices are being developed across the 
organisation, with the establishment of an IG&R team, the onboarding of an EDMS system 
and the increased volume of DPIA’s and sharing agreements for the IG Group. 
 
This report provides assurance that robust governance mechanisms are in place to ensure 
that the Trust remains legally compliant with a complex range of national guidance and 
legislation, whilst also achieving an ability to ensure operational effectiveness, so that 
progress is not undermined or damaged by poor IG practices. 
Recognising the breadth of the legislation, the SIRO report is divided into four sections: 

• Section 1: Information Governance 
• Section 2: Clinical Coding and Health Records 
• Section 3: Data Quality 
• Section 4: Cyber / Data Security 

 
Key highlights 2021/2022 
• A new Information Governance and Health Records team has been established; 
• The Information Governance Group and met six times and approved 28 Data Protection 

Impact Assessments to support services; 
• The 21/22 final submission for the Data Security and Protection Toolkit was assessed as 

‘standards met’; 
• There have been 2 data breaches that have met the threshold for onward reporting to the 

Information Commissioners Office; 
• The Trust achieved the requisite 95% mandatory target for Data Security and Awareness 

training; 
• There have not been any significant health records incidents or losses reported; and, 
• EDMS 2500 boxes of records have been processed by the team. Of these 850 boxes have 

been sent for scanning (8918 individual records), with an additional 80-100 boxes being 
sent for scanning each week. 
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1.0 INFORMATION GOVERNANCE 

 
This has been another busy year for the IG Group (IGG). Although we have moved 
out of a pandemic, the Trust continued to innovate and seek new ways of delivering 
care. The IGG has maintained due scrutiny and assurance for the security, integrity 
and availability of the data utilised. This is while reviewing and approving more DPIAs 
and sharing agreements than the previous year. The IGG has recognised that as a 
result, the frequency of meetings needs to be reviewed to ensure we remain agile and 
responsive to the changing needs of patient care in the Trust. 
 

1.1  Information Governance Group and IG Team 
The IG Team has undergone a restructure in the year, bringing together the information 
governance, data protection, physical and mental health subject access, freedom of 
information and records management functions into one team, with the intention of 
improving governance and resilience for the Trust. There have been struggles 
recruiting to vacant posts along with an unexpected retirement of an experienced staff 
member, which has meant the team continues to develop and improve skill sets. 
 
The newly formed IG & Records team, continues to develop and imbed processes 
while dealing with an unprecedented increase of subject access requests. On top of 
this, the team took on Freedom of Information requests which had also seen a 7% 
increase. Despite this all subject access request were fulfilled within the required 
timeframe. 
 
The IG&R team has delivered operational support, advice, and guidance to staff at all 
levels in the Trust on all matters IG & Records related. It also represents the Trust’s 
information governance interests at the ICS level. The Team is an active member of 
the Gloucestershire Information Governance Group, and the Southwest Strategic 
Information Governance Network. The IG & Records Team also delivers the Data 
Protection Officer role for the Trust, in support of the Trust’s compliance with data 
protection legislation and good practice. 

1.2 Information Governance Group 
The IGG is chaired by the Head of Corporate Governance with the SIRO and Caldicott 
Guardian and DPO, as key members of the group. The IGG’s role is to guide the 
strategic direction of IG within the Trust, ensure IG compliance, support best practice 
and ensure that all Trust information is: 

• confidential and secure; 
• of high quality; 
• relevant and timely; and, 
• processed lawfully, transparently and fairly. 
The IGG has met bi-monthly throughout the year, however, due to an increase in the 
volume of business, 3 additional ad-hoc meetings have been held. The Group has 
agreed there is a need to review the frequency of meetings going forward in 2022/23, 
to ensure there is capacity to meet business needs and it remains agile enough to 
meet the Trust’s needs. 
During 2021/2022, the group has: 

• Set a work plan for the group to formalise and focus activity; 
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• Reviewed the asset register and the assigned asset owners; 
• Reviewed the data flows; 
• Reviewed and approved the interim and final submission for the 21/22 Data 

Security & Protection Toolkit (DSPT) submission; 
• Reviewed and approved 28 Data Protection Impact Assessments (DPIA); 
• Reviewed and approved 14 data sharing agreements; and, 
• Reviewed and agreed the Trusts training analysis for IG training. 

The IGG provides reports to the Audit and Assurance Committee, a subcommittee of 
the Board. This ensures that the Board is kept suitably aware of issues and progress 
being made. 

1.3  Data Security and Protection Toolkit 
The Trust has submitted both the interim baseline and final submissions for the 
2021/22 toolkit within the required timescales. The 2021/22 final submission was 
assessed as ‘standards met’ in June 2022. 
 
A requirement for the submission of the DSPT, is that an Independent Assessment of 
our information governance arrangements be undertaken against a set of mandatory 
assertions of the DSPT, as chosen by NHS Digital (NHS D) for testing. This was 
undertaken by the Trusts’ Internal Auditors, PWC. 
 
PWC’s audit assessed the Trust across all 10 data standards and involved reviewing 
a total of 38 assertions. Two assertions were rated medium, however only one data 
standard (standard 4) was subsequently rated moderate. Although the assessment 
found only one standard to be moderate, the NHS Digital audit reporting standard, 
requires a moderate rating for the whole report. The knock-on effect is the overall 
assessment is recorded as medium risk with NHS Digital, the report has formally been 
registered with NHS Digital in line with their new reporting standard. 

1.4  Breaches and near misses 
There have been 282 IG Incidents reported in the year, of which three were referred to 
the SIRO and Caldicott Guardian for review and consideration of onward reporting. 
Two breaches met the threshold and were reported to the ICO, and these were 
reported within the 72 hours. The third incident referred, was a near miss. 
 
The ICO has concluded on both incidents no enforcement action was needed, however 
made recommendations. These have been accepted and are being taken forward by 
the teams involved. 
Case Study 
One of the reported incident’s involved a sensitive notification letter that was sent to 
the wrong house. Although the address was in the main correct, the staff member 
completing the assessment had placed the wrong house number.  
The assessment is then processed through the hospital ward and then another 
specialist team, who generates the letter, in the Trust.  At no point while processing the 
paperwork or producing the letter, was the mistaken house number noticed. 
The letter was therefore subsequently posted to the wrong address, the neighbour, 
who opened the letter but realising the error, delivered it to the intended recipient. The 
intended recipient reported harm as a result of the error. 
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The intended recipient received an explanation of what had happened and a verbal 
apology. The recipient was grateful for the explanation and accepted the apology. They 
were pleased the Trust was taking the issue seriously. 
 
Additionally, to the Trust reporting breaches, the ICO referred two complaints it had 
received to the Trust. One related to inaccurate information on a vulnerable patient’s 
record, while the other related to inappropriate access to personal information on Trust 
servers. The Trust has carried out remedial action in both cases and reported back to 
the ICO and no further action was taken by the ICO. 
 
The chart below shows the number of reported incidents per month this year compared 
to last year. Although there is a large difference in when the incidents occur, the total 
number of reported incidents in the year were 282 compared to 281 last year. There is 
currently no pattern to when there are incidents either. 
 

 

Although there has been learning for teams and individuals from breaches, there has 
been no organisational learning or trends identified to share wider. 

1.5  Subject Access Requests and Freedom of Information Requests 
This year has seen a significant increase in Subject Access Requests (SARs), and an 
increase in Freedom of Information Requests (FOIRs).  

See table below. 

0

5

10

15

20

25

30

35

40

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

IG - Breach Reports (by month/year)

IG Breaches 2020-2021

IG Breaches 2021-2022



 
 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 September 2022 
AGENDA ITEM 20.1:  Annual SIRO Report                                                                                            Page 6 of 14                                                                            
 

 
 

Total requests Total over time 

Request 2020/21 2021/22 20202/21 2021/22 
FOIR 273 293 91 55 
SAR Mental Health 282 367 10 0 
SAR Physical Health 504 601 2 0 

 
Physical Health (PH) SARs have increased by 19% while Mental Health (MH) SARs 
have increased by 30%.  There was a small increase for FOIRs of 7%. All of which has 
had a knock-on effect on resources. It is also worth noting that although the MH SARs 
are lower in number to PH, they are often greater in complexity and volume of 
associated record and documentation, some running into the tens of thousands of 
pages. 
 
As can be seen from the table above, not all of the FOIRs were answered in the 
timeframe, the reason for the delay was advised to the requester in all of these 
instances. 
 
A review of 55 (18.77%) FOIRs that went over the statutory limit, reveals the delays 
were primarily due to complexity of requests. Additionally, however the lack of 
resources both within the FOIR Team and the wider Trust along with the ongoing 
COVID response and service recovery programmes, caused delays in receiving 
responses. 
 
Breakdown of the days over time (see table below). 

Total FOIR requests for 21/22: 293 

Days Over time Number % of FOIRs 
21 – 25 25 8.5% 

26 - 46 26 8.87% 

47 + 4 1.4% 

Total 55 18.77% 
 
A review of themes for SARs and FOIRs has been carried out. This has not identified 
anything that would help reduce requests. 

