AGENDA
Trust Board (Public)
Date

Friday 30 October 2020

Time

9.00 am – 12.30 pm

Location

Virtual through Microsoft Teams

Standing items
1

Welcome, apologies and declarations of interest

Chairman

Verbal

2

Questions from the public pertinent to the agenda

Chairman

Verbal

3

Minutes of previous meeting, matters arising, actions review

Chairman

Report

4

Chief Executive’s Report

Ann James

Verbal

Delivering safe, high quality services
5

Performance Review
• Phase 3: UHP’s submission, including people plan, and
review of high risk areas where UHP does not comply
with NHSE’S requirements and UHP’s position in the
broader Devon and the South West context
• Urgent Care, ED, DTOCs and ambulance handovers
• Pressure ulcers

Executive team

Pres

6

Learning Disabilities and Autism Annual Report

Lenny Byrne

Paper

7

Learning from Deaths Report

Phil Hughes

Paper

Ann James

Paper

9

Equality, Diversity & Inclusion: updates from new staff
networks and identification of any issues arising on which the
Board wishes to commission work from its Committees
Freedom to Speak Up Guardians’ (F2SUG) Report

F2SU Guardians

Paper

10

Consultant Appraisal and Revalidation

Phil Hughes

Paper

COMFORT BREAK
Valuing Our People
8

Governance
11

Assurance Framework

Lee Budge

Verbal

12

Information Governance Report

Lee Budge

Paper

Closing items
13

Any other business

Chairman

Verbal

14

Key actions for Committees and Executives

Chairman

Verbal

15

Next meeting: Friday 27 November 2020

Chairman

Verbal

Members of University Hospitals Plymouth NHS Trust Board of Directors
have declared the following interests:

Name

Position

Declared Interest

Richard
Crompton

Chairman

•

Independent Chairman of the Safeguarding Panel for Dimensions
UK, a national provider of a range of services for the learning
disabled and autistic.

Kevin Baber

Chief Operating
Officer

•

Member of the Cornwall and Isles of Scilly Health & Care
Partnership Transformation Board.
Employer Member of the SW Sub-Committee of the Advisory
Committee on Clinical Excellence Awards.
Partner is Associate Director, Medicines Optimisation, at Devon
Partnership Trust.

•
•

Jo Beer

Director of
Integrated Care
& Partnerships

None.

Bill Boa

Associate NonExecutive
Director

•

Founder and Director, Boa & Associates Consultancy Ltd, a limited
company providing financial and organisational consultancy
services to the NHS. My spouse is also a Director of the company.
Current clients include:
•
•
•

Barts Health NHS Trust – acting as Financial Improvement
Director of the Trust.
Rushcliffe Clinical Commissioning Group (CCG) – providing
‘expert witness’ NHS financial support to the CCG.
Supply Chain Co-ordination Ltd – providing expert finance and
organisational advice to this organisation, the co-ordinating
body for NHS supply chain services in England.

•

Trustee and Treasurer of Arts & Health South West, a registered
and incorporated charity: a learning, advocacy, networking and
development organisation promoting the value of arts and
creativity for the benefit of health and wellbeing.

•

Founding Trustee, National Centre for Creative Health, registered
charity number 1190515.

•

Chair of Audit and Risk Committee, Health Data Research UK, an
independent non-profit organisation supported by Government
and charitable funding that brings together Universities, NHS
organisations, industry partners, patient groups and research
institutes across the UK to unite the UK’s health data assets to
make health data research and innovation happen at scale and to
enable discoveries that improve people’s lives.

•

The Chief Executive Officer of Health Data Research UK is the
spouse of a Board Director of The PSC (previously known as The
October 2020

Public Service Consultants), a firm appointed as Strategic Advisor to
the Future Hospital Strategic Outline Case. Both individuals are
known to me. The Chair of The PSC is a long standing former NHS
colleague. To counter any conflict of interest, perceived or actual,
arising from these personal associations, I will excuse myself from
any decisions on the appointment or performance management of
The PSC.
•

Member of Cornwall & Isles of Scilly Health & Care Partnership
Finance and Performance Joint Assurance Committee.

Sarah
Brampton

Director of
Finance

• Governor at Exeter College and Chair of their Audit Committee.

Lee Budge

Director of
Corporate
Business

•
•

Lenny Byrne

Chief Nurse &
Director of
Clinical
Professions

None.

Jacky Hayden

Non-Executive
Director

•
•
•
•
•
•
•
•

Trustee of Plymouth Access to Housing.
Member of a band which fundraises on behalf of St Luke’s Hospice,
Plymouth.

President of the Academy of Medical Educators.
Member of the Council of the Faculty of Medical Leadership and
Management.
Member of the Medical Practitioner Tribunal Service Committee.
Professor of Postgraduate Medical Education University of
Manchester.
Visiting Professor Lancaster University.
Associate, General Medical Council.
Suitable Person for the Medical Practitioner Tribunal Service.
Ambassador for the College of General Dentistry.

Philip Hughes

Medical Director

None.

Ann James

Chief Executive

•
•
•
•
•
•
•

Elizabeth Kay

Non-Executive
Director

•
•
•

Chair, South West Leadership Academy.
Chair, Southwest Talent Board.
Member, One Plymouth.
Chair, National Institute for Health Research Peninsula Partnership
Group.
Member, Plymouth Growth Board.
Vice Chair, Board of Governors, Devonport High School for Girls.
The Chair of The PSC (previously known as The Public Service
Consultants), a firm appointed as Strategic Advisor to the Future
Hospital Strategic Outline Case, is a long standing former NHS
colleague. To counter any conflict of interest, perceived or actual,
arising from this personal association, I will excuse myself from any
decisions on the appointment or performance management of The
PSC.
President Elect of the British Dental Association.
Director, Trustee and Immediate Past President, Oral Health
Foundation.
Chair, NICE Guideline Committee for Epilepsies in Children.

•
•
•
•
•
•
Hisham Khalil

Non-Executive
Director

•
•
•
•
•

British Dental Association, Health and Science Committee member.
Trustee and Vice Chair. British Medical and Dental Students Trust.
Director and Trustee, College of General Dentistry.
Member of South West Magistrate Recruitment Advisory
Committee.
Editor, Evidence Based Dentistry Journal. Springer Nature
Publishing.
Member, Platform for Better Oral Health in Europe.
Head of Peninsula Medical School, Faculty of Health: Medicine,
Dentistry and Human Sciences, University of Plymouth.
Consultant Surgeon, University Hospitals Plymouth NHS Trust.
Consultant Surgeon, Nuffield Health Hospital, Plymouth.
Non-Executive Director, Royal Devon & Exeter NHS Foundation
Trust.
Director, ENT Plymouth Ltd.

Steven Keith

Director of
People

•

Member of Plymouth Employment and Skills Board as a
representative of the Health sector.

Graham Raikes

Non-Executive
Director

•

Chair of Governors, Plymouth Marjon University.

Helen Teague

Non-Executive
Director

Founder of Raising Doves, a business partnership providing executive
coaching and organisational development consulting. Clients and
associates include:
• Cornwall County Council
• North Devon Healthcare NHS Trust
• Aduro Consulting
• Skylite Associates
• Invisible Grail
• University of Exeter

Nick Thomas

Deputy Chief
Executive,
Director of Site
Services &
Planning

•
•

Non-Executive Director, Plymouth Science Park Ltd.
Member of GS1 UK Healthcare Advisory Board.

Henry Warren

Associate NonExecutive
Director

•
•

Chairman and Director of Fluvial Innovations Ltd.
Chair of Peninsula Dentistry Social Enterprise.

Item 3
University Hospitals Plymouth NHS Trust
Minutes of the Trust Board meeting
9.00 am Friday 25 September 2020
Microsoft Teams Live Event
Present:

Richard Crompton, Chairman
Kevin Baber, Chief Operating Officer
Bill Boa, Associate Non-Executive Director
Sarah Brampton, Director of Finance
Lenny Byrne, Chief Nurse and Director of Integrated Clinical Professions
Phil Hughes, Medical Director
Elizabeth Kay, Non-Executive Director
Jacky Hayden, Non-Executive Director
Ann James, Chief Executive
Graham Raikes, Non-Executive Director (part meeting)
Helen Teague, Non-Executive Director
Henry Warren, Associate Non-Executive Director

In Attendance:

Jo Beer, Director of Integrated Care & Partnerships
David Brown, Director of Urgent and Emergency Care
Lee Budge, Director of Corporate Business
Gill Hunt, Board Secretary

Apologies:

Steven Keith, Director of People
Hisham Khalil, Non-Executive Director

D
R
A
F
T

This meeting of the Board was streamed as a Live Event via Microsoft
Teams, meetings in public having been suspended in accordance with
public health advice on social distancing during the COVID-19 pandemic.
99/20

Welcome, apologies, declarations of interest and opening remarks

Action

The Chairman welcomed colleagues and members of the public to this
virtual meeting of the Board. Apologies were noted.
The Chairman explained meeting etiquette associated with live
streaming and requested all participants to observe this.
The Chairman requested declarations of interest relevant to the
matters listed on the agenda. No declarations were made.
The Chairman set the context for this meeting: the country was facing
a second wave of COVID-19 infections and in this already challenging
situation the NHS was focused on restoring services as winter pressures
approached. The Board continued to give its full support to the Trust’s
staff.
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100/20

Questions from the public
No questions had been received.

