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About the Dudley Group
We are the main provider of hospital and adult community services to the population
of Dudley, parts of the Sandwell borough and smaller but growing communities in
South Staffordshire and Wyre Forest. Achieving Foundation Trust status in 2008, we
provide a wide range of medical, surgical and rehabilitation services to a population
of over 450,000 people from three main sites - Russells Hall Hospital and Guest
Outpatient Centre in Dudley, and Corbett Outpatient Centre in Stourbridge – and in
people’s homes from our community sites.
We also provide a range of specialist services, some of which are accessed by
patients from across the UK. These include vascular surgery, endoscopic
procedures, stem cell transplants and specialist genitourinary reconstruction. This
year we also gained national accreditation as a specialist endometriosis centre.
Our staff are our greatest asset, and with a workforce of around 5,138 whole-time
equivalent staff, we provide a range of secondary and tertiary services:
•

Adult community services including community nursing, end of
life care, podiatry, therapies and outpatient services from a range
of community venues across the borough.

•

Russells Hall Hospital in Dudley, which has more than 650 beds,
including intensive care beds and neonatal cots, provides
secondary and tertiary services such as maternity, critical care
and outpatients, and an Emergency Department (ED) with
Emergency Treatment Centre.

•

The Guest Outpatient Centre in Dudley and Corbett Outpatient
Centre in Stourbridge provide a range of outpatient, therapy and
day case services.

We are also proud to be the vascular services hub for the Black Country and have
an active research and development team.
Our vision is to be a healthcare provider that is ‘trusted to provide safe, caring and
effective services because people matter – care better every day’.

Russells Hall Hospital

Guest Outpatient Centre
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Corbett Outpatient Centre

Welcome from our chair and chief executive
Welcome to our annual report and accounts for
2019/2020. What a difference a year makes.
We are writing this report at a time when the country is
in the midst of a national emergency, with people
asked not to leave their homes unless in extremis, and
the NHS has had to revolutionise the way it is working
to deal with the global coronavirus outbreak or
COVID-19.
We are all so very proud of our staff and volunteers
who throughout the last two months have heroically
risen to the challenges they have faced, in particular
our critical care and anaesthetics teams have had to
very quickly put in place our surge capacity plans to
ensure we were ready for the sudden increase in very
poorly COVID-19 patients. The regional teams have
supported trusts and we saw the opening of the NHS
Nightingale in Birmingham at the beginning of April;
this is one of 17 such centres opened up across the
country to support the NHS response to COVID-19.
We are proud that our staff members came forward
and volunteered to be part of the Nightingale response.
The Trust was one of the first in the region to start
testing NHS staff for the virus which greatly improved
our response to sickness absence and support for our
patients.

Dame Yve Buckland,
chair

Diane Wake, chief executive

One thing that has been overwhelming throughout this
outbreak has been the tremendous support from our
local communities, individuals and businesses. We
have been inundated with offers of help; donations of
money, toiletries, everyday items and food have meant
we have been able to support our staff who may be
struggling or simply have little time to shop. The sheer
volume of fundraisers out there supporting our Dudley Group Charity is immense; we
have a group of volunteers who started a ‘Dudley – for the love of scrubs’ team and
have provided hundreds of laundry bags and scrubs to us. We really must say a
great big THANK YOU to everyone.
So before COVID-19, in last year’s report we were talking to you about our ongoing
Care Quality Commission (CQC) inspections and regulatory enforcement notice that
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we were continuing to respond to. We had hoped by now that we would have
received our re-inspection to reconsider the enforcement notice (more information on
this is on page 102 of the Annual Governance Statement) which is still in place for
our Emergency Department and review the work undertaken in our Radiology
Department, however global events superseded that visit. We feel the improvements
the teams have made in both departments and in particular the maintenance of the
indicators for quality in ED will give our inspectors a different perspective and picture
of our care. We did receive some positive news when the section 31 notice for
clinical review was lifted in August 2019.
We are really pleased that our improvement has meant we have consistently
achieved and exceeded the national standard for sepsis screening, and 95 per cent
of patients arriving by ambulance are assessed within 15 minutes of arrival. Our
sepsis mortality is below the national average and below what was expected for the
Trust. The Getting it Right First Time national team have asked for our sepsis
recording and monitoring processes as a case study, however this is not published
yet. We were particularly thrilled when our sepsis data and the way it is used in ED
won an award in March 2020, in the Leading Healthcare 2020 Awards for Best Use
of Data, which is testament to the hard work and dedication of the team to providing
excellent patient care.
However we do recognise and understand our challenges and this has been evident
through the struggle to achieve the four hour access standard throughout the year.
This standard means patients should be seen, treated, admitted or discharged within
four hours of arrival at our ED. We have had some long waits for patients including
some patients waiting over 12 hours for a bed. This is why our work with local
authority partners and our own internal improvement work is so vital to ensuring we
get patients who are medically fit for discharge out of the Trust as soon as possible.
Delays in our patient journeys are often caused by the fact we simply do not have
enough acute care beds to accommodate admissions and a high number of
medically fit patients. This combination leads to ED not being able to admit patients
into the hospital fast enough to keep pace with the patients arriving through our
doors.
Working together as a whole system on cancer performance meant an adverse
impact on our performance for both 62 day waits and 2 week waits, in the latter part
of the year. However the Trust was proud to support other local trusts with their
waiting lists to ensure patients in other areas didn’t experience very long waits.
We have continued to forge excellent relationships with our local system partners in
working to reduce delayed transfers of care from the Trust, in particular with Dudley
Council. This is increasingly important to ensure that our Emergency Department
can function well with the increasing demand on its services. We have to ensure
patients leave hospital as quickly as possible when they are medically fit to go home.
Work has continued throughout the year on the full business case for the redesign of
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our Emergency Department and we have gathered both staff and patient feedback
throughout to understand how we can make best use of our limited footprint. That
work will recommence once we are back to business as usual. You can read more
about performance on page 26.
The Trust has continued to be an active partner in the Black Country Sustainability
and Transformation Partnership (STP), working together to resolve challenges
across our patch and there is more information on the Healthier Futures Partnership
on page 33.
Work has continued at a local place based level to develop the Dudley Integrated
Health and Care Provider (Dudley ICP) which was formally established on 1st April
2020. We are working closely with Dudley ICP, GPs, Dudley and Walsall Mental
Health Trust and Black Country Partnership Foundation Trust on the development of
integrated care services. However, this work was paused in March 2020 to allow us
to focus on our response to COVID-19.
The care model has been developed by the Dudley Partnership Board with
engagement and support from all partners in the Dudley system. It is designed to
meet three needs: improving population access to primary and community services;
providing improved continuity of care for the rising number of people with multiple
long-term conditions; and delivering better coordination of care for those with
multiple complex needs. The full business case for the Dudley ICP will need to be
considered by our board in due course.
In May 2019 Dame Yve Buckland joined the Trust as interim chair and during her
first few months we did some joint staff drop-in sessions which were well received by
staff, and really insightful for us both, as the senior leadership of the Trust. There
have been several other changes to the composition of our Board of Directors during
the year. In August 2019 Liam Nevin joined as Trust secretary. Liam is a qualified
solicitor with more than 30 years’ experience in public services and provides
excellent governance and board management advice.
Following her appointment in January 2019 as interim chief nurse, we were pleased
to announce that following interviews in November Mary Sexton was appointed to
the substantive chief nurse position. Mary is making significant improvements in
patient care, improving quality and encouraging professionals to think differently
about their role.
Natalie Younes left the Trust in November 2019 after directing the strategic vision
and transformation of the Trust. In January 2020 James Fleet joined the Trust as
interim director of strategy and transformation. Andrew McMenemy, director of
workforce and organisational development, moved on following four years at The
Dudley Group. These changes left some opportunity for the executive team to review
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portfolios and after careful consideration and interview process James Fleet was
successful to become our new chief people officer in March 2020. Our new director
of strategy, Katherine Sheerin, will take up her post in July 2020.
We also saw changes to the non-executive composition as several members came
to their end of term or made the decision to step down from the board. This was a
great opportunity to be able to expand the range of skills and knowledge around our
board. The highly qualified and diverse executive and non-executive members will
add fresh perspective and expertise to drive the Trust forward.
July 2019 saw the appointment of Gary Crowe who was most recently a university
professor of Innovation Leadership at Keele University Management School. Then
later in the year Liz Hughes, a consultant with more than 30 years’ experience, who
has been appointed chair of the Trust’s Quality & Safety Committee. We also
appointed three associate non-executive directors: Ian James, Vij Randeniya and
Lowell Williams.
Throughout the year we took many opportunities to celebrate the achievements of
our staff and teams and here are just a few examples of some of the innovations and
award-winning services we provide.
Stroke
We are the best performing stroke service in the West Midlands according to the
Sentinel Stroke National Audit Programme, which is the single source of stroke data
in the UK. We have a Level ‘A’ rating, meaning our patients get swift world-class
stroke care near to their home.
Hip fracture best practice
Having orthogeriatric assessment is essential to our patients who are admitted with
hip fractures. Evidence shows that mortality rates are lower for hip fracture patients
who have orthogeriatrician assessment and the necessity for it is supported by
National Best Practice Tariff and NICE guidelines.
For The Dudley Group to be one of the nine trusts in the UK to achieve such a
consistent orthogeriatric assessment for our hip fracture patients, supports reduced
mortality and improved quality of care.
Anaesthetics
We are the first Trust in the West Midlands to receive the prestigious Anaesthesia
Clinical Services Accreditation, demonstrating 100 per cent in patient experience,
patient safety and clinical leadership, a real benchmark for quality standards in our
anaesthetics team.
11

The Dudley Endometriosis Centre awarded BSGE Accreditation.
Our endometriosis centre in February achieved national accreditation from the British
Society for Gynaecological Endoscopy (BSGE) for 2020.
This will raise the Trust’s profile and help us attract patients seeking specialised
endometriosis care as well as trainees seeking experience in advanced laparoscopic
(keyhole) surgery.
Accreditation from the BSGE is dependent on meeting the criteria based on an audit
of work undertaken in 2019.
Our centre’s total number of cases operated on in 2019 was 20. This compares
favourably with other local centres including Birmingham (19) and Derby (15), and
even the Imperial Endometriosis Centre (17). The BSGE requirement for us was a
minimum of 12 operations.
We are now recognised as an accredited centre on a national level, having been
chosen as a provisional centre in 2019. Our endometriosis centre details are now
published online on a national database on the BSGE website.
Diabetes
We provide a seven-day inpatient diabetes nurse service and review all patients
admitted with a diabetic emergency within 24 hours. This enables patients to recover
more quickly and be discharged earlier.
The Diabetes Antenatal Team was chosen to be part of the National Diabetes in
Pregnancy Quality Improvement Programme. We set up a pioneering virtual clinic for
monitoring diabetes in pregnancy. The Dudley Group was one of the first trusts in the
country to use Flash Glucose monitoring to enable mums-to-be to optimise their
glucose control during pregnancy, and we can now offer this treatment to all women
with type 1 diabetes who become pregnant. Flash glucose monitoring uses a small
device worn on the upper arm, which continuously records interstitial glucose levels.
We have developed a fast-track service to enable diabetes to be optimised before
elective surgery. This has reduced cancelled operations due to poor diabetes control
and enables safer surgery and faster post-operative recovery.
Our integrated foot care team delivers award-winning care to people with foot
problems, enabling faster healing and preventing avoidable amputations.
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Endocrinology
We have dedicated thyroid, parathyroid and adrenal multi-disciplinary teams,
working together to deliver the best outcomes for patients with endocrine disorders.
We also have strong links to the Queen Elizabeth Hospital Birmingham for pituitary
surgery.
Our recent Get It Right First Time (GIRFT) review was exemplary and commented
that we are ‘well-managed, delivering high-quality care and fantastic research work!’
Cardiology
Our British Society of Echocardiography approved department performs up to 1,000
Echos per month. Our specialist multi-disciplinary cardiac team treat around 1,500
patients per year, implanting over 350 devices in the Cardiac Catheter Lab. Our 15
cardiology clinical staff completed over 22,000 non-invasive investigations in the last
year.
Our Cardiac Assessment Unit won Initiative of the Year in the Leading Healthcare
Awards for our work with ED in managing low-risk chest pain in a specialised unit colocated next to ED and pulling chest pain patients directly to the cardiac team. This
unit has extended opening hours following the successful pilot.
Respiratory
Our Dudley Respiratory Assessment Service (DRAS) was runner-up in the Leading
Healthcare Awards 2020 in the Team of the Year category. Dudley Respiratory
Assessment Service is a multi-professional team dedicated to improving the care
and quality of life for respiratory patients. By utilising a forward-thinking, innovative
approach to respiratory health we are able to integrate services across secondary,
primary and community settings ensuring accessible, holistic care for respiratory
patients.
Frailty assessment
In November 2019 we opened our frailty assessment service co-located with our
Emergency Department to transform the way we assess frail elderly patients arriving
at ED.
These patients receive optimal care from a dedicated frailty team providing
comprehensive geriatric assessment, in line with recommendation in the NHS Long
Term Plan. This enables them to get home sooner and maintain their independence.
Frail patients with complex health conditions receive support from a team of
specialists to help prevent admission to hospital and reduce their reattendance.
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Dudley Clinical Hub
In 2019, Dudley Clinical Hub launched a new telephone call system. This system
created a six-line contact centre. The Hub maintained a dedicated telephone line for
West Midlands Ambulance Service (WMAS) and we continued to work with WMAS
to increase calls into the Hub eg WMAS involvement in monthly case evaluation.
Whilst we have seen an increase in calls from WMAS, there remains a greater
opportunity to reduce hospital conveyances.
We have also undertaken pilots - one within the WMAS Strategic Cell, to work with
the team in directing appropriate patients to the Hub. The pilot was successful in its
ability to triage patients and redirect thus reducing unnecessary conveyances, and
there remains opportunity to expand this. Further to this we worked as part of a
multi-disciplinary team at the hospital front door (ED), identifying, supporting and
redirecting patients as appropriate and working on early discharge. The learning
from both of these remains a key focus of the ongoing development plan for this
service.
There was also a visit to the PCAL (Primary Care Assessment Line) in Leeds. A
team of people from acute physicians, medical director, GPs, commissioner, Clinical
Hub senior nurses and administrator participated in this visit to understand how their
service had evolved over a 15 year period and what we could learn from the model.
A Clinical Hub steering group is leading on the development plan. The focus of the
plan is;
• To improve utilisation of the Hub;
• To improve the IT system interoperability;
• To improve the clinical pathways and decision making;
• To develop the Clinical Hub based on the Leeds model of a Primary Care Access
Line; and
• To include alignment and workforce with the WMAS Strategic Cell.
Other teams have been established to respond to demand in the Hub and across
community services, including a team of healthcare assistants (HCAs) whose work
will include observations, chronic obstructive lung disease (COPD) reviews, simple
dressing and Clinical Hub trainee nursing associates (TNAs) to develop their general
nursing skills and specialist skills in areas such as diabetes and continence as well
as attendance at university.
PAPP – Care Home Support
We introduced a Proactive Admission Prevention Pilot across three care homes, with
weekly planned visits to review acutely unwell residents as identified by the homes,
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and to enable quicker response to deteriorating patients, to review Advanced Care
Pathways (ACPs) and Do Not Attempt Cardio Pulmonary Resuscitation (DNACPRs)
to ensure these are in place. This has helped to reduce the number of conveyances
and promoting that patients remain in their usual residence.
Enhanced Care Team
The Enhanced Care Team has gone from strength to strength, identifying actions to
minimise ED attendances eg ensuring care plans are in place as quickly as possible,
to avoid readmission, review patients in home to avoid further deterioration, clear
actions in place for frequent attenders, educating care home staff in identifying
deteriorating patients.
Emergency Access Standard (EAS): The following KPIs contributed to economy
wide performance improvement, as part of Urgent Care Service Improvement Group:
• Reduction in conveyances from the identified 18 care homes by 40 per cent
• Increase in OPAT (outpatient parenteral antimicrobial therapy) hydration
pathway from zero to 25 per cent in the first six months
• Reduction in attendances of identified patients with long term conditions by 40
per cent
• Reduction in Category 3 calls being conveyed to hospital
Podiatry
The podiatry service has undergone a number of improvements, including the
introduction of a new referral form and inclusion/exclusion criteria, and a review of
administration processes which has maximised the reuse of cancellations and
booking of new patient appointments.
IV Pathways
Intravenous (IV) Furosemide commenced late in 2019 for patients who are
housebound and unable to attend ambulatory heart failure clinic. This is delivered by
the community IV team, working in conjunction with the heart failure team.
We have redesigned a community supportive palliative care team to better treat end
of life patients. This was initially a pilot, from 1st December 2019, and work has
continued to look at introduction of a response service.
First Contact Physiotherapy (FCP)
In 2019/20 we successfully rolled out our FCP service, which started in October
2018, to 21 GP practices across the Dudley borough. FCP is a service that allows
patients to book directly with a highly-skilled physiotherapist for musculoskeletal
conditions such as back pain, for an assessment and early advice. The role also
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involves screening for serious pathology and making sure service users are referred
to the most appropriate service. The service allows us to see patients right at the
start of the pathway to avoid them waiting and patient feedback is excellent.
Our aim is to roll out FCP to all GP surgeries in the near future with the support of
our GP colleagues.
Dietetics
A pilot was undertaken within a Halesowen GP practice, demonstrating that the early
intervention of dietitians with patients can not only release GP time and reduce the
amount of return visits that patients make, but also ensure that patients are seen by
the right person, first time. This has opened up further opportunity for enhanced roles
for Allied Health Professionals (AHPs).
Digital Trust
It has been an exciting year for digital transformation in the Trust. We recruited a
new chief information officer to lead the Trust in enhancing the Trust’s digital
capabilities. Our strategic approach to the brilliant basics has continued in our rolling
programme of computer modernisation across the whole organisation to deliver real
improvements in the working environment and efficiency for many departments. This
work will continue into the next financial years, to ensure devices are kept up-to-date
and secure. In addition The Dudley Group became the first acute and community
provider in the Black Country to install the new nationally mandated, high speed,
secure health and social care network and benefit from much faster secure
connection to other organisations.
Our digital first approach took a huge step forward in the early part of the year,
replacing the electronic record in the Emergency Department and ensuring that tests
and referrals across the organisation were moved to online. We also updated our
imaging software to a state-of-the-art solution before Christmas, which allowed us to
retire our old electronic record and imaging system. The bringing together of
electronic records and using data to improve the care for our patients achieved a
national recognition with a Leading Healthcare Award for the best use of data, in our
management of deteriorating patients.
In response to the COVID-19 pandemic, the organisation mobilised hundreds of
devices to support clinical teams as well as allow more homeworking, along with new
software packages to improve collaborative teamworking remotely. We rapidly
developed our electronic patient record to support new clinical assessment pathways
and used it to quickly identify patients eligible for research trials into treatment for
COVID-19, becoming the third top recruiter to the clinical trial in the Midlands, in the
company of Trusts twice our size. The Trust was early to mobilise tablet devices
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across the organisation to make sure patients could stay in contact with their loved
ones, at what has been a difficult and challenging time for everybody.
Our existing ‘Connected Care’ programme has rapidly accelerated to connect up
information in the borough. This included to and from GPs and the hospital bringing
together care across the community to make sure up-to-date information is available
to support assessment and clinical decision making. The importance of having
joined-up records was brought sharply into focus in plans to support the Birmingham
Nightingale at the NEC. This work benefits the national agenda of integrating care
more closely.
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Clockwise from top left: Taking part in
Birmingham Pride; National Pathology Week;
Santa Dash; International Day of the Nurse;
Christmas market; Balcony Project open day

Overview
Our strategy and objectives
The Trust’s strategy describes how the Trust will deliver its vision and objectives. It
outlines how we will continue to be a sustainable organisation delivering high quality
healthcare in the right place at the right time for the population of Dudley and
beyond.
Our vision is to be:
Trusted to provide safe, caring and effective services because people matter – care
better every day.
Our values

Our vision and values were developed in 2015, and during 2018 there was extensive
consultation with staff on whether they should change. Staff told us that they felt
connected to the vision and values and that we should continue to use this. Our
values support our vision and define how the Trust and every member of staff will
work to deliver the best care possible.
We have six strategic objectives which are:
1.
2.
3.
4.
5.
6.

Deliver a great patient experience;
Deliver safe and caring services;
Drive service improvement, innovation and transformation;
Be the place people choose to work;
Make the best use of what we have; and
Deliver a viable future.

There are underpinned by three clinical aims:
•
•

Develop integrated care provided locally to enable people to stay at home or
be treated as close to home as possible.
Strengthen hospital-based care to ensure high-quality hospital services are
provided in the most effective and efficient way.
18

•

Provide specialist services to patients from the Black Country and further
afield.

Risks to delivering our objectives
Like any organisation there are risks to the Trust’s ability to deliver its objectives and
ensure patient safety. The Trust has to ensure it defines these risks, analyses them
and identifies how to mitigate against them and this is key to how the Trust manages
risk. The most significant risks are reported to board each month, along with actions
to manage them, and this information is available in the Trust’s board papers on its
website www.dgft.nhs.uk. The most recent reporting period at the time of production
of this annual report was May 2020.
In relation to achievement of strategic objectives the Trust faced the following major
risks during the course of the year which includes clinical and longer term risks:
•

•
•

•

The quality of services in relation to urgent and emergency care and
diagnostic imaging resulting in the issue of Section 31 notices by the CQC in
respect of urgent and emergency care;
Failure to meet access standards caused by demand exceeding hospital
capacity;
Operational performance standards in relation to the four hour emergency
care standard, the 62 day cancer standard, and the one per cent diagnostic
standard; and
Financial viability caused by potential changes in the local health economy.

Incident management and never events
The Trust actively encourages its staff to report incidents, believing that to improve
safety it first needs to know what problems exist. This reflects the National Patient
Safety Organisation which has stated:
‘‘Organisations that report more incidents usually have a better and more effective
safety culture. You can't learn and improve if you don't know what the problems are.’’
As a Trust, we are committed to learning from incidents. This is supported by an
open culture which encourages any incident regardless of the level of harm
(including ‘near misses’) to be reported through the Trust’s electronic incident
management system Datix. During 2019/2020 the Weekly Meeting of Harm
membership has been increased to include the chiefs of division and key individuals
are invited to present a potential serious incident to the group. The meeting has been
formalised and a terms of reference developed.
The process for the investigation of serious incidents has been reviewed to support
the timely completion of investigations. The improvements include reports which are
19

now written by the Patient Safety Team and they are supported by an independent
specialist. Regular meetings are held with the investigation team to drive the
investigation forward.
The Trust had four never events during 2019/20 – one relating to wrong part of body
treated; three relating to retained foreign object post-operation/procedure.
The process of the investigation of less serious incidents in the divisions has been
reviewed. This has led to the closure of a significant number of these incidents. The
process for their identification has also been reviewed and these are now identified
through the Weekly Meeting of Harm or review by the speciality leads/deputy chief
(ie falls/pressure ulcers).
The Integrated Governance Report has been reviewed to provide the divisions and
directorates with a more constructive review of incidents, risks, procedural
documents, Central Alerting System (CAS) alerts and inquests/claims. The revised
report was agreed within the divisions and launched in October 2019.
You can read more about how we manage incidents on page 102.
How we manage our services
The overall day-to-day management of our hospitals and services is the
responsibility of the team of executive directors, under the leadership of the chief
executive and supported directly by other senior managers in various departments.
Our operational structure is formed from four divisions; Surgery, Women’s and
Children; Medicine and Integrated Care; Clinical Support Services and Corporate,
and these are closely linked through patient pathways. Each clinically led division
has a management team comprising a chief of, deputy director of operations and a
head of nursing. These in turn are managed by a director of operations who reports
to the chief operating officer.
Divisions are supported by corporate services, which include communications,
estates, finance, governance, human resources, information, organisational
development, Dudley Improvement Practice, research, development and IT.
We operate a board committee structure to ensure that we are well governed,
managed effectively and scrutinised appropriately. The board of directors is
responsible for formulating strategy, ensuring accountability and shaping a healthy
culture. Key committees include finance and performance, audit, quality and safety,
workforce, Digital Trust and technology, and staff engagement. Members of the
board also form the trustees of The Dudley Group NHS Foundation Trust Charity.
We continually refine our governance arrangements, ensuring that they are suitable
20

for the effective running of our Trust. A formal escalation framework is in operation to
ensure that key issues and concerns are escalated through the committee structure
for board attention where appropriate.

Going Concern
The Group and Trust’s Annual Report and Accounts have been prepared on a going
concern basis.
International Accounting Standard 1 requires the board to assess, as part of the
accounts preparation process, the Group and Trust's ability to continue as a going
concern. In the context of non-trading entities in the public sector, as defined within
the Government Financial Reporting Manual (FReM), the anticipated continuation of
the provision of a service in the future as evidenced by inclusion of financial
provision for that service in published documents is normally sufficient evidence of
going concern.
The financial statements should be prepared on a going concern basis unless there
are plans for, or no realistic alternative other than, the dissolution of the Group and
Trust without the transfer of its services to another entity within the public sector.
In preparing the financial statements, the Board of Directors has considered the
Group’s and Trust's overall financial position against the requirements of lAS1.
The close of the 2019/20 financial year and the early part of 2020/21 has been
overshadowed by the COVID-19 outbreak which has had profound effects upon the
operations of health services throughout the UK. As a consequence, NHS finances
have been significantly impacted at a national and local level.
In relation to the Going Concern assessment, there are implications for Group and
Trust’s Profitability, Liquidity and Continuity of Service.
Profitability
•

The 2019/20 plan was based on the delivery of a control total deficit of
£2.831m (prior to Provider Sustainability Funding - PSF). Achievement of the
control total would result in a PSF receipt to the Trust of £6.462m. In addition,
the Trust planned a land sale at Corbett Hospital which would have yielded a
profit on sale of £4.424m. The combined position was therefore expected to
deliver a surplus of £8.055m. Delivery of this plan required the Trust to deliver
a Cost Improvement Programme (CIP) saving target of £23.368m.

•

The final outturn equated to a surplus of £3.521m. Achievement of the control
total ensured that the Trust received full PSF of £6.462m plus a further
£0.376m given to the Trust in 2019/20 which related to the previous financial
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year. The land sale was deferred following consultation. The Trust has not
received any Financial Recovery Fund (FRF) monies.
•

The Trust negotiated year end settlements with both NHS England (NHSE),
for an additional £4.8m for specialised services, and Dudley CCG for an
additional £8.3m to cover the cost of emergency care. In addition, the Trust
received £2m to cover the additional COVID-19 costs incurred in March 2020,
from NHSE. Furthermore, a technical adjustment to reduce the control total
target of £0.745m was granted for control total assessment purposes linked to
the need to include an accrual for annual leave, linked to COVID-19.

The increased costs incurred in the final quarter (£2m), associated with preparation
for, and the treatment of, patients suffering from COVID-19, have been recognised in
full. NHSE and NHSI, in line with Government releases, have agreed to meet all
reasonable costs associated with COVID-19 and have funded 2019/20 costs
accordingly.
Continuity of Service
A number of factors indicate that the Trust will provide continuity of services. In
relation to our financial plan for 2020/21:
•

•
•
•

Negotiations have been ongoing on an STP-wide basis for the provision of
future services prior to the impact of COVID-19. Original plans were submitted
on the basis of a settlement in line with CCG growth plus a further £8.3m.
A CIP target of £10m has been assumed as a realistic figure as part of the
plan.
The net impact of these assumptions has resulted in a deficit plan of £6.416m.
However, the onset of COVID-19 resulted in the suspension of further
negotiations and planning.

Since this submission, however, the NHS landscape has changed dramatically due
to COVID-19. Financial plans for 2020/21 have been deferred with Trusts and CCGs
operating in accordance with guidance issued by NHSI in March.
This guidance states that, for an initial period covering 1 April – 31 July 2020:
•
•

•

NHS providers will receive block contract payments from commissioners, and
income from non-NHS sources.
Where this is not sufficient to cover a provider’s underlying cost base,
additional central top-up payments will be made. Further top-up payments will
be made to cover reasonable costs of responding to the crisis, net of any cost
reductions e.g. for consumables not required.
The new block/top-up arrangements are likely to continue for the remainder of
2020/21.
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•
•

•

For the time being the focus remains on the restoration and recovery of
services together with the ongoing battle against COVID-19.
April 2021 will see a reset of the NHS. Guidance is awaited on what this
means but it is unlikely that planning will return on the same basis as preCOVID-19.
There will undoubtedly be a stronger emphasis on collaboration as an STP.

The guidance issued by NHSE and NHSI in relation to block contracts and the
correspondence indicating the target for the next four years, coupled with the
absolute operational needs associated with the treatment of patients during the
current outbreak, provide a clear signal (in the absence of a signed 12 month
contract), that the Group and Trust will continue to provide services for the
foreseeable future.
Liquidity
The Group and Trust achieved its control total in 2019-20 and were able to maintain
liquidity without the need to borrow cash from the Treasury.
NHSI has announced significant changes to the NHS Provider cash regime, effective
from 1 April 2020.
•

•

•

•

Interim revenue loans at 31 March 2020 are to be extinguished during
2020/21. Providers will be issued Public Dividend Capital (PDC) to effect the
repayment of outstanding balances at 31 March 2020.
For 2020/21, the Financial Recovery Fund (FRF) will be the sole source of
financial support for NHS providers and CCGs that are otherwise unable to
live within their means.
Organisations’ entitlement to FRF will continue to depend on full-year financial
performance and, where financial trajectories are not achieved, any FRF that
has been paid but not earnt will be converted to DHSC financing (PDC).
Future revenue support will be available for exceptional short-term cash flow
requirements and longer-term revenue support for providers in financial
distress. This support will be provided as PDC (rather than loans) and does
not require principal repayment but carries a dividend payable at the current
PDC rate (3.5%).