1.6  IG Training standard 95% 
The Trust achieved the requisite 95% mandatory target for Data Security and 
Awareness training in compliance with the DSPT. This was evidenced by the training 
team from the Trust’s training system, Care to Learn. This year the Trust achieved the 
95% standard once, which is the standard, however the previous year the Trust 
achieved this twice.  The IGG and SIRO regularly review training statistics and ways 
in which to improve compliance to ensure that good IG practices are embedded across 
the Trust. 
The SIRO, Caldicott Guardian and the DPO have undertaken their annual update 
training specific to their roles in line with the IG training needs analysis. The Trust’s 
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Board has undertaken appropriate IG training in year. The IGG reviewed and signed 
off the Trust’s IG training needs analysis. 

1.7 Summary of DPIAs completed and any high risks identified 
The IGG has reviewed and approved 28 DPIAs in year. There have not been any 
 residual high-risk processing issues identified, that needed onward reporting to the 
 ICO. 

1.8  Information Asset Registers 
The Trust maintains an Information Asset Register that is regularly reviewed with IT 
and clinical systems, along with the IGG periodically. As assets are identified as part 
of the DPIA process they are added accordingly. The Asset Register also details the 
assigned Information Asset Owners (IAO). 

1.9  Updated media statement in the event of a data breach 
The Trust has a prepared base media statement that was drafted in conjunction with 
the Head of Communications and this statement has been shared with the IGG. 

1.10  Data Processor update on any issues, contractual updates on compliance with 
GDPR 
The IGG has reviewed and approved 14 data sharing agreements in year. There have 
been no reported issues raised with or by a processor, or UK GDPR compliance 
concerns. 

1.11  Data Flows 
The Trust maintains a list of its data flows and Information Asset Owners are 
developing their own to feed into the Trust’s Flows Register. The Group has reviewed 
the Flows Register this year and agreed that all known flows were identified and 
mapped. 

2.0 CLINICAL CODING AND RECORDS 

2.1  Privacy Officer 
There have been 33,762 privacy officer checks performed between April 2021 and 
March 2022. Of the checks carried out, 71 resulted in queries being raised with staff 
as to why patient records were accessed.  68 reasons for access were received with 3 
queries outstanding. No concerns have been raised following the responses received 
from staff. 
 
There have been 7,419 Summary Care Record privacy officer checks performed 
between April 2021 and March 2022.  March 2022 checks have not been performed 
as yet due to SAR work taking priority and staff shortages.  1,858 queries were raised 
as to why patient records were accessed.  No concerns have been raised following the 
responses received from staff. 

2.2  Clinical Coding Report 
Finished completed episodes for coding are out sourced to Capita who review 
episodes across GHC services and ensure they are coded correctly. All clinical coders 
are fully trained and have attended a clinical coding standards course, regular three 
yearly refresher training and specialty workshops. Clinical coders are also supported 
to their Accredited Clinical Coding status. 
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Capita ensures that episodes are coded in a timely manner with the mental health 
episodes being coded within a specific two-week timeframe. A few issues have been 
raised relating to data quality and the timeliness of discharge data uploaded to the 
systems. In addition, coding issues have been highlighted whereby some codes are 
not available for assignment in Lillie. All issues raised with the services are being 
addressed. There have been no coding issues that have required further escalation. 
 
Mental health 
• Predominantly the coding team is relying upon the nursing summaries to code 

episodes as there is a significant delay in doctor’s discharge summaries being 
available. 

• Patient lists are sent for coding every two weeks with the competition of the coding 
usually being within two weeks. Where there remain uncoded episodes, these are 
usually able to be resolved with the next list issued. 
 

Sexual health 
• There have been issues with coding sexual health episodes. As such, monthly 

coding reports are provided back to the service so that coding can be completed at 
a later date. There have also been issues around codes not being available on Lillie 
to fully reflect the stay. 

• Coders are able to access the clinic lists to see which episodes require coding. 
 

Rehabilitation 
• There have been episodes that were unable to be coded. This has primarily been 

down to data quality or insufficient data in the patient’s journal. 
• Episodes that require coding appear on an uncoded report the coders are able to 

access. 
 

These issues have all been highlighted to the relevant teams in GHC and the coding 
team continue to work with GHC on improving coding. There have not been any 
significant issues that warranted escalation. 
 

2.3  Health Records 
There have not been any significant health records incidents or losses reported that 
has needed escalating. 
 
No physical health records were destroyed between April 2021 and March 2022. The 
destruction of hospital deceased records is on hold due to the infected blood enquiry. 
A new Records Management Code of Practice was released by NHSX in October 2021 
and GHC records management retention aligns with this, with policies being updated 
accordingly. 
 
Historic archive records are being reviewed against retentions in preparation for the 
CITO Electronic Document Management System (EDMS). This has identified several 
historic physical health records which were batch archived without a complete 
schedule, circa 5% of the 17,000 boxes held in archive. This presents a risk that 
records may not be available if needed either clinically, or linked to a SAR. This has 
not impacted clinical care or SARs to date. 

2.4 CITO EDMS Project 
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The Trust is in the process of introducing an EDMS. This fits with NHS England’s ‘Five 
Year Forward View’ and ‘Digital Maturity Assessment’ aiming to go paperless and 
achieve a fully integrated digital Electronic Health Record and the Trust’s digital 
strategy. 
 
An EDMS will be able to provide integration between existing clinical systems, by giving 
access to all of an individual’s documents held by the Trust through a single point. The 
EDMS will support the creation, storage, distribution, sharing, archiving, destruction 
and management of unstructured content. It will help provide a complete electronic 
view of service users records at the point of care, to Trust clinicians to support their 
decision making, thereby increasing clinical safety and effectiveness whilst delivering 
better patient outcomes. 
 
As part of the EDMS implementation project, the Trust’s historical paper mental health 
records, physical health records and paper corporate records will be digitised, with the 
following exceptions. Paper children’s health records will be retained until the 
government lifts current restrictions around their destruction. Paper records of 
deceased patients will also not be sent for scanning and will be retained until they are 
beyond their retention period. 
 
The project is split into the following three phases: 
 
• Phase 1: Scanning of mental health records by the system partners which is  

  expected to be completed in late 2022. 
• Phase 2: Physical health records during 2023 then.  
• Phase 3: Corporate records. 

 
The actual number of records to be scanned will not be known until all records have 
been pulled from commercial storage and processed. However, to date 2500 boxes of 
records have been processed by the team. Of these, 850 boxes have been sent for 
scanning (8918 individual records), with an additional 80-100 boxes being sent for 
scanning each week. The remaining records will either be beyond their retention 
periods and destroyed, or have been retained in paper form to be destroyed at a later 
date (CAMHS/deceased patients). 

2.5  Summary of audits which have Data Privacy/Quality Implications 
This year has continued to be an exceptional year for the team and the Trust due to 
the variants and challenges of the Covid-19 pandemic. Despite this the Clinical Audit 
Programme has been able to meet all of its requirements and supported the 
completion of a number of national and local audits.  
 
The Audit Programme for 2022/23 has been agreed and a well-established 
governance and reporting structure is in place.  The team  reports findings into the 
Regulatory Compliance Group and then on to the Improving Care Group. Any actions 
that are identified within the Audit Programme are overseen by the Audit Team.  
 
In addition, an embedding learning function is being developed within the quality teams 
to fidelity test actions that arise from the audit programme, which enables greater 
assurance around learning and clinical compliance to be gained. Activity is tracked 
using the Datix system.   Recovery actions from audits include a process of re-audit to 
assess improvement and fidelity, to the standard we have agreed upon. Any significant 
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issues that have implications on the Trust’s compliance with Data Protection 
Legislation, will be raised with the SIRO, Caldicott Guardian and DPO, who in turn will 
share with the IGG. 
 

3.0 DATA QUALITY 
 
3.1  Policies 

The Trust has a suite of IG related policies that were reviewed in 2019 as part of the 
merger process, the majority of which are scheduled for review in the next financial 
year. They have not been reviewed in year as there has been no legislative change to 
reflect therein.  
 

3.2  Business Continuity / Disaster Recovery 
The Trust has an Incident Response Policy that forms the back bone of its disaster 
recovery and business continuity planning. The policy has been tested in year through 
our continued response to the Covid-19 pandemic as well as seasonal extreme 
weather events, heatwave period in summer 2021 and Storm Eunice earlier this year.  
There has also been the following network access issue: 
 
There have been a number of technical incidents this year that has required teams to 
utilise their business continuity plans including: 
 
• Data Links being ceased incorrectly 

As part of the WAN project a number of data links were ceased before a site had 
moved to the new supplier.  This had caused downtime from 30mins to a number 
of hours.  

• Phone Routing 
A component at Cirencester hospital failed, which impacted the telephone routing 
for key services such as Crisis, with the IT team working through the evening to 
resolve. 

• Network and Telephony services at Cirencester 
Caused by a generator test at the Hospitals Trust and part of the network that a 
routed out phone did not reboot properly after the test.  
 

A full review of the incident was completed with a number of recommendations made 
to improve resilience and business planning. 
 

3.3  Business Intelligence (BI) 
2020/21 was a significant year in the development of corporate and clinical system 
infrastructure and associated reporting processes. During 2021/22, daily corporate 
extracts for Datix and ESR (workforce) were introduced into the Trust’s new unified 
data warehouse with further extracts for e-Rostering (Allocate) and Training (Totara 
Care to Learn), in development for the year ahead. The introduction of these corporate 
data tables is offering a new layer of governance and understanding to corporate 
practice and user habits.  
 
