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Chairman’s welcome
Welcome  to  this  year’s  Annual  Report.  The  past  12  months  have  been  every  bit  as  
challenging as we predicted with the changing landscape of the NHS that affects not
only our Trust but the wider health economy.
The Board of Directors has focused, relentlessly, on delivering the business plan for
2011/12. We have kept our patients and their safety at the heart of everything we do,
as evidenced by the Quality Accounts, whilst making those tough but necessary cost
and efficiency savings.
I have been on a number of patient safety walkrounds at Russells Hall Hospital to learn
first hand the challenges we face and how we deal with them. I have also followed
Matron’s presentation to the Board by spending time with them to learn more about the
work they and their teams do. I have also spent time in Theatre with Amtul Carmichael
and Musthaq Ahmed and their teams and in the Emergency Department with Raj Paw
and Jo Taylor. I come away from any visit I make hugely impressed by the commitment
and enthusiasm of our staff and how their efforts contribute to the quality of care we
give to our patients, and to the overall success of the Trust.
We were joined at the start of the year by colleagues from Community Services. They
have made a smooth transition to working within the Trust and we have already seen
benefits emerge as we ensure that the quality of care we provide to our patients is
seamless, appropriate and in the right setting.
All of this work is reflected in our good performance against national key priorities,
exceeding our targets in many areas including the amount of time patients with cancer
wait to be treated from the time they are diagnosed.
One of the vital links between the hospitals, community services and the people who
use our services are our Council of Governors.
During the year we had our most successful Governor elections to date. We received
an unprecedented 42 applications for the 15 Governor vacancies. This very much
highlights the passion people in our local communities feel about their hospital and
being involved in their healthcare.
As part of the Trust Constitution review, working closely with Governors we reviewed
our Constitution including the number of Governors who serve on the Council. The
outcome of the review was a Constitution which is fit for purpose in the second decade
of the 21st Century, including a more focused Council with a reduced number of
Governors, from 39 to 25.
Governors provide invaluable feedback from many of our 16,000 Members and work
closely with the Board of Directors contributing to vigorous discussion and debate as
they challenge us to deliver the very best service to our patients, carers and their
families.

6

I would like to thank our Governors who have left the Council for their contribution to the
effectiveness of our Council. They saw us through the early and sometimes challenging
years as we got to grips with being a Foundation Trust.
Kathryn Williets stepped down at the end of April 2012, as a Non Executive Director, to
pursue her academic studies. Kathryn served eight years with the Trust and is known
for her empathy with patient care, particularly that of the elderly. She will be missed by
the Board of Directors for her contribution to the Trust and for her sense of humour and
wisdom. I will miss Kathryn as her helpful advice and guidance helped me to step up to
being Chairman of The Dudley Group.
We ended the year in a financially stable position and this is all credit to our dedicated
staff who have risen to the challenges by delivering excellent care while becoming more
efficient at what we do. However the challenge continues for as far into the future as we
can see.
We now have the Health and Social Care Bill 2011 Act with all the changes this will
mean for the whole health economy. I want to reassure our staff, patients their families
and  carers  that  the  changes  within  the  bill  are  central  to  the  Board’s  work  as  we  commit  
to be the best possible healthcare organisation.
Chairman

John Edwards CBE
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Chief Executive’s overview
As we look back over 2011/12, we can reflect on some of our achievements which
place our patients, their carers and families where they should be – at the very heart of
top quality healthcare in Dudley.
The  Trust’s  commitment  to  being  the  very  best  place  to  work  and  to  receive  healthcare  
is borne out by the launch of our new vision and values.
Our new vision, ‘Where  People  Matter’, was the idea of a member of staff who took part
in a competition to come up with the ideal words that summed up what it means to work
at The Dudley Group and how it feels to receive healthcare at our three hospitals or in
the community.
We had more than 800 suggestions and, after much discussion and debate, chose
‘Where  People  Matter’  because  we  feel  it  gives us a real sense of where we are going
and what we want to achieve as a healthcare organisation.
This vision is underpinned by our new values: Care, Respect and Responsibility which
demonstrate one of our most important aims: to provide the best possible patient
experience. To do that we want to create an environment that encourages our staff to
get things right for every patient, every time.
Helping us to achieve this are our new Patient and Customer Care Ambassadors,
handpicked for their exemplary behaviour towards patients, their families, visitors and
colleagues. We expect the ambassador programme to continue in popularity over the
coming months and years as more and more staff put themselves forward to be a part
of it.
One of the ways we measure how well we are doing to improve patient experience is
the introduction of real-time surveys. Patients are able to tell us about their experiences
and the quality of our services via our portable electronic survey tablets.
They can also feed back their comments at newly introduced Patient Panels which take
place at regular intervals in our Clinical Education Centre at Russells Hall Hospital.
Patients are invited to talk on a variety of topics including access to our services and
the quality and range of food we provide for inpatients. Their valuable feedback is used
to improve the services we offer.
The safety of our patients is paramount and we have pledged to continue putting patient
safety at the centre of our services by signing up to the national campaign, Patient
Safety First in 2009.
We also continue regular Leadership Walkrounds where senior management visit
wards and departments to talk with staff about any concerns they have regarding
patient safety in their areas.
Last year began with a schedule of at least three visits a month and included for the first
time community departments, such as Audiology, Occupational Therapy and
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Physiotherapy at Brierley Hill Health and Social Care Centre. As well as ensuring that
directors get to know what front line staff are saying about patient safety, each visit
results in an action plan.
We also use a systematic approach to service transformation, research and innovation
to make improvements that benefit all our patients and ensure we meet our key
priorities and targets.
To highlight some of our achievements:
Rapid access cancer referrals: we are seeing 97.2 per cent of rapid access
cancer referrals within two weeks (national target 93 per cent) and 99 per cent of
breast symptom referrals within two weeks (national target 93 per cent).
We admitted, transferred or discharged 97.27 per cent of patients within four
hours of arrival against a national threshold of 95 per cent.
We admitted 95.7 per cent of patients within 18 weeks of referral and 99.2 per
cent of non-admitted patients were seen within the target. This achievement put
us in the top ten of acute trusts for quarter two.
Integral to providing high quality care is a passionate workforce. We are committed to
improving morale because our staff make the biggest difference and, as part of our
strategy to improve how patients experience the care they receive, they continue to be
placed at the centre of change with our engagement project, Listening into Action (LiA).
Already almost 2,000 staff have taken part in LiA and are using this tried and tested
method to make improvements and service changes that benefit both staff and patients.
LiA enables us to take a fresh look at how we deliver our services in these tough
financial times and build on our excellent reputation.
During 2011/12 we have:
Delivered 5276 babies
Treated 37,777 day cases
Saw 516,876 outpatients
Treated 98,452 patients in the Emergency Department
Our PFI partners have:
Packed and laundered around 3.1 million pieces of linen
Supplied 1800 new pillows
Cleaned and delivered 156,000 uniforms
Cleaned more than 5,000 miles of corridor
Chief Executive

Paula Clark
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Our new vision and values
The Dudley Group NHS Foundation Trust has launched a new set of vision and values
to help give us a real sense of where we are going as a healthcare organisation.
Our new vision is ‘Where  People  Matter’. It was the idea of a member of staff who took
part in a competition to come up with the ideal words that summed up what it means to
work at The Dudley Group and how it feels to receive healthcare at our three hospitals
or in the community.
We  had  more  than  more  than  800  suggestions  and  chose  ‘Where  People  Matter’  
because we feel it is memorable and meaningful to everyone including our staff, our
patients and their families and carers.
This vision is supported by our three new values:
Care
Respect
Responsibility
At the heart of everything we do are our patients – and one of our most important aims
is to provide the best possible patient experience. To do that we want to create an
environment that encourages our passionate workforce to get things right for every
patient, every time.
We believe our new vision and our values perfectly sum up the journey we are on to
achieve our goal of being the best place to receive healthcare, and the best place to
work.
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Report from the Board of Directors
The Dudley Group NHS Foundation Trust is the main provider of Hospital and adult
community services to the populations of Dudley, significant parts of the Sandwell
Borough and smaller, but growing, communities in South Staffordshire and Wyre
Forest.
Currently we serve a population of around 400,000 people from three hospital sites at
Russells Hall, Guest Outpatient Centre in Dudley and Corbett Outpatient Centre in
Stourbridge, providing the full range of secondary care services and some specialist
services for the wider populations of the Black Country and West Midlands regions. We
also provide  specialist  adult  community  based  care  in  patients’  homes  and  in  over  40  
centres in the Dudley MBC community.
The Trust was authorised by Monitor, the independent regulator of NHS foundation
trusts, to commence operation as an NHS Foundation Trust from 1st October 2008 and
on 1st April 2011, acquired the Adult Services arm of Dudley Primary Care Trust,
transferring over 400 WTE staff to the new Trust and increasing turnover by c£20m per
annum. In response to this important change the Trust sought from Monitor, and was
granted, approval to change its name to The Dudley Group NHS Foundation Trust.
The  Trust’s  hospitals  form  part  of  a  Private  Finance  Initiative  (PFI)  with  Summit  
Healthcare and its appointed service providers: Interserve Facilities Management and
Siemens Healthcare. The Trust is run by a Board of Directors, which is accountable for
its performance against its terms of authorisation, to a Council of Governors. Details of
those who served as Directors of the Trust and as Governors are set out from page 32
of this Report.
2011/12 has been the most challenging year in recent memory for the NHS in England,
as the Coalition Government has responded to deteriorating national economic
conditions by reducing public expenditure in real terms. In the NHS this approach has
been underpinned by a programme of demand management and quality lead cost
reduction (the QIPP initiative) and cash funding marginally lower than inflation for the
year. This trend has once again coincided with local Primary Care Trusts seeking to
reduce levels of spending on commissioned patient care, especially in the acute sector.
This despite growing demand for our services in Dudley and growing customer
expectations. The Dudley Group has delivered cost savings from improved efficiencies
of £12.7m during the year, mainly through reduced spending on agency staff.
Against this challenging background our overall business achievements in 2011/12
have been commendable and can be summarised as:
Financial surplus of £627,000
Monitor financial rating of 3 (out of 5 maximum)
Achievement of the 18-week’s national maximum waiting targets for both admitted
and non-admitted patients
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Achievement of the four hour waiting target in A&E
Successful integration of adult community services
Significant further investment in additional substantive clinical staff and buildings
and specialist equipment
Page 60 of this Annual Report details our contractual arrangements with local Primary
Care Trusts (PCTs) for the provision of services for 2011/12 and details of our
performance against key national priorities and performance targets can be found within
the Quality Report appendix on page 44.
Whilst performance during 2011/12 across the range of targets and standards has once
again been excellent, the Trust did experience problems in the area of infection control
(Clostridium difficile (C. diff) incidents) in the first half of the year. As a result the Trust
exceeded its annual target number of C. diff cases of 77 by 45 cases. This resulted in
Monitor rating the Trust as ‘Amber/Red’ for Governance during the year. It is important
to note that the Trust consulted national infection control experts at the earliest
opportunity and has been operating well within monthly trajectory levels in the latter
months of the financial year. The Regulator has not found the Trust to be in breach of
its terms of authorisation during the year.
Once again, during 2011/12 the Trust took the decision to invest heavily in front line
clinical services to continually improve the quality of care to patients.
From April 2010, the Department of Health has introduced a system of legal registration
of service providers in England and requires a clear demonstration and evidence of the
achievement of standards of healthcare. In support of our application for registration
from that date, the Trust made declarations to the Care Quality Commission (CQC) and
shared its development plans in a number of clinical areas including the ongoing
training of clinical staff (and the appropriate recording of this) and the improvement of
the quality and availability of clinical notes. The Trust has operated within its CQC
licence throughout the year.
In view of the impact of the UK recession on the local economy, the Trust has adopted
a policy of settling the invoices of local suppliers promptly. In 2011/12 the Trust settled
99 per cent of trade invoices within 30 days.
As an NHS Foundation Trust we have made no political or charitable donations during
2011/12.
To promote improved patient safety, the Trust has continued its programme of
Directors’  patient  safety  walkabouts  and  has  worked  closely  with  patient  groups  and  
Members and Governors of the Foundation Trust to develop a more responsive service
to patients.
In addition, the Trust has invested heavily in medical equipment during the year and
during 2011/12 commissioned a new MRI Scanner and state of the art decontamination
units at Russells Hall and Corbett hospitals. A major programme of developing an
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electronic patient record was commenced with the successful roll out of electronic
technology in the Emergency Department concluded in the autumn.
During the year the Board of Directors has placed increased emphasis upon the
importance of good communications with staff. Regular team briefings and a lively
intranet facility has kept staff informed about changing clinical and business related
issues.  A  full  programme  of  ‘Listening  into  Action’  events  have  been  facilitated  on  a  
wide range of issues during the year. This process has complemented the continued
roll out of a lean transformation programme across the Trust.
In summary, 2011/12 has been a challenging year for the Trust in both a clinical and
business sense but has also been a year of significant and sustained achievement.
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Our Services as of 1st April 2012
Russells Hall Hospital

Anticoagulation
Audiology

Corbett Hospital
Outpatient Centre
Anaesthetics provide some
services at Corbett
Day Case Surgery Unit
Dietetic clinic

Cancer services

Multi-professional rehab

Cardiology

Orthotics

Clinical Haematology

Outpatient clinics including:

Anaesthetics

Critical Care Unit
Day Case Surgery Unit
Dermatology
Diabetes and
Endocrinology
Dietetics
Early Pregnancy
Assessment Clinic
Emergency Assessment
Unit
Emergency Department
(Accident and Emergency)

Cardiology
Dermatology
Gastroenterology
Obstetrics and
Gynaecology
Older Persons and
Stroke
Trauma and
Orthopaedics
Urology

Guest Hospital
Outpatient Centre
Outpatient clinics
including:

Community Services
Audiology
Blood Borne Virus

Dermatology
Gastroenterology
Neurology
Pain
Management
Renal
Respiratory
Pain management
programme
Pharmacy
Physiotherapy and
Occupational Therapy
Radiology (X-ray)
Respiratory Assessment

Chronic Obstructive
Pulmonary Disease (COPD)
Respiratory Nurse Service

Speech and Language
Therapy

ENT – Ear, Nose and
Throat

Continence Service

Contraception and Sexual
Health
Dermatology
Diabetes Specialist Team
(Primary Care)
Dietetics
District Nursing

Heart Failure

Pharmacy

Macmillan Community
Palliative Care Team

Fracture clinics

Phlebotomy (blood tests)

Gastroenterology

Physiotherapy

Neurology Primary Care
Service (including MS,
Parkinson's Nurse specialists
and Integrated Living Team

Genito-urinary medicine

Podiatry

Occupational Therapy

Head and Neck surgery
including Ear, Nose and
Throat (ENT) and
Maxillofacial
Inpatient wards

Radiology (X-ray, DEXA
bone scanning)
Speech and Language
Therapy
Wheelchair service

Palliative Care Support
Team (Joint Agency)
Physiotherapy

Maternity
Maxillo Facial Prosthetics
Medical and clinical
inpatient services
Medical High Dependency
Unit
Neurology

Physiotherapy –
Orthopaedic Assessment
Podiatric Surgery
Podiatry – community and
biomechanical
Respiratory Assessment
Speech and Language
Therapy
Stroke Rehabilitation
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Obstetrics and
Gynaecology
Older Persons and Stroke
Oncology
Ophthalmology

Thunderburds – rapid
response team to help
prevent hospital
admissions
Tissue Viability (including
leg ulcer)

Orthodontics

Virtual Ward

Orthoptics
Orthotics
Outpatients
Paediatrics and
Neonatology
Pain Management
Pathology
Pharmacy
Phlebotomy (blood tests)
Plastic Surgery
Podiatry
Pre-operative assessment
Psychology
Radiology (X-ray, MRI and
CT scanning)
Renal
Respiratory Assessment
Respiratory Medicine
Rheumatology
Skin Lesion clinic – Care
Plus (Private patient clinic)
Speech and Language
Therapy
Surgery including breast,
colorectal, upper and
lower GI and vascular
Surgical Assessment Unit
(for GPs)
Surgical pre-operative
assessment
Surgical High Dependency
Unit
Theatres
Therapy Services
including Physiotherapy
and Occupational Therapy
Trauma and Orthopaedic
including fracture neck of
femur unit
Urology
Women  and  Children’s  
Outpatient Department
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Patient safety
We give priority to the delivery of high quality care to all patients by ensuring that
patient safety is at the heart of everything we do.
While it is important for us to meet national targets and to remain in financial balance,
this must not be achieved at the expense of the safety of our patients. As part of this
we ask all staff to complete incident forms if things do go wrong so that we can
investigate the circumstances, learn lessons and change practice, when relevant.
We provide safe, high quality care to many thousands of people every year but
sometimes, despite our best efforts, things can and do go wrong. If a patient is harmed
as a result of a mistake or error in their care, we believe that they, their family or those
who care for them, should receive an apology, be kept fully informed as to what has
happened, have their questions answered and know what is being done in response.
This is something that we call being open.
Being open, learning from our mistakes and changing practice contributes to the high
quality of care we aspire to.
Eliminating mixed sex accommodation
The Dudley Group NHS Foundation Trust is pleased to confirm that we are compliant
with the Government’s requirement to eliminate mixed-sex accommodation, except
when it is not in  the  patient’s  overall  best  interest,  or  reflects  their  personal  choice.  
We have the necessary facilities, resources and culture to ensure that patients who are
admitted to our hospitals will only share the room where they sleep with members of the
same sex, and same-sex toilets and bathrooms will be close to their bed area. Sharing
with members of the opposite sex will only happen when clinically necessary (for
example where patients need specialist equipment such as in the critical care unit), or
when patients actively choose to share (for instance in the renal dialysis unit).
If our care should fall short of the required standard, we will report it. We will also set up
an audit mechanism to make sure that we do not misclassify any of our reports. We will
publish the results of that  audit  on  the  Trust’s  website  and  we  have  the  existing  
compliance for 2010 and for 2011 on the website at:
http://www.dgoh.nhs.uk/your-stay-in-hospital/single-sex-accommodation

Service changes and improvements 2011/12
Care Plus at The Dudley Group
The  Trust  has  launched  ‘Care  Plus  at  The  Dudley  Group’  to  offer  patients  private  
specialist-delivered care at affordable prices.
Our plan for private work is to offer outpatient appointments and day case
procedures in the evenings and on Saturday mornings at Russells Hall Hospital.
The new private patient service began with a skin lesion clinic to offer people who are
seeking private care the option of choosing The Dudley Group.
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The clinics are run out-of-hours by our plastic surgeons and offer efficient, safe,
consultant-delivered treatment for many procedures, including those no longer available
on the NHS.
Conditions we will treat include: moles, seborrhoeic warts, tattoos, torn earlobes and
botox injections for excessive sweating.
Private patients have the reassurance of a team of NHS consultants and state of the art
facilities with access to a range of diagnostics.
The  service  will  not  impact  on  NHS  patients’  waiting  lists  and  any  income  generated  
from private work will be reinvested into the NHS to develop our services for the
benefit of all patients.
Temporarily restriction to maternity bookings
Our maternity unit remains to be a popular choice for mums-to-be and we are
continuing to see an increased number of women choosing to have their babies at
Russells Hall Hospital.
To continue providing safe, effective care for women and their babies accepted for
delivery at Russells Hall Hospital, we have reluctantly taken the decision to
temporarily limit future bookings to the maternity unit for a period of 12 months from
April 2012 while we look into the feasibility of increasing capacity to meet demand.
Working with our commissioners, the maternity unit at City Hospital and our
Overview and Scrutiny Committee a decision was taken to restrict referrals for low
risk women whose GP surgery was located within a 16 minute travel time from City
Hospital where the maternity unit has capacity to take additional births.
Second Magnetic Resonance Imaging (MRI) scanner
Our aim to offer patients faster quality imaging and more accurate diagnosis, along with
shorter waiting times, took a step forward with the delivery of a second MRI scanner at
Russells Hall Hospital in May 2011. The installation of the Siemens Magnetom Verio 3T
offers superior speed and resolution with improved image quality and increases the
number of patients we can see. The scanner is also wider, offering 33 per cent more
space to help reduce the claustrophobic feeling some patients feel.
State of the art Endovascular Aneurysm Repair (EVAR) Suite
Our state-of-the-art endovascular (EVAR) suite was officially unveiled at Russells Hall
Hospital by Stourbridge MP Margot James on Friday 9th March 2012.
The £1.5m combined angiography and operating theatre suite features a Siemens Artis
Zee ceiling mounted system that offers vascular surgeons high speed, high resolution
3D images of blood vessels and gives patients lower doses of radiation.
The suite is also fully integrated with the  hospital’s  radiology  display  system  which  
allows doctors to import cross sectional images into the intervention suite while they are
operating on patients. The new technology is also much safer for patients: doctors can
diagnose bleeds that can occur from a wide range of causes such as ulcers, tumours
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and fibroids. It can also detect small leaks during and after endovascular aneurysm
repair which helps reduce complications.
Virtual Ward
Virtual Ward was fully established and further embedded during 2011. Virtual Ward is a
means of providing case management to people in the community who are
most vulnerable to repeated unplanned hospital admissions. The aim is to coordinate
and optimise the social, medical and psychological health of its patients in the
community. Patients admitted to a Virtual Ward remain in their own homes, but receive
intensive case management from members of the multidisciplinary team. They are
particularly focused on the management of long-term medical conditions. Further
options are being explored to underpin the multidisciplinary management of the patients
admitted to the virtual ward.
Emergency Department Electronic Patient Record (EPR)
During 2011 our Emergency Department (ED) became the only ED in the country to go
live with a fully functioning Electronic Patient Record with e-prescribing, electronic
ordering, electronic referrals to inpatient specialties and full patient tracking.
We moved to an EPR and away from paper referrals and orders to improve patient
safety, process efficiency and quality of care for emergency patients. Electronic
processes were put into place to aid assessments, including triage assessments, child
safeguarding, medical clerking and patient transfer. This major change to working
methods launched in November 2011 with minimum ED process redesign and while
maintaining performance against the quality indicators. Benefits have been realised in
terms of patient safety and quality of care as well as patient tracking, improved
documentation, document retrieval and saving staff time.
More information about service enhancements and innovations during 2011/12 can be
found in the Quality Report section.

Listening and learning
The Trust values and welcomes all feedback to help us ensure we meet the needs and
expectations of our patients, their families, our staff and our stakeholders; as a
Foundation Trust we are also legally  obliged  to  take  consideration  of  our  Members’  
views as expressed through our Council of Governors.
The Trust has a number of systems in place for obtaining patient feedback:
Lead nurse walkrounds allow time for face to face patient feedback
Our Governors provide feedback from our members and wider communities
Patient Panels on specific topics
NHS Choices and Patient Opinion online feedback
Patient Advice and Liaison Service (PALS)
Complaints data
Surveys
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Liaison with our Local Involvement Network (LINk), Health Select Committee and
MPs
Holding and attending community events
Patient feedback is a regular agenda item at the Board of Directors enabling both
Executive and Non-Executive Directors to consider patient views alongside other
performance information.
See pages 8 to 11 of our Quality Report (appended to this Annual Report) for more
information about our priorities for patient experience.
No formal consultations have taken place during the year; however we maintain close
contact with our Local Involvement Network (LINk), patient groups and the Health and
Adult Social Care (HASC) Select Committee. During the year we have attended the
HASC Committee to report on applying geographic restrictions to our Maternity service,
Outpatient rescheduling, Contraception and Sexual Health services integration and to
present a draft report on our Quality Report for 2011/12.
Patient Advice and Liaison Service (PALS) – welcoming concerns, comments and
compliments
At The Dudley Group we try to make sure that our service is the best it can be but
sometimes, despite our efforts, things can go wrong. The Patient Advice and Liaison
Service, or  ‘PALS’,  is  here  to  help  when  patients  or  relatives  have  concerns  and,
whenever possible, will try to help put things right. PALS does this not only by working
to help individuals but also aiming to improve services by contributing to the quarterly
Patient Experience Report with data presented both to the Board and to our Council of
Governors.
The PALS team acts as the first point of contact for patients who need help with a
concern and will provide advice, support and information. During 2011/12 our PALS
team helped 1,110 people with a wide variety of concerns and queries. Our PALS team
can be contacted on 0800 073 0510.
Below are some examples of changes to be made and changes made as a result of
PALS concerns during 2011/12:
Office Manager alerted to problems with call handling system. Meeting was
arranged within a week to address issues with service provider
Matron and Lead Nurse contacted and discussions took place with consultant
about ensuring patients are aware who to contact with problems after leaving
department – procedures altered to make sure patients have advice on ringing the
ward in case of concern
Matron contacted following problem due to lack of communication to ensure
patients have timely follow-up appointment – procedures were reviewed so
appointment now made for patient to be seen by consultant and all relevant
paperwork completed before patient leaves
Patient was concerned that his appointment was not within the time span he was
told – PALS contacted Ward Sister who investigated and there had been error on
computer system. A new form was introduced to avoid this happening again
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Individual staff counselled by managers regarding issues, including practice and
attitude
Arranged numerous meetings for patients and relatives to meet with respective
clinicians and managers or nursing staff to resolve concerns
How many people have PALS helped in 2011/2012?
Quarter
Concerns
Queries
Q1
212
35
Q2
255
30
Q3
204
54
Q4
266
54
TOTAL

937

173

Compliments
79
134
190
141 + numerous
gifts/chocs etc.
544

Complaints
As you can see from the table above, in the 2011/12 year we received 544 formal thank
you cards and letters; this does not include the many verbal thanks we receive.
However, we do recognise that occasionally things go wrong and we believe we should
do everything we can to put things right if this happens and learn from any mistakes we
may have made.
The main purpose of a complaint is to remedy situations as quickly as possible and to
provide an explanation to complainants. We try to ensure each patient is satisfied with
the response they receive. It is important that individuals feel their complaint has been
fairly listened to, treated with respect and any issues resolved.
Complaints are an important source of information about how patients view our
services, and we are committed to learning from the complaints raised and making
changes to the benefit of all patients.
If local resolution fails, there is a one stage review by the Parliamentary and Health
Service Ombudsman.
The number of complaints against patient activity during 2011/12 was 0.05 per cent
(0.05 per cent in 2010/11). During the year we received 375 complaints, an increase of
13 per cent on the previous year in terms of numbers of complaints, but the inclusion of
community complaints (from 1 April 2011) accounted for 40 per cent of the increase.
The Trust has acknowledged all complaints within three working days of receipt and all
complaints are assessed and, according to the complexity of the complaint, a timescale
agreed. Complainants dissatisfied with their response from the Trust can request the
Health Service Ombudsman to accept it for further review. During the year one
complaint was investigated by the Health Service Ombudsman and the outcome was
that it was not upheld.
For more information about complaints for 2011/12 please see our Quality Report page
33.
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Patient information
The Trust has more than 600 leaflets on various conditions and treatments, as well as
aftercare advice. Information is produced in plain English and made available in large
print, audio, Braille and alternative languages on request.
The Trust has a clear policy which details the process for developing, producing,
ratifying and archiving all the Trust patient information ensuring information is kept upto-date.
Hospital Volunteer service
More than 400 volunteers from the local community give their time on a regular basis to
make a real difference to patients, visitors and staff at the Trust. The Hospital
Volunteer Service is part of our PALS service and is managed by the volunteer coordinator. Individuals volunteer for a variety of reasons including: the satisfaction of
knowing that they are doing something for others, the chance to make new friends, to
gain experience of a busy hospital environment, to gain confidence and strengthen
interpersonal skills. Volunteers are asked to pledge a minimum of 100 hours.
Some of the tasks volunteers have undertaken include:
Mealtime assistance
Changing  patients’  drinking  water
Undertaking patient surveys
Clerical support
Patient friends
General ward volunteers
Outpatient hosts
Emergency Department hosts
X-ray Department support
Main reception way-finding
Enquiry desk
Chaplaincy
The dedicated work of all our volunteers is highly valued by the Trust, and it is pleasing
to realise that volunteers also get satisfaction from their role.
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About our Staff
The Trust is the second largest employer in the Dudley borough with 3910 full time
equivalent (FTE) staff, an increase of 465 from 2011 primarily due to the transfer of
Dudley Adult Community services on 1st April 2011. The table below gives a breakdown
of staff numbers by professional group.