The changes in the cash regime from 1 April 2020, alongside the short term COVID19 measures, provide a degree of assurance regarding future revenue funding. This
in turn provides reassurance over the Group’s and Trust’s ability to continue as a
Going Concern.
In further support of this conclusion, and recognising the heighted ‘Going Concern’
uncertainty generated by the COVID-19 pandemic, NHSE and NHSI issued a joint
statement on 27 May 2020 which incorporates the following paragraph, reaffirming
‘continuity of service’ and Government funding:
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‘In March 2020 we announced revised arrangements for NHS contracting and
payment to apply for part of the 2020/21 year. In May 2020 we issued revised
financial management guidance to CCGs for the corresponding period. We are not
yet able to definitively announce the contracting arrangements that will be in place
for the rest of 2020/21 and beyond. It remains the case that the Government has
issued a mandate to NHS England for the continued provision of services in England
in 2020/21 and CCG allocations have been set for the remainder of 2020/21. While
these allocations may be subject to minor revision as a result of the COVID-19
financial framework, the guidance has been clarified to inform CCGs that they will be
provided with sufficient funding for the year. Providers can therefore continue to
expect NHS funding to flow at similar levels to that previously provided where
services are reasonably still expected to be commissioned. While mechanisms for
contracting and payment are not definitively in place, it is clear that NHS services will
continue to be funded, and Government funding is in place for this.”
Long term sustainability and planning
The NHS Long Term plan sets out to achieve that all NHS organisations are in
financial balance by 2023/24.
The Group and Trust recorded a surplus for 2019/20 but have an underlying deficit.
The Group and Trust are forecasting a deficit in 2020/21. The forecast deficit is
based on a number of assumptions and there is significant uncertainty in the
financial plan for 2020/21 as a result of COVID-19 pandemic and its impact on the
Group and Trust. The Group and Trust recognises that the underlying deficit,
combined with the assumptions made on likely levels of income and the ability to
deliver against the Cost Improvement Programme and Agency Expenditure Ceiling,
creates uncertainty over future funding needs. The Group and Trust have assumed
financial support will be received from the Department of Health and Social Care
during the course of 2020/21 in order to meet ongoing liabilities where required and
continue to provide healthcare services. The extent and nature of the financial
support from the Department of Health and Social Care, including whether such
support will be forthcoming or sufficient, is currently uncertain, as are any terms and
conditions associated with the funding.
These conditions indicate the existence of a material uncertainty which may cast
significant doubt about the Group’s and the Trust’s ability to continue as a going
concern. However, the assurance provided by the immediate continuing provision of
healthcare services and improved access to funding through changes in the NHS
financing regime significantly mitigates this. The financial statements do not include
the adjustments that would result if the Group or the Trust were unable to continue
as a going concern.
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Financing - conclusion
The Board of Directors is therefore satisfied and considers it appropriate that the
accounts for the year ended 31 March 2020 should be prepared on a Going Concern
basis.

Pictures
courtesy of
Tom Maddick /
SWNS
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Performance summary
The Trust closely measures and monitors performance throughout the year with
reports on both financial and operational performance for all areas of the Trust
reported monthly to Finance and Performance Committee, Board of Directors and
Council of Governors. In addition, an electronic performance dashboard, accessible
via our staff intranet, allows senior staff to closely monitor performance in their
specific areas, and weekly performance reports are discussed by our executive
directors.
Performance against the national targets
The Trust has faced a challenging year with managing the demand for services and
balancing the capacity available to meet this.
It is important to acknowledge that the outbreak of the COVID-19 pandemic led to a
reduction of all planned activity in the last month of the financial year. This was
following Government guidance to the NHS to stop all non-urgent work to ensure
capacity could deal with COVID-19 patients.
Patient flow throughout the hospital and then onwards out of hospital is vital to
ensure the safe and effective running of our hospital emergency and inpatient
services. Between April 2019 to March 2020 delayed transfers of care varied due to
a number of external factors, this included a lack of nursing home placements and
changes in the domiciliary care market. This however has started to resolve with
recent changes in the market and the improved availability of beds.
In February The Dudley Group ranked 142 out of 217 Trusts for the number of
delays, with 217 being the worst performing. We have achieved a reduction in super
stranded patients (patients who have been medically fit to go home for longer than
21 days) to 6.89 per cent which is 29 patients, against our planned reduction of no
more than 55 patients. However we have since seen an increase in the latter part of
the year with Medically Fit for Discharge Patients (MFFD) being as high as 133 on
one day. As part of our system-wide approach to COVID-19 we have seen very
small numbers of patients’ discharges being delayed and we are working on new
pathways to continue this once the NHS resumes all services.
We have continued to see strengthened relationships with our Local Health
Economy System Partners, in particular through our multiagency system calls which
are held twice daily with senior system leaders. We remain committed to reducing
variations in seasonal length of stay and we have developed ambitious plans
for the coming year within the system to reduce our MFFD patients.
Other Planned Care constitutional performance standards were all being achieved
prior to August 2019. In the beginning of the year our Emergency Access Standard
(this is the aim to see, treat, admit or discharge all patients within four hours)
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improved from 77 per cent in March 2019 to just under 90 per cent in July
2019. There was a deterioration during the winter months through demand
outstripping capacity.
There are three main standards for cancer services:
1. Patients referred by a GP should be seen within two weeks of referral.
2. Patients referred directly by their GP to a cancer pathway who are then
subsequently diagnosed with cancer should start treatment within 62 days of
referral.
3. All patients diagnosed with cancer, irrespective of how they were initially
referred, should start treatment within 31 days of the diagnosis of cancer.
Cancer performance continued to be delivered and achieve the required standards
during March 2019 through to September 2019. The way we have to manage peaks
in demand in some services requires teams to work additional clinics, and our
cancer performance standard deteriorated when there was national uncertainty
about the tax implications of NHS Pensions changes. This caused some staff to not
want to work additional time. A quality improvement programme and detail about the
implications for staff of pension changes has meant most cancer standards are back
on trajectory.
The Referral to Treatment (RTT) target ensures that patients are able to access
consultant-led elective services within 18 weeks of referral by a GP to final
treatment. This standard is one of the main performance standards in the NHS,
alongside the four hour emergency access and the national cancer measures.
Throughout 2019/20 The Dudley Group was one of the best performing trusts in the
country for the delivery of RTT, something the organisation remains exceptionally
proud of. In every month, with the exception of March 2020, the Trust achieved the
RTT standard of 92 per cent. Over the whole year the Trust achieved 93.53 per cent
against the target of 92 per cent. This commitment ensured that patients from Dudley
and the surrounding areas were able to access surgery and outpatient treatments
quickly and effectively by the right specialist at the right time.
Access to timely diagnostics was good for the first six months of the year until
September 2019 when we saw a decline in performance which was improving with
rectification plans in the last six months of the year.
The COVID-19 outbreak has adversely impacted the NHS, in particular some of our
standard work has had to stop for a period of time to allow us to deal with the
emerging pandemic. All key performance indicators have seen a deterioration and
we are planning for restoration of key services and then full recovery in due course.
The table below highlights the changes in how many patients we have seen over the
past three years.
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2017/18

2018/19

2019/20

Inpatient (Finished
Consultant Episode)

147,174

139,016

134,862

ED Attendances

103,443

107,578

107,503

Outpatient Attendances

588,044

632,174

632,141

Financial performance
The Trust was set a very challenging financial target at the start of the year and this
necessitated the continuation of the formal Financial Improvement Programme
carried forward from 2018/19. This programme aligns with the Trust’s improvement
programme, Dudley Improvement Practice, and is focused on the elimination of
waste. A significant number of initiatives have run throughout the year that have
contributed to the successful delivery of the Trust’s national target of a £3.6m
deficit. The delivery of this target has attracted further central resources through the
Provider Sustainability Fund of £6.8m that leaves the Trust with a surplus for
2019/20 of £3.5m. This is the second year in a row that the Trust has continued to
improve its financial position and means that the Trust has delivered a net surplus for
the two year period 2018/19 and 2019/20.
The numbers presented below relate to The Dudley Group financial performance,
not including the Charity.

INCOME
PAY
NON PAY
EBITDA
DEPRECIATION & FINANCE COSTS*
NET

PLAN
£000
£375,865
-£238,106
-£117,837
£19,922
-£18,412
£1,510

2019-20
ACTUAL
VARIANCE
£000
£000
£405,062
£29,197
-£249,923
-£11,817
-£136,061
-£18,224
£19,078
-£844
-£22,395
-£3,983
-£3,317
-£4,827

2018-19
PLAN
ACTUAL
£000
£000
£353,782 £364,808
-£218,521 -£228,166
-£113,265 -£124,963
£21,996
£11,679
-£22,891
-£20,624
-£895
-£8,945

PSF Core
PSF Bonus

£6,462
£0

£6,838
£0

£376
£0

£9,043
£0

£4,115
£3,682

FINAL SURPLUS/(DEFICIT)

£7,972

£3,521

-£4,451

£8,148

-£1,148

*1 Figure includes impairment of £0.028m in 19/20 and £0.154m in 18/19
*2 Note that the Trust target before PSF equated to a deficit of £3.576m – a reconciliation to the
£1.510m surplus shown in the table above is set out below
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Plan figure as above
Remove land sale
Other technical changes

£1,510
(£4.424)
£0.083

Surplus figure stated in above table
This is excluded when assessing performance
Other technical items excluded

Opening Trust Control Total

(£2.831)

Original target issued by NHSI

Revision due to COVID-19

(£0.745)

Amendment linked to untaken annual leave

Final Trust Control Total

(£3.576)

Final target for assessing performance

Actual performance

(£3.317)

Figures before PSF in above table

Performance v Control Total

£0.259

Positive performance ensuring full PSF

COVID-19
The Trust has finished the year in a heightened period of escalation due to the
impact of COVID-19. Reasonable additional costs to address the financial impact of
the pandemic have been met centrally and came to just over £2m.
ED attendances had increased during the year and were nearly 3,000 higher than
2018/19 until a significant reduction occurred in March 2020. Elective work was
slightly lower than 2018/19 during the year and exacerbated further by a cessation of
non-urgent planned procedures in mid-March in order to free up staff/beds for
COVID-19 patients.
Emergency admissions continue to increase, showing a rise of 8.1 per cent over
2018/19, placing pressure on the hospital system. Up until March 2020 over 12,400
more first outpatients had been seen compared to 2018/19 but 5,900 fewer follow-up
outpatient appointments. This was in-keeping with national guidance to reduce the
number of follow-up attendances. However, cancellations in March due to COVID-19
resulted in 4,600 fewer new outpatient appointments and 7,500 fewer follow-up
outpatients being seen in that month alone.
Technology has been implemented to undertake more virtual appointments and
where effective, this will be continued in the new year. Community services activity
was slightly lower than 2018/19 but as above, the impact of COVID-19 resulted in a
further deterioration during March 2020.
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2019-20

2018-19

PLAN

ACTUAL

VARIANCE

ACTUAL

A&E attendances
Elective spells
Non elective spells (exc. maternity)
Births

106,952
58,505
41,377
4,283

107,347
53,429
38,612
4,142

395
-5,076
-2,765
-141

107,477
55,223
36,550
4,310

increase
19-20
from 1819
%
-0.1%
-3.2%
8.1%
-3.9%

Outpatient attendances/procedures
Community attendances

573,403
438,040

553,300
423,401

-20,103
-14,639

558,853
429,802

-1.0%
-1.5%

Additionally, we have delivered a significant level of cost savings from improved
efficiencies of circa £13.3m during the year. At the start of the year we had identified
£9.611m worth of schemes, but as we progressed through the year, more savings
plans were achieved. However, this was below the £22.368m needed in order to
achieve the original Cost Improvement Programme target.
2019-20
Pay Efficiencies
Non Pay Efficiencies
Income Efficiencies
Unidentified
TOTAL CIP
TARGET CIP

PLAN £000
£3,517
£3,609
£2,485
£12,757
£22,368

ACTUAL £000
£5,402
£3,851
£4,010
£0
£13,263

VARIANCE £000
£1,885
£242
£1,525
-£12,757
-£9,105

£22,368

One of the biggest challenges the Trust continues to face is the cost of temporary
staffing. Whilst the Trust extensively uses its own bank of staff to fill vacancies and
shortages in rotas, it does also need to use agency staff. These staff typically cost
more than substantive staff and put pressure on Trust budgets. The Trust spent just
over £13.5m on agency staff (in addition to staff it drew from its own bank of
temporary staff). This pressure challenged the Trust both financially and
operationally and is more than double the cap set by NHS Improvement. During the
year, progress had been made and there is an improving trend for medical staff and
scientific/therapeutic staff together with the maintenance of zero agency spend for
clinical support workers. However, there was a deterioration in nurse agency spend
in the latter half of the year, first driven by increased emergency activity and then
latterly by a significant hike in staff unavailability due to self isolation regarding
COVID-19.
This remains an area where a concerted effort is being made in 2020/21 to reverse
this trend in spending through recruitment and retention of substantive staff.
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2017/18

2018/19

2019/20

£000

£000

£000

Medical

£3,847

£4,385

£3,601

Qualified Nursing & Midwifery

£6,167

£8,055

£8,797

£213

£0

£0

£1,354

£1,150

£838

£127

£77

£275

£11,708

£13,667

£13,511

Un-qualified Nursing & Midwifery
Scientific/ therapeutic
Admin/manager
TOTAL
TARGET

£6,183

In 2019/20 the Trust invested £8.7m on new facilities and equipment. The Trust’s
Digital Trust Programme entered its fourth year of development with an investment
of £2.3m. We also spent £1.5m on new and replacement medical equipment. At the
end of the financial year we invested £261k in equipment to enable us to manage the
COVID-19 virus.
Summary capital
Investment 2019/20
Replacement Medical Equipment
Information Technology
ED Development
Digital Health Programme
Other schemes
COVID-19
Private Finance Initiative Lifecycle
Total

Amount £000
£1,545
£887
£674
£2,319
£1,249
£261
£1,776
£8,711

All of these investments improve the efficiency of the services we provide.
The Trust ended the year with a cash balance of £4.2 million, all held within the
Government Banking Service which is £4.1m less than the same time last year. This
is due to an increase in the amount owed by other NHS bodies at the year end with
cash expected to be received in April. The Trust’s overall liquidity position was at
-10.4 days compared to the plan of -12.3 days.
During 2019/20 the Trust was required to review its payment terms with suppliers to
ensure cash was managed appropriately. Whilst 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 did see a reduction in performance
against the best practice payment policy target of 95 per cent compliance. During
2019/20 the Trust paid 63.9 per cent of non-NHS invoices in value terms and 27.3
per cent in quantity terms.
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The Dudley Group NHS Foundation Trust has applied the principles of the NHS
Foundation Trust Code of Governance on a comply or explain basis. The NHS
Foundation Trust Code of Governance, most recently revised in July 2014, is based
on the principles of the UK Corporate Governance Code issued in 2012.

Dame Yve Buckland
Interim Chairperson

Diane Wake
Chief Executive
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Partnership working
Black Country Pathology Service
This year saw the transfer of Trust staff across to the Black Country Pathology
Service (BCPS) hosted by The Royal Wolverhampton NHS Trust. The BCPS
comprises the four pathology laboratories in the Black Country as follows:
• The Dudley Group NHS Foundation Trust
• Sandwell and West Birmingham NHS Trust
• Walsall Healthcare NHS Trust
• The Royal Wolverhampton NHS Trust
It provides the pathology services for our acute hospitals and also local GPs. Some
of our laboratories also offer specialist services to the wider NHS and also work on
research studies.
As part of a major initiative in the NHS, pathology in England is being reorganised
into much larger local network models. This is driven by NHS Improvement and sees
the formation of 29 pathology units across the country. For the BCPS, it will be an
even more attractive place to work. It will also enable us to continue to offer the
latest tests and services applying cutting edge clinical science to modern patient
care.
Healthier Futures Partnership
Around 1.5 million people live in the five areas of Wolverhampton, Walsall, Dudley,
Sandwell and West Birmingham. There are a number of challenges for these local
populations, including healthy life expectancy being lower than the national average
by more than six years, higher numbers of people with mental health problems, high
levels of infant mortality, high levels of child and adult obesity, and many people
living with multiple long-term health conditions.
The Healthier Futures Partnership, previously known as the Black Country and West
Birmingham Sustainability and Transformation Partnership, is the collaboration
between 18 organisations across local authorities, NHS bodies and the voluntary
and community sectors that has been established to address these challenges.
The aims of the Healthier Futures Partnership are:
a) To improve the health of this population by reducing inequalities in health
outcomes and improving the quality of and access to services.
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b) To attract more people to work in health and care in the region through new
ways of working, better career opportunities, support and the ability to balance
work and home lives.
c) To work together to build a sustainable health system that delivers safe,
accessible care and support in the right locations, in order to get the greatest
value from the money spent.
There is much work to do to achieve these aims. However, progress has been made,
with closer collaboration already leading to stroke services being reconfigured,
pathology services consolidated to improve efficiency and turnaround times,
advances made in personalised care arrangements and a new perinatal mental
health community service.
This year we have worked together to establish priorities for how health and care
services in our local areas will be improved over the next five years. Services need
to be designed and delivered for the benefit of the people who live and work within
the Black Country and West Birmingham and so we engaged with patients, public
and staff in developing these, plus we took account of feedback from staff, GPs,
health and wellbeing boards and governing bodies, as well as from all of the
organisations in our partnership.
Key highlights:
•

The development of a clinical strategy covering 12 priority areas, alongside a
primary care strategy focusing on GP and general practice nurse recruitment
and retention and also a digital enabling strategy.

•

The pilot of a rapid cancer diagnostic centre in Dudley from January 2020 with
the aim of rolling this out across the partnership by July 2020, as well as a
plan to improve urology services across the system.

•

A local maternity and neonatal system plan which has already resulted in a
significant reduction in smoking rates during pregnancy and has seen this
system be the first, nationally, to implement one shared care record across
individual maternity units.

•

Secured funding for a digital app that will increase access to health and care
services and offer our population alternative pathways via mobile phones,
tablets and PCs.
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Another development was the creation of the Healthier Futures website, giving the
partnership an online presence to update people on its aims, projects, achievements
and challenges. www.healthierfutures.co.uk
Healthier Futures Partnership exists to benefit local people, and through continued
collaboration, the partners are confident of delivering truly integrated health and care
services of which everyone in the Black Country and West Birmingham can be
justifiably proud.

Clockwise from top left:
Brierley Hill Health & Social
Care Centre; courtyard at
Russells Hall Hospital;
Emergency Department;
Guest Outpatient Centre.
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Highlights of the year
We have so many fantastic staff, volunteer and patient stories we cannot include
them all, so here is a selection of just a few highlights of our year 2019/2020.

April
‘Growing our own’ nurses
We’re beating the national nursing shortage by training up
to 100 of our own nurses through the nursing associate
scheme. We are partnering with the universities of
Wolverhampton and Worcester for this new national
initiative after serving as a pilot site.
Nurse associates study for two years through a mixture of taught education days, inwork training and placements. Once qualified, they deliver hands-on, person-centred
care for patients and service users. This stand-alone role also provides a
progression route into graduate level nursing.

May
Celebrating our nurses and midwives
International Nurses Day is celebrated each year on 12th
May – the birthday of Florence Nightingale. We honoured
our nurses, midwives and CSWs with a week of events,
including visits from the tea trolley, a day’s conference at
Himley Hall – with plenty of fun thrown in – and an against-the-clock bed making
competition in the main reception at Russells Hall Hospital.

June
Stubbing out smoking
In June the Trust went smoke-free across its sites of Russells
Hall Hospital, and Corbett and Guest outpatient centres.
Smoking shelters were taken down and all smoking and vaping
banned on our property, including in cars on our car parks. The
ban helps create a healthier environment for staff, patients and
visitors.
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July
Where to spend a penny!
Petrol stations, cafes and restaurants came to the aid of our
community staff who need a comfort break when they are
out and about.
We have approximately 250 community staff working shifts
across the day and night, clocking up hundreds of miles each month. So we put out
a plea for places with toilets to join a scheme allowing nurses to pop in and simply
use the loo while they are out and about. The appeal met with a great response and
scores of locations now proudly display a poster telling community staff they are
welcome.
It also led to many places offering to refill water bottles for staff as well.
August
National recognition for anaesthetics
Anaesthetists at The Dudley Group were recognised for
providing the highest quality care to their patients by
achieving the prestigious Anaesthesia Clinical Services
Accreditation (ACSA) from the Royal College of
Anaesthetists (RCoA).
To receive accreditation, departments demonstrate high standards in areas such as
patient experience, patient safety and clinical leadership, meeting 100 per cent in all
areas. It means patients at The Dudley Group can be assured they are receiving
outstanding service. Dudley is the first trust in the West Midlands to become
accredited, and only the 33rd in the UK.

September
Back to the floor
Senior nurses who now work as managers took the
opportunity to roll up their sleeves and go back to the ‘shop
floor’ to support their colleagues on wards.
More than 40 senior nurses whose roles have taken them
away from direct patient care began going back to the floor
one day a week to help ward staff deliver high quality care at Russells Hall Hospital.
The move has a positive impact on patient experience while ensuring senior staff
can be more visible in modelling high professional standards.
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October
Five-star food
Our food services for patients, staff and visitors have
been awarded a five star food hygiene rating.
The inpatient food services and restaurants at Russells
Hall Hospital and Corbett and Guest outpatient centres
are provided by Interserve, which is celebrating holding on to its top rating after
rigorous audits by Interserve food safety officers.

November
‘Chill out’ room for teens
A special ‘chill out’ room has been opened to help
teenagers cope with the stress of being in a hospital
emergency department, in memory of a hospital porter
who died aged 27.
Grant’s Room at Russells Hall Hospital features a
Playstation and Xbox to distract older children who may struggle with being in the
environment of paediatrics ED. Funds for the room were raised in memory of Grant
Clifford, who was a porter at the hospital for nearly three years.
It is at the heart of the paediatrics Emergency Department so staff can easily keep a
check on young patients, but it provides somewhere separate for 13 to 16 year-olds
to go.

December
Season’s greetings
Kind-hearted members of the public and staff sent more
than 1,000 Christmas cards to patients who were in
hospital on Christmas Day. Our inpatient Christmas card
appeal saw us ask members of the public to write an
extra card for patients who couldn’t be at home on
Christmas Day.
The Trust received generous donations of cards from local schools, while libraries
acted as collection points for members of the public.
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January
New year, new joints!
Orthopaedic patients began the new year with new joints
after being given the unusual option of spending
Christmas Day in hospital.
Surgeons in the Trauma and Orthopaedics Department
at Russells Hall Hospital came up with the idea of offering patients the chance to
have their operation over Christmas. It meant they were able to celebrate the festive
season surrounded by patients and staff on the ward.

February
Specialist centre for women’s health
A new specialist centre was set up in Dudley to speed
up diagnosis and treatment of women with complex
cases of a debilitating condition. Russells Hall Hospital
was chosen as the Dudley Provisional Endometriosis
Centre - one of only nine in the UK.
Endometriosis occurs when tissue, similar to the lining of the womb, is found in other
parts of the body. This lining can start to cover the ovaries, fallopian tubes, bladder
or bowel and sometimes even the lungs. It currently takes up to eight years to get a
diagnosis, and it affects 10-15 per cent of women of childbearing age.

March
Story time for tiniest tots
Even the tiniest baby can benefit from being read to –
that was the message shared with parents on the
neonatal unit on World Book Day.
The unit marked the day by encouraging parents to
read to their babies in hospital. The ward has its own small library of books which
have been donated or bought, and has set up a quiet area for parents to read in.
Reading to babies on a neonatal unit helps create a routine and a feeling of
normality in a hospital environment. It helps with bonding, even if the baby is too
fragile to be held, and can get brothers and sisters involved.

39

Accountability
Report
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Directors’ report
The Board of Directors was established and constituted to meet the legal minimum
requirements 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.
Non-executive director appraisals for 2018/19 were conducted by the chairman on a
one-to-one basis against a structured format that used 360 degree feedback from
executive team members and peers. The performance of each NED was assessed
against agreed objectives, specific strengths or areas for improvement (linked to
contribution made across four dimensions of depth, breadth, strategic focus and
challenge / support). The appraisal findings were considered by the Council of
Governors Appointments and Remuneration Committee in April 2019. At the time of
writing the 2019/20 appraisal process had been paused owing to the COVID-19
pandemic. As part of the restoration of governance arrangements, it is anticipated
that the process will now concluded by September 2020.
The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 deals
with the Fit and Proper Persons Test which came into force in November 2014. We
have complied with this requirement since May 2015 both upon appointment and
with annual re-checks.
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 our regulators.
We are confident that our board members do not have any interests or company
directorships which could conflict with their management responsibilities. A Register
of Directors’ Interests is held by the board secretary and is published on the Trust’s
website www.dgft.nhs.uk
As an NHS foundation trust, no political or charitable donations have been made
during 2019/20. During the year, we were not charged interest under the Late
Payment of Commercial Debts (Interest) Act 1998.
As 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 necessary steps to make
themselves aware of any relevant audit information, and to establish that the auditor
is aware of that information.
Section 43(2A) of the NHS Act 2006 (as amended by the Health and Social Care Act
2012) requires that the income from the provision of goods and services for the
purposes of the health service in England must be greater than its income from the
provision of goods and services for any other purposes. We confirm that we have
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met this requirement and that income received in 2019/20 had no impact on our
provision of goods and services for the purposes of the health service in England.
The Board of Directors is responsible for ensuring that we have effective governance
arrangements supporting the delivery of our quality priorities. Regular reports on the
Trust’s progress against the established quality priorities are taken to both the board
and the Council of Governors by the chief nurse and further information on progress
against standards can be found on the Trust’s website www.dgft.nhs.uk
In the following pages you will find more information about the Board of Directors in
post during the year 2019/20.
You can find more information of how the Board of Directors has assessed itself
against the NHS Improvement well led framework through the Annual Governance
Statement on pages 95 to 112.

Above and right, our
cardiology teams
performed up to 1,000
Echos per month and
over 22,000 noninvasive investigations
in the last year.
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*non voting executive
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Our directors
Julian Atkins, non-executive director, deputy chair
Julian joined the Trust as a non-executive director in January
2016. He has experience in both the public and private sectors,
having worked at organisations such as Alliance & Leicester,
Marks & Spencer, Solihull Health Authority and the Thomas
Cook Group.
Prior to joining the Trust, he was part of the executive leadership
team and head of human resources at Coventry Building Society where he worked
for nearly 25 years.
Julian is a Fellow of the Institute of Financial Services and the Chartered Institute of
Personnel and Development. He is a member of the board at Coventry and
Warwickshire Chamber of Commerce’s subsidiary training company and is also a
past president of Coventry and Warwickshire Institute of Financial Services.
Julian chairs the Charitable Funds and Workforce & Staff Engagement committees,
and is a member of the Audit and Quality & Safety committees.
Julian is passionate about delivering excellent customer service through skilled
individuals and effective teams.

Dame Yve Buckland, interim chairperson
Dame Yve Buckland joined us as interim chairperson in May
2019.
She started her professional life as an archivist, having completed
a history degree and archives training at Leeds and Liverpool
universities. She went on to have a series of managerial roles in
local government, working for Cheshire and Birmingham councils,
and in the early 1990s was appointed city secretary by Nottingham City Council, the
first female chief officer in the council.
By 2000 she had achieved her first national role. Yve was appointed by the
Government to set up the Health Development Agency, a body which put together
the evidence base for tackling key public health problems such as childhood obesity
and smoking-related diseases. She was awarded a DBE for her work in this area.
Yve went on to become chair of the NHS Institute for Innovation and Improvement
based at Warwick University, a post she held from 2005 to 2010 and also, between
2005 and 2015, was the chair of the Consumer Council for Water.
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She is currently the chairperson of the Royal Orthopaedic Hospital in Birmingham,
chair of trustees of Act for Cancer, and Pro-Chancellor of Aston University.

Professor Gary Crowe, non-executive director
Gary was most recently a university professor of Innovation
Leadership at Keele University Management School. He
previously held senior commercial positions in strategy, business
transformation and risk & financial management as a director and
management consultant in the financial services sector.
Gary holds a number of external board appointments,
and has served as an independent non-executive director with
another NHS trust since 2015. He is a qualified chartered banker and fellow of a
number of professional organisations and learned societies.