Further clinical system developments continue to provide clearer transparency to the 
clinical record and are offering a better awareness of data quality amongst operational 
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services. An example of such has been the significant planned reconfiguration to the 
main Physical Community Health electronic patient record SystmOne and data 
warehouse processing to improve data quality and inform management reporting and 
national datasets. This has required engagement across all physical health 
Operational Services, Business Intelligence and Clinical Systems Teams, to ensure 
that the right pace is adopted and such a sizeable improvement can be effectively 
delivered without unduly impacting day to day priorities. Although still underway, this 
progressive project is leading to a local and external reporting position that is truly 
reflective of the clinical system and presents a single version of the truth. This is 
already driving confidence in many areas with Data Quality audit monitoring reports 
being reintroduced. 
 
The Trust currently maintains a full Business Intelligence reporting suite that maintains 
pseudonymised data (through clinical system or NHS numbers), with the following 
exceptions that use patient identifiable information, however, these are used for direct 
patient care and clinical monitoring, not research or planning purposes: 
 
• Bed Management Report - Digital Whiteboard (Name and Age)>> Secure to bed 

management team and select senior operational managers to manage patient flow 
and went through a DPIA process.  

• Covid-19 Patient Pathology Details Results report (Patient Name) >> Secure to 
limited list of pandemic response leads. 

• Covid Self Isolation Dashboard Details (Staff Names) >> Secure to workforce team 
and select senior operational managers to manage workforce management and 
assure service delivery. 

• Criteria to Reside LoS Reports (Patient Name) >> Secure to limited list of pandemic 
response leads.  

• Covid Lateral Flow Test Results (Patient Name) >> Secure to limited list of 
pandemic response leads. 
 

Access to reports of this nature are currently managed through named and maintained 
authorisation groups within the Business Intelligence reporting server tool, but 
maintenance is manual. Going forward it will be linked to a more robust ESR linked 
AD, which is an ongoing project in development by IT. The Covid response directory 
access list was recently reduced significantly to align to current eligible users. 
 
It is recognised that as with any large organisation managing multiple corporate and 
clinical systems, there will be underlying data quality issues, both stemming from 
business as usual data entry errors or user oversights. To mitigate this, data quality 
reports are published and available to all staff which help feed audit and help monitor 
operational practice to mitigate this issue. The clinical systems team also runs starter 
and refresher user training to maintain a good level of data recording. Business 
Intelligence manage the portfolio of these reports. However, it is a combination of the 
Nursing, Quality and Therapies Directorate, the Operations Directorate and Clinical 
Systems, that monitor compliance and undertake corporate and clinical audits.  
Although the majority of our identifiable data use is for direct patient care (acceptable) 
and any planning or development reporting uses confidential data (also acceptable), 
the Trust does have a technical solution and process in place for instances such as 
research where future disclosures should have data opt-outs applied. 

3.4  ESR 
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There have not been any system or data security issues in year. 
 
The Trust has participated in two NHSE/I information interface projects. An 
‘Occupational Health’ and a ‘Core Skills Training Framework’ interface project with 
NHS E/I between Trust ESR systems. The projects link up a bi-directional feed to 
ensure that staff occupational health and core learning information is shared. This has 
the benefit that when staff leave or join from another NHS Trust, such as doctors on 
rotation, they will have a digital passport with essential information. 
 
Data quality audits and reviews are carried out monthly using system reports. There 
are no emerging themes or trends following these reviews. 

4.0 CYBER / DATA SECURITY 

4.1  Access Controls 
The Trust has an established process for starters and leavers access to our IT and 
Clinical Systems. The leaver process is automated based on an ESR report from 
workforce on a weekly basis. The process disables the account and archives it in 
leavers accounts. There have been 1,434 new AD accounts set up, while there have 
been 832 leavers processed. It is noted the number of accounts that have been 
removed is less than expected, this is due to an increase of leavers moving to bank 
staff. It is recognised that this process does not suitably cover inter-organisational 
moves as this is reliant on leads notifying IT of the access changes needed. There is 
a project underway to streamline this process. Microsoft Identity management (MIM) 
will be used to automate the Joiners, Leavers and Movers process. Implementation of 
this project is being undertaken in Q2, 2022. 

4.2  Cyber Report 
The Countywide IT service (CITS), is responsible for managing the cyber response for 
the ICS. CITS provides cyber security updates to the ICS Digital Executive Steering 
Group, which the SIRO is a member. GHC however, reviews Cyber threats during 
weekly meetings with actions assigned to Deployment, Server and Infrastructure 
teams to resolve potential threats. These threats are identified from Carecert alerts, 
Microsoft Defender alerts and vendor notifications. GHC are also responsible for 
ensuring accreditation such as Cyber Essentials Plus. Re-certification assessment was 
completed in May 2022 which highlighted that GHC would fail due to out of support 
Windows 10 operating system. Re-certification will be submitted for CE in July 2022 
and expectation is CE Plus accreditation will be achieved in September 2022. CITS 
undertake penetration testing for GHC throughout the year, the frequency of this has 
been disrupted and reporting requires improving due to lack of context. CITS 
penetration is due to re-commence in Q3 of 2022. GHC have engaged with an external 
organisation to run penetration testing during September 2022. NHS England (Exeter) 
undertake monthly penetration testing of externally facing links. Reports are provided 
to the ICS Cyber group and Corporate Systems Working Group. 

The National Cyber Security Centre (NCSC) continues to issue updates on likely 
Russian state-sponsored and criminal cyber threats. There was no new advice issued 
in June, however organisations are being reminded to stay on alert. 

4.3  Data Destruction 
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• IT Equipment 
There have been no reported issues around data destruction or disposal. The 
contract is held with Hewlett Packard (HP) and was reviewed July 2021. Devices 
are collected by HP who in turn issue reports of what has been destroyed, recycled 
etc.  All data is wiped/destroyed to the required standard and an HPEFS Disposal 
Certificate is provide for each collection. Six collections have taken place in the last 
12 months, 800 devices in total. 

• Print waste 
There have been no reported data issues with the print waste contract or supplier. 
Additionally, the supplier has not highlighted any data issues. 

4.4.  Cyber Data Security Risks 
The Digital Group manages the cyber security risks for the Trust. The top three risks 
are currently: 

Risk Information/Mitigation 

Email Phishing 

Multi factor account authentication on accounts, Azure ID 
protection on all office 365 accounts, KnowBe4 second chance 
installed, MS Defender on all end points, annual phishing test, 
annual data security training and cyber awareness training in 
place acts to mitigate the risk. 

Log4Shell 
All information assets have with supplier details have been 
provided to the ICS cyber team who are working through them 
ensuring there is mitigations in place from the system suppliers. 

Unsupported 
Software 

Unsupported software identified by Cherwell Asset 
Management and removed or updated. 

 
4.5 Phishing 

Phishing remains to be a high risk to the Trust, with the Trust’s Office 365 tenant 
identifying 1200 phishing emails per day. It is estimated by industry experts reports 
that one in ninety-nine emails are a phishing attack. Additionally, 30% of phishing 
emails are opened, phishers are getting more sophisticated in their efforts to trick 
recipients. 66% of malware on networks is installed via malicious email attachments.  

The Trust has a number of technological measures to protect against cyber-attacks, 
however attackers are increasingly relying on users. As part of the Trust’s response 
plan and to help protect against phishing attacks, we carry out annual phishing 
simulations. The results and recommendations falling out of the simulation are reported 
to and managed through the Digital Group. 

In December 2021 a system partner was subject to a phishing attack that resulted in 
their systems being compromised. They are still experiencing disruptions some months 
later and has had a large financial impact to remediate the damage. 

4.6 Patching 
Windows Servers Update Service (WSUS) is a Microsoft Solution for deploying 
Microsoft operating system patches. Microsoft release these patches on a monthly 
basis as an accumulative update and by using WSUS and KACE, these patches are 
deployed to server and end point devices. Critical updates are deployed within 14 days 
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of release. Any updates with errors are managed through the IT support desk and on-
site technicians. The ‘KACE’ patch management system is used for non-Microsoft 
applications and Microsoft Defender is used for reporting. 

4.7  Unsupported Software 
The Trust currently holds 74 devices or servers that are running unsupported 
Operating Systems (OS).  Laptops and desktop that are currently running unsupported 
operating systems, are isolated from having internet access which ensure tighter 
security of the devices. The servers running unsupported OS are part of an older 
servers’ estate that is in the process of replacement\migration. Microsoft Defender is 
user to identify unsupported applications and these are monitored and rectified by GHC 
Server team. 
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AGENDA ITEM: 21/0922 

 
GLOUCESTERSHIRE HEALTH AND CARE NHS FOUNDATION TRUST 

COUNCIL OF GOVERNORS MEETING 
Wednesday 13 July 2022 
Held via Microsoft Teams 

_________________________________________________________________________ 
 
PRESENT:   Ingrid Barker (Chair)   Nic Matthews  Graham Hewitt 

 Erin Murray   Sarah Nicholson  Ruth McShane 
 Jenny Hincks    Chris Witham   Laura Bailey 

Rebecca Halifax  Kizzy Kukreja  Alan Cole 
Jacob Arnold   Ismail Surty  Michael Gibbons 
Steve Lydon 
 

IN ATTENDANCE: Steve Alvis, Non-Executive Director 
Steve Brittan, Non-Executive Director 

 Marcia Gallagher, Non-Executive Director 
Anna Hilditch, Assistant Trust Secretary 
Sumita Hutchison, Non-Executive Director 
Ali Koeltgen, Deputy Director of HR & OD  
Jan Marriott, Non-Executive Director 
Kate Nelmes, Head of Communications 
Paul Roberts, Chief Executive 
Lavinia Rowsell, Head of Corporate Governor/Trust Secretary 
Graham Russell, Non-Executive Director/Deputy Chair 
Neil Savage, Director of HR & OD 
Gillian Steels, Corporate Governance Support 
John Trevains, Director of Nursing, Therapies and Quality 

 
1. WELCOMES AND APOLOGIES 
 
1.1 Ingrid Barker welcomed colleagues to the meeting.  

 
1.2 Apologies had been received from the following Governors: Tracey Thomas, Dan 

Brookes and Juanita Paris.  The following Governors did not attend the meeting: Paul 
Winterbottom and Karen Bennett.   