101/20

Minutes of the previous meeting, matters arising and review of
actions

D
R
A
F
T

The minutes of the previous meeting, held on 31 July 2020, were agreed
as a true and accurate record. There were no matters arising.
Review of Actions
Action 1861 Patient Story
It was agreed that Mr Byrne would invite Mrs Judith Talbot, who had
presented her story to the Board in January 2020, back to the October
2020 meeting to assess progress against the matters she had previously
raised. [Post meeting note: this invitation subsequently deferred to
the November 2020 Board].
Action 1905 Paterson Inquiry
It was agreed that the follow-up report and action plan would be
brought to the November 2020 Board.
Action 1915 Complaint Letters
This action had now been completed.
Action 1916 Local Birth Rate
Mr Byrne confirmed that the local birth rate was aligned with the
national birth rate. Action completed.
The status of those actions not marked as overdue was noted.
102/20

Patient Story

Ms Beer introduced Mr Colin Pincombe.
Firstly, Mr Pincombe spoke on behalf of the League of Friends of South
Hams Hospital, of which he was Chair. Mr Pincombe suggested that the
Friends should be more closely aligned with University Hospitals
Plymouth’s (UHP) planning processes as the ‘ears and eyes’ of the local
community and in facilitating under represented viewpoints. The
Friends would like to be considered as a junior partner in the local
health planning system, including arrangements for integrated care and
with the Health Infrastructure Plan, known as HIP2. He suggested that
the Friends could also assist with charity fundraising.
Secondly, Mr Pincombe spoke of his own experience as a patient at
UHP and expressed his appreciation of the care he had received,
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especially from the specialist nursing teams. However, Mr Pincombe
suggested that improvements could be made in respect of referral
pathways, access to clinics, electronic patient records and access to
patient support groups. He explained his reasons for this in detail.
Some of the areas for improvement, Mr Pincombe suggested, could be
supported by the Friends, including the facility of an IT room for
patients located at Kingsbridge hospital, a facility that was particularly
welcome in the context of the COVID-19 pandemic.

D
R
A
F
T

The Chairman and Ms James welcomed Mr Pincombe’s observations
and suggestions. Ms James stated that as UHP progressed its
relationship with Livewell Southwest to become an Integrated Care
Partnership, it would wish to work with the Friends to agree objectives
and desired outcomes. Ms James would work with the Trust’s Head of
Nursing, Sian Denison, herself a strong advocate of patient support
groups, to understand some of the issues that Mr Pincombe had raised
in this regard.
Ms Beer invited Mr Pincombe to join her on the Trust’s HIP2 group and,
through him, to work with the Friends and to learn from Livewell
Southwest’s experience of electronic patient records.
It was agreed that Mr Pincombe would send to Ms James his written
record of the points he had made to the Board so that the richness of
detail was not lost. Ms James would wish to invite Mr Pincombe back
to a future Board so that he could hear for himself the Trust’s response.

AJ

The Chairman thanked Mr Pincombe for attending the meeting.
103/20

Chief Executive’s Report

Ms James drew the Board’s attention to the following items within her
written report:
•

The Trust’s Phase 3 response to the NHS Chief Executive would
be addressed as part of the Board’s review of the Integrated
Performance Report. (The NHS Chief Executive’s letter dated 31
July 2020 appended to the Chief Executive’s Report referred).
The Devon Sustainability and Transformation Partnership’s
response to Phase 3 had not yet been finalised. Related matters
had been discussed at the recent Finance & Investment
Committee meeting and informally with Non-Executive
Directors.

•

The publication by the Care Quality Commission (CQC) of its
annual report on the safer management of controlled drugs and
the recommendations made therein. The Board agreed that it
would invite the Safety & Quality Committee, chaired by

JH/LB
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Professor Jacky Hayden, to seek assurance of the Trust’s
arrangements in respect of the CQC’s recommendations and
report this back to the Board.
•

Publication of the national NHS People Plan. The Board noted
the timetable for the Trust’s refresh of its own People Strategy
and how the new staff networks would feed in to this work. The
Regional People Board had now met for the first time, with
Ms James as the SRO for talent and leadership. The work of this
new Board would contribute to Phase 3 requirements.

D
R
A
F
T

The Board noted the Chief Executive’s Report.
104/20

Integrated Performance Report (IPR)
The Chairman invited Mr Baber to introduce this report. In so doing,
Mr Baber referred colleagues to the headline messages set out in the
accompanying summary report, to the post-COVID-19 activity recovery
update set out on page 4 of the IPR and to the requirements of the
Phase 3 recovery plan. Overall, the Trust was not compliant with the
Phase 3 requirements. Compliance would require an extension of
current recovery plans.
Safe Care Domain
Mr Byrne covered the following areas of performance:
PALs and complaints: the downward reporting trend continued.
Attention was drawn to learning from complaints highlighted on page
12.
Safe staffing: in the context of COVID-19, the Trust was experiencing an
increase in staff sickness and a consequential difficulty in filling shift
rates to the desired level. Review took place daily. This situation
placed in sharp focus the requirement to look at staffing levels beyond
occupational silos. Ms Teague, Chair of the People & Culture
Committee, supported this approach and welcomed the opportunity
that the NHS People Plan and the Trust’s review of its People Strategy
gave to articulating it. Ms Teague would welcome a strong link
between the Safety & Quality Committee and the People & Culture
Committee on safe staffing and workforce planning risks to strengthen
resilience. It was agreed that the two Committee Chairs would discuss
this in the first instance.

HT/JH

Serious Incidents: there were four serious incidents in August, all
subject to root cause analysis review.
Pressure Ulcers: August performance had shown an increase following
a downward trend. No specific theme or cluster had been identified.
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One category 4 pressure ulcer had been reported in July; this
concerned a patient who had fallen at home prior to admission and the
ulcer had not been identified in a timely manner. Mr Byrne was
reviewing pressure ulcer performance with the senior nursing and site
teams and expected to see a rapid downward trajectory. By end of
October 2020 he planned to establish a ‘Clinical Friday’ initiative,
requiring all senior clinical managers to work on the ‘shop floor’ to give
direct clinical oversight of safety and quality standards.

D
R
A
F
T

Alison Burgess, Officer Command Nursing, Defence Medical Group
South West, observing the meeting as a representative of Commander
Jo Keogh, asked whether there was a direct correlation between
patients being held longer in a community setting due to COVID-19
restrictions, or a reluctance by them to present, and the increase in
pressure ulcers. Mr Byrne stated that this was not apparent.
The Chairman invited Ms James to give an update on the recent CQC
prosecution of UHP in respect of breach of duty of candour. Ms James
stated that the Trust confirmed and reiterated the apology it had made
in Court. Through the governance work led by Mr Byrne the Board
could have confidence that systems and processes were responsive to
the issues raised and that learning had been identified and applied. The
Trust had a strong track record of duty of candour compliance.
Mr Warren, a member of the Safety & Quality Committee, commended
Mr Byrne’s leadership of new quality governance arrangements.
This concluded the Board’s review of the Safe Care Domain.
(Mr Raikes joined the meeting).

Responsive Domain
Mr Baber covered the following areas of performance:
A&E/Ambulance Handover Delays: Mr Baber referred colleagues to the
actions set out in the July 2020 Trust Board minutes to address A&E
performance as occupancy levels approached unsustainable levels.
Additional space adjacent to the ED, to be used as a triage area, would
be operative from 28 September 2020. There had been some
improvement in ambulance handovers and challenging days were
currently the exception rather than the norm. Close working with the
ambulance service continued. The ED had submitted staffing
requirements in line with its enlarged department and the larger
footprint required in the future hospital plan. The Care Group had
discussed safety concerns with Ms James and Mr Baber. Additional
management support had been identified and a range of KPIs were in
development to further support the service. Mr Brown described
performance against other indicators not in the IPR. Although these
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had deteriorated post the peak COVID-19 lockdown, performance
remained much improved compared with twelve months ago and
management were maintaining a strong focus on supporting the
service.
Delayed Transfers of Care (DTOC): the Chairman queried the DTOC
position in Cornwall. Ms Beer stated that performance had improved
but, in respect of complex care, there had been a deterioration across
all sectors. Ms James had raised this with the Cornwall Partnership
Board and had requested urgent mitigating actions from them.