James Fleet, chief people officer
James joined the Trust as interim director of strategy and
transformation in January 2020 before being appointed as chief
people officer in March 2020. He has over 20 years’ experience in
designing, delivering and leading major healthcare improvement.
This has included work on transformation strategies and
interventions for a wide range of NHS organisations and systems
across the UK.
James is an experienced healthcare director, having held leadership
roles within the NHS, before becoming director for a leading healthcare advisory
service. Most recently James co-founded Four Eyes Insight Ltd, where he was the
executive lead for their national team of transformation specialists, supporting NHS
organisations to optimise clinical and workforce capacity.
James has a robust knowledge and experience of the regulatory framework, having
worked closely with the regulatory bodies at national and regional levels.
A Fellow of the Chartered Institute of Personnel and Development, James has
worked with a wide range of NHS executive teams and boards, to advise and guide
them in developing and implementing far-reaching strategic change and
improvement across clinical, quality, performance and workforce measures. James
is passionate about harnessing clinical engagement, organisational development
and workforce transformation, as key levers for sustainable change within providers
and wider systems.
James also led a national two-year clinical productivity programme with NHS
England/Improvement, which involved more than 100 NHS provider Trusts.
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Julian Hobbs, medical director
Julian joined the Trust from The Royal Liverpool University
Hospital where he had been deputy medical director. Julian is
also a deputy medical director and leads on mortality for Cheshire
and Merseyside area team at NHS England.
Julian is a consultant cardiologist by background and has worked
at Liverpool Heart and Chest Hospital alongside his current roles.
He has had extensive experience in medical management roles for several years.

Jonathan Hodgkin, non-executive director
Jonathan is an economist by training and has extensive
experience of working at the interface of the public and private
sectors as a consultant, regulator and company director in the
utilities sector. He has held many director positions throughout his
career.
As a business consultant Jonathan has advised governments,
regulators and companies around the world on industry restructuring, strategy and
regulation.

Catherine Holland, non-executive director, senior independent NED
Catherine is a writer, speaker, coach/mentor and facilitator,
developing the practice of senior leaders.
She is an associate consultant with Amara Collaboration, a
contributing author to Street Smart Awareness and Inquiry in
Action, and co-designer and facilitator in transformational
leadership development retreats. She is a member of the Golden
Egg Academy.
A former social worker, trainer and assistant director in social services, Catherine
worked for 14 years in the Probation Service, first as a director for corporate services
and later as chief executive of Staffordshire and West Midlands Probation Trust
(SWM Trust), the second largest probation trust in the UK.
Catherine designed and led West Midlands Probation through a successful
performance and culture turnaround programme, and project managed the merger
with Staffordshire Probation, the new trust going on to be recognised for excellence
and awarded four stars by the British Quality Foundation.
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She led SWM Probation Trust through extensive and challenging changes brought
about by the Government’s Transforming Rehabilitation programme, becoming chief
executive of Staffordshire and West Midlands CRC, and later the newly-formed
Reducing Reoffending Partnership.

Liz Hughes MBE, non-executive director
The Dudley Group welcomed Liz to its board in December 2019.
Liz is deputy medical director for Health Education England and
a consultant in chemical pathology and metabolic medicine at
Sandwell and West Birmingham Hospitals Trust and honorary
professor at both the University of Birmingham and University of
Aston and visiting professor at Worcester University.
Professor Hughes established the physician associate role in the NHS, a role that
many hospitals now have within their workforce, securing the first ever non-medical
faculty at the Royal College of Physicians. She is proud that when it first began in
2015 there were 183 and now there are just over 2,000 physicians associates
employed in the NHS.
Medical education and training is a passion for Professor Hughes who has also
established a GP training scheme with the Chinese government and developed
speciality medical training within the Middle East.
Liz is a national expert in the treatment of inherited lipid disorders and is one of the
founder members of the national charity HEARTUK with which she has worked
extensively with multi professional healthcare professionals and patients.
In 2016, the aviation profession honoured Liz for her contribution towards training
doctors in aerospace-related medicine. She was the winner of the Improving Safety
in Medicines Management category in the Patient Safety Awards 2013. She has held
a number of national roles including chair of Academic Careers and Research
Evidence on behalf of Health Education England.
She chairs the Quality and Safety Committee.
Tom Jackson, director of finance
Tom is a career NHS finance professional with nearly 30 years’
service. For the last 11 years he has operated at board level in
a range of organisations including community, acute, primary
care and commissioning.
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A Fellow of the Chartered Institute of Public Finance, Tom is motivated by adding
value and transformation to his finance leadership role.

Ian James, associate non-executive director
Ian trained first as a geologist before heeding the call of public
service and qualifying as a social worker in Nottingham in 1985
and working as a welfare rights worker for a community
learning disability team with Nottinghamshire County Council.
He worked in North Wales for 14 years for Clwyd and Wrexham
Councils in a variety of roles before becoming chief officer for
Children and Young People’s Partnerships. He was instrumental in implementing the
responses to the Waterhouse Tribunal of Inquiry into Abuse of Children in Public
Care in 1998.
In 2002 he moved to the West Midlands, working first for Birmingham City Council
where he led work to devolve services to the city’s 11 constituencies as well as
service improvement programmes for neighbourhood advice and benefits services
and homelessness services.
He has also worked in Staffordshire where he established and became director of
the Joint Commissioning Unit before becoming director of Communities and Adult
Social Care for Solihull Council between 2012 and 2016. He was the West Midlands
regional chair of ADASS from 2013 to 2016. Since 2016 he has worked for the
Local Government Association as a care and health improvement adviser
specialising in health and care and wellbeing system leadership.

Karen Kelly, chief operating officer
Karen joined us in January 2018 from Barnsley Hospital NHS
Foundation Trust where she held the post of director of operations.
A graduate of Keele University, Karen qualified as a nurse in 1993
and worked for more than 20 years at the University Hospital of
North Staffordshire. She became part of the transformation team
tasked with turning around Mid Staffordshire NHS Foundation Trust, becoming head
of nursing there in 2010. Following this, she held the post of medical nurse director,
followed by deputy director of operations at The Royal Liverpool and Broadgreen
University Hospital Trust.
Karen is passionate about quality of care being delivered that ensures our patients
are safe.
48

Richard Miner, non-executive director
Richard is a chartered accountant by background and chairs
the Audit Committee. Having joined the Trust in 2010, he is
also a member of the Finance and Performance committee,
the Digital Trust and Technology Committee and sits on the
board of Dudley Clinical Services Limited.
A former partner in national accounting firm PKF (now part of
BDO), he was also group finance director at LPC Group plc, at
one time the largest independent tissue manufacturer in the UK.
Richard first became involved with the NHS in 2006 as a non-executive director of
Birmingham East and North PCT where he chaired the audit committee and world
class commissioning working group.
He is currently a director of Enterprise FD Limited, a provider of flexible and interim
finance directors to entrepreneurial and ambitious organisations. This also includes
his role as finance director with Open Study College, one of the leading providers of
distance learning materials.

Liam Nevin, Trust secretary
Liam joined as Trust secretary in August 2019. He has
worked in public services for more than 30 years in a variety
of roles and has spent the last five years working in further
education as company secretary, prior to which he was a
director of law for two different local authorities.
Liam is a qualified solicitor of 20 years’ standing with approximately 14 years spent
in senior governance roles. He is also professionally qualified through the Chartered
Institute of Housing.

Vij Randeniva OBE, associate non-executive director
Vij is an experienced non-executive director within the health
service. He is deputy chairman of Birmingham Women’s and
Children’s NHS Foundation Trust and sits on the governing
body of Aston University.
Vij is a trustee of the Royal Society for Public Health and former
chief fire officer for West Midlands Fire Service.
Vij has substantial experience of large-scale project management, leadership and
change management. Vij was awarded the OBE in 2006.
49

Mary Sexton, chief nurse
Mary joined the Trust as interim chief nurse in January 2019
and became substantive in November 2019. An experienced
corporate lead for nursing, quality and governance, she brought
with her more than 12 years’ experience at executive level.
She joined us from North Middlesex University NHS Trust
where, as interim director of nursing and midwifery, she
reviewed the complaints and PALS process reducing overdue complaints by 60 per
cent. She also provided robust oversight of the nursing taskforce resulting in an
improved nursing and midwifery workforce and management of spend.
Mary, who began her career as a staff nurse at East Surrey Hospital in 1983, has
worked in a variety of settings including acute, community and mental health at local
and regional level.
An honorary professor for the School of Health and Education at Middlesex
University, she has extensive experience in service transformation and professional
standards and acts as a specialist professional advisor with the Care Quality
Commission (CQC).

Adam Thomas, chief information officer
Adam rejoined the Trust in 2009 and brings more than 15
years of NHS experience in clinical and senior management
positions to his executive role.
A graduate of Aston University, Adam qualified as a pharmacist
and proceeded to undertake post-graduate qualifications in
clinical pharmacy and independent prescribing, sustaining a
clinical commitment in medical oncology at The Dudley Group since 2010.
After leading a number of healthcare IT projects, he took a career move to IT in 2016
where, as part of the senior leadership team, he has delivered a programme of
digital transformation and enhancement including the Trust’s strategic electronic
patient record (EPR), Sunrise.
Adam takes responsibility for the commercial IT function that generates revenue for
reinvestment in the Trust.
As a strong advocate for connected care systems, over the past two years Adam has
led on the delivery of population health management solutions for the Dudley
healthcare economy, linking the hospital with GPs across the borough. Established
as a digital leader within the region, from prior roles as digital strategy director and
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deputy chief information officer, he continues to support MCP and STP digital
strategic agendas.

Diane Wake, chief executive
A registered nurse by background, Diane joined The Dudley
Group NHS Foundation Trust in April 2017 from Barnsley
Hospital NHS Foundation Trust where she was chief executive
from 2013.
Diane has extensive experience in both clinical and leadership
roles. She trained as a nurse between 1984-1987 and has a
comprehensive background in nursing, occupying senior nurse leadership positions
in surgical specialties of urology, colorectal, vascular and breast.
She became a general manager and from this joined Mid Yorkshire Hospitals as a
deputy chief nurse. She then joined the Royal Liverpool University Hospitals as chief
nurse and chief operating officer from 2007-2013. She was interim CEO in 2012-13.
Diane was then appointed chief executive of Barnsley Hospital Foundation Trust and
was chair of the Northern Burn Care Network.
She has a passion for patient safety and high quality care and has knowledge and
expertise in implementing robust governance processes.

Lowell Williams, associate non-executive director
Lowell was chief executive officer of Dudley College of
Technology from 2008 until 2009 and led the college to an
Ofsted Outstanding rating in the 2017 inspection.
In January 2018, he was named as one of seven
appointments to the Government’s advisory group, the
National Leaders of Further Education, which is made up of
principals from colleges who have been rated good or outstanding.
Lowell led the creation of Dudley’s Academies Trust.
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Board of directors’ attendance

Position

Name

Commencing End

Board
meeting
attendance
out of 11

Chief Executive

Diane Wake

03/04/17

10

Director of Finance

Tom Jackson

01/02/18

11

Chief Operating Officer

Karen Kelly

02/01/18

10

Medical Director

Dr Julian Hobbs

02/10/17

10

Chief Nurse

Mary Sexton

28/01/19*

11

Director of Workforce

Andrew McMenemy

01/08/16

Chief People Officer

James Fleet*

02/01/20

Director of Business &
Transformation

Natalie Younes***

25/09/17

Chief Information Officer

Adam Thomas***

01/09/19

9

Trust Secretary

Liam Nevin***

19/08/19

6 (from 6)

Chairman (Interim)

Dame Yve Buckland 20/05/19

19/05/21

10 (from 10)

Chairman

Jenni Ord

01/01/16

30/04/19

1 (from 1)

Non-executive Director

Dr Liz Hughes

15/11/19

15/11/21

2 (from 4)

Non-executive Director

Julian Atkins

04/01/16

31/12/21

11

Non-executive Director

Richard Miner

01/05/12

30/09/20

11

Non-executive Director

Catherine Holland

01/09/18

01/09/21

10

Associate non-executive
Director

Lowell Williams**

01/12/19

01/12/20

3 (from 4)

Non-executive Director

Prof Gary Crowe

01/07/19

01/07/22

7 (from 8)

Associate non-executive
Director

Vij Randeniya**

07/11/19

07/11/20

4 (from 5)

Non-executive Director

Jonathan Hodgkin

01/04/18

31/03/21

10

Associate non-executive
Director

Ian James

01/07/19

01/07/20

7 (from 8)

01/01/20

10
1 (from 1)

30/11/19

2 (from 7)

*Mary Sexton became substantive chief nurse on 29/11/19, James Fleet joined in January 2020 as Interim
Director of Strategy & Business Transformation before being appointed as substantive 1/03/20, Adam Thomas
became interim Chief Information Officer 01/04/19
** Associate non-executive directors are non-voting ***denotes non-voting
Notice periods - the notice period for all executive directors is 3 months. Non-executive directors do not have a
notice period.
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Audit committee
During the year, the audit committee operated in accordance with its responsibilities
as set out in its terms of reference, which included:


To agree the audit plan, audit fee and approach (including areas of risk,
fraud risk, misstatement and materiality), and received findings of the
external auditor in relation to the financial statements, value for money
opinion, the Quality Accounts (where applicable), the report to those
charged with governance and to consider the implications of and
management’s responses to their work. More specifically, the audit committee
considered the auditor’s identified significant risks as part of their plan in
relation to fraud in revenue and expenditure recognition, management
override of controls, the valuation of property, financial sustainability and use
of resources/value for money. It has commented on its approach and attitude
to fraud to the external auditor.



To receive and approve the Annual Report and Accounts, in particular the
Trust board’s assessment of Going Concern which is set out on page 21, and
the assessment of the impact of COVID-19 which is considered in the Annual
Governance Statement.



To review, monitor the integrity (including the application of accounting
principles and policies) and approve the financial statements and other
reports when delegated by the board or in conjunction with the board and to
provide assurance to the board.



To review the systems which underpin the Trust’s reporting including the
establishment and maintenance of an effective system of integrated
governance (including budgetary control), risk management and internal
controls (including counter fraud measures) across the whole of the Trust’s
activities, both clinical and non-clinical, that supports the achievement of the
Trust’s objectives and in so doing;



To ensure that there is an effective internal audit and Local Counter Fraud
function that meets Government Internal Audit Standards and that provides
appropriate independent assurance to the Audit Committee, chief executive
and Trust board.

The key issues that the Audit Committee considered during the year were in relation
to the following:
•

Internal Audit identified some internal control weaknesses in regard to audits
in the areas of discharge management, radiology, sickness absence,
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•

•

business intelligence, CQC progress review and rostering. Management
have implemented action plans in respect of each of these areas and
progress on the implementation of the recommendations of Internal Audit is
being overseen by the Audit Committee.
The process by which the Board Assurance Framework is updated was
considered and challenged during the year, resulting in improvements being
made to provide greater analysis and oversight of key risks.
The progress of the Trust’s Clinical Audit programme against the plan was
considered during the year to receive assurance that quality improvement and
outcomes were being checked and monitored.

In each case the Audit Committee considered the information and explanations from
management, and sought assurance that actions were put in place to address the
issues raised. More detail on some of these areas is included in the Annual
Governance Statement.
The external auditor, PriceWaterhouseCoopers LLP (“PwC”) provides a progress
report to each Audit Committee meeting set against the audit plan. The Audit
Committee measures the effectiveness of the external audit process, its timing and
outputs against this plan. The external auditor is appointed by the Council of
Governors for a maximum five year term following a competitive tender process
against a set of quality and value for money criteria and following the
recommendation of a tender committee which includes executive, non-executive and
governor representation. PwC’s five year term expires at the completion of financial
and other reporting for the year ended 31st March 2020. The most recent tender
process in 2019 has overseen the appointment of Grant Thornton in PwC’s stead
and their work commences in respect of the 2020/21 year.

Audit Committee membership
Richard Miner

Attendance

Jonathan Hodgkin

Non-executive Director
(committee chair)
Non-executive Director

Gary Crowe

Non-executive Director

2/2

Lowell Williams

Non-executive Director

0/1

Julian Atkins

Non-executive Director

4/4

Tom Jackson

Director of Finance

4/4

Gilbert George

Interim Director of Governance

1/1

Liam Nevin

Board Secretary

2/2

4/4
3/3

In attendance
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Signed on
22nd June 2020
Diane Wake
Chief Executive

Remuneration Report
Annual statement on remuneration (Information not subject to audit)
The Appointments and Remuneration 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 audit
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.
Interview panels for executive director appointments are usually made up of existing
directors, governors and external stakeholders. The committee determines the
appropriate levels of remuneration for the executive directors. Remuneration levels
are normally determined by reference to such factors as those applying in equivalent
organisations in the NHS, changes in responsibility, performance, salary increases
agreed for other NHS staff and guidance issued by the Secretary of State.
During the year, substantive appointments were made for the posts of chief
information officer, chief nurse, Trust secretary and chief people officer.
For the purpose of the Annual Report and Accounts, the chief executive has agreed
the definition of a "senior manager” to be voting executive and non-executive
directors only.
Evaluation of the Trust Board
Executive directors were set objectives and were evaluated by the chief executive as
part of the annual appraisal process and the chief executive’s own performance was
evaluated by the chairman. The non-executive directors’ objectives were set by the
chairman and their evaluation was carried out by the chairman. Objectives were set
by the senior independent director for the chairman as part of the evaluation
process.
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Senior manager remuneration policy
(Information not subject to audit)
Remuneration for executive directors does not include any performance-related
elements and there are no plans for this in the future. No significant financial awards
or compensation have been made to past senior managers during the reporting
period. There is no provision for the recovery of sums paid to directors or for
withholding payments of sums to senior managers. Senior managers' service
contracts do not include obligations on the Trust which could give rise to or impact
on remuneration payments for loss of office. Senior managers' individual service
contracts mirror national terms and conditions of employment and include notice
periods and any termination arrangements. In the event of a contract being
terminated, the payment for loss of office will be determined by the Nomination and
Remuneration Committee. Payment will be based on contractual obligations.
Payment for loss of office will not be made in cases where the dismissal was for one
of the five 'fair' reasons for dismissal.
In setting the remuneration policy for senior managers, consideration was given to
the pay and conditions of employees on Agenda for Change. The Trust uses
benchmarking data to ensure all salaries, including those over £150,000, are
reasonable and provide value for money. Executive and non-executive colleagues
did receive a cost of living rise of 1.32 per cent in 2019/20 plus a one-off payment of
0.77 per cent. The Trust has not consulted with employees when determining the
senior managers' remuneration.
Yve Buckland
Remuneration and Nomination Committee Chairperson

Nomination and remuneration committee
(Information not subject to audit)
The Nomination and Remuneration Committee is a sub-committee of the board and
holds at least one meeting per year. During 2019/20, it held three meetings and
attendance at meetings were as below. Executive directors also attend the
Nomination and Remuneration Committee on occasion. 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 has an Equal Opportunity and Diversity Policy in place which was ratified
in January 2020 and covers all aspects of the Trust’s business.
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Nomination and remuneration committee

Attendance

Julian Atkins

Non-executive Director

3

Yve Buckland

Non-executive Director

2/2

Gary Crowe

Non-executive Director

1/2

Jonathon Hodgkin

Non-executive Director

3

Catherine Holland

Non-executive Director

2

Liz Hughes

Non-executive Director

0/1

Ian James
Richard Miner

Associate non-executive
Director
Non-executive Director

Jenni Ord

Non-executive Director

Vij Randeniya

Associate non-executive
Director
Associate non-executive
Director

Lowell Williams

2 /3
3
1/1
1/1
1 /1

Future policy table – executive directors
This sets out the Trust’s policy for future remuneration of senior managers.
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Non executive directors
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Information subject to audit
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Information subject to audit
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Governor and director expenses
(Information not subject to audit)
During 2019/20, 17 individuals (2018/19, 16) were executive or non-executive
directors for the Trust. Of these, 14 (2018/19, 13) received expenses in the reporting
period and the aggregate sum of expenses paid was £22,119.72 (2018/19,
£17,086.29). In addition, 25 individuals (2019/20, 25) were governors for the Trust.
Of these, 5 (2018/19, 1) received expenses in the reporting period and the aggregate
sum of expenses paid was £862.81 (2018/19, £7.20).

Better Payment Code of Practice
The Better Payment Code of Practice 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 later.
The Trust experienced a difficult financial year where it was required to carefully
manage its working capital. This resulted in a reduction in its performance against
the Better Payment Code of Practice.

2019/20
Number
Total non-NHS trade invoices paid in the year 49,550
Total non-NHS trade invoices paid within
target
13,541
Percentage of non-NHS trade invoices paid
within target
27%

2019/20 2018/19
£000
Number
214,678 60,872

2018/19
£000
210,885

137,237

32,702

168,317

64%

54%

80%

The Trust can confirm that is 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.
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Staff report
About our employees
The Trust employs 4,708 substantive and 429 fixed term contract staff (as at 31st
March 2020).
In this section you will find a breakdown of the workforce profile, staff in post during
the year and information about how the Trust promotes equality and diversity and
how it engages with its workforce.
An analysis of workforce statistics indicates they are comparable with the local
Dudley population. The higher proportion of female workers to male is typically
reflected across other combined acute and community trusts.

63

Staff in post

Staff Group

FTE

Headcount

Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Healthcare Scientists
Medical and Dental
Nursing and Midwifery Registered
Grand Total

186.50
991.25
929.18
327.07
47.84
489.91
1519.19
4490.94

206
1169
1054
392
53
510
1753
5137

FTE – full time equivalent

Sickness absence data*
Sickness absence data for the first three quarters of 2019/20 can be found below,
however quarter four will be published by NHS Digital: https://digital.nhs.uk/dataandinformation/publications/statistical/nhs-sickness-absence-rates
Q1: 4.84%
Q2: 4.74%
Q3: 5.21%
Q4: 4.94%
*excluding COVID-19 absence data

Equality and diversity
The Trust has participated in the NHS Employers diversity programme for a second
year, alongside joining the Stonewall champions programme which will continue to
support progress on being a Trust that values diversity and inclusion.
The Trust started an inclusion group this year and this is now diversifying into
networks that support different elements of the protected characteristics. These
networks will further focus on peer-to-peer support, raising awareness and providing
a critical eye to the Trust’s policies and processes.
The Board of Directors continue to monitor the Trust activities to promote diversity
and inclusion through the Workforce and Staff Engagement Committee. This
includes the delivery of the Workforce Race Equality Standard (WRES), Workforce
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Disability Equality Standard (WDES), gender pay gap reporting and any areas
identified for action including continued work on access to training, promotion and
raising awareness.
Throughout 2019 the Trust celebrated diversity and inclusion by raising awareness
of religious celebrations, attending Birmingham Pride and celebrating Black History
Month. These activities all encourage participation and raise awareness of the
importance of diversity and inclusion within the workplace.
All staff are required to complete a module on equality and diversity through the
Trust’s mandatory training programme which includes learning disability and autism
awareness. All new employees complete this training as part of their induction into
the Trust. The Trust has also introduced more training for managers focusing on
being inclusive, compassionate leaders.
The Dudley Group is subscribed to the Disability Confident scheme which is a
national standard that recognises it is positive about employing people with
disabilities; it provides a guaranteed interview for those with a disability who meet the
job criteria. The Trust also reviews its recruitment process regularly to ensure it
follows best practice and is a fully inclusive employer.
Annually, the Trust publishes workforce data to support it in reviewing how well it is
representing the local area and ensuring it promotes employment and development
opportunities to all. Information on the Trust’s gender pay gap can be found at
https://gender-pay-gap.service.gov.uk/
At 31st March 2020, the Board of Directors comprised 10 non-executive directors
including the chair and eight executive directors. Of the total six are female and 12
are male. Of the Trust, 4313 (81.70 per cent) staff are female and 966 (18.30 per
cent) are male, 18.22 per cent are BAME (Black, Asian and minority ethnic) and 69.8
per cent white.
Note 5.3 Average number of employees (WTE basis)

Medical and dental
Ambulance staff
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
Healthcare science staff
Social care staff
Other
Total average numbers

Total
Permanent
Other
Total
Permanent
Other
Accounts
Accounts
Accounts
Accounts
Accounts
Accounts
31 Mar 2020 31 Mar 2020 31 Mar 2020 31 Mar 2019 31 Mar 2019 31 Mar 2019
2019/20
2019/20
2019/20
2018/19
2018/19
2018/19
No.
No.
No.
No.
No.
No.
553
0
950
1,435
1,698
11
304
0
0
0
4,951

484

69

903
1,297
1,499
11
242

47
138
199
0
62

4,436

515

WTE – whole time equivalent
Average numbers include locums, agency and bank staff
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529
0
913
1,392
1,604
21
339
0
0
0
4,798

478

51

876
1,269
1,467
21
251

37
123
137

4,362

436
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Employee Expenses
Permanent
Other
Total
Total
Employed
31 Mar 2020 31 Mar 2020 31 Mar 2020 31 Mar 2019

Salaries and wages
Social security costs
Apprenticeship levy
Pension cost - employer contributions to NHS pension scheme
Pension cost - employer contributions paid by NHSE on provider's behalf
Pension cost - other
Other post employment benefits
Other employment benefits
Termination benefits
Temporary staff - external bank
Temporary staff - agency/contract staff
NHS charitable funds staff
TOTAL GROSS STAFF COSTS
Recoveries from DHSC Group bodies in respect of staff cost netted off expenditure
Recoveries from other bodies in respect of staff cost netted off expenditure
TOTAL STAFF COSTS

Permanent
Other
Employed
31 Mar 2019 31 Mar 2019

2019/20
£000

2019/20
£000

2019/20
£000

2018/19
£000

2018/19
£000

2018/19
£000

188,418

186,494

1,924

177,402

2,288

2,288

17,627

17,627

0

16,809

0

0

933
20,478
8,886
70
0
0
0
0
13,511
53
249,976
0
0
249,976

933
20,478
8,886
70
0
0
0
0
0
53
234,488
0
0
234,488

0
0
0
0
0
0
0
0
13,511
0
15,435
0
0
15,435

866
19,386
0
48
0
0
0
0
13,655
46
228,212
0
0
228,212

0
0
0
0
0
0
0
0
13,655
46
15,943
0
0
15,943

0
0
0
0
0
0
0
0
13,655
0
15,943
0
0
15,943

Staff health and wellbeing
Supporting our staff to be healthy at work is more important than ever, with rising
sickness absence levels due to mental health issues and coronavirus. This year we
have developed a range of activities to further support our people. These are
alongside the core health and wellbeing service which undertakes pre-employment
health assessments, immunisations and vaccinations, health surveillance, treatment
and follow up of inoculation injuries/sharps injuries, in-employment health
assessments and health checks. We also provide management referrals and
ongoing support to make sure that our colleagues are safe and well to deliver care to
our patients.
Our mental health support for colleagues has grown in 2019/2020. The range of
support that we offer staff with mental health issues includes:
•
•

•
•
•

Access to work mental health service delivered by Remploy, which offers
independent 1:1 confidential mental health support/vocational support.
Confidential telephone and virtual counselling by an Employee Assistance
programme which supports colleagues not only with work-related
stress/anxiety, but with any issues causing our colleagues concern, including
financial worries. It also offers legal advice. This service has been upgraded
to include face to face counselling, which will commence when COVID-19
social distancing measures allow.
Face-to-face counselling offered by a Trust-employed counsellor.
Telephone helpline for advising and supporting colleagues with queries
relating to COVID-19, 12 hours a day, seven days a week.
Planned provision of alternative therapies to Trust staff, including reflexology
and aromatherapy among others, subject to COVID-19 social distancing
measures being lifted or sufficiently relaxed.
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In addition to the above support, we have also been signposting colleagues to other
sources of free support for NHS Employees, including among others:
• NHS Practitioner Health, an external organisation that provides mental health
and addiction support to doctors, dentists and other health professionals.
• A free wellbeing support helpline, 0300 131 7000, available from 7am-11pm,
seven days a week, providing confidential listening from trained professionals
and specialist advice, including coaching, bereavement care, mental health
and financial help.
• A 24/7 text alternative to the aforementioned helpline.
• Online peer-to-peer, team and personal resilience support including through
Silver Cloud and free mindfulness apps such as Unmind, Headspace, Sleepio
and Daylight.
Our dedicated physiotherapy service for our teams was expanded in 2019/2020 and
provides access to fast track physiotherapy to support colleagues who have
identified a musculoskeletal problem. It also has a drop-in service to allow access for
colleagues with acute issues.
Access to occupational physician support has been increased in the interim.
We are planning to increase the resources of the Staff Health and Wellbeing Service
in the medium to long term, including clinical and administrative staffing levels and
premises used to deliver the service.
The Staff Health and Wellbeing Service took over the testing of staff for coronavirus,
with effect from Friday 1st May 2020. During coronavirus, the service also arranged
free professional haircuts for staff on Russells Hall Hospital premises.
The Staff Health and Wellbeing team supported the HR advisors with sickness
absence training for managers. This included how and when to make a management
referral for their staff.
It also partnered with Solutions for Health, to deliver health checks to Trust staff.
Monthly menopause workshops had been planned but had to be suspended due to
the coronavirus outbreak. These will commence at an appropriate time in the future.
We are also promoting healthy eating and further initiatives have been undertaken to
improve access to healthy food choices in the Trust premises. This includes
increasing the healthy eating options by limiting snacks with high sugar, fat and salt
content; removing promotions on unhealthy foods and snacks and removing foods
and drinks high in sugar, salt or fat from till points.