 
1.3 Ingrid Barker welcomed four new Public Governors to the meeting.  Ismail Surty 

(Gloucester), Alan Cole (Tewkesbury) and Jacob Arnold (Forest) had been appointed 
from 1 June 2022.  Michael Gibbons (Stroud) had been successfully elected and 
commenced in post on 1 July.  The Council also welcomed back Jenny Hincks 
(Cotswolds) who had been reappointed for a second term. 

 
2. DECLARATIONS OF INTEREST 
 
2.1 There were no new declarations of interest. 
 
3. MINUTES OF THE PREVIOUS MEETING 
 
3.1 The minutes from the previous meeting held on 18 May 2022 were agreed as a 

correct record. 
 
4. MATTERS ARISING AND ACTION POINTS 
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4.1 The actions from the previous meeting were either complete, on-going or included on 

this meeting’s agenda. 
 
4.2 The Council was asked to note that a more detailed briefing on the Trust’s clinical 

systems was in development and would be shared in the coming weeks. 
 
5.  NOMINATIONS AND REMUNERATION COMMITTEE SUMMARY REPORT 
 
5.1 The purpose of this report was to provide a summary to the Council of Governors of 

the business conducted at the Nominations and Remuneration (N&R) Committee, held 
on 29 June 2022.  Chris Witham, Lead Governor and Member of the N&R Committee 
presented this report to the Council. 

 
Appointment of a Non-Executive Director (NED) 
 
5.2 At its meeting on 2 March, the Nominations and Remuneration Committee received 

and endorsed a report on the way forward with the recruitment of a NED to replace 
Clive Chadhani, who had stood down due to international job relocation. The 
Committee approved the role outline, person specification and other related 
requirements to be able to commence the recruitment process for a new NED. 

 
5.3 The Trust subsequently partnered with Gatenby Sanderson, an Executive Search 

agency, which has previously successfully assisted in sourcing applicants and 
supporting long listing, short listing and pre-interview processes for potential 
appointees. Gatenby Sanderson worked in partnership with the Trust and the position 
was advertised nationally on job-boards and through social media.   

 
5.4 The advert went live in early April 2022 and the deadline for applications was 9th May. 

A longlisting meeting was held on 18th May, with shortlisting on 1st June, and the 
interviews on 22nd June 2022. In advance of the interviews, a number of focus groups 
were scheduled for conversations with the shortlisted candidates, with feedback being 
given for consideration by the interview panel. All governors except those on the 
interview panel had been invited to participate in a focus group. Three Governor 
members of the Nominations and Remuneration Committee participated in the 
interview panel on 22 June alongside the Trust Chair, a NED and an Expert by 
Experience.  The Chief Executive was also in attendance in an advisory capacity. 

 
5.5 Having considered the feedback from the discussion groups and individual meetings, 

and undertaken a rigorous interview, the recommendation was the appointment of Ms 
Nicola De Iongh as a Non-Executive Director for a three-year term commencing on 14 
July 2022, at a remuneration rate of £14,000 per year. The Nominations and 
Remuneration Committee considered this report and endorsed the recommendation 
for onward presentation and approval by the Council of Governors.  The Council of 
Governors approved the appointment of Nicola de Iongh. 

 
Non-Executive Director Appraisal Outcome 
 
5.6 The purpose of this report to the N&R Committee was to provide a summary of the 

2021/2022 appraisals for all Non-Executive Directors of the Trust which had been 
conducted in line with NHS improvement guidance and the Foundation Trust Code of 
Governance. 

 
5.7 Appraisal meetings for all NEDs took place during April and May 2022. In advance of 

each meeting, NEDs were asked to undertake a self-review focusing on their 
achievements over the past year and previously agreed objectives. Following the 
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meeting, a summary of the discussion, proposed objectives and development plans 
were shared with each NED and signed off by both parties.  

 
5.8 Appraisals were conducted for Marcia Gallagher, Graham Russell, Sumita Hutchinson, 

Jan Marriott, Stephen Alvis and Steve Brittan.  The Committee received the summary 
appraisal outcome in relation to each of the NEDs, along with the current NED 
portfolios document.   

 
5.9 The Committee was fully assured that the appraisals had been carried out in line with 

national guidance, that they had been consulted on the process and timeline, and the 
outcome had been well summarised with the key points.  It was agreed that the Trust 
was very lucky to have a strong group of NEDs and the Committee thanked Ingrid 
Barker for carrying out such a robust process and preparing a comprehensive report. 

  
5.10 The Council of Governors noted the positive outcome of this year’s NED appraisal 

process. 
 
Chief Executive Recruitment Process 
 
5.11 The Committee noted that Paul Roberts, current CEO, had tendered his notice on the 

basis of his intent to retire at the end of March 2023.  
 
5.12 The purpose of this paper was to outline to the Nominations & Remuneration 

Committee details of the recruitment process, stakeholder / focus groups, details of our 
Executive Search partner, general appointment process and indicative timeline. 

 
5.13 The Committee noted this report and supported the process being carried out to recruit 

a new Chief Executive. 
 
5.14 Rebecca Halifax asked whether the Trust had explored other mechanisms and 

platforms for carrying out senior manager appointments.  Neil Savage advised that the 
Executive Search agency would be using psychometric testing but he said that he 
would welcome a conversation to hear Rebecca’s thoughts outside the meeting. 

 
Deputy Lead Governor Role Description  
 
5.15 In July 2020, the Trust put in place interim arrangements for the Lead Governor 

position following the resignation of the postholder.  At the time, it was agreed that it 
would be sensible to appoint an interim Deputy Lead Governor to provide additional 
cover during this period, taking into account the working commitments of the interim 
Lead Governor.  The Trust had not used a Deputy prior to this. In January 2021, the 
Council appointed Chris Witham into the substantive Lead Governor role.  At that time, 
it was felt that the role of Deputy was no longer required and would therefore be stood 
down.  It was agreed however, that this would be revisited during the year. 

 
5.16 Following discussion at its meeting in March 2022, the N&R Committee agreed that a 

Deputy Lead Governor position would be helpful to provide cover in times of sickness, 
capacity or potential conflicts of interest.   

 
5.17 The Committee received the proposed Role Description for the Deputy Lead Governor.  

A number of other Trust’s had been contacted to share examples of existing Deputy 
role descriptions to see how this role had been developed elsewhere. It was noted that 
the main role of the Deputy was a deputising role; however, recognising the 
Committee’s previous request to have a specific focus it was proposed that the Deputy 
Lead Governor will act as the Council’s link, working alongside the Chair and Trust 
Secretariat in relation to developing Membership and Engagement activities and  
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 strategy. A key element of the Governor role is to represent the interests of Members 

and promote membership engagement.  This will include, assisting in the promotion of 
events and working with fellow Governors to coordinate new approaches to 
membership engagement.  The Deputy Lead Governor will be a standing member of 
the Council’s Membership and Engagement Committee.  

 
5.18 The Council of Governors received the Deputy Lead Governor role description.  This 

was supported and approved. It was agreed that work would now take place to 
organise the nomination process for seeking an appointment to this position.  ACTION 

 
6. ANNUAL REPORT AND ACCOUNTS 2021/22 
 
6.1 The purpose of this item was to present the Council of Governors with the final draft 

Annual Report and Accounts 2021/22, to meet their statutory duty to “Receive the 
Trust's Annual Accounts and any report of the Auditor on them”. 

 
6.2 It was noted that the Annual Report was Laid before parliament on 7th July and would 

be formally presented to the AGM taking place on Tuesday 20th September 2022.  
 
6.3 As in previous years a briefing session would be arranged for Governors to learn more 

about the Annual Report and Accounts, with the session led by Marcia Gallagher (Chair 
of Audit & Assurance Committee), Sandra Betney (Director of Finance) and a 
representative from our External Auditors. Governors would be notified of the date and 
invited to attend in due course.  ACTION 

 
7. ANY OTHER BUSINESS 
 
7.1 There was no other business. 
 
8. DATE OF NEXT MEETING 

  
8.1 The next meeting would take place on Wednesday 14 September 2022 at 2.00pm.  
 

COUNCIL OF GOVERNORS 
ACTIONS 

 
Item Action Lead Progress 
18 May 2022 
9.2 Governors to be provided with a more detailed 

briefing on clinical system developments and 
integration 
 

Trust Secretariat Complete 
Briefing circulated to 
Governors alongside 
meeting papers for 

September CoG Meeting 
 

13 July 2022 
5.17 Work to take place to organise the nomination 

process for seeking an appointment to the 
Deputy Lead Governor position.   
 