D
R
A
F
T

Mr Baber stated that the Winter Plan would be reviewed at the October
2020 private Board, with the final detail presented to the public Board
the following month. The Winter Plan included the refurbishment of
Lyd/Fal wards, together with the opening of an area for ambulatory
assessment.
Referral to Treatment: the total number of patients waiting on an
incomplete pathway was 28,537, with 881 waiting more than 52 weeks.
The year end expectation was that 3,600 patients would be waiting
more than 52 weeks. The Board noted 52 week waits by specialty.
Some orthopaedic surgery on-site would be re-established due to case
complexity.
Cancelled operations: Mr Boa noted that the Trust was ranked 147 of 151
providers. Mr Baber stated that neurosurgery contributed to this
ranking, with the issues being surgical bed capacity, 90% bed
occupancy, discharge profile and access to intensive care beds.
Cancer: the Trust had achieved five of the nine standards in August
2020. Mr Baber referred colleagues to the narratives against these
standards on page 19 of the IPR in the context of an increasing focus
nationally on meeting the 31 days to surgery standard.
Diagnostics: overall, a much improved performance, although the pinch
point was delays to cardiac CT. As previously reported to the Board, a
capital award for a further cardiac CT scanner would improve
performance in this modality.
This concluded the Board’s review of the Responsive Care Domain.
Effective Care Domain
Dr Hughes briefed the Board on performance against the following
standards:
Mortality: clinical coders working remotely due to the pandemic
without access to patient notes was the likely cause of skewed HSMR
and SHMI rates. Mr Boa stated that other trusts would also have
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moved their coders off-site, so under the reason for the apparent
decline in the SHMI rate that Dr Hughes had suggested was
understandable. Did this suggest a problem with coding from edischarge information? Dr Hughes stated that the issue was highly
technical; the Trust coded from patient notes and he and Mr Baber
regarded returning clinical coders to site as very important.

D
R
A
F
T

The Chairman asked how, under the current circumstances, Dr Hughes
could re-assure the Board on the Trust’s mortality performance.
Dr Hughes described the process via HM Coroner, Medical Examiner
review and clinical teams’ use of structured judgement tools to confirm
adequate assessments. This matter would feature in the next Learning
from Deaths Report from the Mortality Review Group to the Safety &
Quality Committee and Trust Board.
Follow up backlog: 41,195 patients awaiting an appointment had waited
past their clinical see-by date, an increase of 2,887 in-month. Dr Hughes
referred colleagues to page 29 of the IPR which set out the number of
time critical patients in five specialities which made up two thirds of the
overall time critical backlog, and to the actions being taken to reduce
the requirement for face to face follow-ups by 30% by 2022/23.
Stroke: 64.3% of patients spent at least 90% of their time on a specialist
stroke unit in August against a target of 80%. Dr Hughes stated that
consultant led reviews of breaches had identified four factors
contributing to the failure of this performance standard:
•
•
•
•

A change of staffing and coding: these issues had been
addressed.
A unique sub-set of patients were seen on the Trust’s Acute
Assessment Unit and then discharged, having spent no time on a
stroke unit.
Six outlier stroke patients from another trust, who were
subsequently not repatriated.
A sub-set of patients who were managed on a Healthcare of the
Elderly (HCE) ward by appropriate HCE physicians and nursing
staff. Consideration was being given to re-configuring ward
designations to reflect this.

There were no questions.
This concluded the Board’s review of the Effective Care Domain.
Finance
Mrs Brampton stated that the Trust had reported a break even position
at Month 5 against a planned deficit of £17.7m. This position resulted
from the financial plan imposed by NHS England in the context of the
ongoing COVID-19 pandemic. These financial arrangements would
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continue until the end of September 2020. The Devon STP had just
received its financial allocation from 1 October 2020 and was working
through the implications of this. Mrs Brampton invited the Board to
note performance against the Financial Improvement Plan (FIP)
trajectory. Whilst the FIP was not being achieved due to the pandemic,
savings via Corporate Recovery Unit work streams continued. Finally,
Mrs Brampton stated that the Trust would discharge its 2020/21 capital
plan of £37.4m in-year.

D
R
A
F
T

Workforce
In the absence of Mr Keith, Mrs Brampton stated that the Board would
discuss the impact of the NHS People Plan in its subsequent private
session. Ms James made the following points:
•

An improved staff turnover position in August, with 116
preceptees expected by October.

•

International recruitment continued.

•

The winter flu campaign would begin on 28 September 2020.
The Board would receive updates on vaccination take-up.

The Board discussed the importance of staff appraisals of good quality
and of adherence to mandatory training. Ms Teague was concerned to
note an appraisal rate of 60% for nursing and midwifery staff and
queried why this was the case. Mr Byrne suggested that an underlying
reason may be the current movement of staff within nursing due to
operational pressures and ward reconfigurations. Ms James would pick
up this issue at the next Trust Leadership Group meeting.
Ms Teague queried progress with COVID-19 risk assessments for staff.
These continued, with particular emphasis on high risk groups. The
Trust had a completion rate of 86% against a national target of 95%.
However, the gaps were known and Care Groups were working to
ensure these were addressed. Nationally, a 100% target was felt to be
unobtainable due to staff turnover. Ms Teague requested Ms James to
include updates as part of her weekly briefings to Non-Executive
Directors.

AJ

This concluded the Board’s review of the IPR.
105/20

Infection Control Annual Report 2019/20
This Annual Report had been previously reviewed by the Safety &
Quality Committee.
Dr Peter Jenks, Director of Infection Prevention & Control, and Nurse
Consultant Claire Haill attended for this item. The main points to which
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Dr Jenks wished to draw the Board’s attention were:
•

A fall in MRSA bacteraemias and total MRSA infections and the
lowest number of MSSA bacteraemias on record.

•

The Trust had exceeded its objective for Clostridium difficile
cases and Escherichia coli bacteraemias and was currently on
track to achieve both objectives in 2020/21.

•

The Trust had managed the emergence of COVID-19 well and
there had not been a case of healthcare associated COVID-19
infection since May 2020.

D
R
A
F
T

It was Dr Jenks’ view that the return to in-house hotel services had
gone well and the hospital deep cleaning programme had been
reinvigorated as a consequence. The work of the Estates Team in
ensuring safe water systems and on the theatre maintenance
programme had been excellent. Dr Jenks wished to offer appreciation
of the work of Decontamination Lead Mark Avery, Antimicrobial
Stewardship Lead Dr Rosie Fok and the leadership of Nurse Consultant
Claire Haill. Lenny Byrne’s Executive leadership had strengthened the
infection control agenda.
The Chairman asked whether the pandemic context and its emphasis
on infection control had had a positive impact on the incidence of other
healthcare associated infections. Dr Jenks stated that it had, although
the way in which PPE had been used in other organisations had
negatively impacted outbreaks of some healthcare associated
infections. This had not occurred at UHP and the focus on appropriate
clinical practice continued.
Ms Beer thanked Dr Jenks and his team for their work in advising
clinical teams in respect of good infection control practice in care
homes.
Mr Boa welcomed this report and the level of detail it contained. He
queried the increase in bacteraemias associated with central venous
catheters. He noted, also, that a small number of service lines
processed their own equipment. Was this a concern, he asked.
Dr Jenks stated that there was a strong focus on good clinical practise
in respect of urinary catheters, supported by a dedicated programme of
work for nursing staff; catheters were difficult devices to keep safe
despite robust infection control arrangements. The processing of some
equipment outside the Sterilisation and Decontamination Unit was
necessary for the quick return required. Dr Jenks assured Mr Boa that
processes were carefully controlled and audited on a regular basis.
There were no further questions.
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The Chairman thanked Dr Jenks and Nurse Consultant Haill for
attending and asked them to convey the Board’s thanks to their teams.
The Board noted the Infection Control Annual Report 2019/20.
There was a break between 11.30 am and 11.40 am.
106/20

D
R
A
F
T

Research & Development (R&D) Report
Dr Gary Minto, Director of Research & Development, had been due to
present this report but had been unavoidably detained in theatre. He
had sent a short message to the Chairman via the Microsoft Teams Live
Event facility which, for the benefit of the members of the public
attending, the Chairman relayed. Dr Minto’s message concerned
COVID-19 vaccine trials for which registration was encouraged via the
national COVID-19 vaccine registry, and continuing non-COVID-19
research.
Mr Warren, Chair of the Finance & Investment Committee, queried
corporate oversight of R&D efficiencies. Mrs Brampton stated that this
was a Corporate Recovery Unit scheme so the Finance & Investment
Committee had oversight of the issues.
Dr Hughes welcomed this Annual Report which, he stated, reflected
R&D’s immense flexibility. Recent appointees to the Trust had
evidenced significant research activity and this, he suggested, was a
consequence of the impact of Dr Minto and his work with the
University of Plymouth’s Faculty of Health.
Professor Hayden welcomed Dr Minto’s report and encouraged him to
include details of publications in future reports.
The Board noted the Research & Development Annual Report.