Staff Group
Add Prof Scientific and Technical
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Medical and Dental
Nursing and Midwifery Registered
Students
Grand Total

As at 31st March 2012
Full time equivalent
154.97
743.27
751.99
272.25
0.34
106.15
458.62
1414.00
8.99
3910.57*

*see note on page 24

In a 24/7 operation it is always a challenge to ensure that everyone is communicated
with. We have developed a number of ways of doing this which include the ever popular
Trust intranet ‘The  Hub’ where staff can access information on Trust issues, policies,
news and views from colleagues. It is also used as a forum to gather views from staff
before  decisions  are  made,  such  as  in  setting  our  new  vision  ‘Where  people  matter’  
during this financial year, with a competition to come up with a strapline that summed
up the quality service that we strive to deliver.
Our popular staff and Members magazine  ‘Your  Trust’  continues  to  be  published  
quarterly and is available on both our intranet and website as well as in printed copy.
Our Chief Executive also maintains a monthly CE Update staff briefing to keep staff upto-date  on  the  Trust’s  strategic  direction, new policies and other timely staff news. This
is a great way of getting information out to everyone including those who do not have
regular access to the Hub.
The Trust has continued with its Listening into Action and Transformation programmes
this year which have enabled staff to get involved in changes that affect the areas
where they work. More information on these programmes can be found on pages 25 to
29. Staff can also get involved via the Patient Safety Walkrounds; an ongoing rota of
visits to clinical areas by where a Non Executive and Executive Director, accompanied
by a member of the Governance team, talk to staff about current issues, then develop
an action plan which is followed up at the next walk round. More on the Patient Safety
Walkrounds can be found in our Quality Report on page 35.
Work has also continued with our Clinical Directors to ensure that each month they are
provided  with  a  statement  of  their  directorates’  financial  and  governance  position.  This  
enables them to make proactive decisions at their management meetings and review
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performance set against objectives for  their  teams.  Messages  about  the  Trust’s
performance are also communicated via the Hub and CE team briefing.
Sickness absence continues to fall with the Trust finishing at 3.65 per cent
against the Trust target of 3.85 per cent.
Q1 actual
Q2 actual
Q3 actual
Q4 actual
Full year actual

3.53%
3.74%
3.73%
3.61%
3.65%

The Trust turnover rate has also reduced this year to approximately 7.93 per cent.
Please note that this figure does not include the transfer of community staff on 1st April
2011, nor community staff turnover. This is due to the TCS transfer process
(terminating an assignment and then creating a new assignment), artificially inflating the
overall total percentage and not giving a true reflection of turnover of staff.
We are continuing with a programme for line managers on how to handle employment
related topics.
We take the health and safety of our staff very seriously and are pleased that once
again in 2011 the Trust was awarded a RoSPA Occupational Health & Safety Award.
The award recognises organisations that have demonstrated the best health and safety
management performance within specific industry sectors.
The Health and Safety team are particularly proud of the benefits achieved with the
continuing reduction in reported accidents within the organisation, due to employee
involvement. As well as heightening staff awareness by motivating them to take
avoiding action when recognising a workplace hazard or the dangers of poor working
practices.  The  Trust’s  Health  and  Safety  Department  is  committed  to  raising  
Occupational Health and Safety awareness amongst all of its employees and that of its
partners. The Trust remains convinced that it can continue to lead rather than follow
other organisations in the application of best practice in maintaining its Occupational
Health and Safety awareness programme in raising the standards of Health and Safety
management and to recognise the efforts of all who have contributed to its success.
Occupational Health continues to be a fully integrated part of HR and have been part of
the team that has enabled employees to return to work fully fit sooner thereby lowering
the absence percentage. We continue to provide a Physiotherapist and Counsellor
Service
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Equality and diversity
Equality and diversity impact assessments process is now embedded in  the  Trust’s  
ways of working to ensure that we are offering the best possible service to a complete
cross section of the community. All our policies are equality and diversity impact
assessed before being approved. We are passionate about ensuring both our
employment statistics from NHS Jobs and our training activity is available to everyone.
Again this  year  we  have  been  awarded  the  two  tick’s  disability  symbol  – a national
standard which recognises that we are positive about employing disabled people.
The Equalities Act 2010 requires the Trust to publish a Single Equality Scheme, an
Equality Assurance Statement and a minimum of two equality objectives. These
obligations have all been met and are available to view on the equality page of the Trust
website.
We have also set up a Diversity Management Group with representatives from a cross
section of staff in the Trust who will oversee the progress of the equality objectives
together with the principles of the single equality scheme. The group will meet at least
four times per year and have a Terms of Reference that reports to the Risk and
Assurance committee.
% of all
applications
received

% of
applicants
shortlisted

% of
applicants
appointed

Yes

3.10%

4.33%

3.13%

No

96.20%

94.83%

95.49%

0.70%

0.84%

1.39%

Disability employment statistics

Disabled Person

Undisclosed

Note regarding whole time equivalent HR and finance difference in number
HR (p22) reporting obtains the FTE in post for a specific date where as Finance (p61) reporting obtains
the contracted FTE worked over a period of time. This means that if there are a number of employees
who have left during a month, it is possible that the HR report will not pick this FTE up. It also means that
if there are a number of leavers on a specific date the Finance report may not include this FTE.
Therefore, an individual leaving mid way through March, Finance would show 0.5 FTE, whereas HR
would show zero because there would be no one in post at 31/3. For an individual starting mid way
through March, Finance would show 0.5 WTE, whereas HR would show 1.00 FTE because there is 1
person in post at 31/3. This is the reason for the slight difference in FTE being reported.

NHS workforce statistics
An analysis of our workforce statistics indicates they are comparable with both the local
Dudley population and other NHS Acute Trusts. Historically the Trust has seen a higher
proportion of female workers than males, and this is typically reflected across other
NHS Acute Trusts.
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Workforce
Age
1st April 2011 to 31st
March 2012

1st April 2010 to
31st March 2011

18-19

0.18%

0.1%

20-24

5.46%

5.8%

25-29

12.63%

13.1%

30-34

12.36%

12.5%

35-39

12.27%

12.3%

40-44

15.06%

15.0%

45-49

15.55%

15.1%

50-54

12.63%

12.2%

55-59

8.78%

8.2%

60-64

4.20%

4.8%

65+

0.88%

0.9%

Male

16.01%

17.0%

Female

83.99%

83.0%

White

73.88%

73.0%

Mixed

0.86%

1.0%

Asian or Asian British

8.87%

9.6%

Black or Black British

2.32%

2.6%

Other

1.48%

1.6%

Not stated

12.58%

12.2%

Gender

Ethnicity

Listening into Action
Listening into Action (LiA) is an engaging way for our staff to make improvements to the
services we provide patients as well as changes to their own working environment.
Through feedback events called LiA conversations, LiA gives staff at every level across
the hospitals and in the community the confidence to come together and pool their
ideas to make service improvements.
Chief Executive Paula Clark launched LiA in 2010 with a series five big conversations
and introduced a number of initiatives after hearing what staff said was important to
them.
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These have included showing staff appreciation with the reintroduction of Long Service
Awards  for  staff  who  have  reached  milestone  years’  service  with  the  Trust.  We  have  
also created a Roll of Honour which highlights the many compliments and letters
received by PALS and by individual wards and departments. These compliments are
published daily on our staff intranet.
Since the launch of LiA, almost 32 teams from different wards and departments have
held an LiA conversation and almost 2000 staff have taken part. In February 2012, we
held an LiA on the Quality Report to provide an overview Provide an overview of the
Trust’s  quality  priorities  (2011/12)  and  how  they  had  progressed  so  far  and  to  look  at  
the quality priorities for 2012/13. See page 7 of the Quality Report for more information.
Below are some of the first ten teams to adopt LiA, their missions (objectives for the
changes they wanted to see) as well as a few of the main changes they made as a
result of listening to staff involved.
Pharmacy:
o Mission: to improve communication within the department.
o Outcomes: they have introduced a bi-monthly departmental Pharmacy
Information Leaflet (The PIL), all visitors now wear name badges and new
staff photos are displayed on their notice board. They are using a tracker
system to help them prioritise and manage workloads and the  technicians’  
rota is being used as a messaging system to let everyone know where
colleagues are.
Maternity Outpatient Department:
o Mission: to reduce waiting times in the antenatal clinic.
o Outcomes: the team has changed the way it runs clinics so women do
not all arrive in the department at the same time and they have introduced
a stamp on appointment cards advising women of their standard
appointment slots. Women are now being asked to speak to the midwife if
they think they will need longer. Big efforts are also being made to ensure
clinics start on time.
Stroke Care:
o Mission: to transfer 100 per cent of stroke (and Transient Ischemic Attack
(TIA)) patients from the Emergency Department (ED) to ward A4 (stroke
ward) within four hours of arrival at ED.
o Outcomes: to date 48 per cent of patients are getting to A4 within four
hours of arrival at ED compared with approximately two per cent prior to
LiA. They are improving access to imaging 24/7 – nurses can assess a
patient and ring and request a scan to help them achieve target to CT
scan 50 per cent of stroke patients within one hour. They are also
improving stroke education for all staff for signs and symptoms.
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Customer Care LiA:
o Mission: for all staff at all times to personally commit to strong customer
care values to ensure that everyone we come into contact with – including
patients, visitors, colleagues and partners, are treated with care and
respect.
o Outcomes: as a result of staff feedback, the Trust has created 30 Patient
and Customer Care Ambassadors. They have been handpicked from
among staff working across different wards and departments to be role
models to their colleagues, and to inspire all staff to adopt exemplary
behaviours towards each other and to patients. Using the views of the
staff on the programme, and feedback at the LiA, they have developed a
draft set of basic standards, including treating patients and visitors warmly
and politely; to resolve problems and answer queries when asked; to
never raise voices or show loss of temper and to anticipate the needs of
people and act accordingly.
In the last few months, a number of new teams have held LiA conversations as a way of
improving their services. They are analysing the feedback from those who attended and
drawing up action plans. Some of these include:
Team
Clinical Audit
Community
Podiatry
Dietetics
Finance
GI
Health Records
Health & well
being
Medical
secretaries
Outpatient
Department
Urology

Volunteers

Mission
To raise the profile of clinical audit across the organisation, working
with staff to review standards and capture changes in practice giving
improved patient care.
To reduce waiting times, for non-high risk patients in community
podiatry services.
To improve the quality of referrals to the department and reduce
inappropriate referrals.
To improve the way we communicate the financial position of the
Trust to budget holders and increase cost awareness.
To ensure all patients with suspected GI bleed receive immediate
assessment and monitoring, and endoscope with 25 hours.
To improve the availability of patients’ case notes.
To improve staff health and well-being by reducing work related stress
levels, improving the working environment and changing the culture to
offer staff more support.
To create a concrete, standardised and timely turnaround for patient
letters.
To improve team working, collaboration and communication between
outpatient specialty teams to improve the patient experience.
To establish a dedicated urology unit with a Multi-Disciplinary Team
(MDT) approach and skilled workforce that delivers high quality care
and a positive patient experience to achieve reduced lengths of stay,
drive down unnecessary re-admissions and explore service
developments.
How to best utilise volunteers for the benefit of patients, staff and the
volunteers themselves.
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LiA puts staff who know the most at the centre of change and it is becoming the
accepted and popular way for staff to make improvements in their areas for the benefit
of patients and staff alike.
Transformation
Our Transformation Team has continued to run a series of projects derived from Lean
Action Weeks and Lean Action Days. The various teams have delivered significant
improvements to both efficiency and effectiveness with enhancements to patient
experience.
Across all directorates, including corporate functions, members of staff from different
areas have come together for more than 24 projects to focus on improving the way we
deliver care in, for example, all Wards, Community Nursing, General Surgery, Acute
Medical Unit, Rheumatology, Oncology, Elderly Care and Outpatients.
The Productive Ward Project – Releasing Time to Care is part of a national project to
help ward teams decide how best to run their wards so they can reduce wasted time
and interruptions to spend more time directly caring for patients. In the past year, it has
been extended into the Community Nursing operations.
As part of the Productive Wards project, the Mandated Meals module supported the
Trust’s  Nutritional  Lead  in  implementing quality measures around meal times and
individual Patient Information Boards for improving and standardising the conveyance
of care focused information.
As part of the Enhanced Recovery Programme (ERP) the Joint Hip and Knee School,
run by Trauma and Orthopaedics on a Wednesday and Friday afternoon at The Guest,
provides a dedicated pre-operative assessment clinic for patients. This has provided
massive benefits for patient experience through the delivery of a professional education
and psychological conditioning session, which helps to prepare patients for their
elective surgery. This is followed by a highly efficient clinical assessment session where
monitoring and patient assessment questionnaires are filled in, using a well practised
flow, ensuring that patients move from one part of the assessment process to the other
with no, or at very worst, minimal waiting. This has provided tangible benefits for the
patient experience, whilst helping the Trust to increase the number of patients brought
in on the day of surgery and reduced the length of stay.
Currently we have a project focused exclusively on the improvement of Patient
Experience throughout the Trust.
Transformation is about finding more efficient ways of working while increasing the
quality of care our patients receive. We will launch at least another 25 projects in
2012/13.
‘Grow Your Own’ novice programme
A bespoke novice training programme has been developed to give people who have no
previous caring experience the chance to learn the basics of nursing care and apply for
a permanent position as a Healthcare Support Worker. The Healthcare Support
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Training Programme was launched to address the problem of recruiting skilled clinical
support workers into the Trust.
The  novice  programme  aims  to  ‘grow our own’ and was designed by Maggie Lewis,
Professional Development Lead for Clinical Support Staff, and her team, who run the
programme.
Training is offered on either a three month full-time or six month part-time contract and
begins with an induction week where novices learn the fundamental clinical skills
including bed bathing and turning patients; how to prevent pressure sores; nutrition and
feeding;;  communication  skills;;  patients’  rights;;  dignity  in  death  and  nursing  patients  who  
experience pain. Entrants are supervised by a registered nurse and are assigned a
band  three  support  worker  as  a  “buddy”.  They  are  also  monitored  by  an  assessor  while  
they achieve the required set of clinical skills.
The novice programme is proving so popular that more than 70 people, ranging from
shop assistants to forensic scientists, have gone through the programme to secure
permanent contracts on wards throughout Russells Hall Hospital. It has also been very
well accepted by staff in the clinical areas and is a successful way of recruiting quality
support workers who have the potential to progress and, ultimately, be sponsored for
nurse registration.
One of the first eight novices has completed her healthcare support worker training and
is now on a Learning, Education and Progression (LEaP) course preparing for her
nursing degree.
2012/13 will see a new intake of novices, and so far 306 people have applied for 15
coveted places.
The programme has now been adopted as part of the Workforce Plan for the Trust.
National Staff Survey 2011
The 2011 National Survey was completed between October and December 2011 with a
sample of 850 randomly selected individuals invited to participate. The results are used
by the CQC to benchmark against other Trusts to represent the organisation when
measured against other acute trusts.
There has been a 10 per cent increase in the response rate moving the Trust to a
response rate of 42.7 per cent. Whilst this is an improvement it is below the national
average.
The findings for the survey have been analysed at three levels:
Compared to national average results for 2011
Compared to last year Trust results
Compared to other local Trust results
The Trust has developed an individual directorate analytical tool to help understanding
and engagement of teams.
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Overall Engagement
Overall staff engagement
(the higher the score the better)
Trust score 2011
Trust score 2010
National 2011 average for acute Trusts

Score out of
a total of 5
3.65
3.50
3.62

Ranking
Above (better
than)
average

The Department of Health published results are as follows:
Top 4 key findings (KF) overall (those that
compare most favourably with other acute
trusts in England)
KF26. % of staff experiencing harassment,
bullying or abuse from staff in the last 12
months
KF24. % of staff experiencing physical violence
from staff in the last 12 months

Ranking
compared
with all acute
trusts

2011

Comparison
to 2010

9%

No change

Lowest (best)
20%

0%

No change

Lowest (best)
20%

KF38. % of staff experiencing discrimination at
work in the last 12 months

10%

No change

Lowest (best)
20%

KF29. % of staff feeling pressure in the last 3
months to attend work when feeling unwell

23%

No change

Lowest (best)
20%

2011

Comparison
to 2010

1.61*

No change

Ranking
compared
with all acute
trusts
Highest
(worst) 20%

9%

No change

Above (worse
than) average

76%

No change

Below (worse
than) average

95%

No change

Below (worse
than) average

Bottom 4 key findings (KF) overall (those
that compare least favourably with other
acute trusts in England)
KF28. Impact of health and well-being on
ability to perform work or daily activities
KF23. Percentage of staff experiencing
physical violence from patients, relatives or the
public in last 12 months
KF12. Percentage of staff appraised in last 12
months
KF21. Percentage of staff reporting errors,
near misses or incidents witnessed in the last
month
*total of the key finding converted to a score out of 5

Although the tables indicate no change since last year, this masks some of the activity
as there has been a significant increase in response rates and all of the themes have
improved with the exception of one area which has stayed the same. There are no red
rated themes this year. The staff engagement figure has also improved which has
moved the Trust into the next level of responses.
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In addition to the above findings there are two key questions that relate to how staff feel
about promoting the Trust as a place to work and receive treatment.
Net Promoter Questions
If a friend or relative needed treatment, I would
be happy with the standard of care provided by
this Trust
I would recommend my Trust as a place to
work

2011

2010

Change

67%

56%

11%

56%

49%

7%

The overall results  are  compiled  into  eight  ‘themes’. For seven themes there has been
an improvement on last year, and for Health and Wellbeing the response has remained
the same.
Themes key
All questions included in the survey are themed into sub-categories. The graph below illustrates the
average score for questions in each sub-category. Data for the last two years is shown.
Key

0%-49%

50%-84%

85%+

Individual Directorates will develop their own action plans to address issues within their
team. Corporately the Trust will be focusing on staff motivation to work at the Trust
through a programme of staff recognition schemes and staff engagement. We will also
be holding a series of focus groups to further understand how people feel about working
in the Trust and this will add to the overall information gathered and be addressed
through the action plan. As part of the Listening into Action programme we are
planning to send out our Mood Meter Survey again this year which will enable the Trust
to evaluate the action taken and the progress made in the period of time before the next
national survey.
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Council of Governors and Members

Our Council of Governors was formed with effect from the 1st October 2008 and was
subject to a comprehensive review in 2011.
The Council of Governors is responsible for holding the Trust Board of Directors to
account for its stewardship of the organisation; the majority of our Governors are
elected through our Membership. The Council consists of 25 Governors in total:
Public elected – 13 Governors
Staff elected – 8 Governors
Appointed from our key stakeholders – 4 Governors
Tables summarising the Council
of Governors and the
constituencies they represent
can be found on pages 37 and
38.
The Trust Board works closely
with our Council of Governors
with regular Director and Non
Executive Director attendance at
both full Council meetings and
the Committees of the Council. In
preparing Trust strategy, the
Board has regard to the views of
the Council.
The Board is accountable to the
Council of Governors ensuring it
meets its terms of authorisation.
General meetings of the Council
of Governors are held in public.
During the year 2011/12, the
Council of Governors has met
formally on six occasions.
A register of interests is
maintained by the Trust and is available on request from the Foundation Trust office by
calling (01384) 321124 or emailing foundationmembers@dgh.nhs.uk
The Council of Governors operates through the following committees:
Membership Engagement Committee
Strategy Committee
Governance Committee
Remuneration Committee
Appointments Committee
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The Council of Governors has the following key roles:
Appointment of the chair, including appraisal and performance management
Appointment of the Non Executive Directors
Appointment of external auditors
Advising the Trust Board on the views of Members and the wider community
Ensuring the Board of Directors complies with its terms of authorisation and
operates within that licence
Recruitment and engagement of Members
Advising on strategic direction
Governor attendance at Full Council meetings 2011/12

Attendance at
Council of
Governors meetings
out of six

Mr Darren Adams

Public: Stourbridge

5

Mr Nazir Ahmed

Public: Central Dudley

2

Mrs Kacey Akpoteni

Public: Rest of the West Midlands

5

Mr John Balmforth

Public: Halesowen

4

Mrs Jane Beard (end of term 30/9/11)

Public: Halesowen

2 (out of 4)

Mrs Rosemary Bennett (end of term 30/9/11)

Public: North Dudley

1 (out of 4)

Ms Pamela Boucher (end of term 30/9/11)

Appointed: DGH volunteers

4 (out of 4)

Mr Richard Brookes (end of term 30/9/11)

Public: Brierley Hill

2 (out of 4)

Mr Brian Chappell (elected Dec 11)

Public: North Dudley

2 (out of 2)

Mrs Gill Cooper

Appointed: NHS Dudley

4

Mr Ian Dukes

Staff: Medical and Dental

2

Ms Catherine Earle (end of term 30/9/11)

Public: Stourbridge

2 (out of 4)

Mr Robert Edwards (elected Dec 11)

Public: Brierley Hill

2 (out of 2)

Mr Bill Etheridge

Public: North Dudley

3

Cllr Lesley Faulkner

Appointed: Governor: Dudley MBC

2

Dr Parshotam Gupta (end of term 30/9/11)
Mr Simon Hairsnape (end of term of office
31/10/11)
Mrs Joanne Hamilton (elected Dec 11)

Public: Central Dudley

0 (out of 4)

Appointed: Worcestershire Primary Care
Trust

1 (out of 4)

Staff: Nursing and Midwifery

2 (out of 2)

Mr Bill Hazelton (elected Dec 11)

Public: Central Dudley

2 (out of 2)

Mr David Heath (elected Dec 11)

2 (out of 2)

Mr Phil Higgins (end of term 31/10/11))

Staff: Allied Health Professionals and
Healthcare Scientists
Appointed: West Midlands Ambulance
Service

Cllr Anne Hingley (end of term 31/10/11)

Appointed: Wyre Forest District Council

2 (out of 4)

Mr Atif Janjua (end of term of office 30/9/11)

Public: Central Dudley

Mrs Karen Jaunzems (elected Dec 11)

Staff: Non Clinical

2 (out of 2)

Mr Rob Johnson

Public: Halesowen

5

Mrs Diane Jones

Public: South Staffordshire

5

Professor Martin Kendall

Appointed: University of Birmingham
Medical School

5

3 (out of 4)
0
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Governor attendance at Full Council meetings 2011/12

Attendance at
Council of
Governors meetings
out of six

Professor Linda Lang (end of term 31/10/11)

Appointed: Wolverhampton University
School of Health and Wellbeing

2 (out of 4)

Mrs Alison Macefield (elected Dec 11)

Staff: Nursing and Midwifery

2 (out of 2)

Mr David Ore (end of term of office 30/9/11)

Staff: Non Clinical Staff

3 (out of 4)

Ms Stephanie Pritchard (elected Dec 11)

Public: Tipton and Rowley Regis

2 (out of 2)

Mr Major Robins (elected Dec 11)
Mrs Janet Robinson (end of term of office
30/9/11)
Mr Graham Russell (end of term of office
30/9/11)
Mr Roy Savin (end of term of office 30/9/11)

Public: Stourbridge

2 (out of 2)

Public: Rowley Regis

1 (out of 4)

Staff: Nursing and Midwifery

2 (out of 4)

Public: Stourbridge

3 (out of 4)

Mrs Pat Siviter (end of term of office 30/9/11)

Public: Wyre Forest

2 (out of 4)

Mrs Jackie Smith (elected April 11)

Staff: Allied Health Professionals and
Healthcare Scientists

Ms Jane Southall (end of term of office
30/9/11)
Mr David Stenson (elected Dec 11)

4

Staff: Nursing & Midwifery

3 (out of 4)

Public: Brierley Hill

2 (out of 2)

Mr Peter Totney (resigned 30/9/11)

Public: Brierley Hill

3 (out of 4)

Mrs Mary Turner (end of term 31/10/11)

Appointed: Dudley Council for Voluntary
Service

4 (out of 4)

Mr Terry Venables (elected April 11)

Staff:  Partner  Organisations’  Staff

Mrs Julie Walklate (elected Dec 11)
Cllr Steve Waltho (end of term of office
30/9/11)
Mr Harvey Woolf (end of term of office 30/9/11)

Staff: Nursing and Midwifery

1 (out of 2)

Public: Brierley Hill

2 (out of 4)

Public: North Dudley

3 (out of 4)

3

Board of Directors attendance at full Council of Governor meetings
Mr Paul Assinder

Director of Finance and Information

5

Mr David Badger

Non Executive Director

6

Mrs Ann Becke

Non Executive Director

1

Mr Richard Beeken

Director of Operations and Transformation

2

Mr David Bland

Non Executive Director

2

Ms Paula Clark

Chief Executive

6

Mr John Edwards

Chairman

6

Mr Jonathan Fellows

Non Executive Director

2

Mr Paul Harrison

Medical Director

2

Mrs Denise McMahon

Nursing Director

4

Mr Richard Miner

Non Executive Director

3

Ms Tessa Norris

Director Community Services & Integrated
Care

6

Ms Annette Reeves

Head of Human Resources

5

Mrs Kathryn Williets

Non Executive Director

2
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Council of Governors Review 2011/12
Each year the Council review their effectiveness and during 2011/12 the Council chose
to work closely with the Trust Board and Deloitte to complete this task. This included a
review of the composition of the governing body and proposals to merge some of our
constituencies. In October 2011 Monitor, independent regulator of foundation trusts,
approved the following changes.
Constituency/Class

No. of Governors
Public
Brierley Hill Ward

2 (formerly 3)

Central Dudley Ward

2 (formerly 3)

North Dudley Ward

2 (formerly 3)

Stourbridge Ward

2 (formerly 3)

Halesowen Ward

2 (formerly 3)

Tipton and Rowley Regis (formerly two separate constituencies)

1

South Staffordshire and Wyre Forest (formerly two separate
constituencies)

1

Rest of West Midlands
Total Public

1
13 (formerly 20)

Staff
Medical and Dental

1

Nursing and Midwifery

3 (formerly 2)

Allied Health Professionals and Healthcare Scientists

2 (formerly 1)

Non clinical

1

Partner organisations

1

Total Staff

8 (formerly 6)

Appointed (by a statutory or partnership organisation)
NHS Dudley

1

Dudley Metropolitan Borough Council

1

University of Birmingham Medical School

1

Governor appointed by Dudley Council for Voluntary Service, who
may be a Dudley Group NHS Foundation Trust Hospital Volunteer.