Trust Secretariat Ongoing 
Nomination process to 

commence w/c 19th 
September 

6.3 A briefing session would be arranged for 
Governors to learn more about the Annual 
Report and Accounts. Governors would be 
notified of the date and invited to attend in due 
course.   
 

Trust Secretariat Complete 
Session booked for 22nd 

September at 3-4pm 
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AGENDA ITEM: 22/0922 
 

WORKING TOGETHER ADVISORY GROUP SUMMARY REPORT 
 

DATE OF MEETING: 14 JULY 2022 
 

COMMITTEE GOVERNANCE • Chair – Jan Marriott, Non-Executive Director 

 

KEY POINTS TO DRAW TO THE BOARD’S ATTENTION 
 
USING DATA FROM FRIENDS AND FAMILY SURVEYS 
The Group received a helpful and informative overview from Expert by Experience, Jennifer 
Skillen on her Patient Participation Group (PPG) work on interpreting patient feedback data 
and the techniques used to analyse this information. The group acknowledged that there 
is a large amount of existing information and data which provides patient/service-user 
feedback and Jennifer illustrated how we needed to turn this into organisational wisdom. 
 
The Group reflected on the usefulness of the Friends and Family Test surveys and agreed 
that the qualitative side of this data was a valuable source of intelligence, however, it was 
also important to have the time to analyse the information received. It was noted that the 
Trust was currently reviewing its Friends and Family Survey methods. Currently GHC 
receives over 1,000 comments a month.  
 
CO-PRODUCTION TRAINING – OPTIONS PAPER / PRESENTATION 
The Group received a presentation providing further information on what offers were 
available for members regarding co-production training.  
 
The Group split into two breakout groups to consider further who the audience would be 
for the training; how often should courses be delivered and the method for providing this 
training. There was a consensus that everyone would benefit from training but recognition 
that this may be difficult to achieve with the current challenges of releasing staff for statutory 
and mandatory training. The WTAG would test out any proposed training and it was agreed 
that the potential of an e-learning package would be most beneficial; enabling online 
delivery to accommodate different learning styles. 
 
Further work would be carried out to identify a suitable training provider, taking on board 
the comments and feedback from the group. A resilient model going forward would be a 
‘train the trainer’ model.  
 
ICS CITIZENS PANEL 
The Group received an update on the work taking place to recruit over a thousand 
Gloucestershire residents to provide anonymous feedback on services.  The ICS Citizens 
Panel were currently recruiting a company that would manage this recruitment process.  
The group agreed that it would be helpful to confirm how the work of the panel would link 
in with the work of the WTAG going forward.    
 
LOCALITY AND COUNTYWIDE ENGAGEMENT UPDATES 
The Group received a helpful update on the excellent work taking place within the 
Integrated Locality Partnerships (ILPs) across Gloucestershire. 
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ICS VOLUNTARY SECTOR MEMORANDUM OF UNDERSTANDING (MOU) 
The Group received a copy of the ICS voluntary sector MOU which had been shared for 
information.  It was agreed that this document provided some helpful overarching principles 
for partners working together within the ICB system. 
 

 

ACTIONS REQUIRED BY THE BOARD  
The Board is asked to: 

• Note the contents of the report.  
 

 

DATE OF NEXT MEETING 12 October 2022 
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AGENDA ITEM: 23/0922 
  

 GPTW COMMITTEE SUMMARY REPORT 
DATE OF MEETING: 3 AUGUST 2022 

 
COMMITTEE GOVERNANCE • Committee Chair – Graham Russell, Non-Executive 

Director 

• Attendance (membership) – 66% 
• Quorate – Yes  

 
 

KEY POINTS TO DRAW TO THE BOARD’S ATTENTION 
 
COLLEAGUE STORY 
An anonymised colleague’s story was shared with the Committee from a former member of the 
Trust who had retired since the circumstances occurred. The individual shared that they had worked 
within the NHS for 38 years, and had unfortunately contracted Covid in 2020, which then turned in 
to long-Covid. The colleague felt that managers had demonstrated little, or no understanding of 
long Covid and the support available. The colleague had chosen to leave their role following a ‘final 
straw’ email, which they felt had demonstrated a lack of compassion and values of the Trust. It was 
reported that when the conversations were followed up with other members of the colleague’s team, 
they had felt support was offered. The Committee was assured that the team was now in a good 
place to move forward. 
The Committee was supportive of receiving anonymised stories as it was important to hear about 
experiences and to discuss any learning to be taken from this, but it was equally important to 
remember that there was more than one side to a story.  
 
DEEP DIVE – JUST & LEARNING CULTURE 
The Just and Learning Culture Deep Dive presentation was shared with the Committee, which 
outlined the Trust’s commitment through the People Strategy and the Just and Learning Culture of 
the Trust and what it meant. 
Neil Savage, Director of HR & OD explained what Just and Learning Culture meant and 
summarized that it was where an organisation, its colleagues and systems put equal emphasis on 
accountability, learning, training & support. It was reiterated that it was not finger pointing or blame, 
but a focus on understanding of what happened and learning from it; whilst at the same time 
supporting colleagues compassionately, repairing harm and rebuilding trust.  
 
PERFORMANCE REPORT – WORKFORCE KPIS  
The Committee received the Performance Report – Workforce KPIs, which provided a high-level 
view of KPIs across the Trust. The starters and leavers data was highlighted within the report and 
showed a net gain of 63 headcount over the whole 12-month period, but a net reduction of 61 
headcount since February 2022.  
It was reported that the 12-month average Trust staffing turnover had increased to 14.9%. The 
national average historically was between 10-12%. The recent pension scheme changes had 
negatively impacted turnover in the Trust and in the NHS this year.  
It was reported that the top reasons for sickness absence across the Trust remained 
anxiety/stress/depression/other psychiatric illnesses.  
 
HR & OD RISK REGISTER & BOARD ASSURANCE FRAMEWORK 
The Committee received the HR and OD Risk Register which provided information and assurance 
of the management of the HR & OD risks that form part of the Corporate Risk Register. 
The Committee was informed the risk that the Trust fails to recruit, retain and plan for a sustainable 
workforce to deliver services in line with GHC’s strategic aims and objectives; had been split in to 
two risks from the original all encompassing “Great Place to Work - Model Recruitment and 
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Retention”. The Committee was informed that the purpose of the change was to enable clearer 
focus, oversight and debate on the difference between more immediate transactional and 
operational recruitment and retention risks; and the longer-term strategic risk impacting all NHS 
providers and international health care. 
The Committee discussed and noted the information and assurance provided. 
  
The Committee received the Board Assurance Framework (BAF) which provided assurance on the 
management of the Trust’s strategic risks. The inclusion of risk 4 – recruitment and retention was 
highlighted. Neil Savage, Director of HR & OD informed the Committee following the ongoing issues 
with workforce supply, demand, population demographics, pay award and the government decision 
not to adopt a national workforce strategy; that it was proposed the target risk score should be 
increased to 12; as the factors were outside the Trust’s control. The Committee supported the 
decision.  
 
TRAC UPDATE & PROGRESS REPORT 
The Committee received the TRAC Update and Progress Report which informed of the progress 
against the TRAC project objectives and achievement of project implementation deliverables. 
The Committee was assured that TRAC had been implemented as planned, and was achieving 
the objectives set out in the project plan. The Committee was advised that the recruitment team 
remained focussed on post implementation learning, review and measuring the performance and 
effectiveness of recruitment services.  
 
2022 PEOPLE PULSE SURVEY AND RESULTS & STAFF SURVEY ACTION PLAN 
The Committee received a summary of the most recent People Pulse Survey, which included the 
Friends and Family Test results; and an update on the 2021 Staff Survey Action Plan. It was 
recognised that there was a low up-take on the Pulse Survey, and this was also an issue nationally.   
The Committee noted the results of the most recent People Pulse Survey plus the resultant actions, 
and noted the progress with taking forward the Staff Survey Action plan: and took assurance that 
the Trust was continuing to engage with colleagues and progress the actions identified as outputs 
of the 2021 Staff Survey results. 
 
ANNUAL WORKFORCE DISABILITY EQUALITY STANDARDS/WORKFORCE RACE 
EQUALITY STANDARDS (WDES/WRES) SUBMISSION 
The Committee received the Annual WDES and WRES Submission and it was informed that the 
results of which would inform the 2022/23 WDES and WRES action plans. The Committee was 
informed that 11.9% of the Trust’s workforce had chosen not to share their disability status and that 
this was significantly lower than those that had chosen to share their ethnicity.  It was noted Eastern 
European was included within the ‘white’ ethnic category and that this would be reviewed and 
changed as employers were advised to consider this group as a minority within the WRES action 
plan.  The Committee noted the content of the report.  
 
OTHER ITEMS RECEIVED 
The Committee formally approved the updated Learning and Development Strategic Framework. 
The Committee received and agreed the Health & Wellbeing Strategic Framework.  
The Committee received the the HR Policy Manual Project Overview and was advised that work 
was taking place in line with the HR and OD annual business planning objectives and aligned to 
the Trust’s People Strategy commitments. 

 
 

ACTIONS REQUIRED BY THE BOARD  
The Board is asked to: 

• Note the contents of the report.  
 