107/20

Public question received during meeting
The following question was posted during the meeting, which the
Chairman relayed verbally to those attending:
Why are waiting times to see specialists so long? You have doctors,
surgeons and lots of other medical professionals waiting to work and they
are being held back, everything is blamed on COVID-19, this cannot go on
forever.
The Chairman thanked the member of the public for the question and
stated that he hoped that the Board’s review of the IPR had
demonstrated some of the complexities involved in reinstating services
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and in sustaining activity in a very challenging context. He hoped that
the questioner had gained a sense of the Trust’s response to the Phase
3 requirements of provider organisations.
108/20

Trust Sustainability Programme
Dr Louise Sawyer, Head of Environmental Services, joined the meeting
for this item. The purpose of the report was to seek the Board’s
approval for the Trust’s sustainability programme, including the
Sustainable Development Green Plan (Sustainability Strategy) and to
make a public declaration of a ‘climate health emergency’.

D
R
A
F
T

The NHS Operational Plan 2020/21 contained a mandatory requirement
for NHS organisations to have a Green Plan in place. Dr Sawyer gave a
presentation, included with the Board papers, covering:
•
•
•
•

Definitions of ‘sustainable development’ and ‘net carbon zero’.
The drivers for sustainability.
The main points of NHS England’s and NHS Improvement’s
national operational plan for sustainability.
The scope of the Trust’s Green Plan.

The objectives of the Green Plan were, by 2025, to:
•
•
•
•
•

Reduce the Trust’s carbon footprint by 20%.
Achieve a 10% net biodiversity gain.
Avoid 85% of waste going to landfill.
Achieve a 75% score in the NHS Sustainable Development
Assessment Tool.
Embed sustainability into every Trust service and activity.

The Chairman queried the proposed governance arrangements for the
programmes of work necessary to deliver the Green Plan. Mr Thomas
stated that it was expected that a new Sustainability Committee and
Action Groups would report through the Executive lead to the Board.
In the first instance an Annual Report to the Board should be expected.
The main points of discussion concerned:
•

Understanding the Trust’s status locally in respect of
greenhouse gas emissions.

•

The changes to working practices resulting from the COVID-19
pandemic and the improvements to the environment resulting
from much reduced business travel, remote working and video
conferencing.
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•

The requirement for businesses cases to consider sustainability
issues/environmental impact and in contributing positively to
the Green Plan’s objectives, especially in identifying areas of
compromise. Dr Sawyer would be pleased to assist business
case and report authors with this.

•

How the Trust might modify supply chain behaviours in the
context of sustainability.

•

Links between the HIP2 programme and sustainability.

The Board:

D
R
A
F
T

•

Approved the sustainability plan presented, including the
Green Plan.

•

Agreed to publically declare a ‘climate health emergency’.

The paper had invited the Board to ensure that appropriate resources
were available to enable the programme to proceed. No discussion
took place regarding this and no commitment was made.
109/20

Equality, Diversity & Inclusion

Ms James presented this paper on behalf of Mr Keith. Ms James stated
that the paper set out the Trust’s approach to this broad agenda and
included specific data on workforce disability and Black, Asian and
Minority Ethnic (BAME) representation.
Five staff networks had been established; BAME, Women, Religion,
Disability and LGBTQ+, each with an Executive champion to ensure that
the groups could become self-sustaining. These groups would be
fundamental in engaging with the workforce on issues important to
them. A BAME network Chair and Deputy Chair had appointed,
Kyeiyanne James and Rez Rogers respectively. Ms James stated that
the promised detailed action plan to address BAME issues was included
in the report and drew colleagues’ attention to this.
Ms James was the Executive lead for the Women’s network; the issues
arising from this group were the gender pay gap and flexible working.
It sought to challenge the Trust to adopt the mind-set that all jobs could
be done flexibly and/or on a part time basis and to support individuals
in doing so, and on wider cultural and language issues associated with
gender stereotyping.
Mr Warren noted the report’s data and narrative on the gender pay
gap. He asked whether the Board should consider making a statement
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or pledge to address this as it had done at its previous meeting in
respect of racism and other forms of discrimination. He believed the
Board should commit to eradicating the gender pay gap. Ms James
drew the Board’s attention to the year on year movement in the gender
pay gap set out in the report and suggested that Mr Keith and
Ms Teague would wish to ensure that the People & Culture Committee
agreed actions and timescales to improve this and report back to the
Board. Ms Teague stated that the August People & Culture Committee
meeting had focused on this and reassured the Board of its continuing
commitment to this issue. (The minutes of the meeting were included
with the Board papers at Item B). In respect of addressing racism,
Ms Teague stated that it was incumbent on all Board members to be
willing to increase their own personal levels of discomfort by listening
with open minds, even if responding caused colleagues to
unintentionally misspeak or to fumble their words. Professor Kay
agreed. She suggested working with other organisations which had
recognised the need for change and learn from them.
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Professor Hayden asked why charitable funds had been used to support
coaching for the BAME network. Was it not appropriate to fund this
important work from revenue? Ms James explained that the source of
charitable funds had been NHS Charities Together and it was at their
direction that funding had been allocated to support BAME initiatives.
Ms James added that the Devon STP had commissioned external work
to understand the experiences of BAME staff and patients and the
outcome would be reported to the Board in due course.
In bringing discussion of this paper to a conclusion, the Chairman
welcomed the momentum which was now starting to build. Should
colleagues feel that this momentum was slipping, they must speak up.
The Board noted the Equality, Diversity and Inclusion Report.
110/20

Devon Integrated Care System: proposed structure and governance
The document presented to the Board set out the proposed structure
and governance of a Devon Integrated Care System (ICS). This had
been discussed and agreed by the Shadow ICS Partnership Board and it
had been shared informally with Board colleagues prior to this meeting.
The approval of this Board was now sought to the proposals set out.
Ms James stated that the proposals reflected an increasing emphasis
on ‘place’. Post-establishment, arrangements for the ICS would
probably require refining over time. Further work was required in
respect of the underlying governance, particularly the relationship
between the Devon and Cornwall ICSs, with an emphasis on planning,
strategy, performance and delivery in the longer term. This Ms James
suggested, would form part of the formal ICS accreditation process.
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Mr Warren felt that agreeing formalised arrangements for an
organisation which did not yet have legal standing was challenging.
Mr Warren stated that this Board required clarity on the ICS’s
responsibilities and accountabilities so that it would assess delivery and
so that it could clearly differentiate between the ICP’s and its own
responsibilities. Ms James acknowledged Mr Warren’s distinction,
especially as Phase 3 planning and finances were increasingly targeted
at ICS level.
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The Board approved the structure and governance proposals for a
Devon ICS.
111/20

Board Assurance Framework (BAF)
Mr Budge’s report summarised the Board’s work to date on revising
and updating the BAF and in meeting the agreed timeline for this work,
particularly the essential elements being led by Committee
Chairs/Executives. The Chairman supported adherence to this timeline.
The Board noted the report.

112/20

Scheme of Reservation and Delegation and Detailed Scheme of
Delegation
Mrs Brampton’s report set out amendments to the Trust’s Scheme of
Reservation and Delegation and Detailed Scheme of Delegation. The
changes proposed followed recommendations by Internal Audit with
the intention of ensuring that these Trust-wide documents remained
relevant to the current operating and business environment. The
proposed amendments had been scrutinised and approved by the Audit
Committee at its August 2020 meeting with a recommendation from
the Committee to the Board to approve. (Meeting minutes were
included at agenda Item A).
There were no questions.

The Board approved the revisions to the Trust’s Scheme of
Reservation and Delegation and Detailed Scheme of Delegation.
113/20

Safety & Quality Committee Terms of Reference
This paper from the Safety & Quality Committee Chair sought approval
of the Committee’s Terms of Reference. These had been reviewed and
approved by the Committee at its August 2020 meeting with a
recommendation from the Committee to the Board to approve.
(Meeting minutes were included at agenda Item C).
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There were no questions.
The Board approved the Terms of Reference for the Safety & Quality
Committee.
114/20

Any Other Business
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None.
115/20

Key Actions for Committees and Executives
The high level issues were detailed by Mr Budge as:

116/20

•

Safety & Quality Committee and People & Culture Committee
Chairs to discuss their approach to safe staffing and workforce
planning risks.

•

Safety & Quality Committee to seek assurance of the safe
management of controlled drugs, as set out in the related CQC
report.

•

People & Culture Committee to maintain its focus on ED&I.

•

Staff risk assessments to be covered by the Chief Executive at
regular NED briefings.

Supplementary papers for noting
The Board received and noted the following:
•

Audit Committee: Chair’s report and draft minutes of the August
2020 meeting.

•

People & Culture Committee: Chair’s report and draft minutes of
the August 2020 meeting.

•

Safety & Quality Committee: Chair’s report and draft minutes of
the August 2020 meeting.

No questions arose from these papers.
117/20

Any Other Business
There was no other business and the meeting closed at 12.45 pm.