67

Access to physical activity continues to be available through improved staff access to
the Action Heart gym at the Russells Hall Hospital site. We have a regular yoga
class for staff to attend as well as a cycle group who promote cycling and our cycle
to work scheme. Continuing our work to support staff to become healthier, we
became a Smoke Free Trust in June 2019 and partnered with an external agency to
provide smoking cessation support.
The annual flu vaccine campaign was delivered between October 2019 and
February 2020 to all staff, with a particular focus on clinical staff. The Staff Health
and Wellbeing Service delivered the training for peer vaccinators for the flu
campaign and provided a drop-in vaccination service. We are really pleased that we
exceeded our target of 80 per cent of frontline staff receiving the vaccine, showing
just how much they want to protect themselves, their patients and their families.
NHS Staff Survey 2019
The NHS staff survey is conducted annually. From 2018 onwards, the results from
questions are grouped to give scores in 10 indicators. The indicator scores are
based on a score out of 10 for certain questions with the indicator score being the
average of those.
The response rate to the 2019 survey among Trust staff was 43 per cent which is a
significant improvement on the previous two years (2018: 36.1 per cent). The
national response rate for acute and community combined trusts was 50 per cent.
There are a number of areas where scores have improved when compared to 2018.
These include reducing violence and staff knowing how to report it and what learning
has been taken from the incidents. The safety culture is improving and that is largely
due to focused improvement plans throughout the year including promoting learning
from positive events (GreaTix) and learning from incidents in an open and honest
culture. However, we are committed to continue to drive improvements in these
areas.
The survey has also highlighted issues which we continue to address through clear
and robust recovery and quality improvement activity, including drawing on the
capacity and expertise of our Dudley Improvement Practice colleagues. Furthermore,
we will focus greater attention on a wide ranging programme of staff engagement
and culture activity, as well as increasing executive visibility within the organisation.
Scores for each indicator together with that of the survey benchmarking group (acute
and community trusts) are presented below.
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2019/20

2018/19

2017/18

Trust

Benchmarking
Group

Trust

Benchmarking
Group

Trust

Benchmarking
Group

9

9.2

9.1

9.2

9.1

9.2

Health and
wellbeing

5.5

6.0

5.7

5.9

5.9

6

Immediate
managers

6.6

6.9

6.8

6.8

6.7

6.8

Morale

5.7

6.2

5.7

6.2

Quality of
appraisals

5.3

5.5

5.5

5.4

5.5

5.3

Quality of care

7.2

7.5

7.1

7.4

7.3

7.5

Safe Environment
– Bullying and
harassment

7.7

8.2

7.9

8.1

8.3

8.1

Safe environment
- violence

9.5

9.5

9.4

9.5

9.4

9.5

6.5
6.7

6.8
7.1

6.4
6.7

6.7
7

6.8
7

6.7
7

Equality,
diversity and
inclusion

Staff culture
Staff engagement

Plans for 2020/21
The survey results have identified areas of improvement, especially around the way
our staff feel about and experience their working lives, as reflected in some of the
staff engagement and morale based themes and questions. We will work
collaboratively with staff and staff organisations, to co-design a high impact action
and improvement plan based around the key themes – morale, management and
behaviours. Plans for 2020/21 will be developed and driven by our people, who will
feel empowered to make local improvements and be supported by their leaders to
make The Dudley Group a great place to work.
Our main areas for focus during 2020/21
•
•

•

•

Bullying and harassment – take direct action to call out negative behaviours
and redefine the approach and use of our behaviour charter.
Inclusion – have a fresh approach by launching a programme of inclusion
networks, working alongside Stonewall to become an LGBT+ diversity
champion, to engage and support staff from all backgrounds.
Management and leadership -– accelerate the pace and scale of leadership
development, as well as establishing an accreditation programme for
managers and leaders across the Trust.
Quality of appraisals – invest further in the development of our managers,
giving them the tools and skills they need to support and nurture our people in
the best possible way.
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•

Morale – offer a higher level of direct support to individuals and the team, to
address clear cultural challenges, which undermine efforts to create a happy
and healthy workplace.

Staff Friends and Family Test
Throughout the year, we continuously monitor how staffs feel about working at the
Trust through two questions:
1. How likely are you to recommend the Trust to friends and family if they
needed care or treatment?
2. How likely are you to recommend the Trust to friends and family as a place to
work?
During 2019/20, more than 2500 staff took the time to tell us what they thought about
working at the Trust and these comments and scores are used to inform the strategy
for staff engagement, alongside the staff survey and ‘Make it Happen’ events.
On average 84.4 per cent (68 per cent in 2018/19) of staff would recommend the
Trust as a place to work and 89.6 per cent (83 per cent in 2019/20) would
recommend for care and treatment.
Engaging with our workforce and communities
Good communication and engagement across the Trust is a priority to ensure
colleagues, patients and the public know what is happening in the Trust. We use
many different channels to engage our workforce and community in service
development. We have held a number of service away days during 2019/20 to
concentrate on service level quality improvement.
The Trust is committed to working in partnership with its employees to maximise its
potential to deliver against its business objectives, through robust arrangements for
joint working which include consultation and negotiation. We appreciate the need for
collaborative working on the underpinning aims and values to ensure exemplary
practice in the employment and treatment of staff. The Trust recognises the
importance of proper representation by recognised trade unions and we are
committed to involving and engaging with Staff Side, trade unions and staff through
our Joint Negotiating Committee to ensure that we maintain effective workplace
employee relations.
Dudley Improvement Practice
The Dudley Improvement Practice (DIP) provides staff with the capability and
confidence to solve problems and continually improve the services they are
passionate about. Empowering staff to overcome their own service improvement
obstacles and retain the ownership of these challenges increases job satisfaction,
motivation and pride in work.
70

The goal is that by July 2021, the Trust will have the capability and capacity to be
self-sufficient in applying the methodology and that a culture of continuous
improvement will have started to develop. The improvement practice will be
sustainable, continually aligned to deliver Trust strategy and every member of staff
will know how to apply the method or seek support to do so in their own departments
and service areas.
In its first year, DIP has proven the efficacy of the approach in supporting teams with
improvement activity and has been broadly accepted as the Trust’s long-term
method for continuous improvement. The method and implementation continues to
evolve as we learn from experience with the other trusts in the national cohort and
the NHS England / Improvement central team.
In year one DIP supported six teams to deliver quantifiable improvements in their
department and ran three, five-day improvement events. Teams in ophthalmology,
ward C3 and emergency theatre gained a thorough understanding of the DIP
method, applied it to make improvements in their areas and maintained continuous
improvement momentum following the events.
The activity to date has also had a significant positive effect on team working, morale
and motivation which has been quantified by using a subset of Staff Survey
questions.
There are now plans to increase the DIP resource in order to ramp up the scale of
implementation in years two and three. The delivery targets for DIP are designed
around supporting the proven value stream approach where improvement activity is
structured around end-to-end clinical pathways.
Put on hold due to COVID-19, work on the gastrointestinal pathways will be
rescheduled and will consist of one value-stream analysis event and five
improvement practice events over the course of a year. This will increase to two
concurrent value streams in subsequent years.
The Hub
The Hub is the Trust’s intranet and enables us to share news and updates with all
our staff. This includes health campaigns, finance information, workforce and
recruitment updates. It shares successes such as award wins and innovations, and
alerts staff to any operational changes.
The Hub is also the central repository for all clinical and non-clinical procedural
documents, links and essential information.
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Team Brief
Led by the chief executive each month, this face-to-face event enables staff to
receive updates on Trust performance and developments, and to ask questions of
the executive directors.
Live Chat
Again led by the chief executive at least once a month, Live Chat is a very popular
online forum for staff to put questions and to receive an immediate response from
the senior management team.
Healthcare Heroes
Healthcare Heroes is an opportunity to recognise and reward the great work of our
teams, individuals and volunteers. Staff and patients put in nominations each month
and the winners, chosen by the chief executive, are paid a surprise visit and
presented with a certificate and prize. We share the success through videos on our
social media channels as well as on The Hub and in Team Brief.
Patient Safety and Experience Bulletins
We continue to engage clinicians with important patient safety and experience
information through weekly email bulletins on specific themes.
Committed to Excellence
Committed to Excellence continues to grow and grow as our big annual event, with
20 awards presented in our gala presentation evening. Staff, patients and the public
nominate people for outstanding achievement with winners honoured at the ‘Oscars’
style celebration.
Make It Happen Events
Once a quarter we go out and about talking to our staff about their experiences of
working for The Dudley Group. Over a tea trolley we chat about how we can improve
our working environment, which helps to formulate our people strategy.
Long Service Awards
We feel that 10, 25 and 40 years are big milestones in an NHS career and so in
2019 changed our Long Service Awards to reflect not just service with The Dudley
Group but within the NHS. Staff who have notched up 10 years receive a badge and
certificate. Those who have worked in the NHS for 25 and 40 years have their
service celebrated at an annual ceremony.
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Social media
We have a strong social media presence and regularly post news about the Trust,
events, our services and health advice on Facebook and Twitter. We actively
encourage staff to engage with us on Twitter and several departments have set up
their own Twitter accounts during 2019. We have more than 10,000 total page
followers on Facebook and nearly 5,000 followers on Twitter.
Health and safety
The Trust is committed to providing exemplary standards of care to its patients and a
safe working environment for its staff to accomplish this. The Health, Safety and Fire
Team focus on all issues related to work activities and the environment in which they
are provided, ensuring that the Trust complies with our statutory obligations under
the Health and Safety at Work Act and associated legislation and guidance.
During 2019/20 the Trust concentrated again on fire safety, specifically around the
safety of the North Block area of the Russells Hall Hospital site, coupled with antiligature assessments and display screen equipment assessments.
A number of policies have been updated to ensure compliance with regulatory and
local governance policies.
The Health, Safety and Fire Team has also been heavily involved in the response to
the COVID-19 outbreak providing specialist advice and guidance in relation to
appropriate personal protection equipment (PPE) for staff and working closely with
the Incident Response Team to ensure staff are protected to enable them to do their
clinical work during a difficult period.
Moving into 2020/21 the team will continue to work on priorities around health and
safety, specifically around Control of Substances Hazardous to Health (COSHH)
safety and the ongoing work priorities around North Block and COVID-19 response.

Countering fraud
The Trust has continued to ensure its staff are aware of responsibilities towards
fraud and bribery and have both a fraud and corruption policy and an anti-bribery
policy to support staff, and takes its responsibility for countering these issues very
seriously.
We have a Local Counter Fraud Service and one of our key aims is to work together
to promote an anti-fraud culture. By carrying out fraud presentations and awareness
sessions, the Trust can be sure that staff understand that fraud against the NHS will
not be tolerated.
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Trade union facility time
Under The Trade Union (Facility Time Publication Requirements) Regulations 2017,
the Trust is required to publish certain information on trade union officials and facility
time on the Trust website and Government portal.
Facility time covers duties carried out for the trade union or as a union learning
representative, for example accompanying an employee to disciplinary or grievance
hearing. It also covers training received and duties carried out under the Health and
Safety at Work Act 1974.
Trade union representatives and full-time equivalents (FTE)
Trade union representatives: 4
FTE trade union representatives: 3.98
Percentage of working hours spent on facility time
0% of working hours: 0 representatives
1 to 50% of working hours: 3 representatives
51 to 99% of working hours: 0 representatives
100% of working hours: 1 representative
Total pay bill and facility time costs
Total pay bill: £181,978,314
Total cost of facility time: £33,101
Percentage of pay spent on facility time: 0.02%
Paid trade union activities
Hours spent on paid facility time: 2082
Hours spent on paid trade union activities: 95.2
Percentage of total paid facility time hours spent on paid Trade Union activities:
4.56%
Expenditure on consultancy
Details of expenditure on consultancy can be found on page xxx of the accounts.
Off payroll engagements
There were no off payment engagements during 2019/20. It is our policy not to use
off-payroll engagements.
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Reporting of compensation schemes – exit packages
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Sustainability and the environment
There is no question that sustainability is one of the most important challenges
facing us all in the 21st century and it is one that unites staff, patients and the Trust’s
local communities.
The Trust recognises its responsibility to find ways to deliver great healthcare that is
also environmentally, socially and financially sustainable and has developed a Green
Plan to meet these ambitions. The Trust is a significant employer, buyer and provider
of services within the region and recognises that its activities have a detrimental
effect on the environment. It has a responsibility to act in a responsible manner.
NHS England and Improvement has set a target of a 51 per cent reduction in its
carbon footprint by 2025 and has launched a programme ‘For a greener NHS’ with
the aim of the NHS becoming net carbon zero in line with the commitment from the
wider UK Government.
These targets are for reductions in absolute emissions, so will be even more
challenging in the context of growth. Achieving these targets will present a significant
challenge to the Trust and will require changes to the way it manages and operates
its infrastructure, how it procures goods and services, how it disposes of waste and
how staff, patients, suppliers and contractors travel to the Trust.
In its refreshed Strategy 2019-2021, the Trust made a commitment to develop its
approach to environmental sustainability. The Trust’s vision to ‘care better every
day’ has led the Trust to entitle the Green Plan ‘Care better for our environment’.
The Green Plan provides an opportunity for the Trust to take significant strides
towards lessening its impact through consuming less, emitting less from buildings,
providing sustainable travel opportunities and greener procurement, which will
together minimise its impact on the environment.
The Trust recognises that sustainable development is a critical factor in enabling it to
deliver world class healthcare, both now and in the future. It is therefore dedicated to
ensuring it creates and embeds sustainable models of care throughout our
operations and to ensuring its operations, and estate(s), are as efficient, sustainable
and resilient as they possibly can be.
To achieve the Green Plan the Trust will continue to work closely with its PFI
partners, Interserve and Summit Healthcare, who have been integral partners in the
development of this plan.
The Trust has continued to make good progress on many things that will contribute
significantly to a sustainable footprint and already started to take some steps:
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•

•

•

•
•

•

•

•

•

•

•
•

•

It has signed the ‘NHS Single-Use Plastics Reduction Campaign’ pledge.
This relates to catering services and Interserve will cease using plastic cutlery
and cups in its catering facilities.
The Trust joined the NHS re-use programme. This means that it will make old
furniture and equipment available across the NHS and will also look to invest
in this programme before buying furniture.
It has invested in LED lighting in North Block at Russells Halls Hospital and
the multi storey car park, reducing utility and maintenance costs by £70k per
annum.
Interserve has increased the number of recycling points across the Trust.
It is operating a cycle to work scheme, has promoted staff discounts for
annual bus passes and has engaged with its partners to identify ways of
promoting and encouraging the use of public transport.
A new Procurement Strategy clearly sets out the intention to review
sustainability, carbon reduction and adaption, and waste reduction within
relevant procurement projects.
Electronic payslips have completely replaced traditional paper payslips for all
Trust employees, avoiding the need for 8,000 printed payslips each month.
The Trust has also introduced an electronic expenses system which has
further reduced paper usage.
There is a homecare service in place whereby all pharmaceuticals for suitable
patients are delivered directly from the supplier to their home, rather than to
the Trust first, to reduce the supply chain carbon footprint.
Trust staff are encouraged to make processes paperless wherever possible.
Many departments use electronic referrals and staff are encouraged to use
online, electronic copies of documents for reference instead of printing hard
copies.
At Russells Hall Hospital there is a Peace Garden, an “End of Life” garden, an
external gym space and an external area to sit, eat and reflect near South
Block.
External spaces accessed from the Children’s Assessment Area provide a
lawn and planted zone with climbing frames.
Shrubberies and trees are actively managed to ensure that green spaces are
accessible. There are 755 trees that are managed and maintained across the
Russells Hall Hospital site.
One of the car parking areas at Russells Hall Hospital is managed in such a
way to protect a species of newt by encouraging wild flowers and shrubs to
grow together with a light touch maintenance regime.

Sustainable Care Models
•

The NHS Long Term Plan (2019) sets out an ambitious target to re-design the
way in which outpatient services are delivered. The target is that by 2023/24, up
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•

•

to 30 per cent of face-to-face attendances can be avoided by redesigning
pathways and deploying digital technology. The Trust is planning to reduce
outpatient attendances by at least 150,000 per year which will have a significant
impact on the number of miles and carbon emissions associated with travel to
and from its hospital and outpatient centres.
The Trust currently provides outpatient clinics from a number of community
locations so that services are more accessible to communities and reduce the
need to travel to hospital.
Other specialties already hold such ‘virtual clinics’ or conduct routine follow-ups
via telephone.

Transportation
The transport of goods, services, staff, patients and visitors has a significant impact
on local air quality, congestion and health. Delivering a robust Travel Plan and
supporting staff, patients and visitors to use more active and sustainable travel
methods will reduce the impact of these activities, leading to cost savings and health
benefits. The Trust is committed to improving local air quality and improving the
health of the local community by promoting active travel to staff, patients and the
public who use its services.
Volunteers
The volunteer service goes from strength to strength with almost 500 people
regularly giving their time freely to support patients and staff across the Trust. This
year has seen the introduction of a student volunteering programme, supporting
individuals who wish to consider future careers in healthcare. Approximately 140
students have successfully taken part in the programme.
The onset of the COVID-19 pandemic towards the end of this period resulted in 90
per cent of regular volunteers not coming in to the hospital. Changes to the service
were quickly put in place. Volunteers helped to make and distribute single use visors
for staff. Volunteer drivers were introduced to deliver medication to isolated patients
for pharmacy and deliveries of PPE became a regular daily occurrence. An appeal
for new volunteers was highly successful as the local community was keen to
help. Many of these new volunteers wish to continue to support the Trust in the
future.
Volunteers are asked to pledge a minimum of 100 hours per year and people range
in age from 16- 83 years old. People join the team of volunteers for a variety of
reasons including getting to know others and make new friends, make a difference to
someone, or to gain experience of a busy healthcare environment.
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The Trust is always keen to recruit new volunteers and people can apply online via
the website: www.dgft.nhs.uk/volunteering or call the volunteers’ coordinator on
01384 456111 extension 1887, or email dgft.volunteering@nhs.net

Staff on ward C1
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Foundation Trust membership
The membership of the Trust comprises local people and staff who are directly
employed by us or our partner organisations. Our minimum age for membership is
14 years; there is no upper age limit. Full details of who is eligible to register as a
member of the Trust can be found in the Trust Constitution which is available on our
website www.dgft.nhs.uk. Any public members wishing to come forward as a
governor when vacancies arise or to vote in governor elections must reside in one of
the Trust’s constituencies. Staff are automatically included as members within staff
group constituencies unless they choose to opt out.
During 2019/20, we continued to promote membership to local communities and the
importance of having a voice. We continue to maintain a public membership of more
than 13,000. As at 31st March 2020 the Trust had a total of 13,671 public members.
The focus remained on developing opportunities to maintain a public membership
target of no less than 13,000, and refine recruitment activity to any identified areas of
shortfall. This is important to ensure that our membership continues to reflect the
diversity of the communities we serve and the protected characteristics as set out in
the Equality Act 2010. The Trust’s strategy also included developing more
opportunities for engaging with members to gain feedback that we can use to
improve patient experience.
During 2019/20, we hosted five ‘Meet our Experts’ events during the year including
behind the scenes events held at the Corbett and Guest Outpatient Centres,
Russells Hall Hospital and Brierley Hill Health & Social Care Centre. These health
fair events create a unique opportunity to learn about the services provided by the
Trust and visit areas not normally seen by the public. Some of the events’ younger
guests who may be considering a career in healthcare say the events are inspiring.
Members continue to engage well with these events. You can see more about them
on page 88.
More information about the Trust and the latest news can be found on our website at
www.dgft.nhs.uk. The members’ area of the website also contains information about
being a member and the contribution members make to the ongoing success of the
organisation.
Members can:
• be involved in shaping the future of healthcare in Dudley by sharing their
views,
• vote in governor elections (excluding those living outside the West Midlands),
• stand for election to represent their constituency (candidates must be
minimum 16 years old),
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•
•
•

attend behind the scenes tours and member events,
participate in public meetings, public and patient involvement panels and
focus groups, and
fundraise for The Dudley Group NHS Charity.

Membership
Date
31st March 2017
31st March 2018
31st March 2019
31st March 2020

Public
13,875
13,888
13,794
13,671

Membership constituency breakdown report as at 31st March 2020
Public Constituencies
Brierley Hill
Central Dudley
Halesowen
North Dudley
Outside of the West Midlands
Rest of the West Midlands
South Staffordshire and Wyre Forest
Stourbridge
Tipton and Rowley Regis

Number of Members
1,739
2,374
1,112
1,312
505
1,772
1,142
1,661
2,054

Ethnicity

Gender

Age

Public membership breakdown by age, gender and
ethnicity
0-16 years
17-21 years
22+ years
Not stated
Male
Female

Number of Members
4
261
12,813
593
4,488
9,032

Unspecified/not stated

151

White
Mixed
Asian or Asian British
Black or Black British
Other
Not stated

10,998
398
1,225
425
68
557
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Staff constituencies
Staff Constituencies
Allied Health Professionals and Healthcare Scientists
Medical and Dental
Nursing and Midwifery
Non Clinical
Partner Organisations

Number of Members
673
535
2945
1063
673

Council of Governors
The Council of Governors was formed on 1st October 2008 and is responsible for
holding the non-executive directors to account for the performance of the Board of
Directors. The majority of the Trust’s governors are elected through the public
membership to make up the Council of Governors which consists of 25 governors in
total:
Public elected: 13 governors
Staff elected: 8 governors
Appointed from key stakeholders: 4 governors
Tables summarising the Council of Governors and the constituencies they represent
can be found on pages 85 and 86.
The Board of Directors continues to work closely with the Council of Governors
through regular attendance at both full Council of Governor meetings and the
committees of the council. Both non-executive and executive directors are assigned
as nominated attendees at the Council of Governors sub-committees. This provides
opportunities for detailed discussion and debate on strategy, performance, quality
and patient experience and enables governors to see non-executive directors
function. Governors regularly attend public Board of Directors meetings and are
invited to observe meetings of the committees.
The Board of Directors is accountable to the Council of Governors ensuring it meets
its Terms of Authorisation. A Register of Interests confirming individual declarations
for each governor is maintained by the Trust and is available on request by calling
(01384) 321124 or emailing dgft.foundationmembers@nhs.net.
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All the Trust’s governors comply with the ‘fit and proper’ persons test as described in
the Trust’s provider licence. The conditions are incorporated into the Foundation
Trust Constitution.
The Council of Governors has the following key responsibilities:
• appointing and/or removing the chair, including appraisal and performance
management,
• appointing and/or removing the non-executive directors,
• appointing the external auditors,
• advising the Board of Directors 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,
• recruiting and engaging with members,
• advising on strategic direction,
• receiving the Annual Accounts, any report of the auditor on them, and the
Annual Report at the Annual Members’ Meeting,
• approving significant transactions which exceed 25 per cent by value of
Trust assets, Trust income or increase/reduction to capital value,
• approving any structural change to the organisation worth more than 10
per cent of the organisation’s assets, revenue or capital by way of merger,
acquisition, separation or dissolution,
• deciding whether the level of private patient income would significantly
interfere with the Trust’s principal purpose of providing NHS services, and
• approving amendments to the Trust’s Constitution.
Where an item is reserved for both Council of Governors and Board of Directors
approval, for example a change to the Trust’s Constitution, then this change would
not be made if either party did not approve the recommendation put before them. In
practice, a constructive and close working arrangement is maintained between the
Council of Governors and board through the chairperson and lead governor.
The Trust continues to work closely with the Council of Governors to further develop
the governor role to reflect the requirements of the Health and Social Care Act and
other best practice and guidance. Ongoing training and development is provided by
the Trust allowing experts from within and outside the Trust to work with the Council
of Governors to identify key aspects of their role. This includes how they influence
strategy within the Trust, and how they will engage with members and the wider
community so that their views and opinions can be heard.
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Council of Governor Committees
During the year, the Council of Governors reviewed its committees and their terms of
reference and operates the following:
•
•

Appointments and Remuneration Committee (chairperson Yve Buckland)
Experience and Engagement Committee (chairperson Karen Phillips April –
December 2019, Yvonne Peers, January – March 2020)

The Appointments and Remuneration Committee meets at least once a year and is
responsible for ensuring a formal, rigorous and transparent procedure for the
appointment, reappointment and removal of non-executive directors, reviewing their
number, specific skill mix and remuneration as set out in the relevant aspects of the
Code of Governance and in line with the Trust’s constitution.
The committee, chaired by the Trust chairman, oversee the recruitment process
through the use of interview and stakeholder assessment panels. The Appointments
and Remuneration Committee submit their recommendations for appointments,
reappointments and removals to a meeting of the full Council of Governors.
The table below provides a summary of the non-executive members’ length of
appointment and role:
Name
Julian Atkins
Jonathan
Hodgkin
Richard Miner
Catherine
Holland
Ian James
Gary Crowe
Vij Randeniya
Lowell Williams
Liz Hughes

Role
Non-executive director
Non-executive director
Non-executive director
Non-executive director, Senior
independent director
Associate non-executive director
Non-executive director
Associate non-executive director
Associate non-executive director
Non-executive director
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Date of Retirement
31.12.21
31.03.21
30.09.20
31.08.21
01.07.20
01.07.22
07.11.20
30.11.20
01.11.22

Council of Governors Membership and Meetings 2019/2020
Public Governors
Name

Constituency

Fred Allen

Central Dudley

4/4

Arthur Brown

Stourbridge

4/4

Joanna Davies-Njie

Stourbridge

1/4

Sandra Harris

Dudley Central

2/4

Mike Heaton

Brierley Hill

1 /4

Viv Kerry (end of term of office Jun ’19)

Halesowen

1/1

Hilary Lumsden (elected Jun’19)

Halesowen

3/4

Natalie Neale

Brierley Hill

2/4

Rex Parmley

Halesowen

4/4

Yvonne Peers

North Dudley

3/4

Piggott - Nicola (re-elected June ‘19)

North Dudley

0/4

Pat Price (passed away Feb ’20)

Rest of the West Midlands

1/4

Peter Siviter

South Staffs and Wyre Forest

2/4

Farzana Zaidi

Tipton and Rowley Regis

4/4

Staff Governors
Name

Constituency

Marlon Amulong (elected Jun ’19)

Nursing and Midwifery

2/4

Bill Dainty (resigned May ‘19)

Nursing and Midwifery

0/0

Jill Faulkner (elected Dec ‘19)

Non Clinical

1/1

Ann Marsh

AHP and HCS

3/4

Atef Michael (elected Jun 19)

Medical and Dental

3/4

Margaret Parker

Nursing and Midwifery

1/4

Karen Phillips (end of term of office Dec
‘19)
Edith Rollinson

Non Clinical
Nursing and Midwifery

2/4

Alan Walker

Partner Organisations

2/4
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3/4

Appointed Governors
Name

Constituency

Colin Elcock (appointed Jul ‘19, stood
down Sep ‘19)
Richard Gee (retired Mar ’20)

Dudley Metropolitan Borough
Council
Dudley Clinical Commissioning
Group
University of Wolverhampton
Medical School
University of Wolverhampton
Medical School
Dudley CVS and Trust volunteers

Anthea Gregory (stood down Sep ‘19)
Maria Kisiel (appointed Sep ‘19)
Mary Turner
Steve Waltho (stood down May ‘19,
reappointed Oct ‘19)

Dudley Council

Name
1/3
3/4
0/3
2/2
4/4
1/1

Figures show number of meetings attended that were held during the term of office.
The Council of Governors monitors attendance at full council meetings and
committee meetings as agreed under the governors’ code of conduct. In all
instances above where governors have maintained less than the required
attendance, the Council of Governors is satisfied that there was reasonable cause
for non-attendance.
Full Council of Governor meetings are regularly attended by key clinicians and senior
staff from across the Trust providing presentations and question and answer
sessions to help governors understand how the organisation works.
Governor Resignations, Elections and Re-appointments
During 2019/20, elections were held for vacancies in the following constituencies:
•
•

Public: North Dudley, Halesowen – one vacancy in each
Staff: Medical and Dental. Non-clinical – one vacancy in each, Nursing and
Midwifery – 2 vacancies

In accordance with the Trust’s Constitution, we use 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 voter’s next stated preference.
During the year, a total of 10 members put themselves forward as nominees for the
six vacancies arising with more than 12 per cent returning votes in contested public
elections and 20 per cent turnout in staff elections.
86