DATE OF NEXT MEETING 5 October 2022. 
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AGENDA ITEM: 24/0922 
 

 MHLS COMMITTEE SUMMARY REPORT 
 

DATE OF MEETING: 17 AUGUST 2022 
 

COMMITTEE GOVERNANCE • Committee Chair – Sumita Hutchison, Non-Executive 
Director 

• Attendance (membership) – 75% 
• Quorate – Yes  

 
 

KEY POINTS TO DRAW TO THE BOARD’S ATTENTION 
 
ETHNIC MINORITY COMMUNITIES & GLOUCESTERSHIRE’S MENTAL HEALTH SERVICES 
REPORT 
The Committee received the Ethnic Minority Communities and Gloucestershire’s Mental Health 
Services report, which provided an update on the implementation of the recommendations arising 
from engagement on the local report ‘#BlackLivesMatter - Gloucestershire Mental Health Services’ 
(2021)’. The name of the report had changed from Black Lives Matter to Ethnic Minority 
Communities. This was to remove any confusion that this only applied to black people, and that it 
was about all minority ethnicities. 
The Committee was informed that the Trust was now an early adopter of the Patient and Carer and 
Race Equality Framework (PCREF), which was an organisational cultural competency framework. 
The Committee was informed that the PCREF would consist of three parts, which were; Leadership 
and Governance, Organisational Competencies and Feedback Mechanism.   
The Committee noted and endorsed progress to-date, which included plans to develop the PCREF 
within GHC. 
 
MENTAL HEALTH OPERATIONAL GROUP UPDATE  
The Committee received an update on the Mental Health Operational Group, which included activity 
and business discussed at the meeting.  
Discussions held about the Charlton Lane CQC action plan was highlighted and it was reported 
good progress had been made with 59% on target and 33% completed. The remaining 8% were 
actions which were outstanding due to the key meeting with POWhER being cancelled. It was noted 
that this had been rescheduled for early September. 
 
The Committee was informed that reforming the MHA had been discussed at the MHOG Forum 
and the staffing impact had been reviewed. It was estimated staffing increases would require: 

- 4 WTE inpatient consultants 
- 1.9 WTE inpatient nurses 
- 1.9 WTE care co-ordinators. 

 
The Committee noted the activity and business discussed. 
 
MHA POLICIES 
The Committee received the Community Treatment Orders (CTO) concerns of family policy, which 
reported on the audit of the records of a random selection of CTO patients and focused on whether 
the concerns of carers and relatives were being followed up. The Committee noted the significant 
assurance provided by this report. 
 
The Committee received the Audit of Timing of Hearings, which reported on the timings of MHA 
Managers’ hearing after renewal of detentions and extensions of community treatment orders. 
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The Committee noted the significant assurance provided by the report that all renewals/extensions 
had resulted in Mental Health Act Managers’ hearings, the overwhelming majority of which took 
place within the Trust’s policy timescale.  
 
The Committee received the MHA Managers’ Policy (post Covid changes) which sought 
endorsement by the Committee of a revised MHA Manager’s policy which would allow for hearings 
to return to face to face settings. The Committee endorsed the amendments to the policy. 
 
REVIEW OF MH ACT/MENTAL CAPACITY ACT/DEPRIVATION OF LIBERTY SAFEGUARDING 
TRAINING  
The Committee received the review of MHA/ MCA/ DoLs Training report, which provided an update 
on the Trust’s current position for MCA, MHA and DoLS training and plans of provision moving 
forward.  
The Committee was informed the training compliance for the MHA was at 98%. MCA level 1 training 
was now mandatary for all clinical staff. It was reported that resources for training were a 
constraining factor if a large number of staff need renewed MCA and/or LPS training, unless 
provided by way of e-learning. This would be monitored and developed. 
The Committee noted the current position with training provision and the developmental proposals 
presented. 
 
REVIEW OF MCA PRACTICE, DOLS APPLICATIONS UPDATE REPORT & LIBERTY 
PROTECTION SAFEGUARDS UPDATE 
The Committee received the Review of MCA Practice, DoLS Applications update Report and 
Liberty Protection Safeguards update. 
The new mandatory requirement for all staff to undertake the level 1 MCA training and for all clinical 
staff to complete level 2 MCA training was discussed; and it was reported that the first cohort for 
level 2 training would be band 7 clinical staff. Band 6 staff would follow and so forth. 
The Committee was informed that the training consisted of a 3-hour webinar and completion of an 
e-Learning module regarding MCA record keeping on RIO and System One. 
The Committee was informed that the total of DoLs inpatient referrals made in the previous year 
across all areas of the Trust was 115, and only 14 were authorised by the local authority. It was 
noted that 99 of the referrals were community physical health patients and 16 were mental health 
patients.  
The Committee noted the operational changes for MCA lead work, sitting within the Nursing, 
Therapies and Quality Directorate. The Committee noted the information provided in relation to 
DoLS activity and LPS implementation. 
 
OTHER ITEMS RECEIVED 
The Committee received the reports of issues arising at MHAM Forum. 
The Committee received and noted the update provided on Reports of Issues Arising at MHAM.  
 

 
 

ACTIONS REQUIRED BY THE BOARD  
The Board is asked to: 

• Note the contents of the report.  
 
DATE OF NEXT MEETING 19 October 2022. 

 



 

 

Gloucestershire Health and Care NHS Foundation Trust: TRUST BOARD PUBLIC SESSION – 29 September 2022 
AGENDA ITEM 25: Board Summary – Audit & Assurance Committee Summary – 24 August 2022  Page 1 of 2                                                                                                                            
 

AGENDA ITEM: 25/0922 
 

 AUDIT & ASSURANCE COMMITTEE SUMMARY REPORT 
 

DATE OF MEETING: 24 AUGUST 2022 
 

COMMITTEE GOVERNANCE • Committee Chair – Marcia Gallagher, Non-Executive 
Director 

• Attendance (membership) – 83% 
• Quorate – Yes 

 
 

KEY POINTS TO DRAW TO THE BOARD’S ATTENTION 
 
INTERNAL AUDIT - PWC 

The Committee received two internal audit reports completed by PwC for consideration and noted 
that none of the findings were of high risk.  

Workforce Well-being – Classification: Low Risk. 3 low risk recommendations. The report reviewed 
the governance arrangements in place for managing and delivering the Trust’s Health and 
Wellbeing strategy and a review of Trust plans to implement the strategic framework.  
 
DSPT Review – Classification moderate assurance level. The audit of the DSPT was a requirement 
as part of the independent assessment of the Trust’s Information Governance arrangements 
against a set of mandatory assertions of the DSPT.  
 
INTERNAL AUDIT – BDO  
The Committee received the Progress Report 2022/23 from BDO, which provided an update on the 
progress made towards the 2022/23 internal audit plan. This also included the HFMA Checklist re 
Financial Sustainability and a BDO publication on the Global Risk Landscape – 2022. The 
Committee noted the progress report, including the timings of audit reviews.  
 
COUNTER FRAUD, BRIBERY & CORRUPTION 
The Committee noted and received the Counter Fraud, Bribery and Corruption Annual Report 
2021/22, the Benchmarking of Counter Fraud Functional Standard Returns and an update on 
counter fraud activity since May 2022 including the outcome of the Petty Cash Review. The Petty 
Cash Review was low risk report with a green rating. The summary of live and closed investigations 
was shared with the Committee.  
 
FINANCE COMPLIANCE REPORT 
The Committee noted the Finance Compliance report, which provided an update on actions taken 
under delegated powers. It was reported the debtors’ position had increased by £2.5m since March 
2022 and that the majority of this was from accruals.  
 
Staff overpayment balance outstanding was £91,413 as at 31 July 2022. This was driven mainly by 
the late submission of leaver forms. It was reported that there had been an improvement in reporting 
and speed of recovery.  
 
REVIEW OF STANDING FINANCIAL INSTRUCTIONS 
The Committee endorsed the proposed changes to the Standing Financial Instructions and 
Scheme of Delegation and approved a 10% increase to all financial limits in the SFIs and SoD 
rounded up to an appropriate round number, or to the specific increases where proposed by the 
Director of Finance. 
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CYBER SECURITY ASSURANCE REPORT 
The Committee received the Cyber Security Assurance Report and noted the cyber risks faced 
by the organisation. The results of a recent cyber security phishing simulation were shared with 
the Committee and the results showed that more training was required for Trust staff to help 
identify phishing emails.  
 
ANNUAL SIRO REPORT 
The Committee endorsed the Annual SIRO Report, which provided assurance on the effectiveness 
of controls for Information Governance, data protection and confidentiality, and documented the 
Trust’s compliance with legislation and regulatory requirements.  
 
ANNUAL HEALTH & SAFETY & SECURITY REPORT 
The Committee received the Annual Health and Safety and Security Report, which provided 
assurance that the Trust had structures and processes in place to lead both Security Management 
and Health and Safety as required by legislation and the NHS standard contract. The Committee 
noted key activities and forthcoming developments in the service including the review of the Health 
and Safety Manual and the work with business intelligence on incident reporting. 

PROCUREMENT SHARED SERVICES ANNUAL REPORT 
The Committee received the Procurement Shared Services Annual Report, which provided 
assurance of the Procurement Services delivered. It was highlighted that the as the Trust was a 
‘Contracting Authority’ under the Public Contracts Regulations 2015, all procurement was required 
to be compliant. It was reported that the Public Procurement Bill 2022 currently had no firm timeline, 
but was expected to come in to force in 2023.  
 