1

Total Appointed

4 (formerly 13)

Grand Total

25 (formerly 39)
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Membership of Council Committees 2011/12
Governor lead responsibilities:
Mr Darren Adams
Lead Governor
Chair, Membership Engagement Committee
Chair, Remuneration Committee

Mr Rob Johnson
Chair, Governance Committee
Mr John Balmforth
Chair, Strategy Committee
Professor Martin Kendall
Chair, Appointments Committee
Governor resignations, elections and re-appointments
The Trust received one resignation during the year:
Governor
Mr Peter Totney

Constituency
Public: Brierley Hill

At the end of September 2011 some of our Governors who had been with us since
achieving foundation trust status in October 2008, reached the end of their first three
year term of office and elections were held to elect Governors to the vacant posts once
the changes to the Trust Constitution had been approved by Monitor. The Trust saw an
unprecedented number of candidates come forward; a total of 42 candidates for 15
vacancies.
In accordance with our Constitution, the Trust uses the method of single transferable
voting for all elections. This system allows voters to rank candidates in order of
preference and, after candidates have either, been elected or eliminated, unused votes
are transferred according to the voters next stated preference.
Electoral Reform Service (ERS), which is an external agent, was appointed by the Trust
to oversee the election process.
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The election process concluded in December 2011 and returned the following
Governors for a three year term:
Public Elected Governors

Constituency

Mr David Stenson

Public: Brierley Hill

Mr Robert Edwards

Public: Brierley Hill

Mr Bill Hazelton

Public: Central Dudley

Mr Brian Chappell

Public: North Dudley

Mr Rob Johnson

Public: Halesowen

Mr John Balmforth

Public: Halesowen

Mr Darren Adams

Public: Stourbridge

Mr Major Robins

Public: Stourbridge

Mrs Diane Jones

Public: South Staffordshire and Wyre Forest

Ms Stephanie Pritchard

Public: Tipton and Rowley Regis

Staff Elected Governors

Staff Group

Mr David Heath

Staff: Allied Health Professionals and Health Care
Scientists

Mrs Karen Jaunzems

Staff: Non Clinical Staff

Mrs Joanne Hamilton

Staff: Nursing and Midwifery

Mrs Julie Walklate

Staff: Nursing and Midwifery

Mrs Alison Macefield

Staff: Nursing and Midwifery

The following organisation re-appointed a Governor for a further three year term to
serve on the Council of Governors:
Appointed Governor

Appointing organisation

Professor Martin Kendall

University of Birmingham Medical
School
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Governors who are 'mid term' are listed along with their end of term of office scheduled
at the end of the month noted as per list below:
Public Elected
Governors

Constituency

End of term of
office

Mr Nazir Ahmed

Public: Central Dudley

June 2013

Mr Bill Etheridge

Public: North Dudley

June 2013

Mrs Kacey Akpoteni

Public: Rest of the West Midlands

March 2013

Staff Elected
Governors

Staff Group

Mrs Jackie Smith

Staff: Allied Health Professionals and Health
Care Scientists

March 2014

Mr Ian Dukes

Staff: Medical and Dental

February 2013

Mr Terry Venables

Staff:  Partner  Organisations’  Staff

March 2014

Mrs Gill Cooper

NHS Dudley

June 2013

Awaiting
appointment

Dudley Council for Voluntary Service

------

Councillor Lesley
Faulkner

Dudley Metropolitan Borough Council

March 2012

Appointed Governors
(Nominated)

For a full list of current Governors, visit the Trust website at www.dudleygroup.nhs.uk
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Engagement with Governors and Members
The Trust encourages and supports Governors in raising public awareness of the work
of the Trust and their role within their constituencies. The 'out  there’  initiative continues
to support Governors to undertake their important role in finding out what people think
about the Trust and bringing that feedback to the Trust Board of Directors.
Throughout the year Governors have been busy out and about in their communities and
have attended a number of community and support groups, including Lung
Rehabilitation Support Group, Pilkington, Sedgley Townswomen Guild, Gornal and
Sedgley Cancer Support Group, Stourbridge Rotary, West Midlands Pensioners
Convention and Dudley Stroke Association. Governors have also participated in
various other community events including Dudley College Freshers Fayre, Halesowen
College Health and Environment Day, Older Peoples Forum, and BME engagement
events.
Council of Governors meetings are held quarterly and Trust Members and the wider
public are welcome to attend and observe. They are regularly attended by Executive
and Non Executive Directors and often include presentations and question and answer
sessions with key clinicians and staff from across the Trust to help Governors
understand how the organisation works. Approved minutes from the full Council of
Governor meetings can be found on the Trust website at www.dudleygroup.nhs.uk
Following receipt of an External Review of Governor Effectiveness report in the summer
of 2011 and Governor elections in the autumn of 2011 the committee structure
supporting the effective working of the Council of Governors was reviewed and
redesigned. Three committees have now been established with Governor members and
with Executive and Non Executive Directors nominated to attend. Terms of reference
have been developed and ratified by the full Council of Governors. These committees
focus on:
Strategy
Governance and Assurance
Membership Engagement
Training is provided allowing experts from within and outside the Trust to work with
Governors to identify key aspects of their role including how they influence strategy
within the Trust, how they undertake their secondary governance duties and how they
will engage with members and the wider community so that their views and opinions
can be heard.
During the first quarter of 2012/13 work plans will be developed so that the impact of
the work undertaken by Governors can be monitored to show the added value their role
brings to the Trust’s  wider  patient  and  public  engagement  strategies.
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Contact procedures for people to talk to their Governors and/or Directors of the
Trust Board
There are several ways our Trust Members or members of the public can contact either
their Governor or a member of the Trust Board of Directors:
At our public Council of Governors meetings
At our Annual Members' Meeting
For dates and times for these and other Members events, please contact the
Foundation Trust office:
Telephone: (01384) 321124
Email: foundationmembers@dgh.nhs.uk or governors@dgh.nhs.uk
Write to: Freepost RSEH-CUZB-SJEG, 2nd Floor C Block, Russells Hall
Hospital, Pensnett Road, Dudley, DY1 2HQ
Several of our Governors are also happy to be contacted directly and their details can
be found on the Members section of our website or via telephone (01384) 321124.
Membership recruitment and engagement
Our Members are local people and staff from all walks of life and to be eligible for
membership must be over 14 years of age – there is no upper age limit. Full details of
who is eligible to register as a Member of the Trust is contained within our Trust
Constitution which is available at www.dudleygroup.nhs.uk. Any public Members
wishing to come forward as Governor when vacancies arise or vote in Governor
Elections must reside in one of our constituencies. Trust staff are automatically
included as a Member within the staff groups as set out on page 42 unless they choose
to opt out.
This year we have continued to promote Trust Membership to our local communities
and the importance of having a voice by encouraging them to share with us their
experiences. All of our events this year have been successful in terms of promoting the
Trust and have also been successful in increasing Membership as a whole, including
our underrepresented groups. The table below shows the top five most successful
recruitment activities.
Top five most successful recruitment activities during 2011/12
Date
Members recruited
23/11/11 Health and Environment Fair – Halesowen College
379
15/09/11 Dudley College Freshers Fayre
200
2011/12
Volunteers/via post/through Governors
216
2011/12
From appointment letters
51
21/09/11 Peters Hill Primary School open evening
35
At the end of March 2012 we had a total of 12,505 public members (including those
outside of the West Midlands).
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Membership growth and Target for 2012/13
Membership sector

31/03/2011
actual

Public (including outside of the West Midlands)
Staff
Total

11,692
4,391
16,083

31/03/2012 2012/2013
actual

projected

12,505
5,165
17,670

13,000
5,175
18,175

Our recruitment strategy for 2012/13 is to focus on developing opportunities to reach
our target of 13,000 public Members by the end of March 2013, refine recruitment
activity to target areas of shortfall and continue to strive to ensure our Membership is
reflective of the communities we serve. Our strategy also includes developing more
opportunities for engaging with our Members to gain feedback that the Trust can use to
improve the patient experience.
Our 'Meet your Experts' health fair events and behind-the-scenes tours continue to
prove a real success with both our Trust Members and members of the wider
community. Many have provided valuable feedback and learned more about our
services, including some of our younger Members who show a keen interest in the work
of our hospitals as a potential career choice. We have hosted seven Member events,
ranging from health fairs to behind-the-scenes tours and seminars, with 346 Members
and their guests attending.
We also aim to recruit Members who wish to be actively involved with the Trust. There
are two levels of Membership: passive and active. We are pleased that we have
increased our  total  ‘active’  Membership to 3,600 (excluding those living
outside of the West Midlands).
All Members will continue to receive information about the Trust via our quarterly
magazine  ‘Your  Trust’  and  also:
Be involved in shaping the future of healthcare in Dudley by sharing their views*
Be able to vote in Governor elections*
Be able to stand for election to represent their constituency*
Be invited to attend our health fairs and Member tours
* excluding those living outside of the West Midlands
Membership report as at 31st March 2012
Public constituencies
Brierley Hill
Central Dudley
Halesowen
North Dudley
Rest of West Midlands
South Staffordshire and Wyre Forest

Number of members
1,588
2,128
1,086
1,294
1,240
1,235
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Stourbridge
Tipton and Rowley Regis
Total Public Members (excluding outside of the West Midlands)
Staff constituencies
Medical and Dental
Nursing and Midwifery
Allied Health Professionals and Health Care Scientists
Non Clinical
Partner Organisations
Total Staff Members

1,590
2,116
12,277
Number of members
486
2,518
626
883
652
5,165

Membership breakdown by age, gender and ethnicity
Membership
0-16
17-21
22+
Not stated
Male
Female
White
Mixed
Asian or Asian British
Black or Black British
Other
Not stated

31st March 2011
191
1,749
9,380
372

31st March 2012
168
2,176
9,552
609

4,405
7,287

4,755
7,750

10,232
220
761
242
61
176

10,582
295
844
285
68
431
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Board of Directors
The Board of Directors was established and constituted to meet legal minimum
requirements as stated in the Health and Social Care (Community Health and
Standards) Act 2003, and the requirements of the NHS Foundation Trust Code of
Corporate Governance published by Monitor.
A Board evaluation process is in place to enable it to undertake a formal and rigorous
annual evaluation of its own performance and that of its committees and individual
directors, in line with the Combined Code.
The Board of Directors Nominations Committee works closely with the Council of
Governors' Appointments Committee to review the balance and appropriateness of
Board members skills and competencies. Board effectiveness is assessed annually
and the process is monitored by the Appointments Committee. The Board is satisfied
that the balance experience and skill set of Board members remains fit for purpose.
Non Executive Directors can only be removed by a 75 per cent vote of the Council of
Governors following a formal investigatory process, and the taking of independent legal
advice, in accordance with guidance issued by Monitor.
A  Register  of  Directors’  Interests  is  held  by  the  Board  Secretary  and  is  available  for  
inspection on request.

Directors in post during the financial year
Position
Chairman
Chief Executive
Director of Finance and
Information
Director of Operations and
Transformation
Medical Director
Nursing Director
Non Executive
Director/Deputy Chairman and
Senior Independent Director
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director
Association Non Executive
Director

Name
John Edwards
Paula Clark
Paul Assinder

Commencing
01.11.10
01.10.09
22.08.05

End
31.10.13

Richard Beeken

15.06.10

Paul Harrison
Denise McMahon
David Badger

01.06.06
12.05.08
01.12.02

31.12.12

Ann Becke
Jonathan Fellows
Kathryn Williets
David Bland
Richard Miner

01.11.05
25.10.07
01.05.04
01.08.10
01.10.10

30.10.12
30.09.14
30.04.12
31.07.13
30.09.13

More detailed information about each Director can be found on pages 45 onwards.
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Board of Directors structure
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John Edwards CBE – Chairman
John joined the Trust on 1st November 2010. He is the former Chief Executive Officer
of Advantage West Midlands (AWM), the regional development agency. In 2008,
John was awarded a CBE for services to the regional economy.
John is a Quantity Surveyor and Project Director by profession and spent his early
career in the private sector. He joined the Rural Development Commission, where he
worked in a number of operational roles and finally as Chief Executive. Continuing
his interest in economic development and regeneration, John joined Business in the
Community in 1998 as Managing Director of Regeneration.
John joined AWM in 2000 where he oversaw an investment budget of £350m. AWM
was independently evaluated, by the National Audit Office, as an excellent
organisation achieving the maximum 4 star rating and by PWC as the most effective
of the Regional Development Agencies with every £ invested delivering over £8 of
benefit for the West Midlands.
Since 2008 he has continued to advise both government bodies and private
companies on strategic economic regeneration policies and their impacts. John is a
Consultant to Squires, Sanders & Dempsey (UK) LLP an international law practice.
He  is  also  a  Principal  Fellow  at  the  University  of  Warwick’s  Warwick  Manufacturing  
Group (WMG) where he is overseeing the development of the International Institute
for Product and Services Innovation (IIPSI), John chairs the IIPSI Board.
John is committed to help lead The Dudley Group to become an even better
performing organisation committed to providing the best quality care to all our
patients.

Non Executive Directors
David Badger – Non Executive Director, Deputy Chairman and Senior
Independent Director
David was appointed as a Non Executive Director in 2002 following many years’
experience of public service in local authority and community regeneration settings.
David led many education, training and health initiatives which involved local
communities through the development of stakeholder groups as well as
community participation in strategic planning.
Management roles included direct responsibility for major capital and revenue
budgets, Private Finance Initiatives for schools, school governance and
financing and human resources.
Appointed as Deputy Chairman and Senior Independent Director of the Trust in
2008, David is committed to the continuing development of the Trust and the
relationship with the local community. To this end he is particularly keen to promote
and support relationships between the Trust Board, Governors and our Members.
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Ann Becke – Non Executive Director
Ann brings to the Trust 26 years experience in global sales and marketing as Head
of Professional Services for BT. Her career has been mainly in consultative sales
and sales management where she provided strategic direction and leadership.
A graduate in World Class Service Management from Leeds University, she is a
trained coach and mentor and was instrumental in setting up a global BT external
client  ‘women  in  business'  network  to  promote  talent  in  the  boardroom.  Recognised  
as a member of the BT talent pool she was also a role model for the delivery of
inspirational leadership, customer satisfaction and diversity. She was also a member
of the PPI (Patient and Public Involvement forum) gaining valuable insight into the
NHS.
In her role as a Non Executive Director, Ann is Chair of the Risk and Assurance
Committee, a member of the art and environment group and is the lead for
Safeguarding, both within the Trust and the wider health economy. She is also a
Trustee of Dudley Clinical Education Centre's Charity and represents the Trust on
the Dudley Children's Partnership Board.
Ann has been Chair and Vice-Chair of the Chernobyl Children's Lifeline
(Wolverhampton/Kinver Link) charity for the past 18 years and is actively involved in
both the local and business community raising awareness and significant funding to
support the aims of the charity. In 2009 Ann received an award for outstanding
service in the local community for her work with local charities and groups.
David Bland – Non Executive Director
David joined the Trust in August 2010 and brings extensive senior level experience,
particularly in running complex multi-site service businesses. He has a strong mix of
strategic and operational skills developed during many years of international
consultancy work.
From his time in the hospitality industry with Bass plc and Intercontinental Hotels
Group plc, David brings a real understanding of how to deliver excellent and
consistent customer service.
More recently, David has been working with a number of private equity-backed
companies, as well as acting as a mentor to several young people starting
businesses with the Prince's Trust.
Jonathan Fellows – Non Executive Director
Jonathan held executive roles on the boards of several large publicly listed
companies before spending eight years successfully leading and growing private
equity backed businesses.
He has extensive experience of raising finance, particularly for major capital projects,
as well as developing business strategy and improving customer service, PR and
communications.
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Jonathan is a Fellow of the Chartered Association of Certified Accountants, a
member of the Association of Corporate Treasurers and Chair of the Trust Audit
Committee.
Richard Miner – Associate Non Executive Director
Richard is a Chartered Accountant by profession and has worked for many years
with entrepreneurial and growing businesses, having held senior positions in both
practice and industry. He was previously a Non Executive Director at NHS
Birmingham East and North where he chaired the Audit Committee and the World
Class Commissioning Programme Board.
Richard is a member of the Finance and Performance and Audit Committees as well
as taking non-executive responsibility for Adult Community Services. From May
2012  Richard’s  role  will  change  from  Associate  Non  Executive  Director  to  Non  
Executive Director and he will chair the Charitable Funds Working Group.
Kathryn Williets – Non Executive Director
Kathryn joined the Trust as a Non Executive Director in May 2004, bringing with her
a background in criminal, family and childcare law. She qualified at the Bar in 1989
and then re-qualified as a solicitor in 1994. She holds a teaching qualification and
has taught in a range of legal subjects. Kathryn is a member of the Law Society.
Kathryn is currently a sole practitioner providing agency services to other solicitors'
firms, and to Local Authorities, in the areas of childcare and family law. She lives in
Halesowen. She spent some years involved in school governance, and is a former
Chair of the Governing Body at Manor Way Primary School.
During the process to achieve Foundation Trust status, Kathryn delivered
presentations to stakeholders, partners and the public. As a member of the Trust
Board, Kathryn is interested in public and patient issues, especially those
surrounding elderly care. She is also keen to contribute to audit and governance
policies implemented by the Trust. She chairs the Charitable Funds working group.
She is the Trust lead on issues of patient safety and security management.
Kathryn’s  term  of  office  with  Trust  ends  on  30th April 2012 and she has decided to
step down from the Board at this point. The Trust thanks Kathryn for her support
and  dedication  during  her  eight  years’  service.

Executive Directors
Paula Clark – Chief Executive
Paula joined the Trust as Chief Executive on 1st October 2009 from Burton Hospitals
NHS Foundation Trust.
During her four years as Chief Executive of Burton Hospitals, she led the trust
through turn-round and on to Foundation Trust status in 2008.
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Paula has worked in the NHS for the past 21 years, with 13 years at Chief Executive
level.
Her career in the NHS has spanned a wide range of sectors, including Chief
Executive of Erewash Primary Care Trust and senior roles at Southern Derbyshire
Health Authority, Nottingham City Hospital and Derbyshire Ambulance Service.
Before joining the NHS, Paula worked in sales and marketing in the pharmaceutical
industry and was a member of the Chartered Institute of Marketing. She was also a
lecturer in Marketing and Business Studies at Clarendon College, in Nottingham, and
led their public relations function.
Paul Assinder – Director of Finance and Information
Paul brings to the Trust Board 32 years of experience in financial management and
audit in large commercial and NHS organisations. With the last 21 years of his
career at Finance Director level, Paul has significant experience of Board level
challenges. This has included negotiating a major Private Finance Initiative deal to a
financial close.
Today, as the Director of Finance and Information for The Dudley Group, one of his
roles is to develop and implement the financial aspects of the Trust's strategy. While
championing the highest financial standards, audit and governance standards, Paul
is also interested in developing clinical performance and accountability frameworks.
He is leading the Trust's Service Line Performance Management Initiative.
Qualified as a chartered and certified accountant, with a degree in Economics and
Management, Paul has written widely and lectured on NHS finance matters.
He is a member of a wide range of professional bodies and networks and is a trustee
of the Healthcare Financial Management Association.
Richard Beeken – Director of Operations and Transformation
Richard joined the Trust in June 2010 from South Staffordshire and Shropshire
Healthcare NHS Foundation Trust where he spent two-and-a-half years as Chief
Operating Officer.
He has held a variety of senior positions within the NHS since graduating from the
NHS Management Training Scheme. This is his third Executive Director post.
He has worked as Divisional Manager of Surgical Services at Royal Wolverhampton
Hospitals and Chief Operating Officer at Birmingham Children's Hospital before
moving to South Staffordshire and Shropshire Healthcare NHS Foundation Trust in
2007.
Richard is responsible for service delivery in our clinical services, delivered through
our clinical directorate structure, as well as leading on the Trust-wide Transformation
programme which aims to deliver efficiency and quality gains in the future through
effective service redesign. Richard is also the executive responsible for Facilities and
Estates through the management of the PFI contract.
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Paul Harrison – Medical Director
As Medical Director and Consultant Haematologist, Paul has a varied role with both
clinical and managerial responsibilities.
His medical background as a Haematologist has given him wide clinical experience
and he is a Fellow of both the Royal College of Physicians and the Royal College of
Pathologists. He is particularly interested in medical education and has served as
Regional Specialty Advisor for both the Royal College of Physicians and the Royal
College of Pathologists.
He has previously chaired both the Regional Training Committee and the
Haematology Specialty Advisory Committee and was also previously an examiner for
the Royal College of Pathologists. Paul currently sits on the Royal College of
Physicians’  Regional  Advisers  and  Specialty  Representatives  Group  and  is  a  CPD  
Approver for the Royal College of Physicians. He is called upon to lecture and advise
on a variety of clinical, managerial and professional topics and has previously been a
member of the HRG Expert Working Group.
He previously undertook the role of Lead Cancer Clinician during which time he
successfully expanded cancer services while maintaining financial balance, ensuring
the Trust met cancer waiting time targets.
Key operational achievements have involved the establishment of new services in
Dudley. These include a nurse-led open access deep vein thrombosis
diagnostic/treatment service and a peripheral blood stem cell transplantation
programme. He also reconfigured working practices in the Haematology department
to develop a fully integrated team-based approach by medical staff.
Denise McMahon – Nursing Director
A nurse for 30 years, Denise started her nurse training in 1978 at Walsall Manor
Hospital having been a nurse cadet for two years.
Denise was a senior nurse in medicine and then a general manager for medicine
and surgery until she became Deputy Nurse Director in 1997. Two years later, she
moved to the Royal Orthopaedic Hospital, in Birmingham, as Director of Nursing and
Operations and then on to Kettering General in 2001 as Director of Nursing and
Midwifery.
In addition to her corporate responsibilities as Director of Nursing, specific
responsibilities include professional leadership for the nursing and midwifery strategy
and Director of Infection Prevention and Control, a role in which she has
considerable experience. She also holds the Director lead role for Governance.
Denise is passionate about patient care and has continued to do clinical shifts
throughout her career.
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Board of Directors Committees
Structure 2011/12

In January 2012 the Board of Directors reviewed their Committee structure and
recognising the broadening Quality Agenda, established a new Clinical Quality,
Safety and Patient Experience Committee to provide dedicated time and appropriate
resource to this. At the same time the role of the Risk Committee was expanded to
include assurance and now has responsibility for the risk, control and governance
processes which have been established across the Trust. The Terms of Reference
for the remaining Committees were reviewed and updated to reflect changes to
membership and to the supporting working groups. Changes came into effect on the
1st April 2012 for the 2012/13 year.
Structure 2012/13
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Board and committee meetings attendance

John Edwards
David Badger
Ann Becke
Jonathan Fellows
Kathryn Williets
David Bland
Richard Miner
Paula Clark
Paul Assinder
Paul Harrison
Denise McMahon
Richard Beeken

Chair
Non Executive Director/
Deputy Chair/
Senior Independent Director
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director
Associate Non Executive Director
Chief Executive
Director of Finance and Information
Medical Director
Nursing Director
Director of Operations and
Transformation

Attendance at Board
of Directors out of 11
11
10
7
10
10
11
11
10
9
11
9
11

Audit Committee
The Audit Committee provides the Trust Board with an objective view of the financial
systems used by the Trust and makes sure the statutory obligations, legal
requirements and codes of conduct are followed.
The Audit Committee has met four times during the year and has reviewed its
effectiveness and reported this to the Board of Directors. The Committee has fully
discharged its responsibilities for reviewing the effectiveness of systems of internal
control and governance.
Audit Committee membership
Jonathan Fellows
David Bland
David Badger
Kathryn Williets
Ann Becke

Attendance out of 4

Non Executive Director
(Committee Chair)
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director

4

Chief Executive
Director of Finance and Information
Nursing Director
External auditors representative
Internal auditors representative
Associate Non Executive Director

3
4
3
4
4
3

1
3
3
3

In attendance
Paula Clark
Paul Assinder
Denise McMahon
Deloitte LLP
RSM Tenon
Richard Miner
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Independence of external auditor
The Trust has a policy in place for the approval of additional services by the external
auditor to ensure that the independence of the external auditor is not compromised
where work outside the audit code has been purchased.
Nomination Committee
The Trust’s  Nomination  Committee  meetings  are  called  on  an  ad  hoc  basis  when  an  
appointment needs to be made. The Committee operates to review and evaluate the
Board structure and expertise, as well as to agree a job description and person
specification for the appointments of the Chief Executive and Executive Directors.
The Committee also identifies and nominates suitable candidates for such vacancies
and recommends its proposed appointment for Chief Executive to the Council of
Governors. One meeting was held during 2011/12.
Nomination Committee membership
John Edwards
Jonathan Fellows
David Bland
David Badger
Kathryn Williets
Ann Becke

Chairman (Committee Chair)
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director

Attendance out of 1
1
1
1
1
1
1

In attendance
Paula Clark
Paul Assinder
Annette Reeves
Richard Miner

Chief Executive
Director of Finance and Information
Head of Human Resources
Associate Non Executive Director

1
1
1
1
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Sustainability Report
The Trust takes its sustainability responsibilities very seriously and the Sustainability
Development Unit sets in its ‘NHS  Carbon  Reduction  Strategy’  the  contributions  the  
NHS can make to reduce its carbon impact. The Trust supports the view that it
should measure and progressively reduce its own carbon footprint in order to save
resources and contribute to reducing the impact of its activities on the environment.
We work very closely in this matter with our Private Finance Initiative (PFI) partner,
Summit Healthcare, who has a responsibility under the PFI contract to purchase
utility resources and manage their effective use and also to dispose of waste that is
created by the Trust and its partners. The Trust has a Sustainable Development
Group comprising senior technical, financial and procurement management
personnel, drawn from the Trust and its PFI partner, whose responsibilities are
directly linked to the environmental agenda.
Target areas at present are the procurement process of the Trust, the segregation of
waste materials and the effective use of energy.
Our Strategy
The  Trust’s  overall  sustainability  strategy  has  been  developed  in  the  context  of  
having re-developed the hospitals as part of a major PFI including installing energy
efficient new plant in modern healthcare facilities. Supporting the district general
hospital at Russells Hall are two outpatient centres that help minimise travel
distances for patients.
The  Trust’s  strategy  can  be  considered  under  six  headings:
Building Energy Management
Travel
Procurement
IT
Waste/recycling
Raising awareness
Building Energy Management
During the year, a new Energy Group was set up aligning the sustainability agenda
for energy with the PFI contract efficiency process to reduce costs. Tenders will be
evaluated for a major energy reduction company to advise the Trust on the way
forward.
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Travel
The  Trust  will  continue  to  work  with  its  ‘Green  Travel  Plan’  designed  to  reduce  car  
journeys by 10 per cent over a five-year period (base line year is 2010) and evaluate
the recent car park charges and restrictions on parking for staff.
Procurement
The Trust will continue to follow good practice in the procurement of sustainable
products by following the Office of Government list of Sustainability Minimum
Mandatory  Standards  ‘Quick  Wins’.  The  Trust  Board  have  approved  a  Trust  wide  
‘Sustainable  Procurement  Policy.’
IT
The Trust will continue to purchase IT equipment (through Siemens Plc) from market
leaders in the manufacture of environmentally responsible equipment.
Waste/recycling
The Trust has set up a waste/recycling group to improve its arrangements for
controlling waste and recycling. This Committee reports to the Sustainable
Development Group on a regular basis. Recent initiatives include the following:
o Cardboard recycling has increased to approximately three tonnes per
week
o Batteries are collected from various wards and departments to enable
recycling
o Sharps are  dealt  with  by  a  system  called  ‘Sharpsmart’  reducing the
amount of plastic incinerated by utilising a re-usable container and is
regularly audited
o Much clinical waste is recycled following  ‘alternative  treatments’
Raising awareness
The Sustainable Development Group will work with the communications manager to
raise  awareness  about  the  sustainability  agenda  among  staff  and  the  Trust’s  
stakeholders.
Governance
The  Trust’s  Sustainable  Development  Group  is  responsible  through  the  Trust  
Management Executive to the Trust Board of Directors. The group is chaired by the
Trust’s  Deputy  Director  of  Operations.  An  annual  energy  and  carbon  reduction  report  
to the Trust Board will monitor and show how the Trust and its PFI Partners are
progressing.
Summary of Performance
There are a number of contributing factors which relate to the efficiency and
effectiveness of using energy and other utility services in the Trust at the present
time:
(a)

The increased demand for cooling facilities within clinical areas of the estate.
Large areas of the hospital are ventilated by natural ventilation only
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(b)
(c)
(d)

The increased use of modern computer technology and the tendency for staff
to leave equipment on standby when not in use
The use of the hydrotherapy pool facilities
Though there are areas of the buildings that have movement sensors fitted to
the lighting systems, there are significant other areas where the lighting is left
on. This needs to be managed and controlled by those who use the facilities
Area

Greenhouse
Gas
Emissions
kwh

Waste
Minimisation
and
Management

Measure

NonFinancial
data

NonFinancial
data

Financial
data

Financial
data

(applicable
metric)

(applicable
metric)

(£)

(£)

2010/11

2011/12

2010/11

2011/12

Electricity
(kwh)

16,353,056
kwh

17,682,611
kwh

£1,082,520

£1,380,741

Gas
(kwh)

57,101,132
kwh

56,689,651
kwh

£1,159,368

£1,389,880

Oil
(kwh)

2,927,778
kwh

1,551,731
kwh

£ 128,770

£

Absolute
values for
total amount
of waste
produced by
the Trust
(tonnes)

1774.32
tonnes

1516.80
Tonnes

£434,520.18

£ 447,036

Landfill =
484.54
tonnes

Landfill =
396 tonnes

£34,523.47

£ 35,640

Methods of
disposal

Recycled =
189.33
tonnes

Recycled =
210 tonnes

£2,794.76

£

Water (metre
cubed)

187,929 M

Treated
waste =
876 tonnes
3

173,257 M

6,300

£ 102,000

Sharps
Waste =
34.80
tonnes
Treated
waste =
1,100.45
tonnes

87,438

3

£397,201.95

£ 303,096

£367,638*

£145,330

Finite
Resources
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Area

Measure

NonFinancial
data

NonFinancial
data

(applicable
metric)

(applicable
metric)

2010/11

2011/12

Emissions
EUETS
(Tonnes of
2)
CO

Tonnes

11,064

10,191

Electricity
(Tonnes of
2)
CO

Tonnes

8,825

**

Financial
data

Financial
data

(£)

(£)

2010/11

2011/12

* Figures include sewage charge
** Figures unavailable at the time of audit
Electricity generated on site from CHP is approximately 28%.
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Regulatory Ratings
The Trust set the 2011/12 regulatory ratings plan based on the annual risk
assessment of the coming financial year 2011/12. Analysis for each area of rating
compared with that expected in the annual plan is summarised below:
Financial risk rating
The  Trust  planned  for  a  rating  of  ‘3’  in  the  annual  plan.  The  Trust  entered  the  
Financial Year with a challenging cost improvement programme. This was also on
the back of a reduction in the amount of income the Trust would receive as a result
of changes to the Payment by Results (PBR) system and local commissioning
intentions.  The  Trust’s  overall  performance  for  the  year  showed an Earnings Before
Interest, Taxation, Depreciation and Amortisation (EBITDA) margin of £20.6m, 7.2
per cent, equivalent to £1m below plan and net surplus at £627k, £127k above plan.
Although the Trust encountered a difficult 2011/12 financially we were still able to
deliver a  rating  of  ‘3’  on  our  final  outturn.
Governance risk rating
The  Trust  planned  for  a  rating  of  ‘Green’  in  the  annual  plan.  During  the  year  the Trust
exceeded its annual C. diff target of 77 with reported cases of 113. The majority of
the cases occurred in the first half of the financial year. The Trust was compliant with
this target in Quarter 4 with lower reported cases than plan. The CQC have stated
that the Trust is compliant with all essential standards of quality and safety but it has
a  single  ‘major’ concern and an associated compliance action outstanding against
CQC outcome 8 (cleanliness and infection control). This relates exclusively to
excess C. diff numbers in the first half of 2011/12 and have caused the Trust to
continue to have a final governance  rating  of  ‘Amber-Red’.  The  Trust  is  confident  
that this rating will increase  to  ‘Amber-Green’  in  Quarter  1 of 2012/13 given the
current achievement of the C. diff target.
Mandatory services
The  Trust  planned  for  a  rating  of  ‘Green’  in  the  annual  plan. The Trust made no
changes to the range of services provided, nor to mandatory assets, during the year.
A  rating  of  ‘Green’  was  maintained  throughout  all  quarters.
Ratings for 2011/12
Annual Plan
2011/12

Q1 2011/12

Q2 2011/12

Q3 2011/12

Q4 2011/12

3

3

3

3

3

Governance
risk rating

Green

Amber-Red

Amber-Red

Amber-Red

Amber-Red

Mandatory
services

Green

Green

Green

Green

Green

2011/12
Financial
risk rating
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Ratings for 2010/11
Annual Plan
2010/11

Q1 2010/11

Q2 2010/11

Q3 2010/11

Q4 2010/11

3

3

3

3

3

Governance
risk rating

AmberGreen

Red

Red

AmberGreen

AmberGreen

Mandatory
services

Green

Green

Green

Green

Green

2010/11
Financial
risk rating
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Financial performance
In line with the rest of the NHS, the Trust has faced a challenging year financially in
2011/12. Total income has increased by 1.9 per cent, to £284.8 million, above the
previous year, representing a real terms reduction to overall funding.
The Trust recorded an Earnings Before Interest, Taxation, Depreciation and
Amortisation (EBITDA) of £20.6 million which equates to 7.2 per cent of turnover.
In overall terms the Trust has achieved an overall Financial Risk Rating of 3 by
Monitor.
The key financial impact experienced by the Trust continues to be linked to the new
payment rules regarding a 30 per cent marginal payment for non-elective admissions
over a specified emergency activity threshold. Continued growth in non-elective work
resulted in the opening of additional beds and the knock-on cancellation of elective
work. The increased stepped costs required to deliver this additional work is not
appropriately funded under this particular regime, resulting in estimated lost income
of approximately £4.2m. The impact of other specific finance rule changes, including
the non-payment for a non-elective re-admission within 30 days were successfully
mitigated via a partnership approach with Dudley PCT.
Table 1 highlights the impact of the above, showing the significant increase in
expenditure over plan that exceeded the level of income growth. Although EBITDA
was lower than plan the overall surplus was higher by £127k. This was
predominantly due to a profit on sale of surplus residential properties and a lower
PDC dividend liability than planned.
Table 1: Trust Financial Performance 2011/12

Income
Expenditure
EBITDA
Net Surplus
EBITDA Margin
EBITDA % Plan Achieved
Return on Capital Employed
IS Surplus Margin
Liquidity Days

Plan
£000’s
279,438
(257,839)
21,599
500

Actual
£000’s
284,825
(264,233)
20,592
627

Variance
£000’s
5,387
(6,394)
(1,007)
127

7.7%
87.9%
5.4%
0.4%
37.3

7.2%
95.8%
4.9%
0.2%
40.7

(0.5%)
7.9%
(0.5%)
(0.2%)
3.4
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Income and Expenditure
The table below compares the original planned income and expenditure with the
outturn position for 2011/12.