118/20

Date of next meeting
Friday 30 October 2020.
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In concluding the meeting, on behalf of the Board the Chairman
thanked staff who had facilitated this virtual meeting and those
members of the public who had attended it.
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Executive Actions Register (EAR)
Ref.
Date
Source
1855 28-Feb-20 Trust Board
(Public)

Theme
Learning from
Maternity Services
Annual Review and
national reports,i.e.
East Kent

Action
Lead
S&QC Chair and Lenny Byrne to consider whether S&QC should pursue Jacky Hayden
this and, if so, how. Trust Board minute reads: Ms James referred the Lenny Byrne
Board to the discussion [...] regarding triangulation to inform a view on
assurance. Ms James suggested that the S&QC could review the good
practice of the Trust’s own maternity service alongside learning from
recent national reports on maternity services in other trusts, to identify
best practice and transferrable learning; Professor Hayden and Mr
Byrne may wish to agree an approach.
Consider inviting JT back to Board in, say, six months to demonstrate
what the Board did in response to her story.

At April 2020 Board, JH yet to discuss with LB.
On 19.05.20 update from JH: JH/LB have
discussed how S&QC will be informed of CG/SLs'
responses to national reports. Paper to come
to Board following August S&QC meeting.
[Action date extended to 30.09.20]. No udpate
at September Board. October Board to agree
way forward on original action (see left).

30-Dec-20

Not Yet Due CQC compliance covered in part at June BDS.

After interim position statement at June Board, present full assessment Phil Hughes
and accompanying Action Plan. [Note: report to June Board indicated
full assessment in one month, action plan in three months].

15-Nov-20

Not Yet Due Full assessment and action plan scheduled for

Patient Story (CP)

Invite CP back to future Board to close the loop on the point he raised.

Ann James

31-Mar-21

Not Yet Due

CQC report on safer
management of
controlled drugs
Safe
Staffing/Workforce
Planning Risks
COVID-19 staff risk
assessments

S&QC to seek assurance of the Trust's arrangements.

Jacky
Hayden/Lenny
Byrne
Jacky
Hayden/Helen
Teague
Ann James

31-Dec-20

Not Yet Due Consider for December S&QC agenda.

31-Dec-20

Not Yet Due

31-Mar-21

Ongoing

29-May-20 Trust Board
(public)

Board Development Schedule sessions on Learning from Deaths/Mortality, CQC compliance
Sessions
and Safeguarding.

1905

26-Jun-20 Trust Board
(public)

Paterson Inquiry

1927

25-Sep-20 Trust Board
(public)
25-Sep-20 Trust Board
(Public)

25-Sep-20 Trust Board
(Public)

Comments by action holder

Lee Budge
Gill Hunt

1893

1930

Status
Overdue

Not Yet Due At September Board agreed that LB would

Patient Story at
January 20 Board

25-Sep-20 Trust Board
(Public)



15-Nov-20

28-Feb-20 Trust Board
(public)

1929

Date Due
30-Sep-20

Lenny Bryne

1861

1928

26 October 2020

S&QC and P&CC chairs to discuss in first instance to agree joint
approach. No timescale discussed at Board.
Chief Executive to keep NEDs appraised of UHP's performance at
Tuesday briefings.

invite JT back to the October meeting. At AJ's
subsequent request, deferred to November.

Board development programme to be
developed for 2021.

September Board. On 21.09.20 item deferred.
At September Board agreed new date of
November 2020. Due date extended by GH.

Executive Summary Report
Item 6

October 2020

Annual Report on Acute Hospitals Standards for People with Learning Disabilities (LD) and Autism

Lenny Byrne

Purpose
The purpose of this report is to provide assurance to the Trust board of compliance towards the Learning Disability National Standards for acute hospital trusts, for the
period of April 2019 to March 2020.
The report provides an update of achievements made on key programmes of work for the Learning Disability Liaison (LDL) service. It gives a summary of the external
peer review (July 2019) with key recommendations. Update of the Autism Pilot, with assurance that the Liaison services continue to deliver safe and high quality care
during this coronavirus (COVID-19) pandemic.
Headline messages
•
•
•
•
•
•

Achievements made from the LD Improvement and Sustainability Plan (November 2019 to March 2020) gives assurance to the Trust board that it continues to
have excellent compliance with LD national standards, demonstrating respect and valuing of this patient group
On regular review of incidents, complaints and mortality reviews, the Trust is in a positive position to learn and improve on safe patient care for people with a LD
The government plans that every NHS worker will receive mandatory LD and Autism training relevant to their role. This is likely to be face to face as opposed to
online training. The current LD and Autism training frameworks takes this into account and we are in a good position to provide training for staff. Once mandatory,
more resources will be needed to deliver training Trust wide within the regulations set
The peer review report concluded that the Trust takes proactive and positive actions to make sure people with a LD get the right care, when they need it. The
reviewers were generally impressed by the quality and scope of the LDL service, demonstrating effective leadership
The Autism pilot has been successful in meeting its key lines of alerting, training and creating of resources, to improve patient care and experiences for autistic
people (who do not have a LD) when accessing hospital services. Extra funding has allowed for adults to have additional access to a 7 day service, on a 6 month
trial. It is also covering a trial for supporting paediatric services
During the height of the COVID-19 pandemic, the LD and Autism liaison nurses continued to work in the hospital, including direct support on the Braunton Ward, in
response to a community home COVID crisis. In all other South West hospitals, acute liaison nurses worked from home.

Impact assessment
Quality

This report provides assurance of compliance with CQC essential standards of quality and safety especially in relation to complex
care, Health and Social care Act (2008) Regulations 2014.

Finance

No direct impact.

Regulation

Learning Disability Improvement Standards for NHS trusts (NHSi, June 2018).

Equality & Diversity

The Trust has a legal duty to ensure equality of service provision and to meet requirements from the Equality Act (2010).

Environment & Sustainability

No direct impact.

Considerations for the Trust Board
The Board is asked to:
1. Note that the Trust is compliant in meeting the standards for patients with Learning Disabilities: Learning Disability Improvement Standards for NHS Trusts (NHSi,
June 2018)
2. Note all positive feedback for the external peer review and its recommendations for Trust assurances around quality, effectiveness and value of the services it
provides for people with a LD
3. Note the reporting mechanisms of matters relating to people with a LD through the Safeguarding Steering Group, Patient Experience Committee, and to the
Quality Assurance Committee
4. Note the extraordinary work done by the Liaison services activity through the Covid-19 pandemic
5. Note the Autism Pilot and trials for the 7 day access and paediatric services will come to an end on 31/3/2021.
Look ahead and next steps
1. Completion of a full evaluation of the Autism pilot by January 2021
2. Completion of a full evaluation for the trial of the 7 day service and paediatric cover pilots by March 2021
3. The above evaluations will highlight achievements, challenges and identify the risks if these services are unable to continue after the end of the pilots. This will
then be presented to relevant key partners for consideration of funding to secure these services, with the aim continue on a permanent basis
4. To review the current resources needed to implement this national LD and Autism mandatory training
5. The LD and Autism Liaison teams will continue to work collaboratively to collate, populate and review data for the LD Dashboard and overall LD work plan
2020/2021 and the Autism Pilot action plan. This will be monitored and reported through the Safeguarding Steering Group, Patient Experience Committee and to
the Quality Assurance Committee.
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SUMMARY REPORT
Trust Board

30th October 2020

Subject

Annual Report on Acute Hospitals Standards for People with Learning
Disabilities and Autism

Prepared by

Saoirse Read, Learning Disability / Autism Spectrum Service Manager

Approved by

Bev Allingham, Deputy Chief Nurse

Presented by

Lenny Byrne, Chief Nurse and Director of Integrated Professions

Purpose

This report provides assurance of compliance towards Learning Disability
National Standards that apply to acute hospital trusts for the period of April
2019 to the end of March 2020. It also includes further information on the
first quarter of the year 2020 to reflect the impact of the COVID-19
pandemic on Learning Disability (LD) and Autism services.
The report seeks to update the Trust on the work done by the specialist LD
acute care liaison service it delivers via joint funding with Kernow and
Devon CCG’s. It gives an update on the work of UHP LD Derriford user
group (DUG) and their achievements with an annual update from our
Independent Advocate Consultant.
Corporate Objectives

Improve Quality


Develop our Workforce

Decision
Approval
Information

Assurance




Improve Financial Position

Create Sustainable Future

Executive Summary
People with Learning Disabilities (LD) have an equal right to healthcare. It is important,
therefore, that the Trust has services, staff and supporting policies which enable people with
Learning Disabilities to use our services. Healthcare services provided must be of a high
standard of care and treatment to people with Learning Disabilities, which meet national
requirements and standards. Care and treatment of individuals must take into consideration
and make reasonable adjustments where necessary, for their complex needs and disabilities.
This report gives an update on the Trusts LD general programmes of work demonstrating that
UHP NHS Trust continues to be engaging and proactive in meeting the standards as set out in
national guidance in relation to patients with a LD accessing the acute healthcare services. It
also provides specific updates in relation to:
• Learning Disability Improvement Standards for NHS Trust (NHSi 2018) and the Trust
LD improvement and sustainability plan 2019/2020 including key achievements;
• External Peer Review (July 2019) - summary of feedback and key recommendations;
• LD key programmes of work with an update from Derriford user group (DUG) and
includes the six key areas of focus for the LD work plan for 2020/2021;
• The LD and Autism Liaison services response to the COVID-19 pandemic;
• Autism Pilot (2019-2021) update.
The annual report was presented and approved by the Safety and Quality Committee on the
19th October 2020.
Quality Impact Assessment
This report provides assurance of compliance with CQC essential standards of quality and
safety especially in relation to complex care, Health and Social care Act (2008) Regulations
2014.
1
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Financial Impact Assessment
No direct impact.
Regulatory Impact Assessment
Learning Disability Improvement Standards for NHS trusts (NHSi, June 2018).
Equality and Diversity Impact Assessment