The ongoing challenges of the pandemic and national lockdowns were highlighted within the report; 
along with wide adoption of remote working by suppliers, rising prices, global supply chain 
disruptions, product shortages and staff recruitment/retention issues; all of which greatly affected 
the Procurement Shared Services.   
 
REVIEW OF EXTERNAL AUDITOR EFFECTIVENESS 
The Committee received and noted the positive outcome of the annual review of the effectiveness 
of the external audit function delivered by KPMG.  
 
OTHER ITEMS RECEIVED 
 The External Audit Progress Report and Technical Update and noted the report. 
 The Committee received the Board Assurance Framework (BAF), and considered the revised 

BAF, noting the overarching risk profile for the Trust. 
 The Committee received the Corporate Risk Register and noted and discussed the 

information and assurance provided.  
 

 
 

ACTIONS REQUIRED BY THE BOARD  
The Board is asked to: 

• Note the contents of this report. 
 
DATE OF NEXT MEETING 10 November 2022. 
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AGENDA ITEM: 26/0922 
 

 RESOURCES COMMITTEE SUMMARY REPORT 
 

DATE OF MEETING: 25 AUGUST 2022 
 

COMMITTEE GOVERNANCE • Committee Chair – Steve Brittan, Non-Executive Director 

• Attendance (membership) – 85% 
• Quorate – Yes  

 
 

KEY POINTS TO DRAW TO THE BOARD’S ATTENTION 
 
FINANCE REPORT – MONTH 4  
The Committee received the Finance Report for month 4, which provided an update of the financial 
position of the Trust.  At month 4, the Trust had a surplus of £0.081m and a forecast of break even 
in line with the revised plan. £2.882m was spent on agency staff in month 4, and that this was a 
30% reduction on last year and would leave the Trust £1.075m over “target” year to date. The Trust 
spent £3.684m on bank staff up to month 4, and had an £8.1m under spend on substantive posts. 
The Committee was informed that the Trust had delivered £4.514m of recurring savings as part of 
the Cost Improvement Programme (CIP). This was against the target of £5.512m. Meetings had 
been held on outstanding CIPs with positive feedback received. The Committee noted the month 
4 financial position. 
 
PERFORMANCE REPORT – MONTH 4  
The Committee received the Performance Dashboard for month 4, which provided a high-level view 
of key performance indicators (KPIs) in exception across the Trust. It was highlighted that all of the 
indicators featured within the report had previously been in exception, except indictor 2.27 SI 
reports levels 1 and 2 are sent to the CCG within 60 working days. 
Further conversations would be held at the Business Intelligence Management Group (BIMG) to 
agree the threshold on vacancy and turnover.   
Chris Woon shared the new tableau Integrated Service Dashboard with the Committee and 
demonstrated how to navigate the information available. The Committee thanked Chris Woon and 
his team for the progress made and looked forward to receiving further updates at future Resources 
Committee meetings.  
The Committee acknowledged the impact of SystmOne Simplicity project on the operational 
performance reporting of some physical health wait to treatment indicators for the period. A data 
quality improvement plan is in development. The Committee noted the report as a significant level 
of assurance that the Trust’s contract and regulatory performance measures were being met or 
that appropriate service action plans were being developed to address areas requiring 
improvement.  The Committee endorsed the escalation of 10 proxy indicators into Strategic 
indicators. 
 
NHS PREMISES ASSURANCE MODEL (PAM) SELF-ASSESSMENT  
The Committee received the NHS Premises Assurance Model (PAM) Self-Assessment, which 
provided an annual review of the Trust’s position following the PAM self-assessment and was 
informed that no ‘inadequate’ scores were found. The Committee recognised the progress made 
and approved the submission of the Trust’s PAM self-assessment. 
 
ICS GREEN PLAN 
The Committee received the ICS Green Plan, providing an opportunity to review and endorse prior 
to being presented to the ICS Board for ratification. The plan was an amalgamation of the Trust’s 
Green Plan, the Gloucestershire Hospitals Trust Green Plan and the previous Clinical 
Commissioning Group’s activities. Work was being progressed to map the ICS Green Plan 
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deliverables alongside the Trust’s own Green Plan objectives. The Committee received the latest 
draft of the ICS Green Plan and endorsed for presentation to the ICB. 
 
RISK UPDATE 
The Committee received the Corporate Risk Register, which provided information and assurance 
in respect of the Trust’s risk management framework. 
The Committee was informed of the new risks which had been added to the Corporate Risk 
Register, and highlighted risk 285, Cost of Living Crisis – Workforce and risk 273, Eating Disorder 
Service – Medical Resource. Both of which had been given a risk score of 16.  
The Committee noted and discussed the information and assurance provided.   
 
OTHER ITEMS RECEIVED 
The Committee received the Business Plan Report and noted the delivery of the 2022/23 business 
plan as at the end of quarter 1. 
The Committee received and noted the Service Development Report. 
The Committee received and considered the updated BAF, in particular, the risks for which it is 
the oversight committee. 
 

 
 

ACTIONS REQUIRED BY THE BOARD  
The Board is asked to: 

• Note the contents of the report.  
 
DATE OF NEXT MEETING 25 October 2022. 
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AGENDA ITEM: 27/0922 
 

QUALITY COMMITTEE SUMMARY REPORT 
 

DATE OF MEETING: 1 SEPTEMBER 2022 
 

COMMITTEE GOVERNANCE • Committee Chair – Jan Marriott, Non-Executive Director 

• Attendance (membership) – 100% 
• Quorate – Yes 

 
 

KEY POINTS TO DRAW TO THE BOARD’S ATTENTION 
 
CQC INSPECTION RESULTS BRIEFING  
John Trevains, Director of NTQ presented the CQC Core Services 2022 Inspection Result briefing 
and informed the Committee that the Trust had received an overall Trust quality rating of ‘good.’   
The ratings for Mental Health Services inspected in 2022 highlighted; Wotton Lawn requires 
improvement in safety, Berkeley House had moved from requires improvement to a good rating, 
and Charlton Lane had moved from a good rating to requires improvement.  The Committee was 
informed that the ‘must do’s’ had already been addressed and work was underway addressing the 
‘should do’s’. Updates would be presented as a standing agenda item at future Committee 
meetings.  
The Committee thanked the Quality Team for their work with supporting the organisation and for 
sharing good practice with the inspectors.  
 
QUALITY DASHBOARD 
The Committee received the Quality Dashboard Report, which provided a summary assurance 
update on progress and achievement of quality priorities and indicators across the Trust’s Physical 
Health, Mental Health and Learning Disability services. 
The Committee was informed that the Eating Disorders Service continued to experience challenges 
with waiting lists. It was noted that this was a system-wide issue and that a detailed recovery plan 
was being co-produced with the ICB.  
The Committee noted that there had been an increase in the number of pressure ulcers reported 
within Community Hospitals, Physical Health Services and that further validation work was 
underway.  
The Committee was informed that a deep dive would be planned for a future  Committee meeting 
to understand the reported increase in rapid tranquilisation and restrictive practices.  
Areas of positive quality improvement were highlighted and it was reported that there were no 
outstanding complaints exceeding 6 months. The Patient, Care and Experience Team (PCET) were 
praised for their work achieving this.  
 
LEARNING FROM DEATHS  
The Learning from Deaths Report provided information on the learning from mortality review 
process, data analysis and outcomes during quarter 1. The Committee was informed that there had 
been 175 patient deaths within quarter 1, none of which were judged more likely than not to have 
been due to problems in the care provided to the patient. The Committee was informed that there 
had been 62 inpatient deaths in Community Hospitals and Charlton Lane Hospital. 
It was reported that the most prevalent causes of deaths reported were relating to cancer, frailty of 
old age, respiratory and cardiovascular illness. There were 20 community mental health patient 
deaths, excluding those known to the service with primary diagnosis of dementia. A comparison of 
the data with the previous year was highlighted within the report and it was noted the primary cause 
continued to be natural causes, followed by suspected suicide.  
The Committee was informed that there were 10 community learning disability patient deaths in 
quarter 1. It was highlighted the number of deaths which had occurred in April was significantly 
higher than other months and the reason for this was unclear. All deaths had been referred to 
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LeDeR for review. It was further reported that of the 10 learning disability patient deaths, respiratory 
infections were the most prevalent cause of death.  
 
CORPORATE RISK REGISTER 
The Committee received the Corporate Risk Register, which provided information and assurance 
of the Trust’s management framework to support the Committee’s risk management 
responsibilities. The Committee was informed of the new risk which had been added to the 
Corporate Risk Register; risk 265 – presentation to closed MiiUs, risk of patient harm and impact 
on staff. This had been scored 12 and was detailed within the report.  
 
ALLIED HEALTH PROFESSIONALS UPDATE 
The Committee received the Allied Health Professional (AHP) Report, which provided an update 
on the AHP workforce of the Trust. The average vacancy factor had increased from 8.16% in May 
to just over 9% in August 2022 and it was highlighted that more people had left AHP Service roles 
than had joined between April 2021 and April 2022. The profile of leavers aged 30 – 34 years of 
age, showed that lack of progression was the main reason for leaving the service for this age group. 
The pay reward was the main reason for leaving amongst 34 – 39-year olds. The Committee was 
informed that they average age of the Trust’s AHP service was 41 years, with 14.3% of AHPs aged 
55 and over. The AHP skill mix was highlighted and it was reported that 17.5% of AHPs were band 
5 roles, 47.5% were band 6 roles and band 7 contributed to 26% of roles. 
  