Civica Election Services was appointed to oversee the election process which
returned the following governors for a three-year term effective from June 2019:
Public: North Dudley, Nicola Piggott
Public: Halesowen, Hilary Lumsden
Staff: Medical and Dental, Dr Atef Michael
Staff: Nursing and Midwifery, Marlon Amulong
Civica Election Services was appointed to oversee the election process which
returned the following governors for a three-year term effective from December
2019:
Staff: Non clinical, Jill Faulkner
Staff: Nursing and Midwifery, no nominations received
Governors reaching end of term of office or resigning during 2019/20
Cllr Colin Elcock, Appointed: Dudley Metropolitan Borough (appointed July 2019,
stood down Sept 2019)
Cllr Steve Waltho, Appointed: Dudley Metropolitan Borough (appointed Nov 2018,
stood down June 2019 and subsequently reappointed October 2019)
Pat Price, Public elected: Rest of the West Midlands (passed away Feb 2020)
Dr Anthea Gregory, Appointed: University of Wolverhampton (stood down Sept
2019)
Maria Kisiel, Appointed: University of Wolverhampton (appointed Sept 2019)
Dr Richard Gee, Appointed: Dudley CCG (retired Mar 2020)
Council of Governors Review 2019/20
Since authorisation, our Council of Governors has regularly conducted a review of its
effectiveness in discharging its statutory and other duties. During quarter four, the
council undertook an effectiveness review and will use the results to support an
action plan to address those areas highlighted as requiring development. This will
focus on, amongst other things, governor training and development, and governance
arrangements in respect of the council’s responsibility to deliver it statutory duties.
The governor training programme was subjected to a refresh during the year and is
constructed on a modular basis with the modules structured to support newly
appointed and elected governors and as a refresher for all council members.
These modules were delivered for the newly elected governors from the elections in
quarters one and three and as refresher for those returned for a further term of office
and new governors. One to one support is in place for all new governors and
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buddying is encouraged for those more experienced governors to support newly
appointed governors. Annual training on fire safety and infection control is offered
across two sessions in the year allowing governors to attend at least one of these
sessions. The Council of Governors Experience and Engagement Committee
monitors the take-up of induction and “mandatory” training, along with overseeing the
content of the training programme utilising feedback from those attending the
individual modules. The format of the training will be reviewed using the feedback
received from governors as part of the Council of Governors self-assessment
effectiveness review 2019/20 which concluded during quarter four.
A series of engagement events supplement the training and enable governors to
attend strategy workshops with the board, coupled with presentations from elements
of the Trust on their service. The latest series of ‘Meet our Experts’ events have
focused on the Corbett and Guest outpatient centres, community services, podiatry,
Dudley Rehabilitation Services, children’s services, falls team, ophthalmology,
gastroenterology, Community Single Point of Access, end of life and Dudley
Improvement Practice. Members of the council regularly participate in review and
inspection activities including PLACE and Quality & Safety Review audits.
Council members are also invited to attend Trust board committees and working
groups including the Patient Experience Group.
The Trust worked with the Council of Governors to develop an engagement plan for
2020-2022 with the governors’ ‘Out There’ initiative at its core, supporting governors
out and about in their respective constituencies. This was submitted to the March
2020 meeting of council for approval and will be monitored by the Experience and
Engagement Committee. Owing to the COVID-19 pandemic, face-to-face
engagement is on hold until further notice.
Throughout the year, governors have continued to participate in Trust activities that
seek to assure and improve standards of quality and patient experience.
Governors have joined senior Trust staff to complete Quality and Safety Reviews
conducted across clinical and treatment areas of the Trust. Two governors are
members of the Trust’s Patient Experience Group and the Quality and Safety Group,
both of which report to the Quality and Safety Committee of the Board of Directors.
Governors have also attended the Drugs and Therapeutic Group which reports to the
Trust’s Medicines Management Group. Governors are active members of the Clinical
Education Charity.
During the year, Governors have continued to participate in the national PLACE
audit as patient assessors and participated in several Listening into Action events
hosted by the Trust.
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Governor engagement with Trust members and local communities
The Trust supports governors in raising public and staff awareness of the work of the
Trust and their role within their constituencies. The 'Out There’ initiative continues to
support governors to undertake their role in finding out what people think about the
Trust and feed back their views to the Board of Directors.
During the year, Council of Governor members have actively supported events in
and around the Dudley borough with regular attendance at local health economy
discussion forums and events including the Dudley Health Care Forum.
During 2019/20, governors continued to reach out into their constituencies and have
attended a number of community and support groups such as GP patient panels and
participation groups.
Governor fundraising activities
During the year, the Council of Governors established a
charity campaign to raise funds for fold-out beds for the
children’s ward at Russells Hall Hospital. The beds provide
parents of sick children a vital place of comfort at the
bedside of their child. The initial target was to purchase
two beds and governors have undertaken a range of
activities including hosting tombola raffles, donations in
lieu of Christmas cards and a sponsored mountain climb.
Lead governor
The lead governor role is designed to assist the Council of
Governors where it may be considered inappropriate for the chairperson, or her
deputy, to deal with a particular matter. The lead governor will also provide an
independent link between the Council of Governors and the Board of Directors. Mr
Fred Allen has held the role of lead governor for the year 2019/20.
How to contact a governor or director
There are several ways Trust members or members of the public can contact either
their governor or a member of the Board of Directors:
•
•
•
•

at Council of Governors meetings in public,
at Board of Directors meetings in public,
at the Annual Members’ Meeting,
at members events, and
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• via the Foundation Trust office on email or by phone.
For dates and times of these meetings and other members’ events, please visit the
members section on the Trust website at www.dgft.nhs.uk or contact the Foundation
Trust office:
Email dgft.foundationmembers@nhs.net
Telephone (01384) 321124
Write Freepost RSEH-CUZB-SJEG, 2nd Floor, South Block, Russells Hall Hospital,
Pensnett Road, Dudley, DY1 2HQ
Several governors are also happy to be contacted directly and their details can be
obtained using the details above.
NHS Foundation Trust Code of Governance Disclosures
•
•
•
•
•

The Trust’s Council of Governors, please see pages 82 to 89.
The Trust’s Board of Directors please see pages 41 to 62.
Remuneration and nominations committee see page 57.
Audit committee see page 54.
The Foundation Trust’s Membership see pages 80 to 82.

Governors at the Meet our Experts event at Guest Outpatient Centre.
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NHS Oversight framework
NHS England and NHS Improvement’s NHS Oversight Framework provides the
framework for overseeing providers and identifying potential support needs. The
framework looks at five themes:
• New Service Models
• Preventing Ill Health and Reducing Inequalities
• Quality of Care and Outcomes
• Leadership and Workforce
• Finance and Use of Resources.
Based on information from these themes, providers are segmented from 1 to 4,
where ‘4’ reflects providers receiving the most support, and ‘1’ reflects providers with
maximum autonomy. A foundation trust will only be in segments 3 or 4 where it has
been found to be in breach or suspected breach of its licence.
Segmentation
The Trust is subject to Section 31 notices which are more fully described in the
Annual Governance Statement along with the measures that the Trust has
implemented to address the Care Quality Commission’s findings.
The Trust has been assigned a segmentation rating of 3 as at 31st March 2020;
segmentation of 3 or 4 would indicate a trust is, or is likely to be in breach of its
licence. For more information on how the Trust reviews its governance, risk
management and systems of internal control see the Annual Governance Statement
at pages 95 to 112.
This segmentation information is the Trust’s position as at 31st March 2020. Current
segmentation information for NHS trusts and foundation trusts is published on the
NHS Improvement website.
Finance and use of resources
The finance and use of resources theme is based on the scoring of five measures
from ‘1’ to ‘4’, where ‘1’ reflects the strongest performance. These scores are then
weighted to give an overall score. Given that finance and use of resources is only
one of the five themes feeding into the NHS Oversight Framework, the segmentation
of the Trust disclosed above might not be the same as the overall finance score
here.
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Area

Metric

Capital
Financial
service
sustainability capacity
Liquidity

Financial
efficiency

Financial
controls

I&E
margin
Distance
from
financial
plan
Agency
spend

Overall scoring

2019/20 Scores
Q4
Q3
Q2
Q1

2018/19 Scores
Q4
Q3
Q2
Q1

3

3

4

4

4

4

4

4

3

3

3

4

3

3

3

3

2

2

3

4

3

2

3

4

3

1

1

1

4

2

2

2

4

4

4

4

4

4

4

3

3

3

3

3

4

3

3

3
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Statement of the chief executive's responsibilities as the accounting officer of
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 NHS
Improvement.
NHS Improvement, in exercise of the powers conferred on Monitor by the NHS Act
2006, has given Accounts Directions which require The Dudley Group NHS
Foundation Trust to prepare for each financial year a statement of accounts in the
form and on the basis required by those Directions. 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, other
items of comprehensive income and cash flows for the financial year.
In preparing the accounts and overseeing the use of public funds, the Accounting
Officer is required to comply with the requirements of the Department of Health
and Social Care’s Group Accounting Manual and in particular to:
•

observe the Accounts Direction issued by NHS Improvement, 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 (and the Department of Health
and Social Care Group Accounting Manual) have been followed, and disclose
and explain any material departures in the financial statements;

•

ensure that the use of public funds complies with the relevant legislation,
delegated authorities and guidance;

•

confirm that the annual report and accounts, taken as a whole, is fair,
balanced and understandable and provides the information necessary for
patients, regulators and stakeholders to assess the NHS foundation trust’s
performance, business model and strategy; and

•

prepare the financial statements on a going concern basis and disclose any
material uncertainties over going concern.

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 them to ensure that the accounts comply with
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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.
As far as I am aware, there is no relevant audit information of which the foundation
trust’s auditors are unaware, and I have taken all the steps that I ought to have
taken to make myself aware of any relevant audit information and to establish that
the entity’s auditors are aware of that information.
To the best of my knowledge and belief, I have properly discharged the
responsibilities set out in the NHS Foundation Trust Accounting Officer
Memorandum.

Diane Wake
Chief Executive
Date: 22 June 2020

94

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 ongoing 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 31st March 2020 and up to
the date of approval of the annual report and accounts.
Capacity to handle risk
The chief nurse has responsibility for the oversight of the Trust’s risk management
policy and processes with the Trust’s board secretary being responsible for the
Board Assurance Framework. The Board of Directors has an established Risk and
Assurance Group, which meets monthly to review corporate and directorate specific
risks and associated assurances and mitigation plans. The group oversees the
effective operation of the Trust’s risk register and provides challenge to the levels of
assurance throughout the organisation to ensure the effective management and
mitigation of risks.
Additionally, each division of the Trust, through their divisional governance
framework, reports to the Risk and Assurance Group on their management of risks
at an operational level.
The Trust has a comprehensive induction and training programme, supplemented by
e-learning training packages and additional 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.
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Additionally, training is available from the corporate governance team on aspects of
the wider risk management and governance agenda.
The risk and control framework
The Board of Directors provides leadership on the management of risks, determining
the risk appetite for the organisation and ensuring that the approach to risk
management is applied consistently. Through the Board Assurance Framework the
board determines the total risk appetite the Trust is prepared to accept in the delivery
of its strategic objectives. The board takes its assurance from the Risk and
Assurance Group which reports into the Audit Committee and its board committees.
This incorporates the controls in place to manage the identified risks to their
determined target score and the monitoring of any required actions where the risk
exceeds the board’s appetite for risk in that area.
The Trust’s Risk Management Strategy and Policy provides guidance on the
identification and assessment of risk and on the development and implementation of
action plans. Risk identification is clinically driven and divisions undertake continuous
risk assessments to maintain their risk registers and to implement agreed action
plans. Risks are assessed by using a 5x5 risk matrix where the total score is an
indicator as to seriousness of the risk. Action plans to address or manage risks are
recorded in the risk register and managed at divisional and/or board level. Regular
reports to the Risk and Assurance Group confirm the progress made in managing
any identified risks.
Each level of management, including the board, reviews the risks and controls for
which it is responsible. The board and board committees monitor the progress
against actions to minimise or mitigate risks in accordance with the Risk
Management Strategy.
Papers received at the Board of Directors meetings and at board committee
meetings identify the risks to the achievement of Trust objectives and their link to the
risk register. The Trust uses a dedicated monitoring system. This records and
monitors all risks across the organisation including the current and targeted mitigated
risk scores and progress against the identified action plans where the risk is above
its target score. Active risk management forms part of the divisional governance
framework with the operational risk registers being a standing item on the Risk and
Assurance Group’s agenda. Positive assurance to date confirms the effectiveness
of the management and control of these identified risks. Action plans are in place to
address any perceived gaps in control or assurance that arise during the year.
The Board Assurance Framework identifies the key risks to the achievement of the
Trust’s objectives and the assurance mechanisms and it reports on the effectiveness
of the Trust’s system of internal control in those areas.
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Each board committee considers the strategic risks that fall within its terms of
reference and the reports are triangulated with the Corporate Risk reports
considered by the committees. The Board Assurance Framework supports this
Annual Governance Statement and is informed by partnership working across the
Black County Sustainability and Transformation Plan, and through working with the
Dudley Clinical Commissioning Group (CCG), Council of Governors, and other
stakeholders. The Board Assurance Framework focuses on those key risks to
achievement of the Trust’s objectives; below are the significant issues that have
been tracked and reported to the board and the degree of risk remaining at the end
of the year:
The reporting framework requires risks to be identified, on both board and committee
front summary sheets that accompany all reports submitted, providing an ongoing
record of emerging issues which allow the link back to the Board Assurance
Framework.
The Trust faced the following major risks during the course of the year which
includes clinical and longer term risks:
•

•
•

•

The quality of services in relation to urgent and emergency care and
diagnostic imaging resulting in the issue of Section 31 notices by the CQC
in respect of urgent and emergency care;
Failure to meet access standards caused by demand exceeding hospital
capacity;
Operational performance standards in relation to the four hour emergency
care standard, the 62 day cancer standard, and the one per cent
diagnostic standard; and,
Financial viability caused by potential changes in the local health
economy.

The Trust has submitted Improvement Plans to the regulator in relation to
operational performance and the service quality issues arising from the CQC
inspection and, as a result of breaches of its licensing conditions, has entered into
enforcement undertakings in relation to the delivery of these plans.
The Trust adopts a robust approach to data quality and governance with more
information available on page 107.
The Trust is practising good data security against the National Data Guardians’ 10
data security standards and both the Trust and Terafirma complete annual DSP
Toolkits to provide assurance. Board assurance is provided by the Caldicott and
Information Governance Group (CIGG), the data protection officer (DPO), senior
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information risk owner (SIRO),chief information officer (CIO) and Caldicott
Guardian are core members of this group.
The Trust also has well established arrangements to monitor quality governance and
improvements in quality. These include the use of performance dashboards, a
clinical and nursing audit programme, the review and monitoring of Nursing Care
Indicators and the robust monitoring against local and national targets for quality
measures including healthcare associated infections (HCAI), pressure ulcers and
falls; all of these linking to the Trust’s own Quality Priorities.
The Trust has further developed its integrated performance report during 2019/20
and is increasingly adopting Statistical Process Control (SPC) reporting which
informs the effectiveness of our business improvement processes. A consistent base
set of data is used to report to each of the board committees – Workforce & Staff
Engagement, Finance and Performance, and Quality and Safety Committee, as well
as operationally to the divisions and the executive. Quality dashboards are also
provided for each ward giving visual feedback on quality metric delivery for staff and
patients.
Nursing Care Indicator audits, along with the use of the ‘perfect ward’ auditing tool as
a methodology, 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 chief nurse. This is supported by ongoing real-time surveys, capturing the views of patients and using these to make
improvements. An increased number of listening events support the improvement
cycle. The Trust continues to monitor the hospital standardised mortality ratio (SHMI)
to monitor its performance compared with national levels.
Regular reports on the progress against key Quality Priorities provide assurance that
these are actively managed and progressed at an operational level. Internal audit
involves external stakeholder partners and provides an independent opinion on the
adequacy of the arrangements for ensuring compliance with the Care Quality
Commission Regulatory Standards.
Information risks are managed and controlled through the Trust’s established risk
management processes.
The Trust has a Caldicott and Information Governance Group (CIGG), which reports
to the Audit Committee, whose remit is to review and monitor all risks and incidents
relating to data security and governance. The Trust’s Caldicott Guardian, SIRO
(director of finance and information) and information governance manager are
members of the CIGG.
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The Trust is registered with the Information Commissioner’s Office registration
number Z8909702.
The Trust is working to the Data Security and Protection Toolkit which is an online
self-assessment tool that allows organisations to measure their performance against
the National Data Guardian’s 10 data security standards.
All organisations that have access to NHS patient data and systems must use this
Toolkit to provide assurance that they are practicing good data security and that
personal information is handled correctly. There are 40 Assertions (32 of which are
mandatory and eight non-mandatory) within the Data Security and Protection Toolkit
requiring 100 mandatory pieces of evidence. The Trust has one remaining action to
achieve the “Standards met” designation, namely:
Percentage of Staff Successfully Completing the Level 1 Data Security
Awareness training.
All committees of the board are chaired by non-executive directors. The board has
established seven committees each with clear terms of reference which are reviewed
annually to ensure they remain appropriate to support the board. The board
reviewed the effectiveness of its first line governance arrangements in December
2019 and resolved to introduce an additional committee to address digital and
technology issues, reflecting the significance of this agenda to the future success of
the Trust.
Each committee chair provides a formal summary of key issues arising from the
committee to the full Board of Directors meeting. This summary report provides
information on the assurance received at the committee which supports the Trust’s
assurance framework and performance reporting ultimately received by the board.
The Trust informs and engages with its key stakeholders in relation to risk through a
number of forums. This includes regular review meetings with the Trust’s regulators
and Commissioners and the sharing of performance reports including key and
emerging risks with the Trust’s Council of Governors. Key stakeholders include local
and national politicians, Dudley Clinical Commissioning Group (CCG), our PFI
partner Summit Healthcare (Dudley) Ltd, the Council of Governors, the Foundation
Trust (FT) members, patient groups, patients, the local community and the Local
Authority Select Committee on Health and Adult Social Care.
During 2019/20, the work of the internal auditors and the board review of the
Assurance Framework and supporting governance processes had identified some
gaps in control which resulted in specific action plans being drawn up with their
progress reported to, and monitored by, the Audit Committee.
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Whilst not significant issues in themselves, internal audit identified gaps in some
specific control areas in the following areas:
• Discharge management
• Radiology
• Sickness absence
• Cost Improvement Programmes
Management have implemented an action plan to address each of the control areas.
Implementation of the discharge management recommendations is being overseen
by the Finance and Performance Committee and Internal Audit will review
implementation of the recommendations in respect of radiology and sickness
absence in the 2020/21 Audit Plan.
None of the gaps had impacted on the final delivery of the Trust’s stated objectives.
The head of internal audit opinion includes an assessment of the Trust’s Risk
Management processes and control framework.
The Audit Committee
Greater detail on the role of the Audit Committee is set out elsewhere in the Annual
Report however the Audit Committee, comprised of non-executive directors, is
established to provide assurance to the Board that there is an effective system of
integrated governance, risk management and internal control across the whole of the
Trust’s activities (both clinical and non-clinical), that supports the achievement of the
Trust’s objectives and that this system is established and maintained.
After each of its meetings during the year, the Audit Committee provides a written
report to the Trust board that details the matters discussed, key issues identified and
any items requiring referral to Trust board.
Further, as part of discharging its main functions, the Audit Committee prepares an
annual report for the Trust board and the chief executive as accounting officer of the
Trust and expresses its considered opinion on key aspects of governance based
upon the evidence and assurances it has received.
Workforce safeguards
The Trust has introduced the Dudley People Plan which is aligned to the overall
Trust Strategy, including key workforce development, transformation and well-being
initiatives.
The Plan has five key areas;
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A Workforce for Now and in the Future
A Caring, Kind and Compassionate Place
Equality, Fairness and Inclusion
Improvement and Development Culture
Using technology to innovate

The implementation of the plan is overseen by the Workforce and Staff Engagement
Committee.
The main areas of workforce performance including absence rates, vacancy rates,
retention, agency spend, appraisal and mandatory training compliance is reported
within the specific Workforce Key Performance Indicator Report to the committee as
well as being part of the Trust Integrated Performance Report that is provided
monthly to the Board of Directors.
The Trust collates and reviews data every month for a range of workforce metrics,
quality and outcomes indicators and productivity measures, this enables the Trust to
undertake safe workforce planning. For example, a nursing staffing skill mix review
was undertaken in spring 2019 which informed the nursing staffing establishment.
The chief nurse report to the Board of Directors on a monthly basis contains
information on safe staffing.
The Trust has published on its website an up-to-date register of interests, including
gifts and hospitality, for decision-making staff (as defined by the Trust with reference
to the guidance) within the past 12 months as required by the Managing Conflicts of
Interest in the NHS guidance.
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.
Control measures are in place to ensure that all the organisation’s obligations under
equality, diversity and human rights legislation are complied with.
The Trust has undertaken risk assessments and has a sustainable development
management plan in place which takes account of UK Climate Projections 2018
(UKCP18). The Trust ensures that its obligations under the Climate Change Act and
the Adaptation Reporting requirements are complied with.
Further information on staff matters is available in the staff section of the Annual
Report.
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Failure to remain financially sustainable in 2019/20 and beyond
The Board recognises the level of risk within its financial plan particularly in respect
of the underlying financial position. Nevertheless, the Trust has delivered against its
control total target for 2019/20, securing a financial surplus taking into account
receipts from the Provider Sustainability Fund, and has a much stronger working
capital position heading into 2020/21. The Trust and all NHS organisations are
entering an uncertain financial period as it addresses the impact of the COVID-19
pandemic.
Commitments have been made by central government and mechanisms are being
created by NHS Improvement/England to ensure all resource requirements are
addressed. The Trust continues to support medium term planning objectives to
secure a recurrently financial balanced position. Oversight continues to be provided
by the board and the Finance and Performance Committee.
The proposal to establish a Multi-Specialty Community Provider in the Black Country
also has potential implications for the future financial sustainability of the Trust. The
board has carried out a detailed risk assessment. This proposal is currently paused.
Never Events
The Trust experienced four never events in 2019/20, each was reported and is being
investigated through the Trust’s incident reporting systems. The Trust made
immediate changes to practice on the identification of these incidents and upon the
conclusion of investigations will make further enhancements to the system of internal
control operated by the clinical area. The learning from these incidents will be shared
widely within the Trust.
Our Commissioners are being fully informed during our investigation process.
Sustainable development management plan
Working with its PFI provider, the Trust has undertaken risk assessments and has
a sustainable development management plan in place which takes account of UK
Climate Projections 2018 (UKCP18). The Trust ensures that its obligations under
the Climate Change Act and the Adaptation Reporting requirements are complied
with. You can read more about the work we do to provide our services in a
sustainable way on pages 76 to 78.
Care Quality Commission
Following a CQC inspection in January and February 2019, the Trust was rated by
the CQC overall as “Requires Improvement.” However, urgent and emergency care
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was rated as “inadequate” in the safe domain but overall Requires Improvement.
Diagnostic imaging was additionally rated as “inadequate” at service level, and also
on both the safe and well led domains. The Trust was rated “Requires Improvement”
in the Well Led inspection. Although the inspections were carried out in the previous
year, the inspection reports were published during the current year. In addition, the
CQC issued a Section 31 letter in July 2019 concerning triage performance,
escalation and management of patients with sepsis or a deteriorating medical
condition, and the number of registered nurses available at all times within the
Emergency Department. Section 31 notices for clinical review in the Emergency
Department were lifted in August 2019.
The Trust has implemented a number of measures in response to these findings
including the introduction of digital dashboards to monitor performance and periodic
audits of practice. The Trust sepsis data demonstrates that the Trust is now
performing at target and in excess of the national average. Nurse staffing has been
reviewed by the chief nurse and safe staffing is reported to the Board of Directors as
part of the chief nurse monthly report.
In order to support the Board’s continued review of the Trust’s compliance with the
CQC requirements, management has continued with their regular internal quality and
safety reviews. These involve a multi-disciplinary team, including members of our
Council of Governors and representatives of the Dudley CCG Quality Team, visiting
clinical areas on an unannounced basis to observe clinical practices, question staff
on their knowledge and compliance with Trust polices and to secure immediate
patient feedback on their experiences.
The outcome of these reviews is reported back to the clinical area on the same day
allowing them to continue with identified good practice and make any enhancements
swiftly.
The outcomes of these reviews are shared across the Trust to allow good practice to
be shared, enabling each area to learn from each other which is further assisted by
having within the multi-disciplinary team, peer matrons and clinicians from other
wards.
.

Review of economy, efficiency and effectiveness of the use of resources
The Trust produces detailed Annual Plans incorporating both service and quality
initiatives 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 Annual Plan incorporates projections for the next two years which
facilitates forward planning in the Trust. Prior to submission to NHS Improvement,
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financial plans are approved by the Board of Directors, supported by the Finance
and Performance Committee.
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. The Trust
has continued to face a financially challenging year in 2019/20 and recognises that
this will continue into 2020/21. The Trust continues with its Transformation
Programme to ensure that it remains financially sustainable going forward and
underpins the Trust’s longer term financial strategy.
Performance review meetings assess each division’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. Monthly
reports are submitted to NHS Improvement from which the Trust’s risk rating is
calculated and a relevant NHS Improvement Single Oversight Framework
segmentation is assigned. The Trust has been assigned a segmentation rating of 3,
as at 31st March 2020; segmentation of 3 or 4 would indicate a Trust is in actual or
suspected breach of its Licence.
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 also receive a monthly report
showing the Trust’s performance against CQUIN, NHS Improvement and CQC
targets. The external auditors also give comment upon this aspect of the Trust
business.
As Accounting Officer, I have overall accountability for delivery of the Annual Plan
and I 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
Trust‘s internal audit programme, Audit Committee and external agencies such as
NHS Improvement, External Audit and the CQC.
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Information governance
The General Data Protection Regulation (GDPR), as implemented by the UK Data
Protection Act 2018, came into UK Law on 25th May 2018. It introduced a duty on all
organisations to report certain types of personal data breach to the relevant
supervisory authority. The Security of Network and Information Systems Directive
("NIS Directive") also requires reporting of relevant incidents to the Department of
Health and Social Care (DHSC) as the competent authority from 10th May 2018.
An organisation must notify a qualifying breach of personal data within 72 hours. If
the breach is likely to result in a high risk to the rights and freedoms of individuals,
organisations must also inform those individuals without undue delay. Those
breaches that also fulfil the criteria of a NIS notifiable incident will be forwarded to
the DHSC where the Secretary of State is the competent authority for the
implementation of the NIS directive in the health and social care sector. The
Information Commissioner remains the national regulatory authority for the NIS
directive.
The Trust has self-reported to the Information Commissioner on four occasions
during 2019/20. No regulatory action was taken against the Trust in relation to these
cases.
Annual quality report
The directors are required under the Health Act 2009 and the National Health
Service (Quality Accounts) Regulations 2010 (as amended) to prepare quality
accounts for each financial year. NHS Improvement (in exercise of the powers
conferred on 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
During early April, new guidance was issued in light of the COVID-19 pandemic.
This advised that there is no requirement for a foundation trust to prepare a quality
report and include it in its annual report for 2019/20. There is no requirement for a
foundation trust to commission external assurance on its quality report for 2019/20.
The Board of Directors agreed that the 2019/20 Quality Account will be prepared and
issued as a separate document and confirm that they have taken the following
measures to ensure the Quality Report presents a balanced view and has
appropriate controls to ensure the accuracy of data.
Governance and leadership
The executive and non-executive directors have a collective responsibility as a board
to ensure that the governance arrangements supporting the Quality Accounts and
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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 both the chief nurse and medical director. They have joint responsibility for
reporting to the Board of Directors on the development and progress of the quality
framework, clinical framework and clinical management and for ensuring that the
Quality Improvement Strategy is implemented and evaluated effectively.
Policies
High quality organisational documentation are essential tools of effective governance
which will support the Trust achieve its strategic objectives, operational requirements
and bring consistency to day-to-day practice. A common format and approved
structure for such documents helps reinforce corporate identity, helps to ensure that
policies and procedures in use are current and reflects an organisational approach.
A standard approach ensures that agreed practice is followed throughout the
organisation. With regard to the development of approved documentation, all
procedural documents are accessible to all relevant staff supporting the delivery of
safe and effective patient care.
Development and reporting of quality indicators and the quality account
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 topics were agreed by the Board of Directors and the Council of Governors on
the basis of their importance both from a local perspective (e.g. based on
complaints, results of the monitoring of Quality Indicators) and a national perspective
(e.g. reports from national bodies: NHSI, CQC findings etc.).
The Trust reviews its Quality Priorities annually engaging with governors, staff,
members of the public and partner organisations. This year has seen the Trust
continue with the priorities from the previous year which include patient experience,
nutrition/hydration, pressure ulcers, medications and infection control. External
reviewers assess many parts of the systems and processes in place and appropriate
improvements are made from recommendations made.
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People and skills
In addition to the leadership provided by the Board of Directors, Clinical Divisional
Management Teams (led by clinical directors and coordinated by general managers)
are accountable for, and ensure that a quality service is provided within their
respective divisions and areas of authority. They are required to implement the
Quality Improvement Strategy, providing safe, effective and personal care and
ensure that patients have a positive experience and are treated with courtesy,
respect and kindness.
Training opportunities are available for clinical and non-clinical staff and competency
is monitored as part of the Trust’s appraisal system. 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.
Data quality and governance
Data Quality (DQ) Assurance over the various elements of quality, finance and
performance is of key importance to management and the board. Reviews of the
Trust’s system of internal control in respect of data quality are undertaken in each
year through the approved internal audit work plan. A kite-marking data quality
assurance policy has been introduced and is being rolled out as new reporting is
developed.
The Trust has robustly utilised existing data collection and 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.
Internal Audit specifically devotes an element of their annual work plan to providing
assurance over the Trust’s DQ processes. There is a rolling programme of areas for
review ensuring that over time the Trust’s DQ systems are subject to review.
The Trust has a data quality reporting and governance structure utilising a Data
Quality and Standards Group which reports through the Caldicott and Information
Governance Group. A part of this groups work is to monitor the DQ of the
Commissioning Data Set (CDS) submissions to the NHS Digital Secondary Uses
Service (SUS) and monitors the quality against SUS DQ reports and the NHS Digital
Data Quality Maturity Index (DQMI), and this is also reviewed with the CCG.
The Trust has a comprehensive set of in-house Referral to Treatment Times (RTT)
monitoring reports that are used both within the organisation to manage the RTT
waits, in conjunction with information held on the Trust’s OASIS Patient
Administration System (PAS), and for the external reporting of performance.
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The Health Informatics Team have worked closely with the divisions to generate
reports that match the patient pathways, primarily using data sourced from the
Trust’s PAS. Internal management audits of the RTT pathways are done on an adhoc basis by both operational and information staff periodically throughout the
year. There is significant and constant validation of the data by both the RTT team
and the Health Informatics Team and any identified issues are acted upon.
The Trust’s IT Department (Terafirma) is ISO27001 accredited, holds Cyber
Essentials (CE) certification and has achieved 100% compliance with regards to
the NHSD Data Security Protection (DSP) Toolkit and Data Guardian
Standards. Our approach to delivering data security is defined in the Trust Board
approved Cyber Security Strategy which identifies the key data security and
protection risks including but not limited to; supply chain compromise (SCC),
business email compromise (BEC) and the Internet of Things (IoT).
The Trust has implemented sophisticated controls including data leak protection
(DLP), advanced threat protection (ATP), geo- referencing and secure domain
firewalling to address key data security risks. The recent implementation of a market
leading, cyber secure asset management solution will further enhance and evidence
the robust controls already in place. In the ever evolving technology and cyber
workspace, the trust continues to provide assurances and delivery plans to further
enhance our controls, aligning to the Network and Security Systems (NIS) Directive.
The Trust assures the quality and accuracy of elective waiting time data via a
number of quality management processes. Quality assurance is governed by
standard operating procedures (SOPs), staff training and peer support at the
operational team level for those entering data and managing waiting lists. Monitoring
reports are populated directly from the administrative system, which is used
throughout referral to treat (RTT) pathway management. Data in this system
represents the ‘near-time’ operational position for actively managing waiting lists,
sending appointments and identifying care episode outcomes.
To assure accuracy of the waiting time position operational teams in directorates
supported by the health informatics team undertake internal management audits
within specific pathways. The RTT team supported by health informatics then
undertake a validation process of the output data on a continual rolling basis to
provide a quality control. When active validation controls identify anomalies the route
cause is established and addressed through corrective action. Finally, the Trust Data
Quality and Standards Group (in temporary hiatus during Covid-19 in accordance
with central advice) reviews data quality issues and recommends preventative
action, process change approaches to further assure quality and accuracy. The Trust
performs above the national median and in the upper quartile on the model hospital
data quality index.
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Key risks to the quality and accuracy of elective waiting time data centre around the
human input and the manual validation processes. A key element of this risk is the
reliance on resource to provide report assurance. The consequence of inaccurate
waiting time management is potential for patient harm. Whilst the current quality
management system provides positive assurance, the Chief Information Officer’s
office is working proactively to provide further risk controls through process review
and corrective and preventative action plans. The Trust’s data Kite-Mark policy will
be applied to these data-sets to indicate throughout the process the reliability of
report data in terms of quality and accuracy to better support operational teams that
manage waiting list demand. Work is also underway to remove process steps in
recording care episode outcomes, so that data is retained within electronic systems.
The Audit Committee has overseen the Clinical Audit Forward Plan for 2019/20. The
plan was developed with regard to the requirements of the National Clinical Audit
Patient Outcomes Programme (NCAPOP). The Committee has satisfied itself
through periodic monitoring that performance against the plan in relation to each of
the Medicine, Surgery and Clinical Support functions of the Trust is satisfactory.