The Trust has a legal duty to ensure equality of service provision and to meet requirements
from the Equality Act (2010).
Environment & Sustainability Impact Assessment
The Trust has a legal duty to ensure equality of service provision and to meet requirements
from the Equality Act (2010).
Key Recommendations
Trust Board are asked to:
1. Take assurance that the Trust is compliant in meeting the standards for patients with
Learning Disabilities in line with previous national standards and the new Learning
Disability Improvement Standards for NHS Trusts (NHSi, June 2018);
2. Acknowledge the positive feedback for the external peer review and its
recommendations for Trust assurances around quality, effectiveness and value of the
services it provides for people with a LD;
3. Take assurance on the reporting mechanisms of matters relating to people with a LD
through the Safeguarding Steering Group, Patient Experience Committee, Quality
Assurance Committee and to the Safety and Quality Committee.
Next Steps
The LD and Autism Liaison Team will continue to work collaboratively to collate, populate and
review data for the LD Dashboard and overall LD work plan 20/2021 and Autism Pilot action
plan. This will be monitored and reported through the Safeguarding Steering Group, Patient
Experience Committee and to the Quality Assurance Committee.
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DETAILED REPORT
Trust Board

30th October 2020

Subject

Annual Report on Acute Hospitals Standards for People with Learning
Disabilities and Autism

Prepared by

Saoirse Read – Learning Disability / Autism Spectrum Service Manager

Approved by

Bev Allingham, Deputy Chief Nurse

Presented by

Lenny Byrne, Chief Nurse and Director of Integrated Professions

1. Purpose
People with Learning Disabilities (LD) have an equal right to healthcare. It is important,
therefore, that the Trust has services, staff and support which enable people with Learning
Disabilities to use our services. This report details the work undertaken that demonstrates
the functioning of the Learning Disabilities Liaison team, the scope of practice for this team
and impact it has across the Trust to improve how people with Learning Disabilities are
supported as they use Trust services.
The Trust needs to ensure itself that people with Learning Disabilities (LD) have equal
access to all Trust services to ensure they get effective, safe and timely diagnosis and
treatment. Sections 20 and 21 of the Equality Act 2010 require those to whom the provisions
apply, including employers, service providers, educational institutions, transport providers,
and sports bodies, to “take such steps as it is reasonable to have to take” to avoid putting
disabled people at “a substantial disadvantage”. Failure to comply with this duty is a form of
discrimination. In general, the duty to make reasonable adjustments requires the taking of
“such steps as it is reasonable to have to take” to avoid a disabled person being put at a
“substantial disadvantage”.
Review the progress made towards Learning Disability Improvement Standards for NHS
trusts (NHSi, June 2018) and overall LD improvement work plan.

2. Background and General Annual updates
Learning Disability Improvement Standards for NHS trusts (NHSi 2018)
In June 2018, NHS Improvement launched the National Learning Disability Improvement
standards for NHS trusts. These were designed with people with a learning disability, carers,
family members and healthcare professionals to drive rapid improvement of patient
experience and equity of care. The four standards, the first three of which apply to all NHS
trusts, cover:
•
•
•
•

Respecting and protecting rights;
Inclusion and engagement;
Workforce;
Specialist learning disabilities services.

The completion of the NHSi Self-assessment Improvement toolkit for reducing avoidable
deaths in people with a learning disability in 2019 gave reassurance to the Trust Board that
overall there is excellent compliance. The Trust LD improvement and sustainability plan was
initially implemented in November 2019 to end of March 2020. Any ongoing outcomes have
been transferred into the 2020/2021 overall LD work plan.
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3. Achievements against the LD improvement and sustainability plan 2019/2020
are:
•

•
•
•
•
•

•

•
•

•
•
•

Communication boxes have been promoted and are available on most wards, DUG
were able to check on this in January 2020 which resulted in a reminder in the daily
email about the communication boxes usefulness and availability;
A Hospital Passport App has been co-designed with the LDL team, DUG and a local
IT company – we are seeking funding for this project;
The Abbey pain tool has been agreed as the best tool to assess for pain in people
with LD with serve communication difficulties; this is promoted by the acute care/pain
teams;
Development, review and implementation of a Trust wide LD Training Framework
has commenced with a plan in place for regular monitoring and collation of training
attendance numbers , feedback and monitoring of impact on wards;
Many easy read materials have been developed and approved with Derriford User
Group , shared with other LD community groups and are available online, for
example on Sepsis and Constipation;
To ensure individual reasonable adjustments are communicated there is now as
specific section added to the ward risk assessment booklet where by the LD nurses
can complete and add the reasonable adjustment assessment sticker developed by
the team especially for inpatients;
It is now confirmed that we can get a wide range of data in terms of how people with
a LD use the hospital and comparable data to the general population- for example
waiting lists data, waiting times for treatment treatments and how many appointments
attended by LD patients with key common health conditions;
Posters have been handed out to all relevant departments and wards to remind staff
of the importance of reading the Hospital Passport;
Improvement of TEP form completion has been noted in an audit completed in 2019
on patients with a LD compared to one completed in 2017, however there is still
more work to be done and it’s been agreed there will be annual audits as part of the
LD work plan;
LDL team have created a quick summary guide for medical staff on the correct
completion of TEP forms if a person does not have capacity;
Launch of the LDL team Twitter and Facebook social media pages and posts have
been well received and shared by others;
Successful events were held by the team in 2019 to celebrate 100 years of LD
nursing, Derriford User Group (DUG) and the LDL services 10 year anniversary;
ending the year with the annual LD champion awards.

4. UHP Trust LD regular programmes of work
The LD Dashboard shows that in 2019/20 the LDL team have seen a total of 456 patients
in the hospital (including day cases). On average in patients will be seen by the LDL team
on at least 4 occasions during their stay and most starting within 24 hours of admission. In
2019 46% of LD patients had an LD hospital passport (HP) on admission and a further
44% were given a new one. 10% of patients seen during 2019 did not want a HP. We are
still finding that paper copies of the HP are being lost by patients, or incorrectly filed within
patient notes. In 2018 the Derriford User Group and hospital staff said they support the
idea of a Hospital Passport app for mobile devices. The app design had been co-created
by the Learning Disability Liaison Team and a local IT company (who gave a reasonable
quote to provide the service) in order to make an application to charitable funds. Due to
the IT department not having capacity to project manage the procurement process
(getting 2 other quotes) that the charity panel had requested it has not been able to
progress. This has been reported to Devon and Kernow CCG lead LD commissioners to
look at alternative funding streams.
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The outpatients department saw 3570 patients and of those the LDL team were aware of
1731 of these appointments before the day of attendance, which enabled 803 patients to
be contacted by the Team and/or supported during their appointment. Appointments were
cancelled by 270 patients and all of these appointments were followed up by the LDL
Team.
There has been a notable increase on outpatient appointments year on year which is a
good indication that people with a LD are being referred for specialist healthcare.

5. Incidents, complaints and Safeguarding Adults
In 2019 /20 there were 439 Datix incidents related to people with a LD most of which were
rated as no harm and resolved at ward level. 22 were related to safeguarding concerns of
which 4 were subsequent section 42 notices against the Trust. 12 formal complaints have
been received which all have now been resolved.
Early in 2020 there was an incident concerning 3 patients with a LD whose TEP forms
were thought to have been incorrectly completed and this led to 3 Section 42 notices
having been received consecutively. There were collective concerns raised by Kernow
and Devon CCGs as a thematic issue that this patient group were being given a DNR (Do
Not Resuscitate) status without UHP staff following proper Mental Capacity Act (MCA)
processes.
A report was requested and presented to Safeguarding Steering group. It gives an
overview of the incidents, and outlines the actions taken by the affected medical service
line. For assurance it gave an overview of previous programmes of work undertaken to
identify and improve the completion of TEP forms for this patient group.
By giving a position of what work had previous been undertaken it gives assurances that
the Trust has been proactive in reviewing TEP forms for people with a LD, reporting its
findings and taken appropriate steps to facilitate learning and to improve awareness.
Sharing of information from national programmes (LeDeR) and Trust incidents have
happened in a timely manner. Improvements have been noted in the LD TEP re-audit in
2019 however it does show the need for the proper full completion of TEP forms and
made key recommendations.