The demographic data included within the report was highlighted and it was reported that the 
workforce was largely made up of white females, with very few staff members from an ethnic 
minority background. It was noted that this did not mirror the community in which the Trust served 
and that this should be addressed.  
 
The Committee was informed that the AHP team was currently working with the System and Health 
Education England in order to identify and map priorities to develop consistent occupation, specific 
sustainable education and career pathways. This would also include new Support worker roles.  
It was reported that the service had been awarded £60,000 by Health Education England which 
would be used as a System to ensure workforce deliverables.  
 
MEDICAL APPRAISAL ANNUAL REPORT 
The Committee received the Medical Appraisal Annual Report, which provided a summary of the 
work undertaken within the Trust to support the safe provision of clinical services through the 
medical practitioners working to the Designated Body aligned with national policy. The report would 
be presented full at the Trust Board in September. 
 
OTHER ITEMS RECEIVED 
The Committee received and noted the content of the Gloucestershire LeDeR Annual Report. 
The Committee received and noted the overarching risk profile for the Trust and identified any 
issues to be highlighted to the Board or other Committees. 
The Committee received and noted the Quality Assurance Group (QAG) Summary Report. 
The Committee received and noted the Quality Strategy Implementation Report. 
The Committee received and noted the Medical Optimisation Annual Report 
 

 
 

ACTIONS REQUIRED BY THE BOARD  
The Board is asked to: 

• Note the contents of the report.  
 
DATE OF NEXT MEETING 3 November 2022. 
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AGENDA ITEM: 28/0922  
 

CHARITABLE FUNDS COMMITTEE SUMMARY REPORT 
 

DATE OF MEETING: 6 SEPTEMBER 2022 
 

COMMITTEE GOVERNANCE • Committee Chair – Sumita Hutchison, Non-Executive 
Director 

• Attendance (membership) – 66% 
• Quorate – Yes 

 
 

KEY POINTS TO DRAW TO THE BOARD’S ATTENTION 
 
BID APPROVALS SINCE THE PREVIOUS MEETING OF THE COMMITTEE  
The Committee received the bid approvals made since the previous Committee meeting and 
noted that there had been no bids made in excess of £2,000 for the Committee’s approval.  
The Committee was informed of 7 approvals which had been authorised since June 2022, with 
the total value of £6,351. The Committee noted that there were no bids that required approval 
and noted the bids approved since the last meeting.   
 
CHARITABLE SUPPORT OPTIONS DURING THE COST OF LIVING CRISIS  
The Committee received a paper on the Charitable Funds support options during the cost of living 
crisis. The paper provided an update on the ongoing support and activities aimed at mitigating the 
impact of the cost of living crisis, and a recommendation for additional charitable funds support. 
The Committee was informed that members of staff had increasingly sought support from the 
Trust to mitigate the impacts felt from the crisis and that many were struggling to pay for 
petrol/diesel and energy bills.  
 
The proposal set out in the report was highlighted, which was to support the creation and 
operation of the Cost of living Hardship Fund. The Committee was informed that the objective of a 
Cost of Living Hardship Fund would be to function as a last resort for anyone who could 
demonstrate financial hardship as a result of the rising cost of living and where all other 
opportunities for support had been exhausted.  
 
The Committee discussed the options presented and also the levels of the Cost of Living 
Hardship grants which could be awarded.  
 
The Committee was presented with two options for discussion, which were: 

− Option A – open to all colleagues, subject to a declaration, or 
− Option B – open to those colleagues who had a referral suggested by the Citizens 

Advice service.  

The levels of the grant awards were as follows: 
− Level 1 - Up to £100, which would be considered by nominated executive 

director(s). 
− Level 2 - £101 – either £500 or £1000 maximum, which would be considered by an 

agreed virtual panel of one or two executives and one or more non-executives. 

Following discussion, the Committee recommended option A, to support all colleagues subject to 
declaration, with level 1 support; and to consider option B with level 2 support.  
The Committee agreed that the Trust Board would be informed of discussions and 
recommendations made.  
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The Committee also received (for information) the link to what can the NHS do about cost of living 
and poverty – practical ideas; by Sheffield DPH and noted the significant actions the NHS was 
taking to support the cost of living crisis. The Committee focused discussions on the use of 
charitable funds to support Trust colleagues and service users who may be facing dire situations; 
for example, district nurses noticing patients did not have basic food supplies i.e.; milk and bread 
and claiming money back from charitable funds to support.  
  
ORCHARD FUNDRAISING PROGRESS REPORT 
The Committee received the Orchard Fundraising Next Steps Report, which included the 
recommendations for the next steps of the charities fundraising performance. 
The Committee noted that a National Lottery Awards for All bid has been submitted (£10k). 
The Committee endorsed a capacity building grant submission to NHS Charities Together and 
endorsed the next steps for fundraising. 
The Committee received the Standing Operating Procedure (SOP), which captured the 
governance and operational procedures of the Trust’s Charities.  
The Committee endorsed the current procedures outlined in the SOPs. 
The Committee endorsed the suggested policies and endorsed the Gift Aid procedure 
contingent on registration with HMRC. 
 

 
 

ACTIONS REQUIRED BY THE BOARD  
The Board is asked to: 

• Note the contents of the report.  
 
DATE OF NEXT MEETING 7 December 2022. 
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AGENDA ITEM: 29/0922 

 
FOD ASSURANCE COMMITTEE SUMMARY REPORT 

 
MEETING BY CORRESPONDENCE 

 
COMMITTEE GOVERNANCE • Committee Chair – Steve Brittan, Non-Executive Director 

• Attendance (membership) – N/A 

• Quorate – N/A 
 

 

KEY POINTS TO DRAW TO THE BOARD’S ATTENTION 
 
Work Stream Status  
Overall RAG:  Previous RAG:  

 
Forest of Dean Assurance Committee members received a report (via correspondence on 7 
September) which provided an update on the overall programme progress of the new Forest 
of Dean hospital project plan.  
 
Progress to Date 
The programme is making good overall progress with all associated workstreams now 
established and Terms of Reference agreed.  
 
The programme structure has now been amended so that workstreams reflect the revised 
phase of the programme recognising the shift from business case development to construction 
with a greater emphasis on site management and operational planning.  Highlight reports from 
each workstream are being received and monitored by the Programme Board.   
 

 Construction Progress 
The project remains on track against programme with enabling works completed and the 
project now moved into the construction phase. The attached link provides access to the drone  
hospital flyover video from the beginning of the month: https://vimeo.com/732043668 whilst 
Appendix 1 shows the latest site photo’s with the start of the steel frame being erected. 
 
The Trust remains on track to receive BREEAM excellent rating for the project.  

 Planning Update 
We are awaiting District Council confirmation that we have provided sufficient information to 
discharge planning conditions for the waste management plan and landscape plan and fencing 
proposals in line with the ecological management planning.   
 
We continue to have dialogue with the District Council regarding the Electrical Vehicle Charging 
Points (EVCPs). The planners included a condition that the site accommodate 22kw chargers 
which we continue to have dialogue over.   
 
Compensation Events 
There is a clear tracking and approval process for Early Warning Notices (EWN) and the 
conversion of any of these into a Compensation Event which would then have a draw against 
the Trust’s held contingency.  Expenditure against this will require careful CDEL considerations 

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fvimeo.com%2F732043668&data=05%7C01%7Ckevin.adams%40ghc.nhs.uk%7C19f7fceb5b594104e9e108da755a1a29%7Cf8120e622f9442d0beb68143b2f833fb%7C1%7C0%7C637951327097535112%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=%2FiadtnB0IqegnYY6IDZZsrIGULfmrCEV8pkvxVkz5KA%3D&reserved=0
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in 23/24 as we need to keep expenditure against this to a minimum to remain with our previous 
CDEL assumptions. 
 
Finances 
The project has now passed the milestone of £5m expenditure and remains on track in terms 
of cash flow for 22/23 and 23/24.  The project team continue to work closely with the Quantity 
Surveyors to monitor spend. Conversations with Liaison (the VAT advisers) are planned to 
ensure all the areas where reclaim is possible are presented (primarily design and selected 
site enhancements). To date, approximately 50% of what we can reclaim has been processed. 
 

 Facilities Workstream 
 A review of the fire strategy has been undertaken, with the Trust responding to queries raised 

by the Fire Brigade.  Further work is required to update the drawings following this and reissue 
for sign off.  This forms part of the work for Building Control sign off. 

 
 Equipment & IT Workstreams 

 A full equipment review is underway across the existing sites along with a detailed specification 
of the schedule of equipment in and out of scope.  The IT workstreams are also linked in with 
the contract team to ensure wall mounted equipment etc aligns with the structural layout of the 
building. 
 
Key Risks and Issues 
• Inflation risk continues to rise and will be reviewed and added to the corporate risk 

register. 
• Construction risks are reducing as we are moving to the above ground activities therefore 

less risk of the ‘unknown’. 
• The delivery of a suitable solution for the skatepark may present future risks should CTC 

be unable to reach an affordable compromise solution. 

 
 

ACTIONS REQUIRED BY THE BOARD  
The Board is asked to: 

• Note the contents of this summary and the assurance provided that the scheme 
remains on track and is making good progress   
 

 
DATE OF NEXT MEETING TBC 
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APPENDIX 1 
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