Activity Income
Other Clinical Income
Other Operating
Income
Total Income
Pay Spend
Non-Pay Spend
Total Expenditure
EBITDA
Retained Surplus

Plan
£000’s
264,423
1,759
13,256

Actual
£000’s
268,359
1,626
14,840

279,438
(161,736)
(96,103)
(257,839)
21,599
500

284,825
(166,696)
(97,537)
(264,233)
20,592
627

Variance
Notes
£000’s
3,936
1
(133)
1,584
2
5,387
(4,960)
(1,434)
(6,394)
(1,007)
127

3
4
5

1. Activity Income
The Trust signed Acute Care contracts totalling £240.4m for 2011/12 including
£3.5m for specific quality improvements. The main PCT Acute contracts are held
with Dudley (£176.7m), Sandwell (£33.1m), South Staffordshire (£9.1m) and
Specialised Services (£11.0m). In addition the Trust is now responsible for running
adult community services across the Dudley Borough, resulting in additional contract
income of £21.3m, including £0.5m for specific quality improvements.
The activity plan was based upon signed contracts with PCTs that is income secured
rather  than  ‘at  risk’.  Whilst  the  start point for plans in 2011/12 was based on a more
realistic level of modelled activity, it also contained a level of deflation to take
account of the impact of PCT commissioning intentions. This reflects the aim of the
PCT to de-commission activity deemed to be inappropriate in the current financially
challenged environment. This was particularly relevant for non-elective admissions
(previous year outturn equated to 56,117 spells but the plan was reduced to 48,542
spells. However, it should be noted that a high proportion of this reduction was linked
to alternative methods of recording activity).

Accident &
Emergency
attendances
Elective spells
Non-elective spells
Outpatient
attendances/
procedures

Annual
Plan
96,523

Outturn

Variance

98,438

1,915

Growth
(%)
2.0%

46,224
48,542
510,246

48,441
54,042
515,241

2,217
5,500
4,995

4.8%
11.3%
1.0%

In undertaking additional activity over and above the plan, the Trust has earned
additional income under NHS tariff, commensurate with the extra work. The majority
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of this additional work is paid for at the full tariff but as a result of current rules, there
is an element of non-elective work that is only funded at a marginal rate of 30 per
cent. The impact of this change penalises the Trust by an estimated £4.2m. In
addition, further new rules regarding the non-payment for a non-elective readmission within 30 days of the original attendance could have resulted in a further
loss of income of £4.2m. However, a partnership approach with Dudley PCT enabled
this potential loss to be fully mitigated.
An additional one-off sum of £1.6m was also funded to enable improved
performance of key targets (including waiting times in A&E and waiting times for
operations) over the winter period. This enabled the continued achievement of these
important targets.
2. Other Operating Income
The Trust successfully attracted other operating income in excess of planned levels,
notably for training and education, research and development and for the provision
of pharmacy services. The Trust remained well within the private patient income cap.
3. Pay Spend
Pay costs exceeded the budget plan by £4.960 million. Similar to the previous year,
this was a direct impact of the significant increase in work, including the opening of
additional beds for longer time periods and temporary off-site provision for patients
that were medically fit for discharge but not quite able to return home.
During the year, employed staff increased from 3,798 to 3,893* Whole Time
Equivalents, including further recruitment of trainee nurses to  the  Trust’s  successful  
development programme. The Trust has actively sought to reduce vacancies during
the year, particularly for nurses via successful recruitment days. It has also
developed a successful in-house staff bank (commenced in 2010/11) that is able to
fill at least 95 per cent of unmet nursing shifts without recourse to external agency
provision.
The corollary of these changes, coupled with a concerted effort to eliminate premium
rate working, is a significant reduction in both agency and waiting list/overtime
expenditure. Agency costs are sometimes necessary to ensure safe staffing levels in
wards but the costs are significantly higher than contracted or bank staff. Due to the
increased contracted staffing levels and success of the staff bank, total agency costs
have reduced from £10.173 million expended in 2010/11 to £3.208 million expended
in 2011/12. The nursing element has reduced from £3.455 million spent in 2010/11
to £0.455 million spent in 2011/12. For agency spend on Medical staff, the reduction
is equally positive from spend of £6.037 million in 2010/11 to £2.588 million in
2011/12.

*see note on page 24
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4. Non-Pay Spend
Additional non-pay spending has occurred as a direct result of additional activity with
significant unplanned spends occurring on high cost drugs, various clinical supplies,
surgical instruments, patient appliances, dialysis and dressings. In addition, non-pay
spend has also increased on computer equipment, additional cleaning linked to
greater infection control and legal expenses.
5. EBITDA
EBITDA for the year as a whole fell below plan linked to the additional costs of
managing non-elective pressures and the corresponding reduced level of income.
The reductions in agency spend and other premium costs enabled the Trust to
remain profitable overall resulting in a retained surplus of £0.627 million
(representing a figure that is £0.127m in excess of the original plan).
Capital
In 2011/12 the Trust invested £8.3 million on new facilities and equipment. The
replacement and upgrade of the Endoscope Decontamination facility at Russells Hall
and Corbett Hospitals was the largest scheme during 2011/12, at £2.4m.
Increased clinical diagnostic activity required the Trust to have a larger
decontamination facility as well as alterations to ensure compliance with latest
regulatory requirements. The Trust also replaced £2.2m worth of imaging equipment
during the year. This forms part of the PFI contract and is paid through the annual
amount paid to the relevant PFI provider.
Investment 2011/12
Endoscope Decontamination Area
Imaging Equipment Replacement
Other Medical Equipment
Day Case Theatre Upgrade
Information Technology
Imaging Equipment Enabling Works
Other Works including PFI Lifecycle
Total

Amount
£000’s
2,381
2,227
1,603
549
308
282
984
8,334

Cashflow
The Trust ended the year with a healthy cash balance of £36.3 million, all held within
the Government Banking Service. This will be used to support our planned capital
expenditure over the next three years.
During 2011/12 the Trust operated with a Prudential Borrowing Limit (PBL) set for
the year by Monitor of £158.7 million of long-term borrowing. The Trust maintained,
but did not utilise, a committed working capital facility with Barclays Bank of £10
million.
During 2011/12 the Trust continued its policy of paying all local suppliers at the
earliest opportunity to support the local economy during these difficult economic
times. The Trust continues to perform strongly against the best practice payment
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policy target of 95 per cent compliance. During 2011/12 the Trust paid 99 per cent of
non-NHS invoices in value terms and 98 per cent in quantity terms.
Better Payment Code of Practice
The Better Payment Practice Code requires the Trust to aim to pay all undisputed
invoices by the due date or within 30 days of receipt of goods or a valid invoice,
whichever is the later.

Total non-NHS trade invoices paid in the year
Total non-NHS trade invoices paid within target
Percentage of non-NHS trade invoices paid within
target

2011/12
2010/11
Number
£000
Number
£000
45,113 107,060
47,468 113,042
44,199 105,930
46,760 112,508
98%

99%

99%

100%

Audit
So far as the directors are aware, there is no relevant audit information of which the
auditor is unaware. The directors have taken all of the steps that they ought to have
taken as directors in order to make themselves aware of any relevant audit
information and to establish that the auditor is aware of that information.
After making enquiries, the directors have a reasonable expectation that the Trust
has adequate resources to continue in operational existence for the foreseeable
future. For this reason, they continue to adopt the going concern basis in preparing
the accounts.
The Trust can confirm that it has complied with the cost allocation and charging
requirements set out in HM Treasury and Office of Public Sector Information
guidance. This guidance discusses how public sector organisations should charge
for information.
Countering Fraud and Corruption
The Trust takes its responsibility towards countering fraud and corruption in the NHS
very seriously.
The  Trust’s  Fraud  and  Corruption  Policy  lays  down  its  absolute commitment to
maintaining an honest, open and well-intended atmosphere within the Trust. This
commitment is the cornerstone of an anti-fraud culture, championing the deterrence
and prevention of fraud and the rigorous investigation of any cases of fraud or
corruption. Where fraud is proven, the Board will apply all available sanctions i.e.
disciplinary/criminal action, and use of the civil law to recover funds.
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Accounts
For the Period 1st April 2011 to 31st March 2012
Foreword to the Accounts
These accounts for the period 1 April 2011 to 31 March 2012 have been prepared by
The Dudley Group NHS Foundation Trust in accordance with paragraphs 24 and 25
of Schedule 7 to the National Health Service Act 2006 in the form which Monitor, the
Independent Regulator of NHS Foundation Trusts, has, with the approval of the
Treasury, directed.

Signed

Paula Clark
Chief Executive

Date: 15th May 2012
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Statement  of  Accounting  Officer’s  Responsibilities for The Dudley
Group NHS Foundation Trust
The NHS Act 2006 states that the Chief Executive is the Accounting Officer of the NHS
foundation trust. The relevant responsibilities of the Accounting Officer, including their
responsibility for the propriety and regularity of public finances for which they are
answerable, and for the keeping of proper accounts, are set out in the NHS Foundation
Trust Accounting Officer Memorandum issued by the Independent Regulator of NHS
Foundation  Trusts  (“Monitor”).  
Under the NHS Act 2006, Monitor has directed The Dudley Group NHS Foundation Trust to
prepare for each financial year a statement of accounts in the form and on the basis set out
in the Accounts Direction. The accounts are prepared on an accruals basis and must give a
true and fair view of the state of affairs of The Dudley Group NHS Foundation Trust and of
its income and expenditure, total recognised gains and losses and cash flows for the
financial year.
In preparing the accounts, the Accounting Officer is required to comply with the
requirements of the NHS Foundation Trust Annual Reporting Manual and in particular to:
observe the Accounts Direction issued by Monitor, including the relevant accounting
and disclosure requirements, and apply suitable accounting policies on a consistent
basis;
make judgements and estimates on a reasonable basis;
state whether applicable accounting standards as set out in the NHS Foundation Trust
Annual Reporting Manual have been followed, and disclose and explain any material
departures in the financial statements; and
prepare the financial statements on a going concern basis.
The Accounting officer is responsible for keeping proper accounting records which disclose
with reasonable accuracy at any time the financial position of the NHS foundation trust and
to enable her to ensure that the accounts comply with requirements outlined in the above
mentioned Act. The Accounting Officer is also responsible for safeguarding the assets of
the NHS foundation trust and hence for taking reasonable steps for the prevention and
detection of fraud and other irregularities.
To the best of my knowledge and belief, I have properly discharged the responsibilities set
out in Monitor's NHS Foundation Trust Accounting Officer Memorandum.

Signed

Paula Clark
Chief Executive

Date: 15th May 2012
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Statement of Directors' Responsibilities In Respect of the Accounts
The directors are required under the National Health Service Act 2006 to prepare
accounts for each financial year. The Secretary of State, with the approval of the
Treasury, directs that these accounts give a true and fair view of the state of affairs
of the trust and of the income and expenditure, recognised gains and losses and
cash flows for the year. In preparing those accounts, directors are required to:
- apply on a consistent basis accounting policies laid down by the Secretary of State
with the approval of the Treasury;
- make judgements and estimates which are reasonable and prudent;
- state whether applicable accounting standards have been followed, subject to any
material departures disclosed and explained in the accounts.
The directors are responsible for keeping proper accounting records which disclose
with reasonable accuracy at any time the financial position of the trust and to enable
them to ensure that the accounts comply with requirements outlined in the above
mentioned direction of the Secretary of State. They are also responsible for
safeguarding the assets of the trust and hence for taking reasonable steps for the
prevention and detection of fraud and other irregularities.
The directors confirm to the best of their knowledge and belief they have complied
with the above requirements in preparing the accounts.
By order of the Board

Date: 15th May 2012

Signed
Paula Clark
Chief Executive

Date: 15th May 2012

Signed
Paul Assinder
Director of Finance
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Annual Governance Statement
Scope of responsibility
As Accounting Officer, I have responsibility for maintaining a sound system of
internal control  that  supports  the  achievement  of  the  NHS  Foundation  Trust’s  
policies, aims and objectives, whilst safeguarding the public funds and departmental
assets for which I am personally responsible, in accordance with the responsibilities
assigned to me. I am also responsible for ensuring that the NHS Foundation Trust is
administered prudently and economically and that resources are applied efficiently
and effectively. I also acknowledge my responsibilities as set out in the NHS
Foundation Trust Accounting Officer Memorandum.
The purpose of the system of internal control
The system of internal control is designed to manage risk to a reasonable level
rather than to eliminate all risk of failure to achieve policies, aims and objectives; it
can therefore only provide reasonable and not absolute assurance of effectiveness.
The system of internal control is based on an on-going process designed to identify
and prioritise the risks to the achievement of the policies, aims and objectives of
The Dudley Group NHS Foundation Trust, to evaluate the likelihood of those risks
being realised and the impact should they be realised, and to manage them
efficiently, effectively and economically. The system of internal control has been in
place in The Dudley Group NHS Foundation Trust for the year ended 31 March 2012
and up to the date of approval of the Annual Report and Accounts.
Capacity to handle risk
The Nursing Director has  Board  level  responsibility  for  the  Trust’s  risk  management  
policies and processes. The Board of Directors has established a Risk Committee,
Chaired by a Non Executive Director which meets monthly to review corporate and
directorate specific risks and associated mitigation plans and oversees the effective
operation  of  the  Trust’s  risk  register.    It  is in place to challenge the levels of
assurance throughout the organisation and to ensure the effective management and
mitigation of risks. Additionally, each Directorate of the Trust operates independent
Risk Management Groups that report to the Risk Committee, focusing on risks at an
operational level.
The Trust has a comprehensive induction and training programme, supplemented by
e-learning training packages and ad hoc learning opportunities for staff. Collectively
these cover a wide range of governance and risk management topics for both clinical
and non clinical staff in all disciplines and at all levels in the organisation.
Additionally, training can be provided by the Governance team on the wider risk
management and governance agenda. Good practice is disseminated through the
existing Matrons forums, directorate risk groups and via the Board Committee
reporting structure.
The risk and control framework
The  Trust’s  Risk  Management  Strategy  and  Policy  which  is  reviewed  annually  
provides guidance on the identification and assessment of risk and on the
development and implementation of action plans. The Directorates undertake
continuous risk assessments to maintain risk registers and to implement agreed
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action plans. Risks are assessed by using a 5x5 risk matrix where the total score is
an indicator of the seriousness of the risk and the overall risk rating. Action plans to
address or manage risks are recorded in the risk register and managed at
Directorate and/or Board level. Regular reports to the Risk Committee confirm the
progress made.
The Board of Directors focus on the corporate risks taking assurance from the Risk
and Audit Committees. Papers received at the Board and at Board Committees
identify the risks to the achievement of Trust objectives and provide a link to the risk
register. The Trust uses a dedicated action monitoring system to record and monitor
all risks across the organisation including the current and mitigated risk scores and
progress against identified action plans.
In addition to the operational risk registers (reported to Risk Committee) the
Directors are currently managing 27 corporate risks. The Assurance Framework
focuses on those scoring 20 – 25 only (5 risks in total). These are clinically based
and operational in nature, arising from the desire to maintain high quality clinical
standards and deliver a safe and affordable service:
The management of avoidable pressure ulcers in the community
Staffing levels in Maternity
Coding of patient care
Staffing resources and capacity
Management of patient admissions and discharges
Positive assurance to date confirms the effectiveness of the management and
control of these risks. Action plans are in place, or being developed, to address any
perceived gaps in control or assurance.
The Board Assurance Framework identifies the risks to the achievement of the
Trust’s  objectives  and  the  independent  assurance  mechanisms  that  relate  to  the  
effectiveness  of  the  Trust’s  system  of  internal  control.    This  is  informed  by  
partnership working across the health care region and through working with the
Primary Care Trusts, Governors, community wide Safeguarding Boards and other
stakeholders.
The Trust informs and engages with its key stakeholders in relation to risk through a
number of forums which include a regular joint contract/clinical quality review
meeting  with  the  Trust’s  host  commissioners  and  the  sharing  of  performance  reports  
including  key  risks  with  the  Trust’s  Governors.  Key  stakeholders  include  Dudley  
PCT, our PFI partners Summit Healthcare (Dudley) Ltd, voluntary groups, the
Council of Governors, the FT Members, patient groups, patients, the local
community and the Local Authority Overview and Scrutiny Committee.
The Trust has also introduced a number of arrangements to monitor the quality
governance arrangements and improvements in quality. These include the use of
performance dashboards, a clinical audit programme, the review and introduction of
Quality Care Indicators, Nursing Care Indicators and robust monitoring against local
and national targets for Healthcare Associated Infections (HCAI).
68

Nursing Care Indicator Audits measure the quality of care given to patients and the
monthly audits of key nursing interventions and associated documentation are
published, monitored and reported to the Board of Directors by the Nursing Director.
This is supported by the implementation of real time surveys capturing the views of
patients and using these to make improvements. The Trust also continues to monitor
the hospital standardised mortality ratio (HSMR) to ensure it is consistent with
national levels.
Regular reports to the Board on risks to compliance with the Care Quality
Commission Essential Standards of Quality and Safety, and on the progress against
key quality priorities, provide assurance that priorities are actively managed and
progressed at operational level. Additionally, Matrons and Heads of Service attend
the Board on rotation to discuss quality issues. Internal Audit also provides an
independent opinion on the adequacy of the arrangements for ensuring compliance
with the Care Quality Standards.
The Foundation Trust is fully compliant with the registration requirements of the Care
Quality Commission.
Information risks are managed and controlled through the risk management process.
The Trust has a Caldicott and Information Governance Group (CIGG) which reports
to the Risk Committee. The Trust uses the NHS Connecting for Health Information
Governance Toolkit and has also been through an extensive audit process which
indicated that the Trust was operating just below Level 2 in some areas of
information Governance. The Trust had an action plan in place to ensure that Level 2
was achieved in all areas in early 2011/12. The Deputy Medical Director is the
Trust’s  Caldicott  Guardian  and the Director of Finance and Information has Board
level responsibility for Information Governance. The Trust has encryption
requirements in place for all sensitive and clinical information leaving the Trust and
continually reviews the physical security of IT equipment. Instituted improvements
have been continued in 2011/12.
The Trust has achieved Level 1 for both the General Risk Management and
Maternity Standards covered by the National Health Service Litigation Scheme
(NHSLA) and continues to review and improve the risk management arrangements
in these areas.
Each level of management, including the Board, reviews the risks and controls for
which it is responsible. I, together with the Board monitor the progress against
actions to minimise or mitigate risks in accordance with the Risk Management
Strategy.
As an employer with staff entitled to membership of the NHS Pension Scheme,
control measures are in place to ensure all employer obligations contained within the
Scheme regulations are complied with. This includes ensuring that deductions from
salary,  employer’s  contributions  and  payments  into  the  Scheme  are  in  accordance  
with the Scheme rules and that member Pension Scheme records are accurately
updated in accordance with the timescales detailed in the Regulations.
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Control  measures  are  in  place  to  ensure  that  all  the  organisation’s  obligations  under  
equality and diversity and human rights legislation are complied with.
The Foundation Trust (in partnership with our PFI Provider) has undertaken risk
assessments and Carbon Reduction Delivery Plans are in place in accordance with
emergency preparedness and civil contingency requirements, as based on UKCIP
2009  weather  projects,  to  ensure  that  the  Trust’s  obligations  under  the  Climate  
Change Act and the Adaption Reporting requirements are complied with.
Review of economy, efficiency and effectiveness of the use of resources
The Trust produces detailed Annual Plans incorporating both service and quality
initiatives and reflecting service, operational requirements and financial targets in
respect of income and expenditure and capital investments. These include the
Trust’s  plan  for  improving  productivity  and  efficiency  in  order  to  minimise  income  
losses, meet the national efficiency targets applied to all NHS providers and fund
local investment proposals. The Plan incorporates projections for the next two years
which facilitates forward planning in the Trust. Financial plans are approved by the
Board of Directors, supported by the Finance and Performance Committee prior to
submission to Monitor, the independent regulator.
The in-year resource utilisation is monitored by the Board and its committees via a
series of detailed reports covering finance, activity, capacity, human resource
management and risk. Clinical risk assessments are conducted on individual savings
proposals that may impact on the provision or delivery of clinical services. Monthly
performance  reviews  assess  each  directorate’s  performance  across  a  full  range  of  
financial and quality matrices, which in turn forms the basis of the monthly integrated
performance report to the Finance and Performance Committee. Quarterly reports
are submitted to Monitor from which a financial and governance risk rating is
assigned. The Trust received a financial risk rating of 3 from Monitor for the 2011/12
financial year.
The key processes embedded within the Trust to ensure that resources are used
economically, efficiently and effectively, centre around a robust budget setting and
control system which includes activity related budgets and periodic reviews during
the year which are considered by Executive Directors and the Board of Directors.
The budgetary control system is complemented by Standing Financial Instructions, a
Scheme of Delegation and Financial Approval Limits. This process enables regular
review of financial performance by highlighting areas of concern via variance
analysis. The Finance and Performance Committee and Management Executive
Meeting  also  receive  a  monthly  report  showing  the  Trust’s  performance against
CQUIN, Monitor and CQC targets.
As Accounting Officer, I have overall accountability for delivery of the Annual Plan
and am supported by the Executive Directors with delegated accountability and
responsibility for delivery of specific targets and performance objectives. These are
formally reviewed and monitored monthly by the Board of Directors and its
Committees. Independent assurance on the use of resources is provided through the
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Trust‘s  Internal  Audit  programme,  Audit  Committee  and  external agencies such as
Monitor, External Audit and the CQC.
Annual Quality Report
The Directors are required under the Health Act 2009 and the National Health
Service (Quality Accounts) Regulations 2010 to prepare Quality Accounts for each
financial year. Monitor has issued guidance to NHS foundation trust Boards on the
form and content of Annual Quality Reports which incorporate the above legal
requirements in the NHS Foundation Trust Annual Reporting Manual.
The Board of Directors has taken the following measures to ensure that the Quality
Report presents a balanced view and has appropriate controls in place to ensure the
accuracy of data.
The Executive and Non Executive Directors have a collective responsibility as a
Board to ensure that the governance arrangements supporting the Quality Accounts
and Report provide adequate and appropriate information and assurances relating to
the Trust's quality objectives. Board sponsors are nominated for all quality priorities
providing visible board leadership of specific quality initiatives.
Whilst the Chief Executive has overall responsibility for the quality of care provided
to patients the implementation and co-ordination of the quality framework is
delegated to the Nursing and Medical Directors who have joint responsibility for
reporting to the Board of Directors on the development and progress of the quality
framework and for ensuring that the Quality Strategy is implemented and evaluated
effectively.
Building on the framework adopted in previous years,  the  Trust’s  strategy comprises
a number of Trust-wide  “Quality  Goals”,  to  address  the  three  quality  themes  of  
Patient Safety, Clinical Outcomes and Patient Experience.
The development of the Quality Report is led by the Nursing Director with the full
support of the Board of Directors and the Council of Governors. Executive Directors
are accountable and have overall responsibility for ensuring that their Directorates
implement the Strategy and achieve the agreed quality key performance indicators.
The Quality Strategy defines the processes and responsibilities for implementation
including indicators to monitor progress.
The systems and processes which support the development of the quality accounts
focus on engagement activities with public, patients and staff and utilising the many
media/data capture opportunities available.
The Trust reviewed its quality priorities in February 2012 when Executive Directors
discussed a number of potential changes to the priorities for 2012/13. A Listening
into Action (LiA) event was organised with Governors, staff and the public to look at
the potential changes and agree a final list. The Board agreed to retain the existing
key metrics on Patient Experience, Patient Safety and Clinical Effectiveness in last
year’s  report.
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The Trust also takes part in national audits and reviews clinical services
accreditation schemes (e.g. laboratories, WMQRS) and related national quality
improvement initiatives that provide data to make comparisons with other providers
(e.g. CHKS). Additionally, all serious incidents, overall trends of incidents, complaints
and claims provide comparative data to benchmark against other organisations or
areas for organisation learning.
The Trust also works in partnership with others on quality improvement activities
including LINKs (Local Involvement Network), Overview and Scrutiny Committee,
Independent Complaints Advocacy Service (ICAS) and Local Commissioning
Organisations.
In addition to the leadership provided by the Board of Directors, Clinical Directorate
Management Teams, led by Clinical Directors and co-ordinated by General
Managers, are accountable for, and ensure that a quality service is provided within
their respective directorates and areas of responsibility. They are required to
implement the Quality Strategy, providing safe, effective and personal care and
ensure that patients have a positive experience and are treated with courtesy,
respect and kindness. Clinical Directorate Management Teams develop specific
objectives within their service plans to provide a quality service and action plans in
response to local and national patient survey results and other quality indicators.
Training opportunities are available for clinical and non clinical staff and competency
is monitored as part of the Trusts appraisal system. External reviewers provide
independent opinions on the appropriateness and adequacy of training.
The Board of Directors ensures that quality improvement is central to all activities.
This is achieved by routine monitoring, participation in national improvement
campaigns, celebrating success with our staff awards and proactively seeking
patient views on our services.
The Trust has robustly utilised existing reporting arrangements to monitor progress
against the quality priorities and identify trends. Good quality information underpins
the effective delivery of patient care and is essential if improvements in quality of
care are to be made.
A quarterly Quality Account Priorities Report is presented to the Board, confirming
the progress made against each priority and sharing the results of local and national
surveys on patient experience. Additionally, a number of different Key Performance
Indicator reports and dashboards are available and used by a wide variety of staff
groups to monitor quality on a day to day basis. The organisation’s  performance  on  
key quality indicators is also benchmarked against national/international
comparisons  and  against  the  organisation’s  performance  over  time,  identifying  areas  
for prioritisation.
The Board discussed the need to improve the monitoring and reporting systems
associated with the Quality Account and established the Quality and Patient
Experience Group to absorb the functions of the existing Patient Experience Group
and oversee the management of other quality issues including the Quality Account.
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The Group currently meets monthly and reports to the Risk Committee and has
overall responsibility for ensuring that a clinically effective and personal service is
provided to comply with both nationally recognised quality standards and local and
internal standards that have been set.
In 2012/13 the Trust will enhance the existing arrangements further by establishing a
formal Board Committee to manage the wider Quality agenda and focus on the key
clinical priorities arising from the Quality Accounts and Report.
Review of effectiveness
As Accounting Officer, I have responsibility for reviewing the effectives of the system
of internal control. My review of the effectiveness of the system of internal control is
informed by the work of the internal auditors, clinical audit and the executive
managers and clinical leads within the NHS Foundation Trust who have
responsibility for the development and maintenance of the internal control
framework.
I have drawn on the content of the Quality Report attached to this Annual Report and
other performance information available to me. My review is also informed by the
comments made by the external auditors in their management letter and other
reports.
I have been advised on the implications of the result of my review of the
effectiveness of the system of internal control by the Board, the Audit Committee and
the Risk Committee and a plan to address weaknesses and ensure continuous
improvement of the systems is in place.
The  Assurance  Framework  and  the  Trust‘s  risk  management  arrangements  provide  
me with evidence that the controls to manage the risks to the Trust achieving its
principal objectives have been reviewed and are effective. My review is also
informed by the work of external and independent assessors and advisors including
but not limited to:
Care Quality Commission
Monitor
Health and Safety Executive
NHS Litigation Authority (assessment of Risk Management Standards)
Dr Foster and CHKS (clinical benchmarking organisations)
Internal and External Audit
Peer Reviews
During 2011/12, the work of the Internal Auditors and a review of the Board
Assurance Framework and governance processes identified some perceived gaps in
control which have been reported as part of the ongoing monitoring arrangements.
These are considered to be operational in nature and are supported by action plans
which address weaknesses and ensure continuous improvement of the systems in
place:
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Staffing levels in Maternity and Safe Staff (physical resource and staffing
capacity) – the Board continues to monitor the recruitment, skill mix and retention
of staff across the Trust and specific plans to support the midwifery service
Impact on admission of emergency patients (due to externally caused delayed
discharge) – the Board monitors the continuing partnership arrangements to
improve services for patients on discharge or transfer to the community
Coding of Patient Care – the Trust is reviewing coding guidance /procedures in
line with any national and local changes to ensure coding reflects activity
accurately
Increase in the number and grade of avoidable pressure ulcers in the Community
– the Board continues to monitor the implementation of systems in the wider
community
The Head of Internal Audit Opinion 2011/12 confirmed that: “Based on the work
undertaken in 2011/12, significant assurance can be given that there is a sound
system  of  internal  control  which  is  designed  to  meet  the  organisation’s  objectives,  
and that controls are being consistently  applied  in  all  the  areas  reviewed”.  
Whilst no significant issues were raised control weaknesses were identified in two
audit reports – Professional Registration and CRB checking and Junior Doctors:
Management of Planned absence. Follow up reviews undertaken by Internal Audit
prior to the year end confirmed that good progress had been made in dealing with
the initial recommendations and that the key control weaknesses had been
addressed.
Additionally as part of a routine schedule of planned visits, the CQC undertook a
review on 19th September 2011 to check the improvements made since an earlier
visit in February 2011 and concerns about an increase in the number of people who
had contracted clostridium difficile. They found that the Trust was meeting many of
the required Outcomes and patients were very positive about the care they received.
Whilst steps had been taken to reduce the numbers of clostridium difficile infections
further actions were required to improve the systems and processes to manage and
monitor the spread of this.
Following this visit, the CQC issued a report in December 2011 indicating:
“Whilst  the  trust  has  taken  steps  to  reduce  the  numbers  of  clostridium difficile
infections there are actions that should be taken to improve the systems to manage
and  monitor  the  prevention  and  control  of  infections.”
The Trust has worked with the CQC and developed further action plans, which have
been shared with the CQC, to address the areas of concern. These continue to be
monitored by the Trust Board. The level of infections reduced considerably in the
latter part of the year and continues to be monitored closely.
Conclusion
The Assurance Framework and effectiveness of the systems of internal control in
relation to the Quality Report are  consistent  with  the  Trust‘s  overall  system  of  internal  
control and the Board has been assured that the Quality Report presents a balanced
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view and that the data is accurate. I believe that the Annual Governance Statement
is a balanced reflection of the actual control position. No significant internal control
issues have been identified.