6. Some of the key themes of learning from complaints and Safeguarding
cases/section 42 notices for the hospital from 2019/20 are:
6.1. Need to improve staff awareness of reasonable adjustments and use of the Mental
Capacity Act;
6.2. Improve communication between wards and departments especially on ward to
ward transfers;
6.3. Improve communication between medical consultants (consultant to consultant);
6.4. Ensure we always listen to and consult or involve family members or people who
know the patient the best in care and treatment plans;
6.5. Improve the format of and use of discharge checklists; Completion of all parts of the
TEP form; ensuring MCA processes are followed.
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7. UHP Trust LD Mortality Update 2019
In the period of January 2019 to December 2019 there were 15 deaths of people with LD
in Derriford Hospital. This represents less than 1% of deaths in the same period for the
general population. All deaths of patients with an LD in the hospital have a structured
judgement review (SJR) undertaken by a clinician and the LD Liaison Lead.
A detailed annual report was presented to the Mortality Review Group which provided a
summary of the data and analysis of information from the subject judgement reviews
undertaken on these deaths. It provided further detailed updates on the LeDeR
programme of work both Devon-wide and nationally.
Key points from the UHP Structured Judgement Review Report on deaths of people with a
Learning Disability within the Trust for 2019:
•

•

•

Positive themes that were identified including regular review by clinical staff, prompt
referrals to specialist, medical and surgical teams and good communication between
staff, patients and their families and carers. Meetings were promptly organised and
held by members of the MDT when appropriate, frequently attended by clinicians, LD
nurses, physios and dieticians;
Consistently patients, families and carers were involved in discussions regarding
treatment and care. During most admissions the LDL team were involved and
assisted with planning care and liaising with departments and specialists. Most
investigations and assessments were undertaken and reviewed in a timely manner.
Personal information about patients and hospital passports were frequently available
for staff to read;
Overall actions already taken in responses to learning with further actions needed
are:
1. TEP forms – MCA lead is in post and offers training to medical staff including the
completion of TEPS;
2. Further action MCA lead to report on training numbers for medical staff at next
meeting;
3. LD team have created a quick summary guide for medical staff on the correct
completion of TEP forms if a person does not have capacity. Further action is for
this to be shared with MCA lead and TEP leads to comment/agree and agree way
of dissemination;
4. Easy read leaflet will be created with around what a DNR is to help people with a
LD be involved in the decision making process;
5. Easy Read Materials have been developed and approved on Sepsis and
Constipation with Derriford User Group, shared with other LD community groups
and are available online;
6. LDL team looking at a user friendly assessment tool for sepsis that non-medical
staff can use in community or on the ward.

8. Training Update
The team have delivered 39 training sessions to clinical staff during 2019. Training slides
are included on Trust induction and included in the Equality, Diversity and Inclusion Trust
mandatory e-learning training.
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In light of the Treat me Well campaigns and discussions with DUG during 2019 about staff
training; the LD Trust training framework has been updated. In order to implement it in a
more timely way the LDL team leader applied and was successful in a bid of 30K from the
Burdett Grant Project. This was to create, implement and evaluate effectiveness of LD
and Autism staff training programmes for the acute care setting. An Associate Educator
role has been recruited into and started in April 2020 with the aim is to support the LD
training frameworks implementation using varied teaching styles and methods but more
importantly creating co-produced training packages and recruiting/supporting our cotrainers (people with a LD and lived experience of hospitals).
In November 2019, the Government published 'Right to be heard' it’s response to the
consultation on proposals for introducing mandatory Learning Disability and Autism
training for health and social care staff. The response included a commitment to develop
a standardised training package. The training will draw on existing best practice, the
expertise of people with Autistic people, people with a Learning Disability and family
carers as well as subject matter experts. Work is now underway in developing outcomes
and training packages and is expected that this will be mandatory for UHP from
2021/2022 onwards. In order for the Trust to provide the mandatory face to face element
with a co-trainer it will need to identify and make available additional funding as there is
not the capacity in current LDL service to provide this.
During the COVID pandemic the LD and Autism service developed a joint e-learning
training package that can be uploaded onto staff ESR accounts. The Face-to-Face
training has been replaced with an online video of the LD nurses presenting the actual
tier 3 training and then there is a follow up live MS Teams workshop that includes the cotrainers participation.

9. Family and Friend feedback from people with LD and their family/carers
In 2019/2020, 249 easy read Family and Friends questionnaires were given out with a
total of 44 returned. An easy read format is available in the out patients department and it
is hoped this version will result in more surveys being returned. The family and friends
feedback on the whole continues to be very positive about the nurses, doctors and the
LDL Team. Comments, both positive and negative are reviewed annually in an
extraordinary DUG meeting. This event would normally have taken place in April 2020
however due to the COVID pandemic it has been postponed and we aim to look at this
feedback and FFT feedback 2019/2020 together at an extraordinary DUG event next
year.
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10. Derriford User Group (DUG) and Independent Advocate Update
The Derriford User Group has grown in size and now has over thirty regular members who
attend with their support staff, nurses from the Learning Disability Liaison (LDL) Team and
a Primary Care Liaison Nurse from the Community Learning Disability Team. Membership
is wider and includes people from Plymouth and the surrounding area e.g. South Hams.
Having launched the Reasonable Adjustment Charter across the Trust the previous year
and instigated the need for wards to have communication boxes; DUG members mystery
shopped wards that patients with a LD are commonly admitted onto to see if the
communication boxes were in place and used regularly. As a result of this more
awareness has been raised about the communication boxes via Vital Signs, link
practitioners meetings and by the LD Team when visiting the wards or departments.
The Friends and Family Test (FFT) feedback reviewed at a meeting revealed that some
patients with Learning Disabilities were struggling at mealtimes. An Occupational
Therapist was invited to talk to the group about red trays, adapted cups and cutlery. There
are plans to meet again and look at how to improve availability of adapted cups and
cutlery.
Staff involved in the new ED build presented their plans to DUG to ensure member’s
views were included in the Trust consultation. Volunteers were asked to join a signage
steering group.
Members of DUG, patients, family members, carers and Freedom Day Case Unit (FDCU)
staff were invited to participate in an Always Event that the LD and Autism Service
Manager, was running. The purpose of this event was to create a pathway for patients
with a LD who needed to access the Freedom Day Case Unit for day operations and
procedures. Over thirty people attended the first event. A follow up event was held at
PLUSS with eight DUG members/self-advocates and six UHP staff to write a vision
statement and plan the next steps.
The Derriford User Group celebrated its ten year anniversary. Founding DUG members
and self- advocates who had supported link practitioners in the community were invited to
a special meal where they were thanked by Richard Crompton for all of their hard work
and enthusiasm over the last decade. A pictorial timeline was created for the meal so
members could recollect their campaigns and see the positive change they had affected
at UHP.
The independent advocate role essentially continues to supports the co-trainers (people
with LD) to deliver Tier 3 LD training alongside the LD nurses to key departments
During the LDL service external peer review on behalf of the LDL Team a key part of the
independent advocate role was to meet with the reviewers to explore the role within the
LDL team. When the report was completed an accessible version of it in easy read was
made and shared at DUG and by our DUG chair at the Patient Experience Committee
(PEC).
The DUG chair was supported to give an update on DUG at a link practitioners meeting.
As a result of this more link practitioners asked to be supported to meet LD self-advocacy
groups in the community to explore the need for accessible materials and reasonable
adjustments.
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During the COVID pandemic DUG are unable to meet and implement their 2020/20201
work plan at this time. The Independent Advocate has been in regular contact with some
DUG members by telephone and letter to check on their welfare and continue with some
of the work; especially the approval of easy read leaflets and two members have made a
video on the experiences of people with LD using the hospital and COVID.

11. Update on Learning Disability Improvement work plan for 2020/2021
The LD work plan comprises of outcomes and actions related to the external peer review,
NHSi LD action and sustainability plan 2019/2020, DUG’s work plan 2020/2021 and any
learning from incidents or deaths. The LDL service is making excellent efforts to keep a
focus on the completion of 32 of the planned outcomes in the work plan with 44% (14 of
32) completed in green and are confident that the other 56% (18) can be completed within
the agreed timeframes.
This plan has now been updated to reflect Covid-19 impact and identify any anticipated
delays in delivery. There are only two outcomes that we will not be able to achieve in
terms of the pandemic impact. Oversight and assurance on progress will continue to be
closely monitored with a clear focus on continued expected delivery of outcomes and
exception reporting and escalation as required. An update report will be provided at the
SG operational committee meeting and at PEC as required.