Review of effectiveness
As Accounting Officer, I have responsibility for reviewing the effectiveness 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 performance information available to me. My review is
also informed by comments made by the external auditors in their ISA 260 report
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, risk and governance committee and quality and safety committee and a
plan to address weaknesses and ensure continuous improvement of the system is in
place.
The Board 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
the Care Quality Commission.
During 2019/20, the work of the internal auditors and the board’s review of the Board
Assurance Framework and supporting risk management and governance processes,
had identified some internal control weaknesses and perceived gaps in control which
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have been reported as part of the Trust’s routine and ongoing monitoring
arrangements.
Specifically, whilst not significant issues in themselves, Internal Audit identified some
internal control weaknesses in regard to audits in the areas of:
• Discharge Management
• Radiology
• Sickness Absence
• Business Intelligence
• CQC Progress Review
• Rostering
Management have implemented action plans in respect of each of these areas and
progress on the implementation of the recommendations of Internal Audit is being
overseen by the Audit Committee. Some planned completion dates have been
impacted by the need to divert resources to the management of the COVID-19
pandemic and this has required and extension to these dates, which has also been
scrutinised and approved by the Committee.
The Trust complies with the NHS Foundation Trust Code of Governance with the aim
to deliver effective corporate governance, contribute to better organisational
performance and ultimately discharge our duties in the best interests of patients.
Counter Fraud provisions are in place in line with the NHS Counter Fraud Authority
(NHSCFA) Standards. The Trust complies with its responsibilities to fully implement
Code of Conduct that includes reference to fraud, bribery and corruption and the
requirements of the Bribery Act 2010. The effectiveness of the implementation of the
process and staff awareness of the requirements of the Code is regularly tested.
The Head of Internal Audit opinion stated that the Trust has an “adequate and
effective framework for risk management, governance and internal control. However,
our work has identified further enhancements to the framework of risk management,
governance and internal control to ensure that it remains adequate and effective.
However none of the identified weaknesses were deemed to be significant in terms
of the overall systems of internal control of the Trust.
EU Exit
The UK left the EU on the 31st January 2020 and is currently in an 11 month
transition period whereby both the EU and UK must agree a trade deal this timeline
ends on the 31st December 2020.
If no trade deal is agreed the UK will effectively leave the EU trade market and be
faced with similar risks to those seen during the initial phase of planning to ‘no deal’
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EU Exit. The Trust has assessed its activities against these risks and a risk
assessment, at a corporate level, has remained open since this initial period. Under
guidance from DHSC and HM Government the NHS ceased official planning to ‘no
deal’ EU exit at the end of 2019. However these documents will be assessed in the
coming months if a threat is identified and communicated to the Trust by the lead
government departments.
This will also be considered in line with the ongoing Level 4 response to the COVID19 Pandemic, and therefore Trust assessments and processes may require
alteration in line with any co-dependencies from these risks. The board is currently
not being actively updated on EU Exit developments due to the reduced risk and
absence of activity from HM Government departments.
COVID -19
On the 16th March 2020, the Government announced additional measures to seek to
reduce the spread of coronavirus across the country. The NHS declared a level 4
National Incident and issued directions to all acute trusts to postpone all non-urgent
elective operations in order to free up staff and beds for COVID patients, and
theatres/recovery facilities for adaptation work. Emergency admissions, cancer
treatment and other clinically urgent care services continued to be provided.
The Trust took the following actions in response to the pandemic:
Outpatients
All outpatient activity in all specialties was moved to virtual, and existing patients
waiting to be seen were triaged via phone. Virtual consultations determined whether
a physical examination was required.
Diagnostics
Diagnostics resource was diverted to support inpatient work, all urgent work and
supporting cancer.
Cancer
All pathways for cancer were continued as far as possible in light of diagnostic and
treatment constraints under COVID-19. Face-to-face clinics were stopped where
possible and virtual clinics were established
The Corbett and Ramsay Hospitals were used to deliver some cancer services,
including surgery for plastics, urology and breast.
Elective Procedures
All elective work was cancelled except emergency surgery.
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Infection Control
The Trust put in place, as far as possible, a system to segregate all patients with
respiratory problems (including presumed COVID-19 patients) at our front door
within our inpatient wards and critical care. Segregation was based on those with
respiratory illness and other cases.
Restoration and Recovery
At the time of writing, we have entered the second phase in the NHS’s response
which is to restore services in line with national requirements, and all specialties
which were scaled down are now being restored.
The restoration of services will follow a three stage approach:
Priority 1: Urgent & cancer patients
Priority 2: Long waiting patients
Priority 3: Routine patients
Conclusion
My review of the effectiveness of the risk management and internal control has
confirmed that:
• The Trust has a generally sound system of internal control designed to meet
the organisation’s objectives and that controls are generally being applied
consistently.
• Based on the work undertaken by a range of assurance providers, there were
no significant control issues identified during 2019/20.
• I confirm that the annual report and accounts, taken as a whole, is fair,
balanced and understandable and provides the information necessary for
patients, regulators and stakeholders to assess the NHS Foundation Trust’s
performance, business model and strategy.
• We prepare the financial statements on a ‘going concern’ basis.
• Where improvements have been recommended, especially those made by the
CQC within their section 31 notices; we have acted on them and tracked their
implementation at both management and Board / Committee level.
I therefore, believe that the Annual Governance Statement is a balanced reflection of
the actual control position in place within the year.

Diane Wake
Chief Executive
Date: 22 June 2020
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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, and

•

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
the 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

Signed
Diane Wake
Chief executive
22 June 2020

Signed
Tom Jackson
Director of finance
22 June 2020
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Independent Auditors’ Report to the Council of Governors
of The Dudley Group NHS Foundation Trust
Report on the audit of the financial statements
Opinion
In our opinion, The Dudley Group NHS Foundation Trust’s Group and Foundation Trust financial statements (the “financial
statements”):
•

give a true and fair view of the state of the Group’s and Trust’s affairs as at 31 March 2020 and of the Group’s and
Trust’s income and expenditure and the Group’s and Trust’s cash flows for the year then ended; and

•

have been properly prepared in accordance with the Department of Health and Social Care Group Accounting
Manual 2019/20.

We have audited the financial statements, included within the Annual Report & Accounts (the “Annual Report”), which
comprise: the Consolidated and Foundation Trust Statements of Comprehensive Income For the Year Ended 31 March
2020; the Consolidated and Foundation Trust Statements of Financial Position as at 31 March 2020; the Consolidated and
Foundation Trust Statements of Changes in Taxpayers’ and Others’ Equity for the Year Ended 31 March 2020; the
Consolidated and Foundation Trust Statements of Cash Flows for the Year Ended 31 March 2020 and the notes to the
financial statements, which include a description of the significant accounting policies.

Basis for opinion
We conducted our audit in accordance with the National Health Service Act 2006, the Code of Audit Practice and relevant
guidance issued by the National Audit Office on behalf of the Comptroller and Auditor General (the “Code of Audit
Practice”), International Standards on Auditing (UK) (“ISAs (UK)”) and applicable law. Our responsibilities under ISAs
(UK) are further described in the Auditors’ responsibilities for the audit of the financial statements section of our report. We
believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our opinion.

Independence
We remained independent of the Group in accordance with the ethical requirements that are relevant to our audit of the
financial statements in the UK, which includes the FRC’s Ethical Standard, and we have fulfilled our other ethical
responsibilities in accordance with these requirements.

Material uncertainty relating to going concern
In forming our opinion on the financial statements, which is not modified, we have considered the adequacy of the
disclosure made in note 1 to the financial statements concerning the Group’s and the Trust’s ability to continue as a going
concern.
The Group and Trust recorded a surplus for 2019/20 but have an underlying deficit. The current financial plan for 2020/21
is based on a number of assumptions and there is significant uncertainty in the plan as a result of the COVID-19 pandemic
and its impact on the Group and Trust. The Group and Trust recognise that the underlying deficit, combined with the
assumptions made relating to likely levels of income and their ability to deliver against their Cost Improvement Programme
and Agency Expenditure Ceiling, creates uncertainty over their future funding needs. The Group and Trust have assumed
financial support will be received from the Department of Health and Social Care during the course of 2020/21 in order to
meet ongoing liabilities where required and to continue to provide healthcare services. The extent and nature of the
financial support from the Department of Health and Social Care, including whether such support will be forthcoming or
sufficient, is currently uncertain, as are any terms and conditions associated with the funding.
These conditions, along with the other matters explained in note 1 (accounting policies) to the financial statements, indicate
the existence of a material uncertainty which may cast significant doubt about the Group’s and the Trust’s ability to continue
as a going concern. However, the assurance provided by the immediate continuing provision of healthcare services and
improved access to funding through changes in the NHS financing regime significantly mitigates this. The financial
statements do not include the adjustments that would result if the Group or the Trust were unable to continue as a going
concern.

Explanation of material uncertainty
The Department of Health and Social Care Group Accounting Manual 2019/20 requires that the financial statements of the
Trust should be prepared on a going concern basis unless management either intends to apply to the Secretary of State for
the dissolution of the NHS foundation trust without the transfer of the services to another entity, or has no realistic
alternative but to do so.
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The Group, not including the Dudley Group NHS Foundation Trust Charity, recorded a surplus in 2019/20 of £3.521
million. The Trust has an underlying deficit and submitted a draft financial plan for 2020/21 to NHS Improvement which,
if the current gaps were not addressed, would not meet the agreed financial improvement trajectory of a £1.7 million deficit.
The 2020/21 draft financial plan submitted to NHS Improvement contains a deficit of £6.4 million and includes
assumptions that the Trust will deliver £10 million of financial savings; that a 3.8% (£7 million) growth in income from
Dudley CCG will be received; and that additional funding of £8.3 million will be received for providing emergency care
services. The Trust’s cash flow forecasts indicate that, should the assumptions not be achieved, the Trust will be reliant on
external cash support from the Department of Health and Social Care within the 2020/21 financial year.

What audit work we performed
In considering the financial performance of the Group and the Trust and the appropriateness of the going concern
assumption in the preparation of the financial statements, we obtained the 2020/21 annual plan and going concern paper
and the Group’s and Trust’s financial plans and cash flows to March 2021. We also:
•

Understood the Group’s and Trust’s budget produced before the impact of COVID-19 and the most recent position
for 2020/21;

•

Read and challenged the key assumptions underlying the financial plan, focussing on income from Dudley CCG
and the cost improvement programme.

•

Considered the potential impact of the planned Dudley Multispecialty Community Provider proposals;

•

Looked at the Trust’s actual financial performance in April 2020 compared with the forecast position; and

•

Understood the cash flow forecast and the potential impact of changes to key assumptions on the Group’s and
Trust’s ability to meets its liabilities as they fall due.

Our audit approach
Context
The Trust is the main provider of acute emergency and scheduled healthcare in Dudley, operating from three sites, the main
site at Russells Hall Hospital, the Corbett Outpatient Centre and the Guest Outpatient Centre. It also provides community
services in Dudley from a number of different locations. It is funded predominantly by local Clinical Commissioning Groups
(“CCGs”) and NHS England.
NHS Improvement has placed the Trust in Segment 3 of its Single Oversight Framework as at 31 March 2020. NHS
Improvement’s Single Oversight Framework is the framework for overseeing providers and identifying potential support
needs. Segment 3 is described by NHS Improvement as ‘Providers receiving mandated support for significant concerns’.
Our audit for the year ended 31 March 2020 was planned and executed having regard to the fact that the Group’s and
Trust’s operations were largely unchanged in nature from the previous year. The Trust’s financial stability remained a key
area of focus. The Trust’s operations were also affected as a result of the COVID-19 pandemic. In light of this, our approach
to the audit, in terms of scoping and key audit matters, was largely unchanged apart from the COVID-19 key audit matter
that was new this year.
Only the Foundation Trust is a material component which is within the scope of our Group audit. We have not undertaken a
statutory audit of either Dudley Clinical Services Limited or The Dudley Group NHS Foundation Trust Charity.
Our audit also involved forming a conclusion on the arrangements for securing economy, efficiency and effectiveness in the
use of resources (the “3 Es”), in accordance with the Code of Audit Practice.
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Overview
•

Overall Group materiality: £7,783,900 (2019: £7,465,500) which represents 2% of
forecast total revenue for the 2019/20 financial year as at January 2020 (£389,195,000).

•

The consolidated financial statements comprise the parent, The Dudley Group NHS
Foundation Trust, and its subsidiaries (The Dudley Group NHS Foundation Trust
Charity and Dudley Clinical Services Limited).

•

All work was performed by a single audit team who assessed the risks of material
misstatement, taking into account the nature, likelihood and potential magnitude of an
misstatement and determined the extent of testing we needed to perform over each
balance in the financial statements.

•

During our audit we visited Russells Hall Hospital and performed the majority our audit
of the financial information remotely as COVID-19 affected working arrangements for
staff

•
•
•
•
•

Going concern.
Fraud in revenue and expenditure recognition.
Valuation of the Group’s Property, Plant and Equipment.
COVID-19.
Multispecialty Community Provider proposals.

The scope of our audit
As part of designing our audit, we determined materiality and assessed the risks of material misstatement in the financial
statements. In particular, we looked at where the directors made subjective judgements, for example in respect of significant
accounting estimates that involved making assumptions and considering future events that are inherently uncertain.
As in all of our audits we also addressed the risk of management override of internal controls, including evaluating whether
there was evidence of bias by the directors that represented a risk of material misstatement due to fraud.

Key audit matters
Key audit matters are those matters that, in the auditors’ professional judgement, were of most significance in the audit of
the financial statements of the current period and the conclusion on the arrangements for securing economy, efficiency, and
effectiveness in the use of resources, and include the most significant assessed risks of material misstatement (whether or
not due to fraud) identified by the auditors, including those which had the greatest effect on: the overall audit strategy; the
allocation of resources in the audit; and directing the efforts of the engagement team. These matters, and any comments we
make on the results of our procedures thereon, were addressed in the context of our audit of the financial statements as a
whole, and in forming our opinion thereon, and we do not provide a separate opinion on these matters. In addition to going
concern, described in the ‘Material uncertainty relating to going concern’ section above, and the matters described in the
‘Arrangements for securing economy, efficiency and effectiveness in the use of resources’ section below, we determined the
matters described below to be the key audit matters to be communicated in our report. This is not a complete list of all risks
identified by our audit.
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Key audit matter

How our audit addressed the key audit matter

Management override of control and fraud in revenue and
expenditure recognition – Group and Trust
See note 1 to the financial statements for the Group’s
disclosures of the related accounting policies, judgements
and estimates relating to the recognition of revenue and
expenditure, and notes 2 to 5 for further information.
Under ISAs (UK) 240 there is a (rebuttable) presumption
that there are risks of fraud in revenue recognition. We
extend this presumption to the recognition of expenditure in
the NHS in general.
The main source of revenue for the Trust is from contracts
with commissioning bodies in respect to healthcare services,
under which revenue is recognised when, and to the extent
that, healthcare services are provided to patients. This is
contracted through a Service Level Agreement (‘SLA’).
We focussed on this area because there is a heightened risk
due to:
•

•

The risks surrounding the financial sustainability
of the Group and Trust, as described in the section
‘Material uncertainty relating to going concern’;
and
Due to the wider financial challenge in the NHS,
the pressure The Dudley Group NHS Foundation
Trust is under to achieve its forecast 2019/20
deficit set out in its plan submitted to NHS
Improvement and gain access to the available
Provider Sustainability Funding; and therefore the
incentive to recognise income for services which
have not been delivered during the financial year,
and to omit to recognise expenditure in 2019/20,
to improve the reported financial position.

We considered revenue recognition to be a risk, in particular
revenue streams from the Clinical Commissioning Groups
(“CCGs”) and NHS England, which comprise £313 million
and £60 million of the Trust’s income respectively. An
adjustment is negotiated with the CCGs to reflect actual
levels of activity at the end of the financial year. The value of
the adjustment is subject to management judgement and
negotiation with commissioners. The Trust can also earn
Commissioning for Quality and Innovation (CQUIN) revenue
as a percentage of the contract value for demonstrating
improvements in quality and innovation in specified areas of
patient care.
We considered the key areas to be:
•
•
•

recognition of revenue and expenditure;
recognition of revenue in accordance with IFRS 15; and
manipulation of journal postings to the general ledgers.

We evaluated and tested the accounting policy for revenue and
expenditure recognition to ensure that it is consistent with the
requirements of the Department of Health and Social Care Group
Accounting Manual 2019/20 and IfRS 15. We noted no issues in this
respect.
For a sample of transactions recognised during the year and around the
year-end (both before and after), we confirmed that income and
expenditure had been recognised in line with the Trust’s accounting
policies and in the correct accounting period by agreeing transactions to
the supporting invoice and cash receipts/payments where appropriate.
For a sample of CCG income, we obtained the signed contract and agreed
its value to the income recognised during the year. For a sample of
income from over and under performance against the contract we agreed
the income to supporting evidence. This included inspecting information
from the year-end intra-NHS balance agreement process to identify any
significant differences between the income and accounts receivable
reported between the Trust and other NHS organisations.
We performed testing to identify whether there were any unrecorded
liabilities. We:
•

•

tested a sample of payments made and invoices recognised after 31
March 2020 to supporting documentation, to check that, where
they related to the 2019/20 financial year, an accrual was
recognised appropriately; and
compared accrued expenses recognised as at 31 March 2020 with
that recognised in the prior year to identify material differences in
the accruals recognised year on year.

We also inspected the information from the year-end intra NHS balance
agreement process to identify any significant differences between the
expenditure and accounts payable reported with NHS organisations.
We obtained an understanding of the movement for each category of
expenditure provision and performed testing by agreeing a sample to
supporting evidence, confirming the accuracy of the provision calculation
and that the Trust had a constructive obligation at 31 March 2020. No
material issues were identified from the work performed.
We tested the holiday pay accrual back to the supporting evidence
available and obtained the information that had been used to form the
estimate in order to substantiate the accrual. To assess the completeness
of accruals, we considered current year accruals versus prior year
accruals to determine if any balances had been omitted.
No material issues were identified from the work performed on revenue
and expenditure transactions and we did not identify any transactions
that were indicative of fraud in the recognition of revenue or
expenditure.
Journals
Our journals work was carried out using a risk based approach across
the general ledger used by the Trust. We used data analysis techniques
to identify the journals that had higher risk characteristics.
We focused our testing on a sample of journal transactions that had been
recognised in both income and expenditure. We agreed the journal
entries to supporting documentation. Our testing found that they were
supported by appropriate documentation and that the income and
expenditure was recognised in the appropriate accounting period for the
correct value.
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Key audit matter

How our audit addressed the key audit matter

Valuation of Property, Plant and Equipment– Group and
Trust
See note 1 to the financial statements for the Group’s and
Trust’s disclosures of the related accounting policies,
judgements, estimates, and use of experts relating to the
valuation of the Group’s and Trust’s land and buildings, and
note 13 for further information.

We obtained and read the valuation report prepared by the Group’s
Valuers. We used our own valuations expertise to evaluate and
challenge the assumptions and methodology applied in the valuation
exercise. We found the assumptions and methodology applied to be
consistent with our expectations.

The Trust is required to regularly revalue its assets in line with
the Department of Health and Social Care Group Accounting
Manual 2019/20. We have focused on this area due to the
material nature of this balance, and the consequential impact
on the financial statements were it to be materially misstated.

We checked that the Valuer had a UK qualification, was part of an
appropriate professional body and was not connected with the Group.

As at the year-end 31 March 2020, the Group’s property, plant
and equipment are valued at £176 million (2019: £181 million).
All property, plant and equipment is measured initially at cost,
with land and buildings subsequently measured at fair value.
In 2018/19, the Trust carried an exercise to determine the
value of its land and buildings on a Modern Equivalent Asset
basis as at 1 April 2018, with a reduced footprint, and this
continued to be used as the basis for its valuation methodology
in 2019/20.
Valuations are performed by a professionally accredited
expert, in accordance with the Royal Institute of Chartered
Surveyors (‘RICS’) Appraisal and Valuation Manual, and
performed with sufficient regularity to ensure that the carrying
value is not materially different from fair value at the balance
sheet date.
The Group’s Valuers noted that the COVID-19 pandemic has
impacted on property valuations.
The specific areas of risk are:
•

accuracy and completeness of detailed information on
assets provided to the valuation expert — most
significantly the floor plans, on which the valuation of
hospital properties is routinely based;

•

the methodology, assumptions and underlying data used
by the valuation expert; and

•

the accounting transactions resulting from this valuation.

We tested the underlying data (upon which the valuation was based)
by confirming the floor areas used in the valuation with the PFI
provider.
We checked that the change in valuation was appropriately
disclosed in the financial statements and correctly reflected in the
Group’s workings and the general ledger. This we did by testing a
sample of asset values which had increased or decreased by checking
the Group had accounted for the valuation change correctly, and
found that, for all assets tested, the revaluation or impairment had
been posted accordingly in the general ledger. We considered the
repairs and maintenance expense codes to confirm that there had
been no material alterations to the existing value and use of assets,
and to address the risk that capital expenditure had not been
misclassified as repairs and maintenance spend.
Due to the uncertainty created by the COVID-19 pandemic regarding
the valuation of the Trust’s land and buildings, we asked for
additional disclosures to be added to the financial statements to
reflect the impact of COVID-19 on the valuation process as at 31
March 2020. The Trust has disclosed this as part of notes 1 and 13 of
its financial statements.
No other significant matters were identified.
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Key audit matter

How our audit addressed the key audit matter

COVID-19 – Group, Trust, and 3 Es
During the course of the audit, both management and the
engagement team considered the impact that the ongoing
COVID-19 pandemic has had on the activities, suppliers and
wider economy of the Group’s and the Trust’s financial
statements.

We performed the following procedures to address the impact that the
COVID-19 pandemic has on the financial statements:
•

Evaluated and challenged management’s assessment of the
pandemic and its impact on valuations and going concern.
This included using our own valuations experts to consider
the assumptions underpinning the Trust’s valuation. Our
work on evaluating management’s going concern
assessment is described in the “Material uncertainty
relating to going concern” section above.

•

Performed sample testing of non-pay expenditure
transactions posted after 31 March 2020 to address the
heightened risk that transactions may have been posted to
the wrong period, as a result of more staff working at home.

•

Looked at the items recognised as COVID-19 related costs to
ensure the classification as being reimbursable was
appropriate.

•

Assessed the disclosures made by management and ensured
that the impact of the pandemic was reflected in the Annual
Report, and in the accounting policies and as a nonadjusting post balance sheet event in the financial
statements.

•

Considered if any adjustments to the carrying value of
assets and liabilities were required.

•

Ensured access to audit evidence where this was not
available electronically, for example through use of online
meetings to look at evidence.

•

Held regular discussions with the Deputy Director of
Finance to understand the impact of the COVID-19
pandemic on the Trust.

Management’s assessment is that there was not a significant
impact on the outturn financial position, because operations
only significantly changed in scope for the last 3 weeks of the
year and the Trust was able to reclaim COIVD-19 related costs.
Due to the significance of the pandemic, the financial
statements have recognised the impact as a non-adjusting post
balance sheet event in the financial statements. The actions the
Trust took in response have been disclosed as part of its
Annual Governance Statement in the Annual Report.
As a result of the impact of the COVID-19 pandemic on the
NHS in general and the Trust in particular, we determined that
the impact of COVID-19 should be a key audit matter.

We concluded that management’s assessment of the impact of the
COVID-19 pandemic and their arrangements for securing economy,
efficiency and effectiveness in its use of resources is reasonable, as
they have disclosed in the Annual Governance Statement in the
Annual Report.
Multispecialty Community Provider Proposals – 3 Es
Dudley CCG was selected to join NHS England’s Vanguard
Programme in early 2015 with the intention to develop a new
care model – the Multi-Specialty Community Provider (MCP).
Since that time the CCG has been working with local partners
and stakeholders, including the Trust, on the development of
the MCP.
The aim of the MCP is to bring together services in an
integrated service model, including community-based services
which are currently run by the Trust. This is acknowledged to
have a potential financial and clinical impact on the Trust,
which it has been considering during 2019/20 as part of its
response to the proposals.
As a result of the potential impact of the MCP on the Trust, we
determined that the Trust’s response to the MCP proposals
should be a Key Audit Matter for our work on the
arrangements for securing economy, efficiency and
effectiveness in the use of resources.

We performed the following procedures in considering the Trust’s
response to the MCP proposals. We:
•

considered relevant Trust Board Papers and Minutes;

•

met with the Director of Finance to discuss the proposals
and the Trust’s response; and

•

read a report entitled ‘Review of the MCP financial model’
that was prepared in March 2020 to understand the
potential impact on the Trust’s financial position.

We noted that the Trust disclosed within the Annual Governance
Statement that the proposal to establish a Multi-Specialty Community
Provider has potential implications for the future financial
sustainability of the Trust, and that the board has carried out a
detailed risk assessment. This proposal is currently paused.
We concluded that the Trust has considered the potential impact of
the MCP proposals and that there was nothing to report in respect of
their arrangements for securing economy, efficiency and effectiveness
in its use of resources in this area.

Other than the matters noted in the ‘Material Uncertainty relating to going concern’ and ‘Arrangements for securing
economy, efficiency, and effectiveness in the use of resources’ paragraphs, we determined that there were no further key
audit matters relating to the financial statements of the Group to communicate in our report.
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How we tailored the audit scope
We tailored the scope of our audit to ensure that we performed enough work to be able to give an opinion on the financial
statements as a whole, taking into account the structure of the Trust and the Group, the accounting processes and controls,
and the environment in which the Group operates.
Due to the impact of COVID-19, the audit was primarily conducted remotely by working with Trust finance staff and other
Trust employees who are based at The Dudley Group NHS Foundation Trust’s largest site in Dudley (Russells Hall
Hospital).