Signed

Paula Clark
Chief Executive

Date 15th May 2012
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Remuneration report
Remuneration Committee (unaudited information)
The Remuneration Committee is a sub group of the Board which determines the
appropriate levels of remuneration for the Executive Directors and senior managers.
The term Senior Managers refers to Chair, Executive and Non Executive Directors
only.
Remuneration levels are normally determined by reference to such factors as those
applying in equivalent organisations, changes in responsibility and salary increases
agreed for other NHS staff.
No meetings of the Remuneration Committee were held during 2011/12.
Remuneration committee membership
John Edwards
David Badger
Ann Becke
David Bland
Jonathan Fellows
Richard Miner

Chairman (Committee Chair)
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director
Associate Non Executive Director

Remuneration for Executive Directors does not include any performance-related
elements.
No significant financial awards or compensation have been made to past senior
managers during the period of this report.
The terms and conditions for the Executive Directors and senior managers of the
Trust are included in their individual contracts of employment which includes notice
periods and any termination arrangements.
The Trust Board of Directors had a pay freeze in 2009/10 and this has continued
through 2010/11 and 2011/12.
No payments have been made to third parties for services of a senior manager.
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Salary and Pension entitlements of Senior Managers (audited information) 2011/12
A) Remuneration

Name and Title

Paula Clark, Chief Executive
Paul Assinder, Director of Finance & Information
Paul Harrison, Medical Director
Paul Brennan, Director of Operations
Richard Beeken, Director of Operations & Transformation
Janine Clarke, Director of Human Resources
Denise McMahon, Nursing Director
Ruth Serrell, Performance Director
Roger Callender Associate Director
Alfred Edwards, Chairman
John Edwards, Chairman
David Badger, Non Executive Director
Kathryn Willietts, Non Executive Director
Ann Becke, Non Executive Director
Jonathon Fellows, Non Executive Director
David Bland, Non Executive Director
Richard Miner, Associate Non Executive Director
Aggregate Total

Salary

2011/12
Other
Remuneration

* Benefits
in Kind

(bands of
£5,000)

(bands of
£5,000)

(Rounded to
the nearest
£100)

£000
175-180
140-145
60-65

£000

£00

Note

a
b
c

100-105

120-125
120-125

d
e
f
g

h
i

45-50
15-20
10-15
10-15
10-15
10-15
10-15
725 -785

1,700
100

100-105

1,800

Salary

2010/11
Other
Remuneration

(bands of £5,000)

(bands of
£5,000)

£000
175-180
140-145
60-65
100-105
95-100
80-85
120-125
25-30
70-75
25-30
15-20
15-20
10-15
10-15
10-15
5 - 10
5 - 10
960 -1,045

£000

* Benefits
in Kind
(Rounded
to the
nearest
£100)
£00

105-110
3,600
2,300

400
300
100
100
300
105-110

7,100
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Note:* Benefits in kind relate to leased cars in respect of the Executive Directors and home to base travel reimbursement for Non Executive Directors
a Paul Brennan left 31 May 2010
f Alfred Edwards retired on 31 October 2010
b Richard Beeken commenced 15 June 2010
g John Edwards commenced 1 November 2010
c Janine Clarke left 18 July 2010
h David Bland commenced 1 August 2010
d Ruth Serrell commenced 23 October 2009 and left on 1 July
2010
i Richard Miner commenced 1 October 2010
e Roger Callender left the position of Associate Director on 1 April 2011
The Trust is required to disclose the relationship between the remuneration of the highest paid Director and the median remuneration of the other Trust employees.
The banded remuneration of the highest paid Director of the Trust for 2011/12 is £175,000 - £180,000 (2010/11 £175,000 - £180,000). This was 7.9 times (2010/11 7.9 times)
The median remuneration of the workforce, which was £20,000 - £25,000 (2010/11 £20,000 - £25,000).
On 1st April 2011 the number of staff increased by 642 following the transfer of Adult Community Services from Dudley PCT.
In 2011/12, there were no (2010/11 0 ) employees who received remuneration in excess of the highest paid Director.
Total remuneration includes salary, non consolidated performance-related pay, benefits in kind as well as severance payments. It does not include employer pension
contributions and the cash equivalent transfer value of pensions.
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B) Pension Benefits

Name and Title

Real increase
in pension at
age 60

Real increase
in lump sum at
age 60

Total accrued
pension at age
60 at 31 March
2012

Lump sum at
age 60 related to
accrued pension
at 31 March
2012

(bands of
£2,500)

(bands of
£2,500)

(bands of
£5,000)

(bands of
£5,000)

Note

Cash Equivalent
Transfer Value at
1 April 2011

To nearest £1,000

Real Increase
in Cash
Equivalent
Transfer
Value
To nearest
£1,000

Cash Equivalent
Transfer Value at
31 March 2012

To nearest £1,000

£000
£000
£000
£000
£000
£000
Paula Clark, Chief Executive
0 - 2.5
2.5 - 5.0
40 - 45
125 - 130
740
23
Paul Assinder, Finance Director
0 - 2.5
2.5 - 5.0
50 - 55
150-155
895
28
Richard Beeken, Director of Operations &
Transformation
0 - 2.5
0 - 2.5
25 - 30
75 - 80
264
8
Paul Harrison, Medical Director
1
0 - 2.5
2.5 - 5.0
50 - 55
155 - 160
752
23
Denise McMahon, Nursing Director
0 - 2.5
2.5 - 5.0
50 - 55
155 - 160
832
26
Note:1 Medical Director figures shown include accrued benefits and contributions in respect of full salary, which will include both management and medical contributions.

£000
763
923
272
775
858

As Non-Executive members do not receive pensionable remuneration, there will be no entries in respect of pensions for Non-Executive members.
A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits accrued by a member at a particular point in time. The benefits
valued are the member's accrued benefits and any contingent spouse's pension payable from the scheme. A CETV is a payment made by a pension scheme, or arrangement to secure
pension benefits in another pension scheme or arrangement when the member leaves a scheme and chooses to transfer the benefits accrued in their former scheme. The pension figures
shown relate to the benefits that the individual has accrued as a consequence of their total membership of the pension scheme, not just their service in a senior capacity to which the
disclosure applies. The CETV figures, and from 2004-05 the other pension details, include the value of any pension benefits in another scheme or arrangement which the individual
has transferred to the NHS pension scheme. They also include any additional pension benefit accrued to the member as a result of their purchasing additional years of pension service
in the scheme at their own cost. CETVs are calculated within the guidelines and framework prescribed by the Institute and Faculty of Actuaries.
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Real Increase in CETV - This reflects the increase in CETV effectively funded by the employer. It takes account of the increase in accrued pension due to inflation, contributions
paid by the employee (including the value of any benefits transferred from another pension scheme or arrangement) and uses common market valuation factors for the start and
end of the period.

Signed

Paula Clark
Chief Executive

Date 15th May 2012
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The Dudley Group NHS Foundation Trust
Statement Of Comprehensive Income
For The Year Ended 31 March 2012
Year
Ended
31 March
2012
£'000
285,312
(273,406)
11,906

Year
Ended
31 March
2011
£'000
260,231
(249,430)
10,801

433
(9,769)
(1,943)
(11,279)

347
(9,206)
(1,785)
(10,644)

0

0

Surplus/(Deficit) from operations

627

157

SURPLUS/(DEFICIT) FOR THE YEAR

627

157

Other comprehensive income
Impairments
Revaluations
Asset disposals
Other recognised gains and losses
Other reserve movements
TOTAL COMPREHENSIVE INCOME / (EXPENSE) FOR THE PERIOD

(2)
16,937
0
0
0
17,562

(193)
29
0
0
0
(7)

TOTAL COMPREHENSIVE INCOME / (EXPENSE) FOR THE YEAR

17,562

(7)

Note

Operating Income from operations
Operating Expenses of operations
OPERATING SURPLUS / (DEFICIT)
FINANCE COSTS
Finance income
Finance expense - financial liabilities
PDC Dividends payable
NET FINANCE COSTS
Corporation tax expense

3&4
5

9
10

The notes on pages 5 to 37 form part of these accounts.
All income and expenditure is derived from continuing operations.
There are no Minority Interests in the Trust, therefore the surplus for the year of £627,000 (2010/11 £157,000)
and the Total Comprehensive Income of £17,562,000 (2010/11 Expense of £7,000) is wholly attributable to the
Trust.
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The Dudley Group NHS Foundation Trust
Statement Of Financial Position As At 31 March 2012
Note 31 March
2012
£'000
11
576
12
219,000
0
0
14
8,733
0
0
228,309

31 March
2011
£'000
838
203,193
0
0
7,826
0
0
211,857

1 April
2010
£'000
1,111
203,410
0
0
6,627
0
0
211,148

2,837
6,247
0
0
36,346
45,430

3,183
6,131
0
1,078
33,441
43,833

2,949
8,858
10,000
0
26,925
48,732

(15,093)
(4,897)
0
(706)
(2,048)
0
(22,744)

(13,717)
(4,231)
0
(613)
(1,040)
0
(19,601)

(13,575)
(4,065)
0
(834)
(1,242)
0
(19,716)

250,995

236,089

240,164

0
(151,365)
0
0
0
(151,365)

0
(154,020)
0
0
0
(154,020)

0
(158,089)
0
0
0
(158,089)

99,630

82,069

82,075

Public Dividend Capital
Revaluation reserve
Available for sale investments reserve
Other reserves
Merger Reserve
Income and expenditure reserve

20,927
52,709
0
0
0
25,994

20,927
37,160
0
0
0
23,982

20,927
37,423
0
0
0
23,725

Total Taxpayers' equity

99,630

82,069

82,075

Non-current assets
Intangible assets
Property, plant and equipment
Investment Property
Other Investments
Trade and other receivables
Other Financial assets
Other assets
Total non-current assets

Current assets
Inventories
Trade and other receivables
Other financial assets
Non-current assets for sale and assets in disposal groups
Cash and cash equivalents
Total current assets
Current liabilities
Trade and other payables
Borrowings
Other financial liabilities
Provisions
Other liabilities
Liabilities in disposal groups
Total current liabilities

13
14
25.7
12.8
20

15
19
17
16

Total assets less current liabilities
Non-current liabilities
Trade and other payables
Borrowings
Other financial liabilities
Provisions
Other liabilities
Total non-current liabilities
Total assets employed

19

Financed by Taxpayers' equity

The financial statements were approved by the Board of Directors and authorised for issue on their behalf by:
Signed  ………………………………….
Paula Clark, Chief Executive

Date: 15th May 2012
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The Dudley Group NHS Foundation Trust
Statement of Changes in Taxpayers Equity
For The Year Ended 31 March 2012
Public
Dividend
Capital
£'000

Revaluation
Reserve
£'000

Income and
Expenditure
Reserve
£'000

Total
£'000

20,927

37,423

23,725

82,075

Surplus / (Deficit) for the year

0

0

157

157

Transfers between reserves

0

(99)

99

0

Impairments

0

(193)

0

(193)

Revaluations

0

29

0

29

Other recognised gains/losses

0

0

0

0

Other reserve movements

0

0

1

1

20,927

37,160

23,982

82,069

Surplus / (Deficit) for the year

0

0

627

627

Transfers between reserves

0

(1,386)

1,386

0

Impairments

0

(2)

0

(2)

Revaluations

0

16,937

0

16,937

Other recognised gains/losses

0

0

0

0

Other reserve movements

0

0

(1)

(1)

20,927

52,709

25,994

99,630

Taxpayers' Equity at 1 April 2010

Taxpayers' Equity at 31 March 2011

Taxpayers' Equity at 31 March 2012
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The Dudley Group NHS Foundation Trust
Statement of Cash Flows
For The Year Ended 31 March 2012
31 March
2012
£'000

31 March
2011
£'000

Cash flows from operating activities
Operating surplus/(deficit) from continuing operations
Operating surplus/(deficit) of discontinued operations
Operating surplus/(deficit)

11,906
0
11,906

10,801
0
10,801

Non-cash income and expense:
Depreciation and amortisation
Impairments
Reversals of impairments
Amortisation of PFI credit
(Increase)/Decrease in Trade and Other Receivables
(Increase)/Decrease in Other Assets
(Increase)/Decrease in Inventories
Increase/(Decrease) in Trade and Other Payables
Increase/(Decrease) in Other Liabilities
Increase/(Decrease) in Provisions
Tax (paid) / received
Movements in operating cash flow of discontinued operations
Movements in operating cash flow in respect of Transforming Community Services transaction
Other movements in operating cash flows
NET CASH GENERATED FROM/(USED IN) OPERATIONS

8,727
340
0
0
(1,241)
0
346
524
1,008
93
539
0
0
(291)
21,951

8,868
0
0
0
1,722
0
(234)
(661)
(202)
(221)
197
0
0
(8)
20,262

Cash flows from investing activities
Interest received
Purchase of financial assets
Sales of financial assets
Purchase of intangible assets
Sales of intangible assets
Purchase of Property, Plant and Equipment
Sales of Property, Plant and Equipment
Net cash generated from/(used in) investing activities

435
(171,000)
171,000
(31)
0
(5,763)
2,026
(3,333)

400
(80,000)
90,000
(99)
0
(8,646)
10
1,665

Cash flows from financing activities
Loans received
Loans repaid
Capital element of finance lease rental payments
Capital element of PFI Obligations
Interest paid
Interest element of finance lease
Interest element of PFI Obligations
PDC Dividend paid
Cash flows from (used in) other financing activities
Net cash generated from/(used in) financing activities

0
0
0
(4,216)
0
0
(9,769)
(1,728)
0
(15,713)

0
0
0
(4,153)
0
0
(9,206)
(2,052)
0
(15,411)

2,905

6,516

33,441
36,346

26,925
33,441

Increase/(decrease) in cash and cash equivalents
Cash and Cash equivalents at 1 April
Cash and Cash equivalents at 31 March
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The Dudley Group NHS Foundation Trust
Accounting Policies and Other Information
Monitor has directed that the financial statements of NHS Foundation Trusts shall meet the accounting requirements of the
Foundation Trust Annual Reporting Manual (FT ARM) which shall be agreed with HM Treasury. Consequently, the following
financial statements have been prepared in accordance with the FT ARM 2011/12 issued by Monitor. The accounting policies
contained  in  that  manual  follow  International  Financial  Reporting  Standards  (IFRS)  and  HM  Treasury’s  FReM  to  the  extent  that  
they are meaningful and appropriate to NHS Foundation Trusts. The accounting policies have been applied consistently in
dealing with items considered material in relation to the accounts.
1

Income

Income in respect of services provided is recognised when, and to the extent that, performance occurs and is measured at the
fair value of the consideration receivable. The main source of income for the Trust is contracts with commissioners in respect of
healthcare services. Income is recognised in the period in which services are provided, for patients in whose treatment straddles
the year end this means income is apportioned across financial years on the basis of length of stay. Where income is received
for a specific activity which is to be delivered in the following financial year, that income is deferred. Income from the sale of noncurrent assets is recognised only when all material conditions of sale have been met, and is measured as the sums due under
the sale contract.
2

Expenditure on Employee Benefits

Short-term Employee Benefits
Salaries, wages and employment-related payments are recognised in the period in which the service is received from
employees. The cost of annual leave entitlement earned but not taken by employees at the end of the period is recognised in
the financial statements to the extent that employees are permitted to carry-forward leave into the following period.
Pension costs
NHS Pension Scheme
Past and present employees are covered by the provisions of the NHS Pensions Scheme. The scheme is an unfunded, defined
benefit scheme that covers NHS employers, general practices and other bodies, allowed under the direction of Secretary of
State, in England and Wales. It is not possible for the NHS Foundation Trust to identify its share of the underlying scheme
liabilities. Therefore, the scheme is accounted for as a defined contribution scheme.
Employers pension cost contributions are charged to operating expenses as and when they become due.
Additional pension liabilities arising from early retirements are not funded by the scheme except where the retirement is due to
ill-health. The full amount of the liability for the additional costs is charged to the operating expenses at the time the Trust
commits itself to the retirement, regardless of the method of payment.
The NHS Pension scheme is subject to a full valuation every four years by the Government Actuary. The latest published
valuation relates to the period 1 April 1999 to 31 March 2004 which was published in December 2007 and is available on the
NHS Pensions Agency Website.
The notional deficit of the scheme was £3.3 billion as per the last scheme valuation by the Government Actuary for the period 1
April 1999 to 31 March 2004. The conclusion of the valuation was that the scheme continues to operate on a sound financial
basis.
Employer contribution rates are reviewed every four years following the scheme valuation, on advice from the actuary. At the
last valuation it was recommended that employer contribution rates should continue at 14% of pensionable pay. From 1 April
2008, employees' pay contributions will be on a tiered scale from 5% to 8.5% of their pensionable pay.

3

Expenditure on Other Goods and Services

Expenditure on goods and services is recognised when, and to the extent that they have been received, and is measured at the
fair value of those goods and services. Expenditure is recognised in operating expenses except where it results in the creation
of a non-current asset such as property, plant and equipment.
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4

Property, Plant and Equipment

Recognition
Property, Plant and Equipment is capitalised where:
it is held for use in delivering services or for administrative purposes;
it is probable that future economic benefits will flow to, or service potential be provided to, the Trust;
it is expected to be used for more than one financial year; and
the cost of the item can be measured reliably and;
has an individual cost of at least £5,000; or
the items form a group of assets which collectively have a cost of at least £5,000, where the
assets are functionally interdependent, they had broadly simultaneous purchase dates, are
anticipated to have simultaneous disposal dates and are under the same managerial control; or
-

form part of the initial equipping and setting up cost of a new building or refurbishment of a
ward or unit, and the items collectively have a cost of at least £5,000.

Where a large asset, for example a building, includes a number of components with significantly different asset lives e.g. plant
and equipment, then these components are treated as separate assets and depreciated over their own useful economic lives.
Measurement
Valuation
All property, plant and equipment assets are measured initially at cost, representing the costs directly attributable to acquiring or
constructing the asset and bringing it to the location and condition necessary for it to be capable of operating in the manner
intended by management.
For property assets the frequency of revaluations will be at least every five years, in line with Monitor's view.
The fair value of land and buildings are determined by valuations carried out by professionally qualified valuers in accordance
with the Royal Institute of Chartered Surveyors (RICS) Appraisal and Valuation Manual. The valuations are carried out primarily
on the basis of modern equivalent cost for specialised operational property and existing use value for non-specialised
operational property. The value of land for existing use purposes is assessed at existing use value. For non-operational
properties including surplus land, the valuations are carried out at open market value.
Assets under construction are valued at cost and are subsequently revalued by professional valuers when they are brought into
use if factors indicate that the value of the asset differs materially from its carrying value. Otherwise, the asset should only be
revalued on the next occasion when all assets are revalued.
Subsequent expenditure
Expenditure incurred after items of property, plant and equipment have been put into operation, such as repairs and
maintenance, is normally charged to the income statement in the period in which it is incurred. In situations where it can be
clearly demonstrated that the expenditure has resulted in an increase in the future economic benefits expected to be obtained
from use of an item of property, plant and equipment and where the cost of the item can be measured reliably, the expenditure
is capitalised as an additional cost of that asset or as a replacement.
Depreciation
Items of Property, Plant and Equipment are depreciated over their remaining useful economic lives in a manner consistent with
the consumption of economic or service delivery benefits.
The Trust depreciates its non-current assets on a straight line basis over the expected life of the assets after allowing for the
residual value. Useful lives are determined on a case by case basis. The typical lives for the following assets are:
Asset Category
Buildings
Engineering Plant & Equipment
Medical Equipment
Transport Equipment
Information Technology
Furniture & Fittings

Useful Life (years)
As per valuer's estimate
5 - 15
7 - 10
7
5-8
5 - 10

Freehold land is considered to have an infinite life and is not depreciated.
Property,  Plant  and  Equipment  which  has  been  reclassified  as  ‘Held  for  Sale’  ceases  to  be  depreciated upon reclassification.
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Assets in the course of construction and residual interests in off-balance sheet PFI contract assets are not depreciated until the
asset is brought into use or reverts to the Trust, respectively.
Revaluation gains and losses
Revaluation gains are recognised in the revaluation reserve, except where, and to the extent that, they reverse a revaluation
decrease that has previously been recognised in operating expenses, in which case they are recognised in operating income.
Revaluation losses are charged to the revaluation reserve to the extent that there is an available balance for the asset
concerned, and thereafter are charged to operating expenses.
Gains and losses recognised in the revaluation reserve are reported in the Statement of Comprehensive Income as an item of
'other comprehensive income'.
Impairments
In accordance with the FT ARM, impairments that are due to a loss of economic benefits or service potential in the asset are
charged to operating expenses. A compensating transfer is made from the revaluation reserve to the income and expenditure
reserve of an amount equal to the lower of (i) the impairment charged to operating expenses; and (ii) the balance in the
revaluation reserve attributable to that asset before the impairment.
An impairment arising from a loss of economic benefit or service potential is reversed when, and to the extent that, the
circumstances that gave rise to the loss is reversed. Reversals are recognised in operating income to the extent that the asset
is restored to the carrying amount it would have had if the impairment had never been recognised. Any remaining reversal is
recognised in the revaluation reserve. Where, at the time of the original impairment, a transfer was made from the revaluation
reserve to the income and expenditure reserve, an amount is transferred back to the revaluation reserve when the impairment
reversal is recognised.
Other impairments are treated as revaluation losses. Reversals of other impairments are treated as revaluation gains.
De-recognition
Assets  intended  for  disposal  are  reclassified  as  ‘Held  for  Sale’  once  all  of  the  following  criteria  are  met:
- the asset is available for immediate sale in its present condition subject only to terms which are usual and
customary for such sales;
- the sale must be highly probable i.e.:
- management are committed to a plan to sell the asset;
- an active programme has begun to find a buyer and complete the sale;
- the asset is being actively marketed at a reasonable price;
- the  sale  is  expected  to  be  completed  within  12  months  of  the  date  of  classification  as  ‘Held  for  Sale’;;  and
- the actions needed to complete the plan indicate it is unlikely that the plan will be dropped or
significant changes made to it.
Following  reclassification,  the  assets  are  measured  at  the  lower  of  their  existing  carrying  amount  and  their  ‘fair  value  less costs
to sell’.  Depreciation  ceases  to  be  charged  and  the  assets  are  not  revalued,  except  where  the  ‘fair  value  less  costs  to  sell’  falls  
below the carrying amount. Assets are de-recognised when all material sale contract conditions have been met. Property, plant
and equipment  which  is  to  be  scrapped  or  demolished  does  not  qualify  for  recognition  as  ‘Held  for  Sale’  and  instead  is  retained  
as  an  operational  asset  and  the  asset’s  economic  life  is  adjusted.  The  asset  is  de-recognised when scrapping or demolition
occurs.
Donated, Government Grant and other grant funded assets
Donated and grant funded property, plant and equipment assets are capitalised at their fair value on receipt. The donation/grant
is credited to income at the same time, unless the donor has imposed a condition that the future economic benefits embodied in
the grant are to be consumed in a manner specified by the donor, in which case, the donation/grant is deferred within liabilities
and is carried forward to future financial years to the extent that the condition has not yet been met.
The donated and grant funded assets are subsequently accounted for in the same manner as other items of property, plant and
equipment.
Private Finance Initiative (PFI) transactions
PFI transactions which meet the IFRIC 12 definition of a service concession, as interpreted in the Annual Reporting Manual
issued  by  Monitor,  are  accounted  for  as  ‘on-balance  sheet’  by  the  Trust.  The  PFI  assets  are  recognised  as  property,  plant  and  
equipment, when they come into use. The assets are measured initially at fair value in accordance with the principles of IAS 17.
Subsequently  the  assets  are  measured  at  fair  value,  which  is  kept  up  to  date  in  accordance  with  the  Trust’s  approach  for  each
relevant class of asset in accordance with the principles of IAS 16. An equivalent financial liability is recognised in accordance
with IAS 17.
The annual contract payments are apportioned between the repayment of the liability, a lifecycle element, a finance cost and
the charges for services. The finance cost is calculated using the implicit interest rate for the scheme. The service charge is
recognised in operating expenses and the finance cost is charged to Finance Costs in the Statement of Comprehensive
Income.
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The lifecycle element is established on the lifecycle plan contained within the financial model. Components of the asset
replaced  by  the  operator  during  the  contract  (‘lifecycle  replacement’)  are  capitalised  where  they  meet  the  Trust’s  criteria  
for capital expenditure. They are capitalised at the time they are provided by the operator and are measured initially at
their fair value. The element of the annual unitary payment allocated to lifecycle replacement is pre-determined for each
year  of  the  contract  from  the  operator’s  planned  programme  of  lifecycle  replacement.  Where  the  lifecycle  component  is  
provided earlier or later than expected, a short-term finance lease liability or prepayment is recognised respectively.
Where the fair value of the lifecycle component is less than the amount determined in the contract, the difference is
recognised as an expense when the replacement is provided. If the fair value is greater than the amount determined in
the contract, the  difference  is  treated  as  a  ‘free’  asset  and  a  deferred  income  balance  is  recognised.  The  deferred  
income is released to the operating income over the shorter of the remaining contract period or the useful economic life
of the replacement component.
5 Intangible Assets
Intangible assets are non-monetary assets without physical substance which are capable of being sold separately from
the  rest  of  the  Trust’s  business  or  which  arise  from  contractual  or  other  legal  rights  They  are  recognised only where it is
probable that future economic benefits will flow to, or service potential be provided to, the Trust and where the cost of
the asset can be measured reliably. Where internally generated assets are held for service potential, this involves a
direct contribution to the delivery of services to the public.
Internally generated goodwill, brands, mastheads, publishing titles, customer lists and similar items are not capitalised
as intangible assets. Expenditure on research is not capitalised.
Expenditure on development is capitalised only where all of the following can be demonstrated:
- the project is technically feasible to the point of completion and will result in an intangible asset for
sale or use;
- the Trust intends to complete the asset and sell or use
it;
- the Trust has the ability to sell or use the asset;
- how the intangible asset will generate probable future economic or service delivery benefits e.g. the
presence of a market for it or its output, or where it is to be used for internal use, the usefulness of
the asset;
- adequate financial, technical and other resources are available to the Trust to complete the
development and sell or use the asset; and
- the Trust can measure reliably the expenses attributable to the asset during
development.
Software
Software which is integral to the operation of hardware e.g. an operating system is capitalised as part of the relevant
item of property, plant and equipment. Software which is not integral to the operation of hardware e.g. application
software, is capitalised as an intangible asset.
Purchased computer software licences are capitalised as intangible non-current assets where expenditure of at least
£5,000 is incurred and amortised over the shorter of the term of the license and their useful lives.
Measurement
Intangible assets are recognised initially at cost, comprising all directly attributable costs needed to create, produce and
prepare the asset to the point that it is capable of operating in the manner intended by management. Subsequently
intangible assets are measured at fair value. Increases in asset values arising from revaluations are recognised in the
revaluation reserve, except where, and to the extent that, they reverse an impairment previously recognised in
operating expenses, in which case they are recognised in operating income. Decreases in asset values and
impairments are charged to the revaluation reserve to the extent that there is an available balance for the asset
concerned, and thereafter are charged to operating expenses. Gains and losses recognised in the revaluation reserve
are  reported  in  the  Statement  of  Comprehensive  Income  as  an  item  of  ‘other  comprehensive  income’.  Intangible  assets  
held  for  sale  are  measured  at  the  lower  of  their  carrying  amount  or  ‘fair  value  less  costs  to  sell’.
Amortisation and impairment
Intangible assets are amortised over their expected useful economic lives in a manner consistent with the
consumption of economic or service delivery benefits. The carrying value of intangible assets is reviewed for
impairment at the end of the first full year following acquisition and in other periods if events or changes in
circumstances indicate the carrying value may not be recoverable.
Asset Category
Software Licences