Materiality
The scope of our audit was influenced by our application of materiality. We set certain quantitative thresholds for
materiality. These, together with qualitative considerations, helped us to determine the scope of our audit and the nature,
timing and extent of our audit procedures and to evaluate the effect of misstatements, both individually and on the financial
statements as a whole.
Based on our professional judgement, we determined materiality for the financial statements as a whole as follows:
Group financial statements

Trust financial statements

Overall materiality

£7,783,900 (2019: £7,465,500)

£7,394,000 (2019: £7,092,301)

How we determined it

2% of forecast total revenue* for the 2019/20
financial year as at January 2020 (2019: 2% of
total revenue)

2% of forecast total revenue* for the 2019/20
financial year as at January 2020 (2019: 2% of
total revenue)

Rationale for
benchmark applied

Consistent with last year, we have applied this
benchmark, a generally accepted auditing
practice, in the absence of indicators that an
alternative benchmark would be appropriate.

Consistent with last year, we have applied this
benchmark, a generally accepted auditing
practice, in the absence of indicators that an
alternative benchmark would be appropriate.

We decided not to update the materiality level
to reflect the total income in the draft financial
statements. This was done to ensure that
materiality was not increased as a result of oneoff additional income the Trust received at year
end.

We decided not to update the materiality level to
reflect the total income in the draft financial
statements. This was done to ensure that
materiality was not increased as a result of one-off
additional income the Trust received at year end.

*Revenue includes operating income from patient care activities and other operating income.

Only the Foundation Trust is a material component which is within the scope of our Group audit. We have not undertaken a
statutory audit of either Dudley Clinical Services Limited or The Dudley Group NHS Foundation Trust Charity.
We agreed with the Audit Committee that we would report to them misstatements identified during our audit above
£300,000 (Group audit) (2019: £300,000) and £300,000 (Trust audit) (2019: £300,000) as well as misstatements below
that amount that, in our view, warranted reporting for qualitative reasons.

Reporting on other information
The other information comprises all of the information in the Annual Report other than the financial statements and our
auditors’ report thereon. The directors are responsible for the other information. Our opinion on the financial statements
does not cover the other information and, accordingly, we do not express an audit opinion or, except to the extent otherwise
explicitly stated in this report, any form of assurance thereon.
In connection with our audit of the financial statements, our responsibility is to read the other information and, in doing so,
consider whether the other information is materially inconsistent with the financial statements or our knowledge obtained
in the audit, or otherwise appears to be materially misstated. If we identify an apparent material inconsistency or material
misstatement, we are required to perform procedures to conclude whether there is a material misstatement of the financial
statements or a material misstatement of the other information. If, based on the work we have performed, we conclude that
there is a material misstatement of this other information, we are required to report that fact. We have nothing to report
based on these responsibilities.
With respect to the Performance Report and the Accountability Report, we also considered whether the disclosures required
by the NHS Foundation Trust Annual Reporting Manual 2019/20 have been included.
Based on the responsibilities described above and our work undertaken in the course of the audit, ISAs (UK) and the Code
of Audit Practice require us also to report certain opinions and matters as described below.
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Performance Report and Accountability Report
In our opinion, based on the work undertaken in the course of the audit, the information given in the Performance Report
and Accountability Report for the year ended 31 March 2020 is consistent with the financial statements and has been
prepared in accordance with the NHS Foundation Trust Annual Reporting Manual 2019/20.
In light of the knowledge and understanding of the Group and the Trust and their environment obtained in the course of the
audit, we did not identify any material misstatements in the Performance Report or Accountability Report.
In addition, the parts of the Remuneration and Staff reports to be audited have been properly prepared in accordance with
the NHS Foundation Trust Annual Reporting Manual 2019/20.

Responsibilities for the financial statements and the audit
Responsibilities of the directors for the financial statements
As explained more fully in the Accountability Report, the directors are responsible for the preparation of the financial
statements in accordance with the Department of Health and Social Care Group Accounting Manual 2019/20, and for being
satisfied that they give a true and fair view. The directors are also responsible for such internal control as they determine is
necessary to enable the preparation of financial statements that are free from material misstatement, whether due to fraud
or error.
In preparing the financial statements, the directors are responsible for assessing the Group’s and Trust’s ability to continue
as a going concern, disclosing as applicable, matters related to going concern and using the going concern basis of
accounting unless the directors either intend to liquidate the Group and Trust or to cease operations, or have no realistic
alternative but to do so.
The Trust is also responsible for putting in place proper arrangements to secure economy, efficiency and effectiveness in its
use of resources.

Auditors’ responsibilities for the audit of the financial statements
Our objectives are to obtain reasonable assurance about whether the financial statements as a whole are free from material
misstatement, whether due to fraud or error, and to issue an auditors’ report that includes our opinion. Reasonable
assurance is a high level of assurance, but is not a guarantee that an audit conducted in accordance with ISAs (UK) will
always detect a material misstatement when it exists. Misstatements can arise from fraud or error and are considered
material if, individually or in the aggregate, they could reasonably be expected to influence the economic decisions of users
taken on the basis of these financial statements.
A further description of our responsibilities for the audit of the financial statements is located on the FRC’s website at:
www.frc.org.uk/auditorsresponsibilities. This description forms part of our auditors’ report.
We are required under Schedule 10 (1) of the National Health Service Act 2006 to satisfy ourselves that the Trust has made
proper arrangements for securing economy, efficiency and effectiveness in its use of resources and to report to you where we
have not been able to satisfy ourselves that it has done so. We are not required to consider, nor have we considered, whether
all aspects of the Trust’s arrangements for securing economy, efficiency and effectiveness in its use of resources are
operating effectively. We have undertaken our work in accordance with the Code of Audit Practice, having regard to the
criterion determined by the Comptroller and Auditor General as to whether the Trust has proper arrangements to ensure it
took properly informed decisions and deployed resources to achieve planned and sustainable outcomes for taxpayers and
local people. We planned our work in accordance with the Code of Audit Practice. Based our on-risk assessment, we
undertook such work as we considered necessary.

Use of this report
This report, including the opinions, has been prepared for and only for the Council of Governors of The Dudley Group NHS
Foundation Trust as a body in accordance with paragraph 24 of Schedule 7 of the National Health Service Act 2006 and for
no other purpose. We do not, in giving these opinions, accept or assume responsibility for any other purpose or to any other
person to whom this report is shown or into whose hands it may come save where expressly agreed by our prior consent in
writing.

Other required reporting
Arrangements for securing economy, efficiency and effectiveness in the use of resources
Under the Code of Audit Practice, we are required to report, by exception, if we conclude we are not satisfied that the Trust
has put in place proper arrangements for securing economy, efficiency and effectiveness in its use of resources for the year
ended 31 March 2020. Key audit matters relating to this reporting requirement are set out in the Key audit matters table
above and identified as relating to the 3 Es conclusion, and in the Basis for adverse opinion paragraph below.
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Adverse opinion
As a result of the matters set out in the Basis of adverse opinion section immediately below, we have concluded that the
Trust has not put in place proper arrangements for securing economy, efficiency and effectiveness in the use of its resources
for the year ended 31 March 2020.

Basis for adverse opinion
During 2019/20, the Trust incurred agency expenditure costs of £13.5 million. This was significantly in excess of the Trust’s
ceiling for agency costs, specified by NHS Improvement, of £6.2 million.
The Trust has an underlying deficit in the current year and there are gaps in the Trust’s plans to break-even in 2020/21. The
most recent financial plan is based on a number of assumptions and there is significant uncertainty in the funding
arrangements for 2020/21 as a result of the COVID-19 pandemic and its impact on the Trust. The underlying deficit,
combined with the assumptions made on likely levels of income and the Trust’s ability to deliver against its Cost
Improvement Programme and Agency Expenditure Ceiling, creates uncertainty over its future funding needs.
The CQC’s inspection report issued in June 2019 concluded that, overall, the Trust ‘Requires Improvement’ and, in
particular, the Trust’s arrangements in relation to the ‘Safe’ services domain was considered to be ‘Inadequate’. The main
Russells Hall hospital site was rated ‘Requires Improvement’ overall, and the Corbett Hospital site was rated ‘Inadequate’.
Section 31 notices issued by the CQC have been in place for the whole of 2019/20.
The Trust’s did not meet key constitutional targets during 2019/20, in particular in relation to the A&E 4-hour wait target,
and the 62 day wait time for Cancer patients.
As a result of the matters noted above, the Trust has been subject to enforcement action during the year as a result of
breaches of a number of conditions of its license, in relation to Quality and Governance, Financial issues and Operational
Performance. The Trust has agreed a number of undertakings with NHS Improvement and NHS England to address these
issues.
Based on our risk assessment and work performed, we concluded that:
•

The evidence available from the results of the Trust’s most recent CQC inspections and associated enforcement
notices, its performance against key constitutional targets, and the associated enforcement undertakings in place as
a result of the breaches of its license conditions, indicate that there were gaps in the Trust’s application of the
principles and values of sound governance.

•

The material uncertainties in relation to Financial Sustainability and Going Concern call into doubt the financial
sustainability of the Trust in the context of the sustainable deployment of resources.

In considering the Trust’s arrangements we:
•

read the June 2019 CQC inspection report and discussed the findings with management;

•

understood the Trust’s performance against key constitutional targets, in particular Referral to Treatment times,
the A&E 4-hour wait target, and the 62 day wait time for Cancer patients;

•

read the enforcement undertakings in place during 2019/20; and

•

understood the Trust’s 2019/20 results and 2020/21 financial plans, including its cash flows and assumptions
underpinning the potential for future financing needs.

Other matters on which we report by exception
We are required to report to you if:
•

The statement given by the directors in the Accountability Report, in accordance with provision C.1.1 of the NHS
Foundation Trust Code of Governance, that they consider the Annual Report taken as a whole to be fair, balanced
and understandable, and provides the information necessary for patients, regulators, and other stakeholders to
assess the Group’s and Trust’s performance, business model, and strategy is materially inconsistent with our
knowledge of the Group and Trust acquired in the course of performing our audit.

•

The section of the Annual report in the Accountability Report, as required by provision C.3.9 of the NHS
Foundation Trust Code of Governance, describing the work of the Audit Committee does not appropriately address
matters communicated by us to the Audit Committee.

•

The Annual Governance Statement does not meet the disclosure requirements set out in the NHS Foundation Trust
Annual Reporting Manual 2019/20 or is misleading or inconsistent with our knowledge acquired in the course of
performing our audit. We have not considered whether the Annual Governance Statement addresses all risks and
controls or that risks are satisfactorily addressed by internal controls.
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•

We have referred a matter to Monitor under Schedule 10 (6) of the National Health Service Act 2006 because we
had reason to believe that the Trust, or a director or officer of the Trust, was about to make, or had made, a
decision which involved or would involve the incurring of expenditure that was unlawful, or was about to take, or
had taken a course of action which, if followed to its conclusion, would be unlawful and likely to cause a loss or
deficiency.

•

We have issued a report in the public interest under Schedule 10 (3) of the National Health Service Act 2006.

•

We have not received all the information and explanations we require for our audit.

We have no exceptions to report arising from this responsibility.

Certificate
We certify that we have completed the audit of the financial statements in accordance with the requirements of Chapter 5 of
Part 2 to the National Health Service Act 2006 and the Code of Audit Practice.

Alison Breadon (Senior Statutory Auditor)
for and on behalf of PricewaterhouseCoopers LLP
Chartered Accountants and Statutory Auditors
Birmingham
23 June 2020
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Foreward to the Accounts
These accounts for the period 1 April 2019 to 31 March 2020 have been prepared by
The Dudley Group NHS Foundation Trust in accordance with paragraphs 24 and 25
of Schedule 7 to the NHS Act 2006 and are presented to Parliament pursuant to
Schedule 7, paragraph 25 (4) (a) of the National Health Service Act 2006.

Signed
Diane Wake
Chief Executive
Date: 22 June 2020
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Consolidated and Foundation Trust Statements of Changes in Taxpayers' and
Others' Equity

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 organisation. Additional PDC may also be issued to trusts by the Department
of Health and Social Care. A charge, reflecting the cost of capital utilised by the
trust, is payable to the Department of Health as the public dividend capital
dividend.
Revaluation reserve
Increases in asset values arising from revaluations are recognised in the
revaluation reserve, except where, and to the extent that, they reverse impairments
previously recognised in operating expenses, in which case they are recognised in
operating income. Subsequent downward movements in asset valuations are
charged to the revaluation reserve to the extent that a previous gain was
recognised unless the downward movement represents a clear consumption of
economic benefit or a reduction in service potential.
Income and expenditure reserve
The balance of this reserve is the accumulated surpluses and deficits of the Trust.
Charitable funds reserve
This reserve comprises the ring-fenced funds held by the Dudley Group NHS
Foundation Trust Charity consolidated within these financial statements.
These reserves comprise Unrestricted Funds £1,821,000 (2018/19 £2,113,000) of
which £1,670,000 (2018/19 £1,945,000) have been designated for specific
purposes, Restricted Funds £55,000 (2018/19 £75,000) and Endowment Funds
£nil (2018/19 £nil). Unrestricted Funds comprise those funds that the Trustee is
free to use for any purpose in furtherance of the Charity objectives, Restricted
Funds are specific appeals for funds or donations where legal restrictions have
been imposed by the donor, and Endowment Funds are held as capital by the
Charity to generate income for charitable purposes but cannot themselves be
spent.
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1. Accounting policies and other information
NHS Improvement, in exercising the statutory functions conferred on Monitor, has
directed that the financial statements of NHS foundation trusts shall meet the
accounting requirements of the Department of Health and Social Care (DHSC)
Group Accounting Manual (GAM), which shall be agreed with HM Treasury.
Consequently, the following financial statements have been prepared in accordance
with the DHSC Group Accounting Manual 2019-20, issued by the Department of
Health and Social Care. The accounting policies contained in the GAM follow
International Financial Reporting Standards to the extent that they are meaningful
and appropriate to the NHS, as determined by HM Treasury, which is advised by the
Financial Reporting Advisory Board. Where the DHSC Group Accounting Manual
permits a choice of accounting policy, the accounting policy that is judged to be most
appropriate to the particular circumstances of the NHS Foundation Trust for the
purpose of giving a true and fair view has been selected. The particular policies
adopted are described below. These have been applied consistently in dealing with
items considered material in relation to the accounts.
Going Concern
The Foundation Trust’s annual report and accounts have been prepared on a going
concern basis.
International Accounting Standard 1 requires the Board to assess, as part of the
accounts preparation process, the Group and Trust's ability to continue as a going
concern. In the context of non-trading entities in the public sector, as defined within
the Government Financial Reporting Manual (FReM), the anticipated continuation of
the provision of a service in the future as evidenced by inclusion of financial
provision for that service in published documents is normally sufficient evidence of
going concern.
The financial statements should be prepared on a going concern basis unless there
are plans for, or no realistic alternative other than, the dissolution of the Group and
Trust without the transfer of its services to another entity within the public sector.
In preparing the financial statements, the Board of Directors has considered the
Group’s and Trust's overall financial position against the requirements of lAS1.
The close of the 2019/20 financial year and the early part of 2020/21 has been
overshadowed by the COVID-19 outbreak which has had profound effects upon the
operations of health services throughout the UK. As a consequence, NHS finances
have been significantly impacted at a national and local level.
In relation to the Going Concern assessment, there are implications for Group and
Trust’s Profitability, Liquidity and Continuity of Service.
Profitability
The 2019/20 plan was based on the delivery of a control total deficit of £2.831m
(prior to Provider Sustainability Funding - PSF). Achievement of the control total
would result in a PSF receipt to the Trust of £6.462m. In addition, the Trust planned
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a land sale at Corbett Hospital which would have yielded a profit on sale of £4.424m.
The combined position was therefore expected to deliver a surplus of £8.055m.
Delivery of this plan required the Trust to deliver a Cost Improvement Programme
(CIP) saving target of £23.368m.
The final outturn equated to a surplus of £3.521m. Achievement of the control total
ensured that the Trust received full PSF of £6.462m plus a further £0.376m given to
the Trust in 2019/20 which related to the previous financial year. The land sale was
deferred following consultation. The Trust has not received any Financial Recovery
Fund (FRF) monies.
The Trust negotiated year end settlements with both NHSE, for an additional £4.8m
for specialised services, and Dudley CCG for an additional £8.3m to cover the cost
of emergency care. In addition, the Trust received £2m to cover the additional
COVID- 19 costs incurred in March 2020, from NHSE. Furthermore, a technical
adjustment to reduce the control total target of £0.745m was granted for control total
assessment purposes linked to the need to include an accrual for annual leave,
linked to COVID- 19.
The increased costs incurred in the final quarter (£2m), associated with preparation
for, and the treatment of, patients suffering from COVID-19, have been recognised in
full. NHSE and NHSI, in line with Government releases, have agreed to meet all
reasonable costs associated with COVID-19 and have funded 2019/20 costs
accordingly.
Continuity of Service
A number of factors indicate that the Trust will provide continuity of services. In
relation to our financial plan for 2020/21:
• Negotiations have been ongoing on an STP-wide basis for the provision of
future services prior to the impact of COVID-19. Original plans were submitted
on the basis of a settlement in line with CCG growth plus a further £8.3m.
• A CIP target of £10m has been assumed as a realistic figure as part of the
plan.
• The net impact of these assumptions has resulted in a deficit plan of £6.416m.
• However, the onset of COVID-19 resulted in the suspension of further
negotiations and planning.
Since this submission, however, the NHS landscape has changed dramatically due
to CoOVID-19. Financial plans for 2020/21 have been deferred with trusts and CCGs
operating in accordance with guidance issued by NHSI in March.
This guidance states that, for an initial period covering 1 April – 31 July 2020:
• NHS providers will receive block contract payments from commissioners, and
income from non-NHS sources.
• Where this is not sufficient to cover a provider’s underlying cost base,
additional central top up payments will be made. Further top up payments will
be made to cover reasonable costs of responding to the crisis, net of any cost
reductions e.g. for consumables not required.
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The new block/top up arrangements is likely to continue for the remainder of
2020/21.
• For the time-being the focus remains on the restoration and recovery of
services together with the ongoing battle against COVID-19.
• April 2021 will see a reset of the NHS. Guidance is awaited on what this
means but it is unlikely that planning will return on the same basis as preCOVID-19.
• There will undoubtedly be a stronger emphasis on collaboration as an STP.
The guidance issued by NHSE and NHSI in relation to block contracts and the
correspondence indicating the target for the next four years, coupled with the
absolute operational needs associated with the treatment of patients during the
current outbreak, provide a clear signal (in the absence of a signed 12 month
contract), that the Group and Trust will continue to provide services for the
foreseeable future.
Liquidity
The Group and Trust achieved its control total in 2019-20 and were able to maintain
liquidity without the need to borrow cash from the Treasury.
NHSI has announced significant changes to the NHS Provider cash regime, effective
from 1 April 2020.
• Interim revenue loans at 31 March 2020 are to be extinguished during
2020/21. Providers will be issued Public Dividend Capital (PDC) to effect the
repayment of outstanding balances at 31 March 2020.
• For 2020/21, the Financial Recovery Fund (FRF) will be the sole source of
financial support for NHS providers and CCGs that are otherwise unable to
live within their means.
• Organisations’ entitlement to FRF will continue to depend on full-year financial
performance and, where financial trajectories are not achieved, any FRF that
has been paid but not earnt will be converted to DHSC financing (PDC).
• Future revenue support will be available for exceptional short-term cash flow
requirements and longer-term revenue support for providers in financial
distress. This support will be provided as PDC (rather than loans) and does
not require principal repayment but carries a dividend payable at the current
PDC rate (3.5%).
The changes in the cash regime from 1 April 2020, alongside the short term COVID19 measures, provide a degree of assurance regarding future revenue funding. This
in turn provides reassurance over the Group’s and Trust’s ability to continue as a
Going Concern.
In further support of this conclusion, and recognising the heighted ‘Going Concern’
uncertainty generated by the COVID-19 pandemic, NHSE and NHSI issued a joint
statement on 27 May 2020 which incorporates the following paragraph, reaffirming
‘continuity of service’ and government funding:
“In March 2020 we announced revised arrangements for NHS contracting and
payment to apply for part of the 2020/21 year. In May 2020 we issued revised
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financial management guidance to CCGs for the corresponding period. We are not
yet able to definitively announce the contracting arrangements that will be in place
for the rest of 2020/21 and beyond. It remains the case that the Government has
issued a mandate to NHS England for the continued provision of services in England
in 2020/21 and CCG allocations have been set for the remainder of 2020/21. While
these allocations may be subject to minor revision as a result of the COVID-19
financial framework, the guidance has been clarified to inform CCGs that they will be
provided with sufficient funding for the year. Providers can therefore continue to
expect NHS funding to flow at similar levels to that previously provided where
services are reasonably still expected to be commissioned. While mechanisms for
contracting and payment are not definitively in place, it is clear that NHS services will
continue to be funded, and Government funding is in place for this.”
Long term sustainability and planning
The NHS Long Term plan sets out to achieve that all NHS organisations are in
financial balance by 2023/24.
The Group and Trust recorded a surplus for 2019/20 but have an underlying deficit.
The Group and Trust are forecasting a deficit in 2020/21. The forecast deficit is
based on a number of assumptions and there is significant uncertainty in the
financial plan for 2020/21 as a result of COVID-19 pandemic and its impact on the
Group and Trust. The Group and Trust recognises that the underlying deficit,
combined with the assumptions made on likely levels of income and the ability to
deliver against the Cost Improvement Programme and Agency Expenditure Ceiling,
creates uncertainty over future funding needs. The Group and Trust have assumed
financial support will be received from the Department of Health and Social Care
during the course of 2020/21 in order to meet ongoing liabilities where required and
continue to provide healthcare services. The extent and nature of the financial
support from the Department of Health and Social Care, including whether such
support will be forthcoming or sufficient, is currently uncertain, as are any terms and
conditions associated with the funding.
These conditions indicate the existence of a material uncertainty which may cast
significant doubt about the Group’s and the Trust’s ability to continue as a going
concern. However, the assurance provided by the immediate continuing provision of
healthcare services and improved access to funding through changes in the NHS
financing regime significantly mitigates this. The financial statements do not include
the adjustments that would result if the Group or the Trust were unable to continue
as a going concern.
Financing - Conclusion
The Board of Directors is therefore satisfied and considers it appropriate that the
accounts for the year ended 31 March 2020 should be prepared on a Going Concern
basis.
Accounting Convention
These accounts have been prepared under the historical cost convention modified to
account for the revaluation of property, plant and equipment, intangible assets,
inventories and certain financial assets and financial liabilities.
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1.1 Consolidation
The Group financial statements consolidate the financial statements of the Trust and
all of its subsidiary undertakings made up to 31st March 2020. The income,
expenses, assets, liabilities, equity and reserves of the subsidiaries have been
consolidated into the Trust’s financial statements and Group financial statements
have been prepared.
Subsidiaries
Subsidiary entities are those which the Foundation Trust is exposed to, or has rights
to, variable returns from its involvement with the entity and has the ability to affect
those returns through its power over the entity. The income, expenses, assets,
liabilities, equity and reserves of subsidiaries are consolidated in full into the
appropriate financial statement lines. The amounts consolidated are drawn from the
published financial statements of the subsidiaries for the year. Where subsidiaries’
accounting policies are not aligned with those of the Foundation Trust then amounts
are adjusted during consolidation where the differences are material. Inter-entity
balances, transactions and gains/losses are eliminated in full on consolidation.
Dudley Clinical Services Limited is a subsidiary of the Trust.
NHS Charitable Fund
The NHS Foundation Trust is the corporate trustee to The Dudley Group NHS
Foundation Trust Charity. The Foundation Trust has assessed its relationship to the
charitable fund and determined it to be a subsidiary because the Foundation Trust is
exposed to, or has rights to, variable returns and other benefits for itself, patients and
staff from its involvement with the charitable fund and has the ability to affect those
returns and other benefits through its power over the fund.
The charitable fund’s statutory accounts are prepared to 31st March in accordance
with the UK Charities Statement of Recommended Practice (SORP) which is based
on UK Financial Reporting Standard (FRS) 102. On consolidation, necessary
adjustments are made to the charity’s assets, liabilities and transactions to:
• recognise and measure them in accordance with the Foundation Trust's
accounting policies; and
• eliminate intra-Group transactions, balances, gains and losses.
1.2 Revenue
In the application of IFRS 15 a number of practical expedients offered in the
Standard have been employed. These are as follows:
• As per paragraph 121 of the Standard the Foundation Trust will not
disclose information regarding performance obligations part of a contract that
has an original expected duration of one year or less,
• The Foundation Trust is to similarly not disclose information where the
revenue is recognised in line with the practical expedient offered in paragraph
B16 of the Standard where the right to consideration corresponds directly with
the value of the performance completed to date.
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The FReM has mandated the exercise of the practical expedient offered in C7
(a) of the Standard that requires the Foundation Trust to reflect the aggregate
effect of all contracts modified before the date of initial application.
The main source of revenue for the Foundation Trust is contracts with
commissioners in respect of healthcare services. Revenue in respect of services
provided is recognised when (or as) performance obligations are satisfied by
transferring promised services to the customer, and is measured at the amount of
the transaction price allocated to that performance obligation. At the year end, the
Foundation Trust accrues income relating to performance obligations satisfied in that
year. Where a patient care spell is incomplete at the year end, revenue relating to
the partially complete spell is accrued in the same manner as other revenue.
Where income is received for a specific performance obligation that is to be satisfied
in the following year, that income is deferred.
The Foundation Trust receives income under the NHS Cost Recovery Scheme,
designed to reclaim the cost of treating injured individuals to whom personal injury
compensation has subsequently been paid, for instance by an insurer. The
Foundation Trust recognises the income when it receives notification from the
Department of Work and Pension’s Compensation Recovery Unit, has completed the
NHS2 form and confirmed there are no discrepancies with the treatment. The
income is measured at the agreed tariff for the treatments provided to the injured
individual, less a provision for unsuccessful compensation claims and doubtful debts
in line with IFRS 9 requirements of measuring expected credit losses over the
lifetime of the asset.
The Provider sustainability fund (PSF) and Financial recovery fund (FRF) enable
providers to earn income linked to the achievement of financial controls and
performance targets. Income earned from the funds is accounted for as variable
consideration.
Other forms of income
Grants and donations
Government grants are grants from Government bodies other than income from
commissioners or trusts for the provision of services. Where a 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, it is credited to
the consolidated statement of comprehensive income once conditions attached to
the grant have been met. Donations are treated in the same way as Government
grants.
Apprenticeship service income
The value of the benefit received when accessing funds from the Government's
apprenticeship service is recognised as income at the point of receipt of the training
service. Where these funds are paid directly to an accredited training provider from
the Trust's Digital Apprenticeship Service (DAS) account held by the Department for
Education, the corresponding notional expense is also recognised at the point of
recognition for the benefit.
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1.3
Expenditure on Employee Benefits
Short-term employee benefits
Salaries, wages and employment-related payments, including payments arising from
the apprenticeship levy, are recognised in the period in which the service is received
from employees including non-consolidated performance pay earned but not yet
paid.
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 two NHS Pension
Schemes. Details of the benefits payable and rules of the Schemes can be found on
the NHS Pensions website at www.nhsbsa.nhs.uk/pensions. Both are unfunded
defined benefit schemes that cover NHS employers, GP practices and other bodies,
allowed under the direction of the Secretary of State for Health in England and
Wales. They are not designed to be run in a way that would enable NHS bodies to
identify their share of the underlying scheme assets and liabilities. Therefore, each
scheme is accounted for as if it were a defined contribution scheme: the cost to the
NHS body of participating in each scheme is taken as equal to the contributions
payable to that scheme for the accounting period.
In order that the defined benefit obligations recognised in the financial statements do
not differ materially from those that would be determined at the reporting date by a
formal actuarial valuation, the FReM requires that “the period between formal
valuations shall be four years, with approximate assessments in intervening years”.
An outline of these follows:
a)
Accounting valuation
A valuation of scheme liability is carried out annually by the scheme actuary
(currently the Government Actuary’s Department) as at the end of the reporting
period. This utilises an actuarial assessment for the previous accounting period in
conjunction with updated membership and financial data for the current reporting
period, and is accepted as providing suitably robust figures for financial reporting
purposes. The valuation of the scheme liability as at 31 March 2020, is based on
valuation data as at 31 March 2019, updated to 31 March 2020 with summary global
member and accounting data. In undertaking this actuarial assessment, the
methodology prescribed in IAS 19, relevant FReM interpretations, and the discount
rate prescribed by HM Treasury have also been used.
The latest assessment of the liabilities of the scheme is contained in the report of the
scheme actuary, which forms part of the annual NHS Pension Scheme Accounts.
These accounts can be viewed on the NHS Pensions website and are published
annually. Copies can also be obtained from The Stationery Office.
b)
Full actual (funding) valuation
The purpose of this valuation is to assess the level of liability in respect of the
benefits due under the schemes (taking into account recent demographic
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experience), and to recommend contribution rates payable by employees and
employers.
The latest actuarial valuation undertaken for the NHS Pension Scheme was
completed as at 31 March 2016. The results of this valuation set the employer
contribution rate payable from April 2019 to 20.6%, and the Scheme Regulations
were amended accordingly.
The 2016 funding valuation was also expected to test the cost of the Scheme relative
to the employer cost cap set following the 2012 valuation. Following a judgment from
the Court of Appeal in December 2018 Government announced a pause to that part
of the valuation process pending conclusion of the continuing legal process.
c)
Scheme provisions
The NHS Pension Scheme provided defined benefits, which are summarised below.
This list is an illustrative guide only, and is not intended to detail all the benefits
provided by the Scheme or the specific conditions that must be met before these
benefits can be obtained:
The Scheme is a “final salary” scheme. Annual pensions are normally based on
1/80th for the 1995 section and of the best of the last three years pensionable pay
for each year of service, and 1/60th for the 2008 section of reckonable pay per year
of membership. Members who are practitioners as defined by the Scheme
Regulations have their annual pensions based upon total pensionable earnings over
the relevant pensionable service.
With effect from 1 April 2008 members can choose to give up some of their annual
pension for an additional tax free lump sum, up to a maximum amount permitted
under HMRC rules. This new provision is known as “pension commutation”.
Annual increases are applied to pension payments at rates defined by the Pensions
(Increase) Act 1971, and are based on changes in retail prices in the 12 months
ending 30 September in the previous calendar year. From 2011-12 the Consumer
Price Index (CPI) will be used to replace the Retail Prices Index (RPI).
Early payment of a pension, with enhancement, is available to members of the
scheme who are permanently incapable of fulfilling their duties effectively through
illness or infirmity. A death gratuity of twice final year’s pensionable pay for death in
service, and five times their annual pension for death after retirement is payable.
For early retirements other than those due to ill health the additional pension
liabilities are not funded by the scheme. The full amount of the liability for the
additional costs is charged to the employer.
Members can purchase additional service in the NHS Scheme and contribute to
money purchase AVC’s run by the Scheme’s approved providers or by other Free
Standing Additional Voluntary Contributions (FSAVC) providers.
1.4
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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1.5
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 Foundation 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.
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.
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 depreciated replacement cost, modern equivalent asset
basis for specialised operational property and existing use value for non-specialised
operational property. Assets held at depreciated replacement cost have been valued
on a Modern Equivalent Asset Optimised Alternative Site basis. For the Trust’s PFI
buildings the valuation does not include any VAT liability as VAT is recoverable on
the unitary payments made by the Trust and any re-provision of the existing
buildings would be carried out by the PFI provider. 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 of that class are revalued.
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An item of property, plant and equipment which is surplus with no plan to bring it
back into use is valued at fair value under IFRS 13, if it does not meet the
requirements of IAS 40 or IFRS 5.
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
Useful Life (years)
Buildings - each component of a building is assigned its own life 5 -90
Engineering Plant & Equipment
5 -15
Medical Equipment
5 - 15
Transport Equipment
7
Information Technology
5 - 10
Furniture & Fittings
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.
Assets in the course of construction and residual interests in off-Statement of
Financial Position 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 arise from a clear consumption of
economic benefits or of service potential in the asset are charged to operating
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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 that arises from a clear consumption of economic benefit or of service
potential is reversed when, and to the extent that, the circumstances that gave rise to
the loss are 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
• 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
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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 HM Treasury’s FReM, are accounted for as ‘on-Statement of Financial
Position’ 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. This valuation will exclude VAT.
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.
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.
1.6
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
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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 current value in existing use. Where no active market exists,
intangible assets are valued at the lower of depreciated replacement cost and the
value in use where the asset is income generating. Revaluations gains and losses
and impairments are treated in the same manner as for property, plant and
equipment. An intangible asset which is surplus with no plan to bring it back into use
is valued at fair value under IFRS 13, if it does not meet the requirements of IAS 40
of IFRS 5. Intangible assets held for sale are measured at the lower of their carrying
amount or ‘fair value less costs to sell’.
1.6 Intangible Assets
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
Useful Life (years)
Software Licences
2 - 10
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1.7
Government Grants
Government grants are grants from Government bodies other than income from
Clinical Commissioning Groups or NHS Trusts for the provision of services. Grants
from the Department of Health 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.
1.8
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.
1.9
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. Cash equivalents are investments that
mature in three months or less from the date of acquisition and that are readily
convertible to known amounts of cash with insignificant risk of change in value. In the
Statement of Cash Flows, cash and cash equivalents are shown net of bank
overdrafts that are repayable on demand and that form an integral part of the
Foundation Trust’s cash management. Cash, bank and overdraft balances are
recorded at current values.
1.10 Financial Instruments and Financial Liabilities Financial assets
Financial assets are recognised when the Foundation Trust becomes party to the
contractual provision of the financial instrument or, in the case of trade receivables,
when the goods or services have been delivered. Financial assets are derecognised
when the contractual rights have expired or when the asset has been transferred and
the Foundation Trust has transferred substantially all of the risks and rewards of
ownership or has not retained control of the asset.
Financial assets are initially recognised at fair value plus or minus directly
attributable transaction costs for financial assets not measured at fair value through
profit or loss. Fair value is taken as the transaction price, or otherwise determined by
reference to quoted market prices, where possible, or by valuation techniques.
Financial assets are classified into the following categories: financial assets at
amortised cost, financial assets at fair value through other comprehensive income,
and financial assets at fair value through profit and loss. The classification is
determined by the cash flow and business model characteristics of the financial
assets, as set out in IFRS 9, and is determined at the time of initial recognition.
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Financial assets at amortised cost
Financial assets measured at amortised cost are those held within a business model
whose objective is to hold financial assets in order to collect contractual cash flows
and where the cash flows are solely payments of principal and interest. This includes
most trade receivables, loans receivable, and other simple debt instruments.
After initial recognition, these financial assets are measured at amortised cost using
the effective interest method, less any impairment. The effective interest rate is the
rate that exactly discounts estimated future cash receipts through the life of the
financial asset to the gross carrying amount of the financial asset.
Financial assets at fair value through other comprehensive income
Financial assets measured at fair value through other comprehensive income are
those held within a business model whose objective is achieved by both collecting
contractual cash flows and selling financial assets and where cash flows are solely
payments of principal and interest. This category also includes investments in equity
instruments where the Group has opted to classify them here.
Financial assets at fair value through profit and loss
Financial assets measured at fair value through profit or loss are those that are not
otherwise measured at amortised cost or fair value through other comprehensive
income. This includes derivatives and financial assets acquired principally for the
purpose of selling in the short term.
Impairment
For all financial assets measured at amortised cost or at fair value through other
comprehensive income (except equity instruments designated at fair value through
other comprehensive income), lease receivables and contract assets, the
Foundation Trust recognises a loss allowance representing expected credit losses
on the financial instrument.
The Foundation Trust adopts the simplified approach to impairment, in accordance
with IFRS 9, and measures the loss allowance for trade receivables, contract assets
and lease receivables at an amount equal to lifetime expected credit losses. For
other financial assets, the loss allowance is measured at an amount equal to lifetime
expected credit losses if the credit risk on the financial instrument has increased
significantly since initial recognition (stage 2), and otherwise at an amount equal to
12-month expected credit losses (stage 1).
HM Treasury has ruled that central government bodies may not recognise stage 1 or
stage 2 impairments against other government departments, their executive
agencies, the Bank of England, Exchequer Funds, and Exchequer Funds’ assets
where repayment is ensured by primary legislation. The Foundation Trust therefore
does not recognise loss allowances for stage 1 or stage 2 impairments against these
bodies. Additionally, the Department of Health and Social Care provides a guarantee
of last resort against the debts of its arm’s length bodies and NHS bodies (excluding
NHS charities), and the Foundation Trust does not recognise loss allowances for
stage 1 or stage 2 impairments against these bodies.
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For financial assets that have become credit impaired since initial recognition (stage
3), expected credit losses at the reporting date are measured as the difference
between the asset’s gross carrying amount and the present value of the estimated
future cash flows discounted at the financial asset’s original effective interest rate.
Any adjustment is recognised in profit or loss as an impairment gain or loss.
Financial liabilities
Financial liabilities are recognised when the Foundation Trust becomes party to the
contractual provisions of the financial instrument or, in the case of trade payables,
when the goods or services have been received. Financial liabilities are derecognised when the liability has been extinguished – that is, the obligation has been
discharged or cancelled or has expired.
Financial liabilities at fair value through profit and loss
Derivatives that are liabilities are subsequently measured at fair value through profit
or loss, Embedded derivatives that are not part of a hybrid contract containing a host
that is an asset within the scope of IFRS 9 are separately accounted for as
derivatives only if their economic characteristics and risks are not closely related to
those of their host contracts, a separate instrument with the same terms would meet
the definition of a derivative, and the hybrid contract is not itself measured at fair
value through profit or loss.
Other Financial liabilities
After initial recognition, all other financial liabilities are measured at amortised cost
using the effective interest method. The effective interest rate is the rate that exactly
discounts estimated future cash payments through the life of the asset, to the
amortised cost of the financial liability. In the case of DHSC loans that would be the
nominal rate charged on the loan.
1.11 Leases
Leases are classified as finance leases when substantially all the risks and rewards
of ownership are transferred to the lessee. All other leases are classified as
operating leases and the rentals are charged to operating expenses on a straightline 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.
The Trust as a lessee 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 commencement
of the lease. Thereafter the asset is accounted for as an item of property plant and
equipment. The annual rental is split between the repayment of the liability and a
finance cost so as to achieve a constant rate of finance over the life of the lease.
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The annual finance cost is charged to finance costs in the Statement of
Comprehensive Income.
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.
The Trust as a lessor Finance leases
Amounts due from lessees under finance leases are recorded as receivables at the
amount of the Trust's net investment in the leases. Finance lease income is allocated
to accounting periods to reflect a constant periodic rate of return on the trust's net
investment outstanding in respect of the leases.
Operating leases
Rental income from operating leases is recognised on a straight-line basis over the
term of the lease. Initial direct costs incurred in negotiating and arranging an
operating lease are added to the carrying amount of the leased asset and
recognised as an expense on a straight-line basis over the lease term.
1.12 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 rates effective for 31 March
2020.

Short-term
Medium-term
Long-term

Up to 5 years
After 5 years up to 10 years
Exceeding 10 years

Nominal rate
0.51%
0.55%
1.99%

HM Treasury provides discount rates for general provisions on a nominal rate basis.
Expected future cash flows are therefore adjusted for the impact of inflation before
discounting using nominal rates. The following inflation rates are set by HM
Treasury, effective 31 March 2020:
Inflation rate
1.90%
2.00%
2.00%

Year 1
Year 2
Into perpetuity

Early retirement provisions and injury benefit provisions both use the HM Treasury's
pension discount rate of minus 0.5% in real terms.
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Clinical negligence costs
NHS Resolution (the trading name of the NHS Litigation Authority NHSLA) operates
a risk pooling scheme under which the NHS Foundation Trust pays an annual
contribution to the NHS Resolution, which, in return, settles all clinical negligence
claims. The contribution is charged to expenditure. 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 20, 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 Resolution 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.
1.13 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 24 where an inflow of economic
benefits is probable.
Contingent liabilities are not recognised, but are disclosed in note 24, 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.
1.14 Public Dividend Capital
Public dividend capital is a type of public sector equity finance, which represents the
Department of Health and Social Care’s investment in the Trust. HM Treasury has
determined that, being issued under statutory authority rather than under contract,
PDC is not a financial instrument within the meaning of IAS 32.
At any time, the Secretary of State can issue new PDC to, and require repayments of
PDC from, the trust. PDC is recorded at the value received.
An annual charge, reflecting the cost of capital utilised by the trust, is payable to the
Department of Health and Social Care as PDC dividend. The charge is calculated at
the real rate set by the Secretary of State with the consent of HM Treasury (currently
3.5%) on the average relevant net assets of the trust. Relevant net assets are
calculated as the value of all assets less all liabilities, except for:
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•
•

donated and grant funded assets
average daily cash balances held with the Government Banking Service
(GBS) and National Loans Fund (NLF) deposits (excluding cash balances
held in GBS accounts that relate to a short term working capital facility)
• any PDC dividend balance receivable or payable.
The average relevant net assets is calculated as a simple average of opening and
closing relevant net assets. In accordance with the requirements laid down by the
Department of Health and Social Care, 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 the audit of the annual accounts. The PDC dividend
calculation is based upon the trust’s group accounts (i.e. including subsidiaries), but
excluding consolidated charitable funds.
1.15 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.
1.16 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 expenditure 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.
1.17 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
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interest in them. However, they are disclosed in note 28 to the accounts in
accordance with the requirements of HM Treasury’s Financial Reporting Manual.
1.18 Corporation Tax
The Trust is a Health Service Body within the meaning of S519A ICTA 1988 and
accordingly is exempt from taxation in respect of income and capital gains within
categories covered by this. There is a power for the Treasury to remove the
exemption in relation to specified activities of a Foundation Trust (s519A (3) to (8)
ICTA 1988). Accordingly, the Trust is potentially within the future scope of income
tax in respect of activities where income is received from a non-public sector source.
The Charity is also exempt from corporation tax.
The tax expense on the Statement of Comprehensive Income comprises current and
deferred tax due to the Trust’s trading commercial subsidiary. Current tax is the
expected tax payable for the year, using tax rates enacted or substantively enacted
at the Statement of Financial Position date, and any adjustment to tax payable in
respect of previous years.
Deferred tax is provided using the Statement of Financial Position liability method,
providing for temporary differences between the carrying amounts of the assets and
liabilities for financial reporting purposes and the amounts used for taxation
purposes. Deferred tax is not recognised on taxable temporary differences arising on
the initial recognition of goodwill or for temporary differences arising from the initial
recognition of assets and liabilities in a transaction that is not a business combination
and that affects neither accounting nor taxable profit.
Deferred taxation is calculated using rates that are expected to apply when the
related deferred asset is realised or the deferred taxation liability is settled. Deferred
tax assets are recognised only to the extent that it is probable that future taxable
profits will be available against which the assets can be utilised.
1.19 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.
150

• Accounting for PFI
• Application of IFRIC 4 Determining whether an Arrangement contains a Lease
• Application of IFRIC12 Service Concession Arrangements
Russells Hall Hospital, Guest Ambulatory Centre and Corbett Ambulatory Centre are
owned by Summit Healthcare (Dudley) Limited and provided to the Trust under a
Private Finance Initiative (PFI) contract. The accounting judgement is around the
classification of the transaction under IFRIC 4 and IFRIC 12.
Management have reviewed the service concession of the PFI scheme and has
confirmed it is within the scope of IFRIC 12. The PFI scheme is ‘on-balance sheet’
meaning that the buildings and equipment are recognised in the Trust’s balance
sheet along with a finance lease creditor for the amount owed by the Trust over the
PFI contract term.
Key sources of estimation uncertainty
The following are assumptions about the future and other major 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
Modern equivalent asset valuation of property
As detailed in accountancy policy note 1.5 ‘Property, plant and equipment’ The
District Valuer provided the Trust with a valuation of the land and building assets
(estimated fair value and remaining useful life). The significant estimation being the
specialised building - depreciation replacement value, using modern equivalent asset
optimised alternative site methodology, of the hospital sites (Russells Hall, Corbett
and Guest). The result of this valuation, based on estimates provided by a suitably
qualified professional in accordance with HM Treasury guidance, is disclosed in note
13 to the financial statements on page 166. Future revaluations of the Trust’s
property may result in further material changes to the carrying value of non-current
assets.
In applying the Royal Institute of Chartered Surveyors (RICS) Valuation Global
Standards 2020 (‘Red Book’), the District Valuer has referred to the uncertainties in
markets caused by COVID-19 in their valuation. The District Valuer has advised that:
“The duration of the impact and understanding of likely short, medium to long term
effects are hard to predict currently. As further market evidence comes available
then the full extent of the COVID-19 impact will become clearer. We therefore
strongly recommend that a future impairment review is also undertaken.”
The values in the District Valuer’s report have been used to inform the measurement
of property assets as at 31 March 2020 in these financial statements. The valuer has
continued to exercise professional judgement in providing the valuation and this
remains the best information available to the Trust.
Asset Lives
The Trusts' buildings and equipment are depreciated over their remaining useful
economic lives as described in note 1.5. Management assesses the useful economic
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life of an asset when it is brought into use and periodically reviews for
reasonableness. Lives are based on physical lives of similar class of asset as
calculated by the District Valuer and updated by management to make a best
estimate of the useful economic life which can result in an extension to the lives of
these assets.
Provisions
The Trust recognises a provision in the accounts to cover a future liability which at
the time of the accounts is probable but uncertain. The Trust therefore makes a
judgement in terms of both the value of the liability and the probability of it happening
in arriving at the amount of the provision in the accounts. Provisions are analysed in
note 20 to the accounts on page 175.
Settlement of Over Performance with Healthcare Purchasers
Where possible the Trust will agree a final contractual position with CCG's in relation
to Healthcare contracts for the financial year. Where this is not possible the Trust
and the CCG agree an estimate based on year to date activity and predicted final
activity to arrive at an income figure that is included in the accounts. Contract
performance is analysed in notes 3.1 to 3.6 on pages 158 to 159.
1.20 Accounting Standards that have been issued but have not yet been
adopted
The DHSC GAM does not require the following IFRS Standards and Interpretations
to be applied in 2019-20. These Standards are still subject to HM Treasury FReM
adoption, with IFRS 16 being for implementation in 2020-21, and the government
implementation date for IFRS 17 still subject to HM Treasury consideration. The
Standards are as follows:
IFRS 16 Leases
IFRS 16 Leases will replace IAS 17 Leases, IFRIC 4 Determining whether an
arrangement contains a lease and other interpretations and is applicable in the
public sector for periods beginning 1 April 2021. The standard provides a single
accounting model for lessees, recognising a right of use asset and obligation in the
statement of financial position for most leases: some leases are exempt through
application of practical expedients explained below. For those recognised in the
statement of financial position the standard also requires the remeasurement of
lease liabilities in specific circumstances after the commencement of the lease term.
For lessors, the distinction between operating and finance leases will remain and the
accounting will be largely unchanged.
IFRS 16 changes the definition of a lease compared to IAS 17 and IFRIC 4. The
Trust will apply this definition to new leases only and will grandfather its
assessments made under the old standards of whether existing contracts contain a
lease.
On transition to IFRS 16 on 1 April 2021, the Trust will apply the standard
retrospectively with the cumulative effect of initially applying the standard recognised
in the income and expenditure reserve at that date. For existing operating leases
with a remaining lease term of more than 12 months and an underlying asset value
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of at least £5,000, a lease liability will be recognised equal to the value of remaining
lease payments discounted on transition at the trust's incremental borrowing rate.
The trust's incremental borrowing rate will be a rate defined by HM Treasury.
Currently this rate is 1.27% but this may change between now and adoption of the
standard. The related right of use asset will be measured equal to the lease liability
adjusted for any prepaid or accrued lease payments. For existing peppercorn leases
not classified as finance leases, a right of use asset will be measured at current
value in existing use or fair value. The difference between the asset value and the
calculated lease liability will be recognised in the income and expenditure reserve on
transition. No adjustments will be made on 1 April 2020 for existing finance leases.
For leases commencing in 2021/22, the Trust will not recognise a right of use asset
or lease liability for short term leases (less than or equal to 12 months) or for leases
of low value assets (less than £5,000). Right of use assets will be subsequently
measured on a basis consistent with owned assets and depreciated over the length
of the lease term.
The Trust has estimated the impact of applying IFRS 16 in 2021/22 and this is
deemed not material.
IFRS 17 Insurance Contracts
Application required for accounting periods beginning on or after 1 January 2021, but
not yet adopted by the FReM: early adoption is not therefore permitted. The
application of this standard will be immaterial.
1.21 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.
1.22 Transfers of functions to/from other NHS/Local Government Bodies
For functions that have been transferred to the Trust from another NHS Body, the
assets and liabilities transferred are recognised in the accounts as at the date of
transfer. The assets and liabilities are not adjusted to their fair value prior to
recognition. The net gain/loss corresponding to the net assets/liabilities transferred is
recognised within income/expenses, but not within operating activities.
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For property plant and equipment assets and intangible assets, the Cost and
Accumulated Depreciation/Amortisation balances from the transferring entity's
accounts are preserved on recognition in the Trust's accounts. Where the
transferring body recognised revaluation reserve balances attributable to the assets,
the Trust makes a transfer from its income and expenditure reserve to its revaluation
reserve to maintain transparency within public sector accounts.
For functions that the Trust has transferred to another NHS/Local Government Body,
the assets and liabilities are de- recognised from the accounts as at the date of
transfer. The net loss/gain corresponding to the net assets/liabilities transferred is
recognised within expenses/income, but not within operating activities. Any
revaluation reserve balances attributable to assets de-recognised are transferred to
the income and expenditure reserve. Adjustments to align the acquired function to
the Foundation Trust's policies are applied after initial recognition and are adjusted
directly in taxpayers' equity.
There were no transfers to/from other NHS/Local Government bodies during
2019/20.
1.23 Provider Transformation Fund
The Trust has recognised £6.838m of the Provider Sustainability (PSF) Income in
2019-20. £6.462m related to a core element of the fund which the Trust received for
achieving its financial targets for the year. The remaining £0.376m related to bonus
paid in relation to the 2018-19 financial year.
The £6.838m is recognised in other operating income within the statement of
comprehensive income. The Trust was paid £4.576m during 2019/20 with the
remaining £2.262m stated as accrued income within trade and other receivables on
the statement of financial position.
While in 2018/19 the Trust recognised £7.797m of the Provider Sustainability (PSF)
Income. £4.115m of this amount related to a core element of the fund which the
Trust received for achieving its financial targets in quarter 1 to quarter 3 of the year.
In addition the Trust received £3.682m incentive general distribution PSF based on
the balance of unearned PSF after the core, incentive and bonus scheme payments,
which was available to all providers that signed up to a control total in 2018/19. This
was on a sliding scale based on distance from the control total weighted by initial
PSF allocations set by NHSI.
The £7.797m was recognised in other operating income within the statement of
comprehensive income. The Trust was paid £4.115m during 2018/19 with the
remaining £3.682m stated as accrued income within trade and other receivables on
the statement of financial position.
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2. Segmental Analysis
The analysis by business segment is presented in accordance with IFRS 8
Operating Segments, on the basis of those segments whose operating results are
regularly reviewed by the Board (the Chief Operating Decision Maker as defined by
IFRS 8) as follows:
Healthcare Services
The Board as 'Chief Operating Decision Maker' has determined that Healthcare
Services operate in a single operating 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 DH GAM 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 three significant operating segments subject to the external reporting
requirements of IFRS 8. Applying the aggregation criteria to the Trust’s three
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 three 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 159. Other operating income is analysed in note 4
to the accounts on page 159 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 25 to the accounts on page 178.
Dudley Clinical Services Limited
The company is a wholly owned subsidiary of the Trust and provides an Outpatient
Dispensing service. As a trading company, subject to an additional legal and
regulatory regime (over and above that of the Trust), this activity is considered to be
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a separate business segment whose individual operating results are reviewed by the
Trust Board (the Chief Operating Decision Maker).
A significant proportion of the company’s revenue is inter segment trading with the
Trust which is eliminated upon the consolidation of these group financial statements.
The quarterly performance report to the Chief Operating Decision Maker reports
financial summary information in the format of the table on page 159.
Dudley Group NHS Charity
The Trust Board is corporate trustee for Dudley Group NHS Charity. Following
Treasury’s agreement to apply IFRS 10 to NHS Charities from 1st April 2013, the
Trust has established that as the Trust is the corporate trustee of the linked NHS
Charity, it effectively has the power to exercise control so as to obtain economic
benefits. The charity is therefore treated as a group entity and is consolidated. The
consolidation is for reporting purposes only and does not affect the charities’ legal
and regulatory independence and day to day operations. Some of the charity’s
expenditure is inter segment trading with the Trust which is eliminated upon the
consolidation of these group financial statements. The quarterly performance report
to the Chief Operating Decision Maker reports financial summary information in the
format of the table on page 159.
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Segmental analysis (continued)
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13 Property, Plant and Equipment (continued)
13.5 Economic Life of Assets
The estimated useful economic lives of the Group's intangible and tangible assets
are as follows with each asset being depreciated over this year, as described in
accounting policy notes 1.5 and 1.6
Minimum life years
Intangible
Software Licences
Tangible
Buildings excluding dwellings
Dwellings
Assets under Construction & POA
Plant & Machinery
Transport Equipment
Information Technology
Furniture & Fittings
Land does not depreciate.

Maximum life years

2

10

5
0
0
5
7
5
5

90
0
0
15
7
10
10

The Trust applied extended asset lives to operational buildings in 2018-19. The
District Valuer provided management with an assessment of the physical lives based
on a similar class of assets. Trust management then depreciated the buildings based
on the extended life provided. In January 2019 The Royal Institute of Chartered
Surveyors issued guidance clarifying that where a large asset includes a number of
components with significantly different asset lives, then these components must be
treated as separate assets and depreciated over their own useful lives. The Trust’s
asset valuation, undertaken as at 31 March 2019, took account of this clarification
and has resulted in an increased depreciation charge in 2019/20.
13.6 Impairment Losses
The Trust carried out an impairment review of its non-current assets in March 2020 .
For land and buildings the Trust received a valuation report from the District Valuer
prepared on a Modern Equivalent Asset (MEA) basis. The valuation report was
prepared in accordance with the terms of the Royal Institution of Chartered
Surveyors’ Valuation Standards, 6th Edition, insofar as the terms are consistent with
the requirements of HM Treasury, the National Health Service and NHSI. On
application there was an increase in the value of land (£0.035m) and a general
decrease in value of buildings (£3.833m) compared to the carrying value following
the March 2019 valuation. In line with IFRS the Trust took the decrease in value of
the buildings directly to the revaluation reserve. The valuation for the Guest
Ambulatory Centre resulted in an impairment of £0.028m.
In addition the Trust undertook an impairment review of equipment and intangible
assets. The carrying value of equipment and intangible assets was deemed to fairly
reflect the value of the assets.
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Impairment of Assets

31 March 2020
£'000

31 March 2019
£'000

Changes in market price
Unforeseen Obsolescence
Net impairments charged to the
revaluation reserve

28
0

154
0

3,805

39,990

TOTAL IMPAIRMENTS

3,833

40,144

13.7 Asset Valuations
A Modern Equivalent Asset Optimised Alternative Site valuation was undertaken as
at 1st April 2018 by the District Valuer. The underlying principal is that the valuation
of land and buildings should reflect a modern configuration of the estate required for
the provision of the same services as already provided by the existing estate. With
service delivery requirements evolving, this requires the Trust to consider whether
the existing buildings and sites are optimal in terms of number and size. If the Trust
were starting with a ‘clean sheet’, the Modern Equivalent Asset aligned to service
delivery would be very different to the current layout in terms of building configuration
and the size of the land. The net book value of the Trust's land and buildings
decreased by £52,412,000 between 31 March 2018 and 31 March 2019, of which
£41,768,000 was the result of using an optimised alternative site valuation.
A further valuation has been undertaken as at 31 March 2020 to update the costs
assumptions within the valuation. Details of this are included in note 13.6 above.
As part of the valuation undertaken as at 31 March, in applying the Royal Institute of
Chartered Surveyors (RICS) Valuation Global Standards 2020 (‘Red Book’), the
valuer has concluded on the basis of uncertainties in markets caused by COVID-19
that:
“The duration of the impact and understanding of likely short, medium to long term
effects are hard to predict currently. As further market evidence comes available
then the full extent of the COVID-19 impact will become clearer. We therefore
strongly recommend that a future impairment review is also undertaken.”
This is not meant to suggest that the valuation cannot be relied upon; rather, it is
used in order to be clear and transparent with all parties, in a professional manner
that in the current extraordinary circumstances, less certainty can be attached to the
valuation than would otherwise be the case.
There has been no diminution identified in the Trust’s ongoing requirement for these
operational assets nor reduction in their ongoing remaining economic service
potential as a result of the incidence of COVID-19.
The valuer uses BCIS cost indices in arriving at their valuation. BCIS have stated
that they consider new construction output is likely to fall in 2020 as a result of the
Covid-19 outbreak, as it affects labour availability on sites and delays or leads to
cancellation of projects in the pipeline. However, at the present time, BCIS have
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advised that it is too early for COVID-19 related issues to impact on BCIS indices
published and adopted in the valuations. The values in the report have been used to
inform the measurement of property assets at valuation in these financial
statements.
The valuer has continued to exercise professional judgement in providing the
valuation and this remains the best information available to the Trust.
13.8 Non Current Assets Held For Sale
During the year 2019/20 there were no Non Current Assets held for sale (2018/19 £
nil).
13.9 Capital Commitments
Commitments under capital expenditure contracts at the end of the year, not
otherwise included in the annual report and accounts were £964,000 (2018/19
£1,025,000). The amount relating to property, plant and equipment is £508,000
(2018/19 £207,000) and intangible assets £456,000 (2018/19 £817,000).
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27
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:
27.1 Financial Risk
Because of the continuing service provider relationship that the Trust has with
Clinical Commissioning Groups (CCGs) and the way those CCGs 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.
27.2 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.
27.3 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.
27.4 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 2020 are in receivables from customers, as disclosed in note 17 to the annual
report and 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
year.
27.5 Liquidity Risk
The Trust’s net operating costs are incurred under annual service agreements with
Clinical Commissioning Groups and NHS England, which are financed from
resources voted annually by Parliament. The Trust ensures that it has sufficient cash
to meet all its commitments when they fall due. This is regulated by the Trust’s
compliance with the ‘Financial Sustainability Risk Rating’ system created by Monitor,
the Independent Regulator of NHS Foundation Trusts. In addition should the Trust
identify a shortfall on cash it has the ability to borrow from the FT financing facility.
The Board continues to monitor its monthly and future cash position and has
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governance arrangements in place to manage cash requirements throughout the
year. The Trust is not, therefore, exposed to significant liquidity risks.
27.6 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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