Useful Life (years)
5
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6 Government Grants
Government grants are grants from Government bodies other than income from Primary Care Trusts or NHS Trusts for the
provision of services. Grants from the Department of Health, including those for achieving three star status, are accounted
for as Government grants as are grants from the Big Lottery Fund. Where the Government grant is used to fund revenue
expenditure it is taken to the Statement of Comprehensive Income to match that expenditure. Where the grant is used to
fund capital expenditure the grant is credited to income at the same time, unless the grant has imposed a condition that the
future economic benefits embodied in the grant are to be consumed in a manner specified by the grant, in which case, the
grant is deferred within liabilities and is carried forward to future financial years to the extent that the condition has not yet
been met.
7 Inventories
Inventories are valued at the lower of cost and net realisable value. The cost of inventories is measured using the First In,
First Out (FIFO) method.
8 Cash and Cash Equivalents
Cash is cash in hand and deposits with any financial institution repayable without penalty on notice of not more than 24
hours.
9 Financial Instruments and Financial Liabilities
Recognition
Financial assets and financial liabilities which arise from contracts for the purchase or sale of non-financial items (such as
goods  or  services),  which  are  entered  into  in  accordance  with  the  Trust’s  normal  purchase,  sale  or  usage  requirements,  are  
recognised when, and to the extent which, performance occurs i.e. when receipt or delivery of the goods or services is
made. Financial assets or financial liabilities in respect of assets acquired or disposed of through finance leases are
recognised and measured in accordance with the accounting policy for leases described below. Regular way purchases or
sales are recognised and de-recognised, as applicable, using the settlement date. All other financial assets and financial
liabilities are recognised when the Trust becomes a party to the contractual provisions of the instrument.
De-recognition
All financial assets are de-recognised when the rights to receive cash flows from the assets have expired or the Trust has
transferred substantially all of the risks and rewards of ownership. Financial liabilities are de-recognised when the obligation
is discharged, cancelled or expires.
Classification and Measurement
Financial  assets  are  categorised  as  ‘Fair  Value  through  Income  and  Expenditure’  or  Loans  and  receivables.  Financial
liabilities  are  classified  as  ‘Fair  value  through  Income  and  Expenditure’  or  as  ‘Other  Financial  liabilities’.
Financial  assets  and  financial  liabilities  at  ‘Fair  Value  through  Income  and  Expenditure’
Financial  assets  and  financial  liabilities  at  ‘fair  value  through  income  and  expenditure’  are  financial  assets  or  financial  
liabilities held for trading. A financial asset or financial liability is classified in this category if acquired principally for the
purpose of selling in the short-term. Derivatives are also categorised as held for trading unless they are designated as
hedges.  Derivatives  which  are  embedded  in  other  contracts  but  which  are  not  ‘closely-related’  to  those  contracts  are  
separated-out from those contracts and measured in this category. Assets and liabilities in this category are classified as
current assets and current liabilities. These financial assets and financial liabilities are recognised initially at fair value, with
transaction costs expensed in the income and expenditure account. Subsequent movements in the fair value are recognised
as gains or losses in the Statement of Comprehensive Income.
Loans and receivables
Loans and receivables are non-derivative financial assets with fixed or determinable payments with are not quoted in an
active  market.  They  are  included  in  current  assets.  The  Trust’s  loans  and  receivables  comprise:  current  investments,  cash  
and  cash  equivalents,  NHS  debtors,  accrued  income  and  ‘other  debtors’.  Loans  and  receivables  are  recognised  initially  at  
fair value, net of transactions costs, and are measured subsequently at amortised cost, using the effective interest method.
The effective interest rate is the rate that discounts exactly estimated future cash receipts through the expected life of the
financial asset or, when appropriate, a shorter period, to the net carrying amount of the financial asset. Interest on loans and
receivables is calculated using the effective interest method and credited to the Statement of Comprehensive Income.
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Available for sale financial assets
Available for sale financial assets are non-derivative financial assets which are either designated in this category or not
classified in any of the other categories. They are included in long term assets unless the Trust intends to dispose of
them within 12 months of the Statement of Financial Position date.
Available for sale financial assets are recognised initially at fair value, including transaction costs, and measured
subsequently at fair value, with gains or losses recognised in reserves and reported in the Statement of Comprehensive
Income as an item of 'other comprehensive income'. When items classified as 'available for sale' are sold or impaired,
the accumulated fair value adjustments recognised are transferred from reserves and recognised in ' Finance Costs' in
the Statement of Comprehensive Income.
Other Financial liabilities
All other financial liabilities are recognised initially at fair value, net of transaction costs incurred, and measured
subsequently at amortised cost using the effective interest method. The effective interest rate is the rate that discounts
exactly estimated future cash payments through the expected life of the financial liability or, when appropriate, a shorter
period, to the net carrying amount of the financial liability. They are included in current liabilities except for amounts
payable more than 12 months after the Statement of Financial Position date, which are classified as long-term liabilities.
Interest on financial liabilities carried at amortised cost is calculated using the effective interest method and charged to
Finance Costs. Interest on financial liabilities taken out to finance property, plant and equipment or intangible assets is
not capitalised as part of the cost of those assets.
Impairment of financial assets
At the Statement of Financial Position date, the Trust assesses whether any financial assets, other than those held at
‘fair  value  through  income  and  expenditure’  are  impaired.  Financial  assets  are  impaired  and  impairment  losses  are  
recognised if, and only if, there is objective evidence of impairment as a result of one or more events which occurred
after the initial recognition of the asset and which has an impact on the estimated future cash flows of the asset. For
financial assets carried at amortised cost, the amount of the impairment loss is measured as the difference between the
asset’s  carrying  amount  and  the  present  value  of  the  revised  future  cash  flows  discounted  at  the  asset’s  original  
effective interest rate. The loss is recognised in the Statement of Comprehensive Income and the carrying amount of
the asset is reduced through the use of a bad debt provision.

10 Leases
Finance leases
Where substantially all risks and rewards of ownership of a leased asset are borne by the NHS Foundation Trust, the
asset is recorded as Property, Plant and Equipment and a corresponding liability is recorded. The value at which both
are recognised is the lower of the fair value of the asset or the present value of the minimum lease payments,
discounted using the interest rate implicit in the lease. The implicit interest rate is that which produces a constant
periodic rate of interest on the outstanding liability. The asset and liability are recognised at the inception of the lease,
and are de-recognised when the liability is discharged, cancelled or expires. The annual rental is split between the
repayment of the liability and a finance cost. The annual finance cost is calculated by applying the implicit interest rate
to the outstanding liability and is charged to Finance Costs in the Statement of Comprehensive Income.
Operating leases
Other leases are regarded as operating leases and the rentals are charged to operating expenses on a straight-line
basis over the term of the lease. Operating lease incentives received are added to the lease rentals and charged to
operating expenses over the life of the lease.
Leases of land and buildings
Where a lease is for land and buildings, the land component is separated from the building component and the
classification for each is assessed separately. Leased land is treated as an operating lease.

11 Provisions
The NHS Foundation Trust recognises a provision where it has a present legal or constructive obligation of uncertain
timing or amount; for which it is probable that there will be a future outflow of cash or other resources; and a reliable
estimate can be made of the amount. The amount recognised in the Statement of Financial Position is the best
estimate of the resources required to settle the obligation. Where the effect of the time value of money is significant, the
estimated risk-adjusted  cash  flows  are  discounted  using  HM  Treasury’s  discount  rate  of  2.2%  in  real  terms,  except  for  
early  retirement  provisions  and  injury  benefit  provisions  which  both  use  the  HM  Treasury’s  pension  discount  rate  of  
2.8% (2010/11: 2.9%) in real terms.
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Clinical negligence costs
The NHS Litigation Authority (NHSLA) operates a risk pooling scheme under which the NHS Foundation Trust pays
an annual contribution to the NHSLA, which, in return, settles all clinical negligence claims. Although the NHSLA is
administratively responsible for all clinical negligence cases, the legal liability remains with the NHS Foundation Trust.
The total value of clinical negligence provisions carried by the NHSLA on behalf of the NHS Foundation Trust is
disclosed at note 17, but is not recognised in the Trust accounts.
Non-clinical risk pooling
The NHS Foundation Trust participates in the Property Expenses Scheme and the Liabilities to Third Parties Scheme.
Both are risk pooling schemes under which the Trust pays an annual contribution to the NHS Litigation Authority and
in return receives assistance with the costs of claims arising. The annual membership contributions, and any
‘excesses’ payable in respect of particular claims are charged to operating expenses when the liability arises.
12 Contingencies
Contingent assets (that is, assets arising from past events whose existence will only be confirmed by one or more
future events not  wholly  within  the  entity’s  control)  are  not  recognised  as  assets,  but  are  disclosed  in  note  22 where
an inflow of economic benefits is probable.
Contingent liabilities are not recognised, but are disclosed in note 22, unless the probability of a transfer of economic
benefits is remote. Contingent liabilities are defined as:
- possible obligations arising from past events whose existence will be confirmed only by the occurrence of
one  or  more  uncertain  future  events  not  wholly  within  the  entity’s  control; or
-

present obligations arising from past events but for which it is not probable that a transfer of economic
benefits will arise or for which the amount of the obligation cannot be measured with sufficient reliability.

13 Public Dividend Capital
Public dividend capital (PDC) is a type of public sector equity finance based on the excess of assets over liabilities at
the time of establishment of the predecessor NHS Trust. HM Treasury has determined that PDC is not a financial
instrument within the meaning of IAS 32.
A charge, reflecting the cost of capital utilised by the NHS Foundation Trust, is payable as public dividend capital
dividend. The charge is calculated at the rate set by HM Treasury (currently 3.5%) on the average relevant net assets
of the NHS Foundation Trust during the financial year. Relevant net assets are calculated as the value of all assets
less the value of all liabilities, except for (i) donated assets, (ii) net cash balances held with the Government Banking
Services, excluding cash balances held in GBS accounts that relate to a short-term working capital facility and (iii) any
PDC dividend balance receivable or payable. In accordance with the requirements laid down by the Department of
Health (as the issuer of PDC), the dividend for the year is calculated on the actual average relevant net assets as set
out  in  the  ‘pre-audit’  version  of  the  annual  accounts.  The  dividend  thus  calculated  is  not  revised  should  any  
adjustment to net assets occur as a result of the audit of the annual accounts.
14 Value Added Tax
Most of the activities of the NHS Foundation Trust are outside the scope of VAT and, in general, output tax does not
apply and input tax on purchases is not recoverable. Irrecoverable VAT is charged to the relevant expenditure
category or included in the capitalised purchase cost of fixed assets. Where output tax is charged or input VAT is
recoverable, the amounts are stated net of VAT.
15 Foreign
Exchange
The functional and presentational currencies of the Trust are sterling.
A transaction which is denominated in a foreign currency is translated into the functional currency at the spot
exchange rate on the date of the transaction. Where the Trust has assets or liabilities denominated in a foreign
currency at the statement of financial position date:
- monetary  items  (other  than  financial  instruments  measured  at  ‘fair  value  through  income  and  
expenditure’)  are  translated  at  the  spot  exchange  rate  on  31  March;;
- non-monetary assets and liabilities measured at historical cost are translated using the spot exchange
rate at the date of the transaction; and
- non-monetary assets and liabilities measured at fair value are translated using the spot exchange rate at
the date the fair value was determined.
Exchange gains or losses on monetary items (arising on settlement of the transaction or on re-translation at the
Statement of Financial Position date) are recognised in income or expense in the period in which they arise.
Exchange gains or losses on non-monetary assets and liabilities are recognised in the same manner as other gains
and losses on these items.

93

The Dudley Group NHS Foundation Trust

16 Third Party Assets
Assets belonging to third parties (such as money held on behalf of patients) are not recognised in the accounts since
the NHS Foundation Trust has no beneficial interest in them. However, they are disclosed in note 26 to the accounts
in  accordance  with  the  requirements  of  HM  Treasury’s  Financial Reporting Manual.
17 Corporation Tax
The Trust does not foresee that it will have any material commercial activities on which corporation tax liability will
arise under the guidance issued by HM Revenue and Customs.
18 Charitable Funds
The Trust is not required to apply IAS 27 in 2011/12 following dispensation obtained by Monitor. However, this only
applies to the consolidation of NHS Charitable Funds.
19 Critical accounting judgements and key sources of estimation and uncertainty
In  the  application  of  the  Trust’s  accounting  policies,  management  is  required  to  make  judgements,  estimates  and  
assumptions about the carrying amounts of assets and liabilities that are not readily apparent from other sources.
The estimates and associated assumptions are based on historical experience and other factors that are considered
to be relevant. Actual results may differ from those estimates and the estimates and underlying assumptions are
continually reviewed. Revisions to accounting estimates are recognised in the period in which the estimate is revised
if the revision affects only that period or in the period of the revision and future periods if the revision affects both
current and future periods.
Critical judgements in applying accounting policies
The following are the critical judgements, apart from those involving estimations (see below) that management has
made  in  the  process  of  applying  the  Trust’s  accounting  policies  and  that  have  the  most  significant effect on the
amounts recognised in the financial statements.
- Accounting for PFI
- Application of IFRIC 4 Determining whether an Arrangement contains a Lease
- Application of IFRIC12 Service Concession Arrangements
Key sources of estimation uncertainty
The following are the key assumptions concerning the future, and other key sources of estimation uncertainty at the
end of the reporting period, that have a significant risk of causing a material adjustment to the carrying amounts of
assets and liabilities within the next financial year
- Valuation of Non- Current Assets
- Provisions
- Settlement of Over Performance with Healthcare Purchasers
20 Accounting Standards that have been issued but have not yet been adopted
There are currently no standards or interpretations adopted by the European Union that are not included in these
financial statements.
21 Losses and special payments
Losses and special payments are items that Parliament would not have contemplated when it agreed funds for the
health service or passed legislation. By their nature they are items that ideally should not arise. They are therefore
subject to special control procedures compared with the generality of payments. They are divided into different
categories, which govern the way that individual cases are handled. Losses and special payments are charged to the
relevant functional headings in expenditure on an accruals basis, including losses which would have been made good
through insurance cover had NHS Trusts not been bearing their own risks (with insurance premiums then being
included as normal revenue expenditure).
However the losses and special payments note is compiled directly from the losses and compensations register which
reports on an accruals basis with the exception of provisions for future losses.
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2 Segmental Analysis
The Board as 'Chief Operating Decision Maker' has determined that the Trust operates in one material segment,
which is the provision of healthcare services. The segmental reporting format reflects the Trust's management and
internal reporting structure.
The Trust has identified segments in line with the thresholds in IFRS 8, applying the requirement of the ARM to
consider expenditure instead of income as income is not analysed between segments in our monthly finance report
to the Trust Board. Following a significance test of the expenditure segments the Trust found that there were six
significant operating segments subject to the external reporting requirements of IFRS 8. Applying the aggregation
criteria  to  the  Trust’s  six  significant  operating  segments  found  that  in  all  cases  the  segments  had  similar  economic  
characteristics, the nature of the services are similar, the nature of the production process are similar, the type or
class of customer for the services are similar, the methods used to provide the services are similar and the nature of
the regulatory environment is similar.
The  Trust’s  significant  operating  segments  satisfy  all  of  the  criteria  listed  for  an  aggregation  to  be  deemed  
appropriate.  The  six  significant  operating  segments  of  the  Trust  are  all  active  in  the  same  business  –  the  provision  of  
healthcare,  and  all  operate  within  the  same  economic  environment  –  the  United  Kingdom.  Given  that  the  purpose  of  
disclosing segmental information is to enable users of the financial statements to evaluate the nature and financial
effects  of  business  activities  and  economic  environments,  reporting  a  single  segment  of  “Healthcare”  would  be  
consistent with the core principle of IFRS 8, as it would show the singular nature of both the business activity and the
economic environment of the Trust.
Income from activities (medical treatment of patients) is analysed by customer type in note 3 to the accounts on page
14. Other operating income is analysed in note 4 to the accounts on page 15 and materially consists of revenues
from healthcare, research and development, medical education, and the provision of services to other NHS bodies.
Total income by individual customers within the whole of HM Government and considered material, is disclosed in
the related parties transactions note 23 to the accounts on page 33.

Trust Income *
Expenditure - aggregated healthcare segment
Expenditure - other **
Total Expenditure
Operating Surplus

Year Ended
31 March 2012
£'000
%
284,825
(249,369)
(34,829)
(284,198)
627

87.7%
12.3%
100.0%

Year Ended
31 March 2011
£'000
%
260,231
(222,230)
(37,844)
(260,074)

85.4%
14.6%
100.0%

157

* Trust income was not split into individual Directorates in the monthly Finance Report to the board during 2011-12
and 2010-11.
** Other Expenditure is made up of Corporate Directorates, Depreciation, Impairments, PFI Finance Lease Interest
and Interest Receivable.
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3 Revenue from Activities
3.1 Income By Source
NHS Foundation Trusts
NHS Trusts
Strategic Health Authorities
Primary Care Trusts
Local Authorities
Department of Health - grants
Department of Health - other
NHS Other
Non NHS: Private patients
Non-NHS: Overseas patients (non-reciprocal)
NHS injury scheme (was RTA)
Non NHS: Other
Total income from activities

Year Ended
31 March 2012
£'000
0
14
133
268,427
238
0
0
0
50
20
995
133
270,010

Year Ended
31 March 2011
£'000
0
16
0
244,372
7
0
0
0
68
57
1,482
89
246,091

Year Ended
31 March 2012

Year Ended
31 March 2011

51,294
85,680
49,095
9,483
49,146

50,966
87,621
46,320
8,495
47,821

21,040
234
265,972
50
3,988
270,010

0
0
241,223
68
4,800
246,091

This income is also analysed by income type below:
3.2 Revenue from Activities
Acute Trusts
Elective
Non Elective
Outpatient
A&E
Other NHS Clinical Income
Community Trusts
Income from PCT's
Income not from PCT's
Income at Tariff
Private Patients
Other non-protected clinical income
Total income from activities

Income from Community Trusts is in respect of Adult Community Services which transferred to the Trust on 1 April 2012
3.3 Income from Mandatory and Non-Mandatory Services

NHS Clinical Income
Non-Mandatory / Non-Protected Income
Income from Activities
Other Operating Income
Total Income

Year Ended
31 March 2012
£'000
268,574
1,436
270,010
15,302
285,312

Year Ended
31 March 2011
£'000
244,388
1,703
246,091
14,140
260,231

As an NHS Foundation Trust, the majority of income in respect of patient care is received under Payment By Results
(PBR), which is intended to reimburse Trusts based on the actual activity delivered using the National Tariff of
procedure prices.
The Terms of Authorisation set out the mandatory goods and services that the Trust is required to provide (protected
services). All of the income from activities before private patient income shown above is derived from the provision of
those services.
Other NHS Clinical Income comprises the following services pathology; rehabilitation; community support services;
radiology; renal services; patient transport services; and high cost drugs/devices/appliances.
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3.3 Private Patient Income

Private Patient Income
Total Patient Related Income
Proportion (as percentage)

2011/12
£'000

2010/11
£'000

Base Year
£'000

50

68

119

269,960

245,989

134,515

0.02%

0.03%

0.09%

Section 44 of the 2006 Act requires that the proportion of the private patient income to the total patient related
income of NHS Foundation Trusts should not exceed its proportion whilst the body was an NHS Trust in 2002/03.
The note above shows that the Trust continues to be compliant.

4 Other Operating Revenue

Research and development
Education and training
Charitable and other contributions to expenditure
Non-patient care services to other bodies
Profit on disposal of fixed asset investments
Profit on disposal of intangible fixed assets
Profit on disposal of land and buildings
Profit on disposal of other tangible fixed assets
Gain on disposal of assets held for sale
Reversal of impairments of assets held for sale
Amortisation of PFI deferred credits
Main scheme
Additional lifecycle assets received
Income in respect of Staff Costs
Other
Total other operating income

Year ended
31 March 2012
£'000
393
7,370
89
1,714
0
0
0
5
341
0

Year ended
31 March 2011
£'000
1,402
7,797
19
1,783
0
0
0
0
0
0

0
0
1,926
3,464

0
0
1,294
1,845

15,302

14,140

Other income is derived from Staff Recharges £1,926,000 (2010/11 £1,294,000); Pharmacy Drugs £1,002,000
(2010/11 £931,000); and numerous other small amounts.
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5 Operating Expenditure
5.1 Operating Expenses

Year ended
31 March 2012
£'000

Restated
Year ended
31 March 2011
£'000

Services from NHS Foundation Trusts
Services from NHS Trusts
Services from PCT's
Services from other NHS Bodies
Purchase of healthcare from non NHS bodies
Employee Expenses - Executive directors
Employee Expenses - Non-executive directors
Employee Expenses - Staff
Drug costs
Supplies and services - clinical (excluding drug costs)
Supplies and services - general
Establishment
Research and development
Transport
Premises
Increase / (decrease) in bad debt provision
Other impairment of financial assets
Depreciation on property, plant and equipment
Amortisation on intangible assets
Impairments of property, plant and equipment
Impairments of intangible assets
Audit fees
audit service - statutory audit
audit services - audit related regulatory reporting
Other auditor's remuneration
further assurance services
other services
Clinical negligence
Loss on disposal of investments
Loss on disposal of intangible fixed assets
Loss on disposal of land and buildings
Loss on disposal of other property, plant and equipment
Loss on disposal of assets held for sale
Legal fees
Consultancy costs
Training, courses and conferences
Patient travel
Car parking & Security
Redundancy
Early retirements
Hospitality
Publishing
Insurance
Other services, eg external payroll
Losses, ex gratia & special payments
Other

130
155
0
100
15
779
142
166,836
26,091
20,304
1,763
2,458
0
2,263
3,439
51
0
8,434
293
340
0

84
170
0
93
31
1,016
131
150,711
22,991
20,148
982
2,250
0
2,286
3,134
101
0
8,496
372
0
0

67
18

58
16

0
0
5,644
0
0
3
52
0
0
639
0
0
0
4
0
0
0
0
0
0
33,386

0
0
5,373
0
0
0
10
0
0
1,253
0
0
0
0
0
0
0
0
0
0
29,724

TOTAL

273,406

249,430

Other  expenditure  includes  £27,088,000  (2010/11  £26,118,000)  in  relation  to  payments  to  the  Trust’s  PFI  Partner  for  
services provided and numerous other small amounts.
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5.2 The Late Payment of Commercial Debts (interest) Act 1998
During the year 2011/12 (2010/11 £ nil) the Trust was not charged interest for the late payment of commercial debts.

6 Operating Leases
6.1 Payments recognised as an expense

Minimum lease payments
Contingent rents
Sub-lease payments

Total future minimum lease payments
Payable:
Not more than one year
Between one and five years
After 5 years
Total

Year ended
31 March
2012
£'000
94
0
0
94

Year ended
31 March
2011
£'000
42
0
0
42

64
151
39
254

30
55
0
85

Year ended
31 March
2012
£'000
892
103
995

Year ended
31 March
2011
£'000
1,162
120
1,282

7 Directors' Remuneration and other benefits

Aggregate Remuneration
Employer Contributions to a pension scheme
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8 Employee Expenses and Numbers
8.1 Employee Costs

Salaries and wages
Social security costs
Pension costs - defined contribution plans
Employer's contributions to NHS Pensions
Termination benefits
Agency/contract staff
Total
8.2 Average Number of Persons Employed

Year Ended 31 March 2012
Total Permanent
Other
£'000
£'000
£'000
134,282
127,926
6,356
10,745
10,303
442

Year Ended 31 March 2011
Total Permanent
Other
£'000
£'000
£'000
117,917
114,425
3,492
9,047
8,809
238

15,423
4
7,165
167,619

13,191
0
11,572
151,727

15,149
0
0
153,378

274
4
7,165
14,241

Year Ended 31 March 2012
Total Permanent
Other
450
418
32
716
668
48
827
827
0
1,280
1,093
187
11
11
0
348
343
5
25
0
25
3,657
3,360
297

Medical and dental
Administration and estates
Healthcare assistants and other support staff
Nursing, midwifery and health visiting staff
Nursing, midwifery and health visiting learners
Scientific, therapeutic and technical staff
Bank and agency staff
Total

13,024
0
0
136,258

167
0
11,572
15,469

Year Ended 31 March 2011
Total Permanent
Other
435
406
29
680
656
24
638
638
0
1,141
1,014
127
11
11
0
431
426
5
137
0
137
3,473
3,151
322

8.3 Employee Benefits
Employees benefits include payment of salaries/wages and pension contributions. There were no other employee benefits paid in 2011/12 (2010/11 nil).
8.4 Retirements due to Ill-health
During the period 2011/12 there were 4 (in 2010/11 there were 4) early retirements from the Trust on the grounds of ill-health.
The estimated additional pension liabilities of these ill-health retirements will be £390,149 (2010/11 £334,838).
The cost of these ill-health retirements will be borne by the Pensions Scheme, and therefore there is no liability or provision in the Trust accounts.
8.5 Sickness Absence
The detail of staff sickness / absence from work for the year are:
Absence Full Time Equivalent (FTE)
Available Employee Time (FTE) for the year
Sickness Rate

2011/12
51,509
1,409,519

2010/11
48,631
1,214,786

3.65%

4.00%

8.6 Exit Packages
The  Trust’s  expenditure  includes  1  payment  of  £4,000  (2010/11  nil)  relating  to  staff  exit  packages.
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Year ended

Year ended

31 March

31 March

2012

2011

£'000

£'000

433

347

Interest on available for sale financial assets

0

0

Interest on held-to-maturity financial assets

0

0

433

347

Year ended

Year ended

31 March

31 March

2012

2011

£'000

£'000

Main Finance Costs

6,255

6,348

Contingent Finance Costs

3,514

2,858

9,769

9,206

9 Finance Income

Interest on bank accounts

10 Finance Costs - Interest Expense

Finance Costs in PFI obligations
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11 Intangible Assets
11.1 2011/12
Computer
Software
£'000
1,831
31
0
0
1,862

£'000
1,831
31
0
0
1,862

993
293
0
1,286

993
293
0
1,286

Net Book Value
Purchased at 1 April 2011
Donated at 1 April 2011
Total at 1 April 2011

838
0
838

838
0
838

Net Book Value
Purchased at 31 March 2012
Donated at 31 March 2012
Total at 31 March 2012

576
0
576

576
0
576

Computer
Software
£'000
1,732
99
0
0
1,831

Total
£'000
1,732
99
0
0
1,831

621
372
0
993

621
372
0
993

1,111
0
1,111

1,111
0
1,111

838
0
838

838
0
838

Gross Cost as at 1 April 2011
Additions Purchased
Additions Donated
Disposals
Gross Cost as at 31 March 2012

Amortisation as at 1 April 2011
Provided during the Year
Disposals
Amortisation as at 31 March 2012

Total

11.2 2010/11

Gross Cost as at 1 April 2010
Additions Purchased
Additions Donated
Disposals
Gross Cost as at 31 March 2011

Amortisation as at 1 April 2010
Provided during the Year
Disposals
Amortisation as at 31 March 2011
Net Book Value
Purchased at 1 April 2010
Donated at 1 April 2010
Total at 1 April 2010
Net Book Value
Purchased at 31 March 2011
Donated at 31 March 2011
Total at 31 March 2011
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12 Tangible Assets
Assets
Buildings
under
Plant &
Transport Inform ation Furniture
excluding Dw ellings
Construction Machinery Equipm ent Technology & Fittings
dw ellings
& POA

12.1 2011/12
Total

Land

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

228,978
8,214

25,990
0

169,640
2,515

512
0

906
1,245

29,756
4,237

223
0

1,325
217

626
0

Additions - donated

89

0

5

0

0

84

0

0

0

Impairments

Gross Cost at 1 April 2011
Additions - purchased

(2)

0

(2)

0

0

0

0

0

0

Reversal of Impairments

0

0

0

0

0

0

0

0

0

Reclassifications

0

0

679

0

(906)

203

0

24

0

Revaluations

7,590

(1,200)

8,865

(75)

0

0

0

0

0

Reclassified as held for sale

(627)

(190)

0

(437)

0

0

0

0

0

Disposals
Gross Cost at 31 March 2012
Accumulated depreciation at 1 April 2011

(1,806)

0

0

0

0

(1,708)

(94)

(4)

0

242,436

24,600

181,702

0

1,245

32,572

129

1,562

626

25,785

0

4,431

28

0

20,056

108

747

415

Provided during the year
Impairments

8,434
340

0
0

4,576
340

0
0

0
0

3,564
0

18
0

197
0

79
0

Reversal of Impairments
Reclassifications

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

Revaluation surpluses

(9,347)

0

(9,347)

0

0

0

0

0

0

Reclassified as held for sale

(28)
(1,748)
23,436

0
0
0

0
0
0

(28)
0
0

0
0
0

0
(1,654)
21,966

0
(94)
32

0
0
944

0
0
494

Disposals
Accumulated depreciation at 31 March 2012
Net book value
NBV - Ow ned at 1 April 2011

52,169

25,990

16,536

484

906

7,368

115

572

198

NBV - PFI at 1 April 2011

150,776

0

148,561

0

0

2,215

0

0

0

NBV - Donated at 1 April 2011

248
203,193

0
25,990

112
165,209

0
484

0
906

117
9,700

0
115

6
578

13
211

NBV - Ow ned at 31 March 2012

49,758

24,600

17,010

0

1,245

6,072

97

613

121

NBV - PFI at 31 March 2012
NBV - Donated at 31 March 2012

169,089
153

0
0

164,687
5

0
0

0
0

4,402
132

0
0

0
5

0
11

NBV total at 31 March 2012

219,000

24,600

181,702

0

1,245

10,606

97

618

132

NBV total at 1 April 2011
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12 Tangible Assets
Assets
Buildings
under
Plant &
Transport Inform ation Furniture
excluding Dw ellings
Construction Machinery Equipm ent Technology & Fittings
dw ellings
& POA

12.2 2010/11
Total

Gross Cost at 1 April 2010
Additions - purchased
Additions - donated
Impairments
Reclassifications
Revaluations
Reclassified as held for sale
Disposals
Gross Cost at 31 March 2011
Accumulated depreciation at 1 April 2010
Provided during the year
Impairments
Reclassifications
Revaluation surpluses

Land

£'000
222,497

£'000
26,350

£'000
159,617

£'000
1,428

£'000
2,673

£'000
30,551

£'000
135

£'000
1,219

£'000
524

9,522
19

0
0

7,340
0

30
0

906
0

936
0

110
0

94
7

106
12

(193)

0

0

(193)

0

0

0

0

0

0

0

2,654

0

(2,673)

14

0

5

0

29

0

29

0

0

0

0

0

0

(1,113)

(360)

0

(753)

0

0

0

0

0

(1,783)

0

0

0

0

(1,745)

(22)

0

(16)

228,978

25,990

169,640

512

906

29,756

223

1,325

626

19,087

0

0

0

0

18,074

129

544

340

8,496
0

0
0

4,431
0

63
0

0
0

3,713
0

1
0

203
0

85
0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

(35)

0

0

(35)

0

0

0

0

0

Disposals

(1,763)

0

0

0

0

(1,731)

(22)

0

(10)

Accumulated depreciation at 31 March 2011

25,785

0

4,431

28

0

20,056

108

747

415

Reclassified as held for sale

Net book value
NBV - Ow ned at 1 April 2010
NBV - PFI at 1 April 2010
NBV - Donated at 1 April 2010
NBV total at 1 April 2010
NBV - Ow ned at 31 March 2011

48,329

26,350

7,302

1,428

2,673

9,711

6

675

184

154,770

0

152,202

0

0

2,568

0

0

0

311

0

113

0

0

198

0

0

0

203,410

26,350

159,617

1,428

2,673

12,477

6

675

184
198

52,169

25,990

16,536

484

906

7,368

115

572

NBV - PFI at 31 March 2011

150,776

0

148,561

0

0

2,215

0

0

0

NBV - Donated at 31 March 2011

248
203,193

0
25,990

112
165,209

0
484

0
906

117
9,700

0
115

6
578

13
211

NBV total at 31 March 2011
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12 Tangible Assets
12.3 Analysis of Tangible Assets
Total
Net Book Value

Land

Assets
under
Plant &
Transport Information Furniture
Dwellings
Construction Machinery Equipment Technology & Fittings
& POA
£'000
£'000
£'000
£'000
£'000
£'000
£'000

Buildings
excluding
dwellings

£'000

£'000

NBV - Protected Assets at 31 March 2012
NBV - Unprotected Assets at 31 March 2012

197,485
21,515
219,000

24,600
0
24,600

172,885
8,817
181,702

0
0
0

0
1,245
1,245

0
10,606
10,606

0
97
97

0
618
618

0
132
132

NBV - Protected Assets at 31 March 2011
NBV - Unprotected Assets at 31 March 2011

191,493
11,700
203,193

25,800
190
25,990

165,209
0
165,209

484
0
484

0
906
906

0
9,700
9,700

0
115
115

0
578
578

0
211
211

Protected assets are land and buildings owned or leased by the Foundation Trust, and the disposal of which may affect the Trust's ability to provide it's mandatory goods
and services.
12.4 Net Book Value of property, plant and equipment in the Revaluation Reserve at 31 March 2012

Total

As a t 1 Apri l 2011
Movement i n yea r
As a t 31 Ma rch 2012

£'000
37,155
15,554
52,709

Land
£'000
20,824
(1,654)
19,170

Buildings
excluding
dwellings
£'000
15,151
18,210
33,361

Dwellings
£'000
858
(858)
0

Assets
under
Plant &
Transport Information Furniture
Construction Machinery Equipment Technology & Fittings
& POA
£'000
£'000
£'000
£'000
£'000
0
315
2
3
2
0
(138)
(2)
(3)
(1)
0
177
0
0
1

12.5 Net Book Value of property, plant and equipment in the Revaluation Reserve at 31 March 2011

Total

As a t 1 Apri l 2011
Movement i n yea r
As a t 31 Ma rch 2012

£'000
37,389
(234)
37,155

Land
£'000
20,885
(61)
20,824

Buildings
excluding
dwellings
£'000
15,092
59
15,151

Dwellings
£'000
990
(132)
858

Assets
under
Plant &
Transport Information Furniture
Construction Machinery Equipment Technology & Fittings
& POA
£'000
£'000
£'000
£'000
£'000
0
414
2
3
3
0
(99)
0
0
(1)
0
315
2
3
2
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12.6 Impairment Losses
The Trust carried out an impairment review of its non-current assets in March 2012. For land and buildings the Trust received a valuation report from the District Valuer
prepared  on  a  MEA  basis.  The  valuation  report  was  prepared  in  accordance  with  the  terms  of  the  Royal  Institution  of  Chartered  Surveyors’  Valuation  Standards,  6 th
Edition, insofar as the terms are consistent with the requirements of HM Treasury, the National Health Service and Monitor. On application there was a fall in value of
land and a general increase in value of buildings compared to the carrying value at 31 st March 2012. In line with IFRS the Trust was able to offset the fall in value of land
against  the  relevant  revaluation  balance  held  for  the  applicable  assets.  However  for  one  element  of  the  Trust’s  buildings  there  was  no  remaining  revaluation  balance  
and this led to a charge to the Statement of Comprehensive Income relating to the impairment loss.
Impairment of Assets
Loss or damage from normal operations
Over specification of assets
Changes in market price
Reversal of impairments
TOTAL IMPAIRMENTS

31 March 31 March
2012
2011
£'000
£'000
0
0
0
0
342
193
0
0
342
193

12.7 Asset Valuations
The  Trust  received  a  MEA  valuation  from  the  District  Valuer  in  March  2012.  The  updated  valuations  of  the  Trust’s  land,  buildings  and  dwellings  were  applied  to  the  Trust  
financial statements and enable the Trust to disclose an up to date position with regard to asset valuations. No significant assumptions were made as part of the
valuation process as minimum capital expenditure had been applied to the land and buildings since the previous full revaluation exercise. If the Trust had not received
this updated valuation the carrying values of land, buildings and dwellings would have been £25,800,000; £163,833,000 and £nil respectively.

NBV of Non Current Assets Held For Sale in disposal groups at 1 April 2011
Assets classified as available for sale during the year
Assets sold during the year
NBV of Non Current Assets Held For Sale in disposal groups at 31 March 2012

Total
£'000
1,078
599
(1,677)
0

Property,
Plant and
Equipment
£'000
1,078
599
(1,677)
0

NBV of Non Current Assets Held For Sale in disposal groups at 1 April 2010
Assets classified as available for sale during the year
Assets sold during the year
NBV of Non Current Assets Held For Sale in disposal groups at 31 March 2011

1,078
0
1,078

1,078
0
1,078

12.8 Non Current Assets Held For Sale

The Board took the decision to sell the housing stock in Ashdown Drive in 2010/11. At the time of the signing of the 2010/11 accounts four houses were part of an open
housing market sale with the remainder sold at auction in April 2011.
12.9 Capital Commitments
Commitments under capital expenditure contracts at the end of the period, not otherwise included in these financial statements were £1,341,000 (31 March 2011
£3,333,000). This amount relates entirely to property, plant and equipment. There are no contracted capital commitments for intangible assets.
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13 Inventories
13.1 Inventories

Year ended
31 March
2012
£'000
1,733
0
1,032
33
0
39
2,837

Year ended
31 March
2011
£'000
1,649
0
1,477
33
0
24
3,183

Year ended
31 March
2012
£'000

Year ended
31 March
2011
£'000

27,228

24,513

Write-down of inventories recognised as an expense

0

0

Reversal of any write down of inventories resulting in a reduction of
recognised expenses

0

0

27,228

24,513

Drugs
Work in progress
Consumables
Energy
Inventories carried at fair value less costs to sell
Other
TOTAL Inventories

13.2 Inventories recognised in expenses

Inventories recognised in expenses

TOTAL Inventories recognised in expenses

107

The Dudley Group NHS Foundation Trust
14 Trade Receivables and Other Receivables
14.1 Trade Receivables and Other Receivables

Year Ended
31 March 2012

Year Ended
31 March 2011

Current

£'000

£'000

NHS Receivables - Revenue
Other receivables with related parties
Provision for impaired receivables
Prepayments (non PFI)
PFI Prepayments
Prepayments - Capital contributions
Prepayments - Lifecycle replacements
Accrued income
Corporation tax receivable
Finance Lease Receivables
PDC dividend receivable
Other receivables
TOTAL CURRENT TRADE AND OTHER RECEIVABLES

3,846
81
(790)
706

3,689
0
(757)
643

0
0
1,019
0
0
374
1,011

0
0
909
0
0
589
1,058

6,247

6,131

3,661

3,923

0
3,887
1,185

0
2,469
1,434

8,733

7,826

Non Current
Prepayments (non PFI)
PFI Prepayments
Prepayments - Capital contributions
Prepayments - Lifecycle replacements
Other Receivables
TOTAL NON CURRENT TRADE AND OTHER RECEIVABLES

Other current and non current receivables include the NHS Injury Scheme (was RTA).
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14.2 Provision for impairment of receivables

At 1 April
Increase in provision
Amounts utilised
Unused amounts reversed
At 31 March

As at
31 March
2012
£'000
757
167
(18)
(116)
790

As at
31 March
2011
£'000
670
117
(14)
(16)
757

As at
31 March
2012
£'000

As at
31 March
2011
£'000

21
0
0
0
17
38

0
0
0
0
752
752

269
15
32
30
22
368

153
138
99
196
738
1,324

14.3 Analysis of impaired receivables

Ageing of impaired receivables
0 - 30 Days
30 - 60 Days
60 - 90 Days
90 - 180 Days
over 180 Days (over 6 months)
Total
Ageing of non-impaired receivables past their due date
0 - 30 Days
30 - 60 Days
60 - 90 Days
90 - 180 Days
over 180 Days (over 6 months)
Total
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15 Trade and Other Payables

Current
Receipts in advance
NHS payables - revenue
Amounts due to other related parties
Trade payables - capital
Other trade payables
Taxes payable
Other payables
Accruals
PDC dividend payable
Reclassified to liabilities held in disposal
groups in year
TOTAL CURRENT TRADE & OTHER PAYABLES
Non-current
Receipts in advance
NHS payables - revenue
Amounts due to other related parties
Trade payables - capital
Other trade payables
Taxes payable
Other payables
Accruals
TOTAL NON CURRENT TRADE & OTHER PAYABLES

As at
31 March
2012
£'000
0
792
1,975
1,360
0
3,647
4,386
2,933
0

As at
31 March
2011
£'000
0
1,467
1,679
1,047
0
3,108
4,450
1,966
0

0

0

15,093

13,717

0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

0

0

Taxes payable consists of employment taxation only (Pay As You Earn and National
Insurance contributions), owed to HM Revenue and Customs at the year end.
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16 Other Liabilities
Current
Deferred Income
Deferred PFI credits
Deferred Government Grant
Net Pension Scheme Liability
TOTAL OTHER CURRENT LIABILITIES
Non-current
Deferred Income
Deferred PFI credits
Deferred Government Grant
Net Pension Scheme Liability
TOTAL OTHER NON CURRENT LIABILITIES

As at
31 March
2012
£'000
2,048
0
0
0
2,048

As at
31 March
2011
£'000
1,040
0
0
0
1,040

As at
1 April
2010
£'000
1,242
0
0
0
1,242

0
0
0
0
0

0
0
0
0
0

0
0
0
0
0

Where income has been received for a specific activity which is to be delivered in the following financial year, that
income is deferred.
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17 Provision for Liabilities and Charges

Pensions relating to former directors
Pensions relating to other staff
Other legal claims
Agenda for Change
Other
Total

At 1 April 2011
Arising during the year
Utilised during the year
Reversed unused
At 31 March 2012
Expected timing of cashflows:
- not later than one year;
- later than one year and not later than five years;
- later than five years.
TOTAL

Current
31 March 2012 31 March 2011
£'000
£'000
0
0
0
0
76
80
404
0
226
533
706
613

Non Current
31 March 2012 31 March 2011
£'000
£'000
0
0
0
0
0
0
0
0
0
0
0
0

Total
£'000
613
802
(470)
(239)
706

Pensions former
directors
£'000
0
0
0
0
0

Pensions other staff
£'000
0
0
0
0
0

Other
legal
claims
£'000
80
178
(97)
(23)
138

Agenda for
Change
£'000
0
404
0
0
404

Other
£'000
533
220
(373)
(216)
164

706
0
0
706

0
0
0
0

0
0
0
0

138
0
0
138

404
0
0
404

164
0
0
164

Other Legal Claims include claims under Employers' and Public Liability.
The Carbon Reduction Commitment Scheme (CRC) is a mandatory cap and trade scheme for non-transport CO2 emissions. As the Trust is registered with the CRC
scheme, it is required, with effect from 2011/12 to surrender to the Government an allowance for every tonne of CO2 it emits during the financial year. This liability is
recognised within the Other category of this note.
Other provisions include assessed liabilities in respect of the balance outstanding for Middle Grade Doctors Pay Award, CRC Scheme, and other litigation.
The NHS Litigation Authority has included in its provisions at 31 March 2012 £55,401,000 (2010/11 £40,426,000) in respect of clinical negligence liabilities for the Trust.
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18 Prudential Borrowing Limit
NHS Foundation Trusts are required to comply and remain within a prudential borrowing limit. This is made up of two
elements:
* the maximum cumulative amount of long-term borrowing. This is set by reference to the five ratio tests set
out in Monitor's Prudential Borrowing Code. The financial risk rating set under Monitor's Compliance
Framework determines one of the ratios and therefore can impact on the long term borrowing limit; and
* the amount of any working capital facility approved by Monitor.
As per Section 46 of the Act, the Trust has a Prudential Borrowing Limit of £174,700,000 in 2011/12
(2010/11 £178,200,000). The Trust has not borrowed in 2011/12 (2010/11 £ nil) and at 31 March 2012 its long term
borrowing was £156,262,000 (2010/11 £158,251,000) in relation to the finance lease of the Trust PFI Scheme. The
Prudential Borrowing Limit is the sum of the following:
(i) Maximum cumulative long term borrowing: £158.7M and
(ii) Approved Working Capital Facility not to exceed £16.0M
Financial Ratio
Maximum Debt / Capital Ratio
Minimum Dividend Cover
Minimum Interest Cover
Minimum Debt Service Cover
Maximum Debt Service to Revenue

2011/12
Actual
Plan
57.0%
62.0%
5.8x
5.0x
2.2x
2.2x
1.5x
1.5x
4.9%
5.0%

2010/11
Actual
Plan
62.0%
62.0%
6.1x
5.7x
2.2x
2.5x
1.5x
1.7x
5.1%
5.2%

The Trust has an approved working capital facility of £10.0M. The Trust had not utilised any of its working capital
facility at 31 March 2012 (2010/11 £ nil).
Further information on the NHS Foundation Trust Borrowing Code and Compliance Framework can be found on the
website of Monitor, the Independent Regulator of Foundation Trusts.
There has been no necessity to make use of the Trust's Prudential Borrowing Limit or to use its overdraft facility. The
decrease in the Trust's Prudential Limit to £158.7M (31 March 2011 £162.2M) is in relation to compliance with the
International Financial Reporting Standards (IFRS) which require the assets and liabilities of the Trust's PFI Initiative
scheme to be accounted for within its Statement of Financial Position, see note 24 to the accounts.

Total long term borrowing limit set by Monitor
Working capital facility agreed by Monitor
TOTAL PRUDENTIAL BORROWING LIMIT

2011/12
£'000
158,700
16,000
174,700

2010/11
£'000
162,200
16,000
178,200

Long term borrowing at 1 April
Net actual borrowing/(repayment) in year - long term
Long term borrowing at 31 March

158,251
(1,989)
156,262

162,154
(3,903)
158,251
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Current
Obligations under Private Finance Initiative contracts
Total Current borrowings

As at
31 March
2012
£'000
4,897
4,897

As at
31 March
2011
£'000
4,231
4,231

Non Current
Obligations under Private Finance Initiative contracts
Total Other non Current Liabilities

151,365
151,365

154,020
154,020

As at
31 March
2012
£'000
36,346

As at
31 March
2011
£'000
33,441

3

10

Cash with the Government Banking Service

36,343

33,431

Other current investments

0
36,346

0
33,441

0
36,346

0
33,441

19 Borrowings

20 Cash and Cash Equivalents

Cash and Cash Equivalents
Broken down into:
Cash at commercial banks and in hand

Cash and cash equivalents as in Statement of Financial Position
Bank overdraft
Cash and cash equivalents as in Statement of Cash Flows

Other current investments were instant access cash deposits held with UK Bank Institutions.

21 Events after the reporting period
There have not been any events after the reporting period.

22 Contingencies
The Trust does not have any contingencies in 2011/12. However, at 31 March 2011 the Trust had a possible obligation to
award damages in relation to an employment tribunal to the value of £150,000. This has not been successful. The
probability of the success of the claim was low and thus had been included as a contingent liability.
The Trust does not have contingent assets.
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23 Related Party Transactions
The Dudley Group NHS Foundation Trust is a public benefit corporation which was established under the granting of authority by Monitor, the Independent regulator for
Foundation Trusts. Key management personnel, namely the Trust Board Directors and Non Executive Directors, are those persons having authority and responsibility for
planning, directing and controlling the activities of the Trust. During the year none of the key management personnel have parties related to them that have undertaken any
material transactions with The Dudley Group NHS Foundation Trust.
The table below details, on an aggregate basis, key management personnel compensation:
31 March 2012
31 March 2011
£ million
£ million
0.80
1.15
0.70
1.00
1.50
2.15
The Trust considers other NHS Foundation Trusts to be related parties, as they and the Trust are under the common performance management of Monitor. During the year
the Trust contracted with certain other Foundation Trusts for the provision of clinical and non clinical support services. The value of activity undertaken with these
organisations was not material to the accounts. The Department of Health is also regarded as a related party. During the year the Trust has had a significant number of
material transactions with the Department, and with other entities for which the Department is regarded as the parent department. These entities are listed below:
Compensation
Salaries and short-term benefits
Post-employment benefits

Year ended 31 March 2012
Year ended 31 March 2011
Income
Expenditure Receivable
Payable
Income Expenditure Receivable Payable
£ million
£ million
£ million £ million
£ million
£ million
£ million £ million
Department of Health
0.60
West Midlands Strategic Health Authority
7.77
7.56
0.01
0.04
Birmingham East & North PCT
11.74
11.31
0.23
0.23
Dudley PCT
204.17
3.44
2.35
0.02
182.20
1.39
2.56
0.14
Royal Wolverhampton NHS Trust
0.32
1.00
1.07
Sandwell PCT
33.75
0.51
31.26
0.50
Sandwell and West Birmingham Hospitals
0.27
0.80
0.03
0.14
0.82
0.12
South Staffordshire PCT
9.38
0.19
9.30
0.16
University Hospital Birmingham FT
1.12
0.16
1.06
0.04
Wolverhampton City PCT
3.44
0.22
3.29
Worcestershire Acute Hospitals Trust
0.15
0.65
0.05
0.66
0.10
Worcestershire PCT
4.01
0.02
4.83
0.03
In addition, the Trust has had a number of material transactions with other Government Departments and other central and local Government bodies. These entities are
Year ended 31 March 2012
Year ended 31 March 2011
Income
Expenditure Receivable
Payable
Income Expenditure Receivable Payable
£ million
£ million
£ million £ million
£ million
£ million
£ million £ million
HM Revenue & Excise
NHS Blood and Transplant Agency
1.54
0.02
1.90
0.05
NHS Business Services Authority
0.19
4.19
0.31
NHS Litigation Authority
5.81
5.46
NHS Pensions
15.47
1.98
1.68
NHS Professionals
Dudley Metropolitan Borough Council
0.64
1.31
0.22
1.31
-
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24 Private Finance Initiatives
24.1 PFI schemes on the Statement of Financial Position
The Dudley PFI project provided for the refurbishment and new building of major inpatient facilities at Russells Hall
Hospital, the building of new facilities at Guest Hospital and Corbett Hospital. The Capital value of the scheme was
£160.2m. The Project agreement runs for 40 years from May 2001 (except IT, which runs for 15 years from
completion). The Dudley PFI is a combination of buildings (including hard Facilities Managed (FM) services) and a
significant range of allied and clinical support services.
The standard Unitary Payment changes periodically as a consequence of:
- Inflation ( based on RPI and reviewed annually)
- Deductions for poor performance (Deficiency points and financial penalties for poor performance or noncompliant incidents).
- Variations to the Project Agreement(PA) (agreed under Variations procedure in the PA)
- 50% of market testing or refinancing impact
- Energy tariff adjuster (the difference between actual energy tariff changes and the uplift that comes
through RPI )
- Volume adjuster (computed by comparing actual in patient days against that in the schedule, with a
tolerance of plus or minus 3%)
The Trust has the rights to use the specified assets for the length of the Project Agreement and has the rights to
expect provision of the range of allied and clinical support services. At the end of the Project Agreement the assets
will  transfer  back  to  the  Trust’s  ownership.
The PFI transaction meets the IFRIC 12 definition of a service concession, as interpreted in the Annual Reporting
Manual (ARM) issued by Monitor, and therefore the Trust is required to account for the PFI scheme ‘on-balance
sheet’ and this means that the Trust treats the asset as if it were an asset of the Trust and the substance of the
contract is that the Trust has a finance lease and payments comprise two elements, an imputed finance lease
charge and service charges.

Gross PFI Liabilities
of which liabilities are due
- not later than one year;
- later than one year and not later than five years;
- later than five years.
Finance charges allocated to future periods
Net PFI liabilities
- not later than one year;
- later than one year and not later than five years;
- later than five years.

As at
31 March
2012
£'000
166,727

As at
31 March
2011
£'000
168,006

15,362
19,588
131,777
(10,465)
156,262
4,897
19,588
131,777

13,986
16,924
137,096
(9,755)
158,251
4,231
16,924
137,096

The Trust is committed to make the following payments for on-SoFP PFIs obligations during the next year in which
the commitment expires:
31 March
31 March
2012
2011
£'000
£'000
Within one year
4,897
4,231
2nd to 5th years (inclusive)
19,588
16,924
Later than 5 Years
131,777
137,096
Total
156,262
158,251

Total length of the project (years)
Number of years to the end of the project

36
29
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25 Financial Instruments and Related Disclosures
A financial instrument is a contract that gives rise to a financial asset in one entity and a financial liability or equity
instrument in another entity. The nature of the Trust's activities means that exposure to risk, although not eliminated,
is substantially reduced.
The key risks that the Trust has identified are as follows:
25.1 Financial Risk
Because of the continuing service provider relationship that the Trust has with Primary Care Trusts (PCT's) and the
way those PCT's are financed, the Trust is not exposed to the degree of financial risk faced by business entities.
Also financial instruments play a much more limited role in creating or changing risk than would be typical of listed
companies, to which the financial reporting standards mainly apply. The Trust has limited powers to borrow or
invest surplus funds and financial assets and liabilities are generated by day-to-day operational activities rather than
being held to change the risks facing the Trust in undertaking its activities.
The Trust's treasury management operations are carried out by the finance department, within parameters defined
formally within the Trust's standing financial instructions and policies agreed by the Board of Directors. Trust
treasury activity is subject to review by the Finance and Performance Committee.

25.2. Currency Risk
The Trust is principally a domestic organisation with the great majority of transactions, assets and liabilities being in
the UK and Sterling based. The Trust has no overseas operations. The Trust therefore has low exposure to
currency rate fluctuations.

25.3 Market (Interest Rate) Risk
All of the Trust financial assets and all of its financial liabilities carry nil or fixed rates of interest. The Trust is not
therefore, exposed to significant interest rate risk.

25.4 Credit Risk
The majority of the Trust's income comes from contracts with other public sector bodies, resulting in low exposure to
credit risk. The maximum exposures as at 31 March 2012 are in receivables from customers, as disclosed in note
13 to the accounts. The Trust mitigates its exposure to credit risk through regular review of debtor balances and by
calculating a bad debt provision at the end of the period.

25.5 Liquidity Risk
Liquidity risk is the possibility that the Trust might not have funds available to meet its commitments to make
payments. Prudent liquidity risk management includes maintaining sufficient cash and the availability to draw
funding from the Trusts £10,000,000 working capital facility minimises such risk. The working capital facility level
has been derived by taking into consideration the forecast month end cash balances for the coming two years. NHS
Foundation Trusts are committed to comply with the Prudential Borrowing Code made by Monitor, the Independent
Regulator of Foundation Trusts, and further details of the Foundation Trusts compliance can be found at note 17
“Prudential  Borrowing  Limit.”
The Trust is therefore not exposed to significant liquidity risk.

25.6 Fair Values
All of the financial assets and all of the financial liabilities of the Trust are measured at fair value on recognition and
subsequently amortised cost.
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25.7 Financial Assets By Category
The following table shows by category the Trust's financial assets and financial liabilities at 31 March 2012 and 31 March 2011.

Financial Assets

NHS Trade and other receivables excluding non financial liabilities
Non NHS Trade and other receivables excluding non financial liabilities
Other Investments
Other Financial Assets
Non current assets held for sale and assets held in disposal group
excluding non financial assets
Cash and cash equivalents (at bank and in hand)

As at
31 March 2012

As at
31 March 2011

Total
£'000
3,846
431
0
0

Loans and
Receivables
£'000
3,846
431
0
0

Total
£'000
3,689
330
0
0

Loans and
Receivables
£'000
3,689
330
0
0

0
36,346
40,623

0
36,346
40,623

0
33,441
37,460

0
33,441
37,460

Other Financial Assets are fixed term cash investments with UK Bank Institutions
Financial Liabilities

As at
31 March 2012

As at
31 March 2011

Total
£'000

Other
financial
Assets
£'000

Total
£'000

Other
financial
Assets
£'000

Borrowings excluding Finance lease and PFI liabilities

0

0

0

0

Obligations under finance leases

0

0

0

0

Obligations under Private Finance Initiative contracts

156,262

156,262

158,251

158,251

NHS Trade and other payables excluding non financial assets

2,953

2,953

3,158

3,158

Non NHS Trade and other payables excluding non financial assets

8,493

8,493

7,451

7,451

0

0

0

0

706
0
168,414

706
0
168,414

613
0
169,473

613
0
169,473

Other financial liabilities
Provisions under contract
Liabilities in disposal groups excluding non-financial assets
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26 Third Party Assets
The Trust did not hold any cash at bank or in hand at 31 March 2012 (31 March 2011 £7,924) which
related to monies held by the Trust on behalf of patients. The previous year balance was excluded from
cash at bank and in hand figures reported in the accounts.

27 Losses and Special Payments
NHS Foundation Trusts are required to record payments and other adjustments that arise as a result of
losses and special payments on an accruals basis, excluding provisions for future losses. In the period
reported for 2011/12 the Trust had 38 (2010/11 43) separate losses and special payments, totalling
£75,000 (2010/11 £73,000). These were in relation to cash losses and ex-gratia payments to patients.
There were no clinical negligence, fraud, personal injury, compensation under legal obligations or
fruitless payment cases where the net payment for the individual case exceeded £100,000.

28 Auditors' Liability
In accordance with the Companies (Disclosure of Auditor Remuneration and Liability Limitation
Agreements) Regulations 2008, the liability of the Trust Auditors, Deloitte LLP is restricted to £1,000,000
in respect of liability to pay damages for losses arising as a direct result of breach of contract or
negligence in respect of services provided in connection with or arising from their letter of engagement
dated 5 May 2010.
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Part 1: Chief Executive’s Statement
the purpose of which is to give a detailed picture

principle as a healthcare provider and indeed the

to set ourselves on a path to exceed our internally

1
2

Patient Experience

Patient Safety

give an overall picture of what the organisation is
achieving and where it still needs to improve.
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Clinical Effectiveness
Do patients receive a good
standard of clinical care?

view of what is happening across the whole of the
Trust.

on the community services. The reason for this is

services cross the hospital and community

4

initiatives that Trust staff have achieved and put
into practice throughout the year.
and a degree of uncertainty remains regarding the
overall structure of the NHS. Despite these

healthcare experience. To spearhead the change
Our Quality Priorities

time from admission that patients are having their
hip operations and the large reduction in the
They are now in the process of using their own
a set of customer care standards as a promise
to our patients to treat them with courtesy and

experience of our services matches that which we
our Intranet which shows our appreciation of staff
others to copy their good customer care approach.

consistently performing well with this. In
national and local.
as local and national patient organisations.
Measuring Quality
The report shows that we are constantly

can either phone the communications team on

of where we are doing well and to learn where we
need to change practice and improve our services.
This year we have re-launched our vision and
the information contained in this document is
values to help steer us towards our goal to put the accurate.
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Part 2: Priorities for improvement and
statements of assurance from the Trust Board
2.1 Quality Improvement Priorities
2.1.1 Quality Priorities Summary

Priority
PATIENT EXPERIENCE
Increase in the number
of patients who report
positively on their
experience on a number
of measures

2009/10

2011/12

2012/13

We

Priority 1

Priority
1

P8 – 11

Priority
2

P12 – 14

Priority
3

P15 – 17

Not

P7 – 8

on one
measure
with a slight

Hospital:
Partially

Comments

More
info

2010/11

Community:

another
PRESSURE ULCERS
Improve systems of
pressure ulcers

INFECTION CONTROL

Priority 2
Hospital:
Community:
Partially

Priority 3

priorities
x
Not
national priorities
HIP OPERATIONS
Increase the number of

Priority 4

as a
priority

surgery for hip fracture
within 36 hours from

NUTRITION
Increase the number of
patients who have a risk

consecutive years this
priority has now been

Priority
4

P18 – 19

Priority
5

P18 – 19

nutritional status within 24
HYDRATION
Increase the number of

CARDIAC ARRESTS

Not
as a priority
as a
priority

improvement from 32
to 13 per month by
so this issue no
challenge for the Trust.
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2.1.2 Choosing our Priorities for 2012/13

at Russells Hall Hospital Clinical Education Centre.

fracture patients who undergo hip fracture surgery
within 36 hours from admission to the Emergency

progressed so far
have noted the success in achieving this target.

Key clinical and non-clinical staff presented short

all of our patients who had hip surgery within 36
of those patients who had hip surgery within 36
hours of admission when it was clinically
decided to replace that with new topics for
initially not well enough for surgery and need
them well enough for surgery to occur.
Table 1 – All patients having hip fracture surgery (Total: 460 patients of which 89.3 per cent
were operated on <=36 hours)
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Table 2 – All patients having hip fracture surgery who were clinically well enough on admission
for surgery (Total: 424 patients of which 96.9 per cent were operated on <=36 hours)

endeavouring to develop and implement new
strategies and monitoring systems to support this
vital element of hospital care.

2.1.3 Our Priorities
Existing Priority 2011/12
PATIENT EXPERIENCE (3rd Priority Year)
Priority 1 2011/12
Hospital

Community
overall satisfaction with community services care

national inpatient survey to 91 per cent.
patient experience survey to 96 per cent.
or relative.

Patient Stories:
“Instruction on how to manage my condition was done sensitively and patiently.“

How we measure and record this priority
Hospital
Survey programme which systematically gathers
recently received. This priority is measured against
learn and improve.

8

Choices.
the way we deliver inpatient food services.
Community

survey which systematically gathers the views of

early in the year and a repeat audit to measure our

reception at Russells Hall Hospital to provide

Developments that occurred in 2011/12
Our enthusiastic team of volunteers carry out the
surveys with patients in order to offer complete

the year we also increased our range of patient

Current status
Hospital
for patients to share their experiences to help us to

in line with the average of 73 Trusts whose results

9

Patients rating overall care as good, very good or excellent

encourage more participants to complete the

than the national survey and show an increase to
the Trust to a friend or relative.

Patients who would recommend the Trust to a friend or relative

*National Average = Picker Institute Europe average. Picker undertook the inpatient survey for 73 hospital
trusts in England in 2011

Community

patients receiving care and treatment from the four
in the Trust. Results from this and the two previous
years are compared on the graph at the top of the
next page.
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the community services

New Priority 2012/13
PATIENT EXPERIENCE (4th Priority Year)
Priority 1 2012/13
Hospital

Community

enough assistance to eat their meals from 81 per
cent to 85 per cent.

per cent to 65 per cent.
cent to 85 per cent.
Rationale for inclusion

Developments planned for 2012/13

improving our patient experience is really
priority. In previous years we have focused on

ward routines
Measuring this priority in 2012/13
Hospital
survey system to ensure we have up to the minute
information and an early trigger system to

as a means of communication
refresh posters in clinic areas advising patients

Board sponsor:
Community
Operational lead:
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Existing Priority 2011/12
PRESSURE ULCERS (1st Priority Year)
Priority 2 2011/12
Hospital

Community

through the year.

Patient Stories:

How we measure and record this priority

most serious. It is vital that those treating the sores
also very important that the stage is recorded and

worse.

from pressure damage.
ward and community service. This information is

12

Developments that occurred in 2011/12

three months and helped to raise awareness of
pressure ulcer prevention.

Compliance of the use of these documents is

ulcers.

to address any under achieving areas.

Current Status
Hospital
and four pressure ulcers that developed in the

Number of Stage three/four Pressure Ulcers Developed in Hospital

Community
clear reporting system now in place has
accurate reporting. Now district nurses report all
hours of development.
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Number of Grade three/four Pressure Ulcers Developed on District Nurse Caseload

ulcer staging. This has led to a drive in education
around pressure ulcers and again this has

level off as the new reporting system is used.

New Priority 2012/13
PRESSURE ULCERS (2nd Priority Year)
Priority 2 2012/13
Hospital

Community
pressure ulcers that occur on the district nurse

Rationale for inclusion
heal and prevention is therefore a priority

pressure ulcer prevention and management
document

do and moving to a zero tolerance of pressure
carers within residential homes
remain a target.
Developments planned for 2012/13

pressure ulcers so that it is done electronically
across the Trust rather than on paper as at
present
Board Sponsor:

with community nursing teams
are at and treat accordingly
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Operational Lead:

Existing Priority 2011/12
INFECTION CONTROL (3rd Priority Year)
Priority 3 2011/12

more than 77 post 48 hour cases.

Patient story

How we measure and record this priority
into pre and post 48 hours of admission cases.
areas of the Trust.

Surgical Site Surveillance of non-mandatory
procedures.
48 hours cases.

target areas to watch in the future and decide on
action.

Current Status
Developments that occured in 2011/12

15

experts. Staff from these agencies investigated the
situation and found that all the Trust procedures

individual cases to the relevant clinicians to
prevent reoccurrence

case showed that cross infection was not

meeting.

Numbers

Total MRSA cases per year

Years
(In 2007/8 there was a total of 30 MRSA cases across the whole of Dudley both Trust and Community but
separate post and pre-48 hours cases were not collected until 2008/9)

Current status C. diff

cases recorded as occuring more than 48 hours

Numbers

Total C. diff cases per year
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Years

Priority for 2012/13
INFECTION CONTROL (4th Priority Year)
Priority 3 2012/13

more than 77 post 48 hour cases.

Rationale for inclusion
medical input into the root cause analysis
process

NHS

prevent or reduce it happening again

Department of Health guidelines
remain a target

areas
level for C. diff.

medication used for patients with stomach

Developments planned for 2012/13
patients into side rooms once an infection has
environment when patients are discharged to
reduce cross contamination

involved
contract in light of new national directives

Board sponsor:

cleaning the environment
cleaning staff

Operational lead:
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New Priorities 2012/13
NUTRITION (1st Priority Year)
Priority 4 2012/13

completed and this will continue for the rest of the year.

HYDRATION (1st Priority Year)
Priority 5 2012/13

How we will measure and record this priority
random on every ward as part of the wider Nursing
at one of its inspections.

for scores 69 per cent or less.

reduced use of medication and prevention of

Rationale for inclusion

admissions and increased costs to the NHS. The
results of poor nutrition and hydration are well

Current status

hydration needs of each patient and can give
special care
poor nutrition and hydration cause harm.
staff for meal times
practice with nutrition and hydration across
hospitals generally.

cultural and dietary needs
meaning no interruptions with non-urgent
treatments during mealtimes. This results in a
more relaxed atmosphere which aids
consumption and digestion

to help identify adults who are underweight and

action and provide appropriate nutritional advice
on admission.
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and meet the recommended consumption of

MUST charts completed on admission 2011/12

Fluid balance charts completed 2011/12

Developments planned for 2012/13

action points

developed for all staff to sign

delivered in targeted areas
on admission to Trust

Board Sponsor:

introduced

Operational Leads:
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2.2 Statements of assurance from the Trust Board
2.2.1 Review of Services
Each service presents information from a variety of

in all of these NHS services. The income generated
represents 99.4 per cent of the total income

patient experience through a variety of other

the Non Executive Director who is chair of the

covering all services.
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the community. This results in clinical staff having
more time directly with patients.

action plan resulting from the National
changes such as changes to clinic templates to
help reduce waiting times.

review were positive and an action
commenced.

them.

Ofsted Inspection of safeguarding and

was a part of this inspection along with
NHS Dudley and other local
organisations. The Trust has drawn up an
within their specialty areas.

the CQC and started to put in place the
relevant recommendations made.

clinicians for monitoring performance. The
energy and commitment to Dignity

patients.

recommendations were made and the
Trust is in the process of putting them in
place.

monthly Clinical Quality Review meetings

some of which are discussed in this report. The

Histopathology and Cytology

o NHS Dudley continued its series of
the arrangements for pressure ulcer
prevention and management at the Trust.

visit were very positive and an action plan
was drawn up for the minor points of
concern raised.

place.
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2.2.2 Participation in National Clinical Audits and
The national clinical audits and national
services that the Trust provides.
for which data collection was completed during

Table 1. National clinical audits that the Trust was eligible to participate in during 2011/12
Name of Audit

Type of Care

Audit
Submitted %
Participation
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Long term
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Yes

In progress
In progress

Name of Audit

Type of Care

Audit
Submitted %
Participation

Long term

Yes

Long term

Yes

Long term

Yes

Long term

Yes

Long term

Yes

Long term

Yes
Yes
Yes
Yes

Database)
Yes
Yes
Yes
No
Yes
Renal replacement therapy (Renal Registry)

Yes
Yes
Yes

Trauma

Yes
Yes
Yes

Trauma

Yes
(participation

Yes
Transfusion)

transfusion

Transfusion)

transfusion

Yes
progress
No
promotion
No
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Enquiry
Participation

Name of Enquiry

% of cases
submitted

Yes
Yes
Yes
Yes
*The Trust does not perform Bariatric Surgery but has participated in the study of patients who have
been admitted as an emergency following Bariatric surgery elsewhere.

Table 3. Additional National Audits that the Trust has participated in during 2011/12
Name of Audit

Type of Care

Audit Participation
Yes
Yes
Yes
Yes
Yes

The reports of six national clinical audits were

national guidance for the management of

introduced
offered
guidelines produced

calcium scoring to assess coronary heart disease

outpatients areas

which explains the importance of cascade
screening for early detection and treatment of
developed to improve the screening process and
disease

for all end of life patients
mandatory for all clinical staff who come into
contact with people with dementia

24

hypercholesterolaemia and the importance of
lifestyle changes and treatment to reduce
cholesterol levels

Local Clinical Audit
cataract surgery to ensure allocation of the

referral letter to standardise information relating

cent improvement in care and documentation

starvation times and prolonged stay
coordinator when waiting times increase so
consultant within 72 hours
women in a timely manner
to hand therapy in early post-operative phase to
pain

specialist team
therapists with the independent living team

spinal trauma patients
that are most predictive of sleep apnea

medication

medical ward
pre-operative assessment
admissions

2.2.3 Research and Development
that were recruited during that period to
ethics committee was 972. Commercial studies
were 6.2 per cent of the total.
The Trust has participated in large multicentre trials

studies. The Dermatology Department has also

-

Some of the improvements in clinical practice

management
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and lymphomas are now treated with a
on the results of clinical trials.

rheumatology department providing new
rheumatoid arthritis.

2.2.4 Commissioning for Quality and Innovation Payment
(CQUIN) framework
as some targets depend upon information yet to

Commissioning for Quality and Innovation
CQUIN report 2011/12

locally agreed.

hospital patient experience and we have actions in

Primary Care Trust CQUIN
Hospital – summary of goals
Goal no.
1
2
3
4
5
6
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Description of goal

Quality Domain

Community – Summary of goals
Goal no.

Description of goal

Quality Domain

1
2
community services
3
4

Specialised Services CQUIN
Hospital – Summary of goals
Goal no.

Description of goal

Quality Domain

1
2
3
4
5
6

CQUIN report 2012/13

on top of the actual outturn value. The estimated

of dementia screening and the NHS Safety
Thermometer.

Primary Care Trust CQUIN
Hospital – Summary of goals
Goal no.

Description of goal

Quality Domain

1
2
3
4
specialist services
5
6
7
8
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Community – Summary of goals
Goal no.

Description of goal

Quality Domain

1

2
3
4
Patient experience
5

Specialised Services CQUIN
Hospital – Summary of goals
Goal no.

Description of goal

Quality Domain

1
2
3
specialist services
4
5
6

2.2.5 Care Quality Commission (CQC) registration
and reviews
Quality Commission and its current registration
status is registered without conditions.

the 16 Essential Standards of Quality and Safety

enforcement action against the Trust during

The Trust has not participated in any special
Commission during the reporting period.

28

control was noted in this second visit and was
thought to need improvement and an action plan
is now in place.

2.2.6 Quality of data
Review the system of correcting admission and
discharge errors that are made on the patient
computerised administration system

Which included the patient’s valid NHS
number was:
National average was 98.87 per cent

were 7.2 per cent for diagnoses and 3 per cent for
treatments with a 6.6 per cent error rate overall

National average was 99 per cent
National average was 93.1 per cent

extrapolated further than the Trust-wide and
general medicine samples audited.

Which included the patient’s valid General
Practitioner Registration Code was:
to data loss. These included faxes and letters sent
National average was 99.9 per cent
National average was 99.7 per cent
National average was 99.4 per cent
throughout the Trust

latest addresses rather than copying the address
on previous letters
case notes

reinforced at Trust induction for new staff

complete and consistent with patient case notes

of this issue
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Part 3: Other Quality Information
3.1 Introduction
Trust to compare itself against other Trusts.
The following three sections of this report provide

constant monitoring of different aspects of the

they receive?

good standard of clinical care?

Intelligence monitoring tool. Some senior

3.2 Patient Experience
care and treatment they receive?
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3.2.1 Introduction

3.2.2 Trustwide Initiatives
a. Real-time surveys

real-time survey system from a paper to an
see page 9.
c. Patient and Customer Care Ambassadors

rest of their stay with us.
experience.
b. Patient Panels

d. Patient Stories
experiences with us.
the patient is a very powerful learning tool for
are providing care. To this end we have started a
programme of patient video stories that allow us
lessons for improvement.

3.2.3 National Survey Results
for each survey from the sample months indicated
independent survey co-ordinator and participants
Survey

Sample month

Number of responses

Inpatient survey
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What the results of the surveys told us
Outpatient Survey

Inpatient Survey

opposite sex
department

in the department

after leaving hospital

a. DVD for Hip and Knee Replacement Surgery
The Orthopaedic Department has developed a

contain everything a patient with continence

is to inform and prepare patients for their planned
complications and length of hospital stay.
b. Making patients’ stays more comfortable
life easier for patients and preserves their dignity
and comfort when they visit outpatients.

who come into hospital without any toiletries or
without any family support. They contain a

d. Outpatient satisfaction survey of breastcare
patients

improve patient experience.

and 95 per cent thought the medical staff warm

c. Dignity boxes improve patients’ comfort

enough time was spent with them and so the

each patient. The satisfaction scores have improved
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3.2.5 Complaints and Compliments
made as a result of complaints.
a) Total numbers of complaints (with local trust benchmarks), PALS concerns and compliments

b) Top 5 Complaints categories

Category

Year end
2010/11
221

Q1 2011/12

Q2 2011/12

Q3 2011/12

Q4 2011/12

Year end
2011/12

clinical treatment
26
23
information to
patient
24
Transfer
24
appointment/
cancellation
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c) Percentage of complaints against activity

Activity

Total yr
ending
31/3/10

Total patient
activity

Total yr
ending
31/3/11

Q1
2011/12

Q2
2011/12

Q3
2011/12

Q4
2011/12

714519

179588

184699

199883

189299

Total yr
ending
31/3/12
753469

against activity

d) Examples of changes implemented as a result of complaints
Emergency, Specialty Medicine & Elderly Care

Surgery & Anaesthetics

Women and Children
Community Services and Integrated Care
good communication during patient interaction

and information regarding community midwife
visit now included
appointments.
treatment and care

3.2.6 PEAT Scores
annual assessment of inpatient healthcare sites in

are made in the non-clinical aspects of patient care

It is carried out in accordance with guidance and

The assessment results help to highlight areas for
healthcare organisations in England.

in the audit which is carried out on a single day
once per year.
Comparative PEAT assessment results 2009 to 2011
Year
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Site Name

Environment
Score

Food Score

Privacy &
Dignity Score

3.2.7 Patient Experience Measures:
Actual
2007/08

Actual
2008/09

Actual
2009/10

Actual
2010/11

Actual
2011/12

their overall care highly

respect

Data from national inpatient surveys conducted for CQC
* Data from our real-time surveys

3.3 Patient Safety
3.3.1 Introduction
Ensuring patients are safe in hospital is achieved in

we try to prevent things going wrong and what we
do on those occasions when things unfortunately
do not go to plan.

This section includes some examples of the ways

3.3.2 Patient Safety Walkrounds
have formally visited all of the departments to

a schedule of at least three visits a month and
dependency unit staff for advice and support.
This reduces delays in treatment

patients
Examples of changes that have happened this year

dialysis unit reducing the amount of waste in

children
management of operating theatres
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3.3.3 Patient Safety Incidents
The Trust actively encourages its staff to report

against others of similar size. The Trust is the
second highest reporter of incidents in its class of
medium size acute Trusts.

‘Organisations that report more incidents
similar to other medium sized Trusts. Nationally
across all Trusts 68 per cent of incidents are report-

Incidents Reported by Degree of Harm for Medium Acute Trusts Organisations in England
and Wales (Apr – Sep 2011)

72.4 74.6

21.4

15.8

5.5 8.9

0.5 0.5

0.2 0.2

and changes in practice which ensure all
are a special class of serious incident that generally

plans were initiated and changes made in practice.

includes the employment of a clinical support

incidents which may not necessarily have resulted
circumstances of its occurrence e.g. all child deaths
are serious incidents even when this occurs as a
result of serious illness or accident prior to

Some examples of changes made in practice in

for all patients in relation to laparoscopic
colorectal surgery to ensure consistency of
practice
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legal reasons

on approved restraint for healthcare settings and
increased training on the needs of patients with
mental health issues

awareness amongst staff and to help to prevent
reoccurrence

3.3.4 Nursing Care Indicators (NCI)

the matrons and ward managers for action where

or less.
In the last year all aspects of care have improved

Average Trustwide scores for each NCI theme

Criterion

Patient
Observations

Pain

Manual
Handling

Tissue
Viability

Nutrition

Medications

Infection
Control

Difference

3.3.5 ‘Harm Free’ Care and NHS Safety Thermometer

report.
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3.3.6 Mortality
The different indices of mortality measure ‘excess
continues to develop its internal mortality
monitoring process. This includes monthly

expected range.
helpful and meaningful reporting in the future. This
should also help individual departments to identify

which oversees these.
Recognising that whatever indices are used

is shared.

a. Important change to barium enema

was part of our ongoing commitment to deliver

on the prescription charts.
c. Protocol for care post-laparoscopic surgery

undiagnosed until a life threatening condition such
multidisciplinary team produced clear standards for
b. Red Stop Stickers help deliver high
standards for infection control

include a date of duration and date of review on
prescription charts when giving patients courses of

38

procedures.

d. Purchase of and training in safer

infusion devices on a single model which includes
training programme was put in place which

Device models differ in their dials and settings
which can lead to inaccurate measurement.
This year the Trust has standardised intravenous

3.3.8 Patient Safety Measures:
Actual
2007/08

Actual
2008/09

Actual
2009/10

Actual
2010/11

Actual
2011/12

48

48
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143**

1.45
Number of cases of Venous

49

within three months of hospital

*Data source: Numerator data taken from infection control data system and denominator from the
available on the HPA website due to Trust calculations using the most current Trust bed data.

the fact that the available clinical codes for thrombosis are confusing and, in practice, misleading. Also
a majority of deep vein thrombosis (DVT) do not require readmission to hospital which results in further
inaccuracies in data collection.To improve the accuracy of our data collection we now review all
diagnostic tests for DVTs and pulmonary embolism (PE), cross referencing positive tests with past
admissions. This methodology is only undertaken by relatively few hospitals as it is labour intensive, but
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3.4 Clinical Effectiveness
Do patients receive a good standard of clinical care?

3.4.1 Introduction
This section includes the various initiatives

receive a good standard of care and where we
stand out compared to other organisations.

3.4.2 Examples of Awards received for Clinical Care
a. NHS Diabetes Care QiC (Quality in Care)
award – Best emergency or inpatient care
initiative

The Trust achieved these aims with a reduction in
wrong departments and an improvement in

This award recognises the importance of
resulting in improved outcomes for patients with

b. Wound Academy (Molnlycke) Scholarships

follow-up plan to reduce the length of stay.
Reducing prescription errors and improving
patient care through updated guidelines.
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for patients and health care professionals. The

and secondary care.

care recognized

the Trust as an example of good practice and for
the high standard of care we give our patients.

materials for all healthcare professionals from

secondary care and encouragement of self
proportion of patients discharged directly home

e. Committed to Excellence Awards

d. Chronic Obstructive Pulmonary Disease
(COPD)

community and hospital staff who attended on

considerate and dedicated to her patients. She has
very high standards and always encourages and
challenges fellow staff to give excellent care.

3.4.3 Examples of Innovation
a. Gastric balloon used to facilitate life-saving
surgery

to help a patient lose weight so he can receive

to the patient was too high for surgery unless

c. Vertebroplasty available for patients with
vertebral compression fractures

the patient to lose eight stone. Once the gastric

later.
b. National spotlight for bariatric surgery
scoring system

augmentation service provides appropriate patients

developed a scoring system for the selection of

multidisciplinary team to provide an advanced
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interventional service alongside a holistic approach
to provide the ideal environment for improving

at least have some explanation as to why they tend
to put on weight and may realise that they need
to eat less and do more activity than others. This

d. Fat gene test developed by biomedical
scientist
e. Community Heart Failure Specialist Service

improve the care of patients suffering with Heart

and die at home preventing unnecessary
admission to hospital.

a. Dudley breast screening goes digital

c. Multi Disciplinary Team voice clinic aids rapid
diagnosis for hoarse voice patients

developed a multidisciplinary voice clinic with

for voice patients.

therapist can see internal images and this instant
b. Open access service for sleep apnoea

who suffers from excessive snoring and or daytime
more complicated conditions receive input from

d. Enhanced Recovery Programme
respiratory physician who then decides on an
appropriate course of action. This new service
reduces length of waiting time and speeds up the
assessment and treatment.
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after surgery. The Enhanced Recovery programme

the physical stress of the operation. It also provides
a structured approach to surgery from admission
care at the right time. The programme includes
movement.

3.4.5 Clinical Effectiveness Measures:

Vs

Actual
2007/08

Actual
2008/09

Actual
2009/10

Actual
2010/11

Actual
2011/12

Vs

Vs

Vs

Vs

Vs

145

119

397

happen whilst in hospital

*3.8 per cent for 2008/09 in the 2009/10 quality report was April 2008 to February 2009 only
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3.6 Glossary of Terms

improvement services

DVD
DVT

Deep Vein Thrombosis

communities

LINk
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Local Involvement Network

Venous Thromboembolism
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ANNEX
Comment from Dudley Clinical Commissioning Group

economy to support further reductions in other infection rates.

and effectiveness strategies across health care.

Comment from Dudley Local Involvement Network

Patient Experience

Pressure Ulcers

Infection Control

of the importance of hand hygiene when visiting our hospitals.
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Nutrition and Hydration

nutrition and hygiene in line with recommendations.
Comment from the Dudley MBC Health and Adult Social Care Scrutiny Committee

target across services and a resultant improvement in patient hydration and overall meal time

Comment from the Trust’s Council of Governors

49

T

The content of the Quality Report is not inconsistent with internal and external sources of information
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o
o
internal controls over the collection and reporting of the measures of performance included in the
practice.
o

o
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Annual Report – glossary of abbreviations:
A&E

Accident and Emergency (often referred to as Emergency Department)

C. diff

Clostridium difficile (infection)

COPD

Chronic Obstructive Pulmonary Disease

CQC

Care Quality Commission

CQUIN

Commissioning for Quality and Innovation

DGH

The Dudley Group NHS Foundation Trust

EBITDA

Earnings Before Interest, Taxation, Depreciation and Amortisation

ED

Emergency Department

ENT

Ear, nose and throat

EPR

Electronic patient record

ERP

Enhanced recovery programme

ERS

Electoral reform service

FT

Foundation Trust

FTE

Full time equivalent

GI

Gastrointestinal

GP

General Practitioner

HR

Human Resources

IT

Information Technology

KF

Key finding

LIA

Listening into Action

LINk

Local Involvement Network

MBC

Metropolitan Borough Council

MDT

Multi-disciplinary team

MRI

Magnetic Resonance Imaging (MRI scan)

MRSA

Methicillin Resistant Staphylococcus Aureus (infection)
120

NBV

Net Book Value

NHS

National Health Service

NHSLA

National Health Service Litigation Authority

PALS

Patient Advice and Liaison Service

PBL

Prudential Borrowing Limit

PBR

Payment by Results

PCT

Primary Care Trust

PDC

Public Dividend Capital

PFI

Private Finance Initiative

QIPP

Quality, Innovation, Productivity and Prevention programme

R&D

Research and Development

SHA

Strategic Health Authority

TIA

Transient Ischemic Attack

WTE

Whole Time Equivalent

VAR

Variance

VAT

Value Added Tax

YTD

Year to Date

A glossary of terms is also available on pages 46 and 47 of the Quality Report.
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