12. Going forward the six key areas of focus for the LD work plan 2020/2021
are:
•
•

•
•
•

•

Reasonable Adjustments – monitoring and embedding of the Reasonable
Adjustment Charter across key wards and department in the Trust.
Data and Audit programme of work – to include further TEP audit, Reasonable
Adjustment audit, analysis of DNAs in relation to appointment times and analysis of
re-admissions rates as rates for patients with LD continue to be higher than the
general population.
Integrated Working – improve joint work with local community LD teams; especially
LD primary care nurses, improve end of life care pathways/care plans prior to
admission.
Trust Training – Implementation of the LD Trust Training framework and monitoring
the effective use of the Burdett Grant Project funding.
LeDeR and other Significant Learning - Review internal process of LD mortality
reviews and how this links with LD SJR including how we report on this, how we
share information from national and local LeDer reviews and recommendations, look
into local issues of the quality of ward transfers and discharges in relation to a person
with a LD.
Quality Improvement & Patient engagement (DUG)-This includes key actions of the
DUG work plan for 2020/2021, the Always Event programme for Freedom Day Case
Unit, creation of easy read materials, external Quality Checkers outcomes and
monitoring of local area action plans.

13. External Peer review (2019)
The external peer review was conducted by the Senior Programme Manager and Senior
Clinical Advisor from NHS England & NHS Improvement in July 2019. A copy of the
report is available on request to plh-tr.learningdisabilityhospitalteam@nhs.net.
The peer review report concluded that the Trust does proactive and positive things to
make sure people with a LD get the right care, when they need it. The reviewers were
generally impressed by the quality and scope of the LD liaison (LDL) service stating:
9
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“The LDL team appeared committed, cohesive and mutually supportive, with a clear
shared vision. This was felt to reflect effective leadership.”
It concluded with confidence that the UHP Trust does good things to make sure people
with a LD get the right care when they need it stating that:
•
•
•
•
•
•
•
•
•
•
•
•

The hospital is very good at recording who needs extra help and checking whether
they get it;
Policies related to LD are up to date;
Staff across the hospital knows about the LDL service; and that some people with a
LD will need more help;
It’s easy to get help from the LDL service;
The LDL service helps lots of people in lots of ways to make and support others to
make reasonable adjustments;
There are lots of evidence and examples of really good reasonable adjustments
being made;
Members of the Derriford User Group have helped wards and departments think
about the reasonable adjustments they need to make;
Most people on wards are seen quickly by LDL staff, if they need it;
If people need 1:1 support in hospital, it can be arranged in a way that helps them;
If people miss outpatient appointments, the LDL staff checks if there’s a problem and
help arrange another appointment;
For some departments people have shorter waiting times for people with a LD than
for other people (included endoscopy, rheumatology and nuclear medicine);
People with a LD in the emergency department are seen quicker than other people.

14. Key recommendations were:
•
•
•
•
•

•

•

Data: The Trust should seek to capitalise on the quality of its data through routine
activity analyses. However the Trust needs to reconcile data discrepancies in
different reporting lines. – This is in the overall 2020/2021 work plan;
As planned, the Trust should continue to develop an autism liaison pathway – The
Autism Liaison Pilot was launched September 2019 and an update is provided in this
report;
As planned, the Trust should seek to identify a medical practitioner with lead
responsibility for Learning Disabilities - This is in the overall 2020/2021 work plan;
There needs to be continuing engagement with the DUG. They bring clear quality
benefits to the LDL and wider hospital services – We continue to engage with DUG
and an update on their activity for 2019 is available in this report;
It is essential that LDL team members continue to engage with local specialist
learning disability teams in order that system wide themes continue to be explored
and addresses; and that members of the LDL team do not become professionally
isolated - This is in the overall 2020/2021 work plan;
There is no readily apparent rationale for the service operating 6 days a week, as
opposed to 7 days a week- a 7 day week service will be trialled from 1/10/2020 until
31/3/2021. This was possible due to one off funding having been made available
from Devon CCG;
As planned, the Trust will wish to re-evaluate its training framework in response to
the recommendations that result from the recent Department of Health and Social
Care consultation on mandatory Learning Disability and Autism training for health
and social care staff has been published. (Expected Autumn 2019) – The Trust LD
staff training framework has been reviewed and updated. Monitoring progress is
included in the 2020/2021 work plan.
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15. Going Forward the main challenges are:
•

•
•

Discrepancies in activity data – Senior Programme Manager from NHSi had visited
the LDL team again in November 2019 to discuss resolutions with the Trust IT
analysis team. When this data is right, we can then look further at any discrepancies
between LD and general population. For example: waiting times for out-patient
appointments and re-admission rates;
There are limited resources in the current LDL services to deliver Trust wide face to
face LD and Autism training when this becomes mandatory for all NHS staff;
The Trust, after advertising twice, was unable to recruit into the post for medical
practitioner with lead responsibility for Learning Disabilities.

16. Learning Disability and Autism liaison are delivering and maintaining safe
and high quality care during this coronavirus (COVID-19) pandemic
Having a Learning Disability and/or Autism may be significantly impacted by the
coronavirus pandemic also due to other co-morbidities including asthma, diabetes and
obesity. Throughout the coronavirus pandemic, we were therefore more likely to see
patients with a Learning Disability or people with Autism.
From the start and throughout the pandemic the LD and Autism liaison services
continued to work in the hospital directly with patients and ward staff where possible
using varied methods including telephone, emails and direct face to face support. In all
other south west hospitals acute liaison teams worked from home.
The team reviewed the flexibility of the both teams to cover more hours to provide a
seven day service or support other areas if required in busier times.
The team manager reviewed and supported areas across the Trust to adhere to national
LD/Autism COVID-19 guidance most crucially the NICE guidance: COVID-19 rapid
guideline: critical care in adults (NICE: 27/03/2020)
The team collated and shared national and local easy read information on COVID-19
including how to keep safe and well at home. This has been posted out to providers,
people with LD and given out to people when seen on the wards as appropriate or
requested. It is also available on the Trust public website.
For people with complex LD, Autism and/or distressed behaviour who may have
suspected or confirmed COVID-19 it is vitally important that all agencies supporting the
person work closely together. After receiving concerns from providers and families about
this specific group the team manager responded by working together with our local
partners Plymouth City Council and Livewell SW and produced joint guidance for care
providers, private carers and family carers if the person they normally has suspected
COVID and may need a hospital admission, this included the continuation of a person’s
community support coming into hospital.
To support with prompt clinical decisions in a person’s best interest the team developed
an interim COVID-19 hospital passport, which should be asked for by our staff and
looked at with their current hospital passport.
In the period of 23/3/2020 until 24/5/2020 (2 months) The Trust has had 62 admissions
49 have been tested in which 42 tested negative. 7 were positive with 2 deaths and 5
recoveries with safe discharges. (This does not include ED information).
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In May 2020 a local small residential care home had an outbreak of COVID 19 in which 6
of the residents were admitted to Braunton ward. The LDL nurses worked closely with
Braunton ward to provide resources and direct support on the ward with this particular
patient group. One of the initiatives made was the creation of large staff photo IDs that
can be pinned to staff members scrubs. These were made by the LD and Autism team
admins, and have been useful for other patients who are confused.

17. Autism Pilot Update:
Alerting
When the pilot commenced there were 84 alerts for Autism on IPMs, there are now 786
people with Autism alerted. We expect this to reach our target of 1000 by the end of the
pilot now that the service includes children in its remit, and if the service continues we
would expect to have similar numbers of people alerted as the Learning Disability
Service, so in the region of 4,000.
The Autism alert system now in place on 4 of the major computer systems in the Trust,
having this system in place has made staff more observant as to signs of Autism,
resulting in patients being referred to the liaison service to support them being signposted
to diagnostic pathways, especially in our younger population presenting with anxiety or
other mental health issues.
We are increasing Autism alert stickers in patient notes through the help of Bush Park
(Patient Records department), who have a dedicated a member of staff to assist resulting
in 600 alerts in medical notes.

Training
There were 478 people trained up till April 2020. If COVID had not impacted, the
trajectory to date of staff trained would have been approx. 1,500. If the service continues
it is anticipated that over 50% of Trust staff will have received training within 3 years, this
would make a significant difference to the care outcomes, treatment and experience of
autistic people within the acute hospital setting.
A feedback survey has been sent to all staff that have completed the training; we have
had 141 responses back. Results are very positive, people still feel they have learnt
something and have found it useful in the working environment.
Tiers 1-3 comprehensive training packages including e learning and MS teams face to
face set up with assistance from Associate Educator for LD and Autism services.
Plans for Masterclasses for senior staff/consultants when COVID restrictions allow, which
could include participation by other hospitals in the region.

Patient experience
Feedback received from patients who have had inpatient stays and who have attended
ED, there have been mixed responses, with positive feedback in relation to the Autism
Service provision for the inpatients, however, the feedback in regards to the care and
understanding in ED has been highlighting poor experiences, there are plans in place to
address this in the future.
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The setting up of the Derriford Autism Service has elicited a positive response from the
Autistic community; it has been something that has been requested for many years
through the Plymouth Autism Partnership Board. Historically there have been reports of
poor experiences, should this service not continue following the pilot, there is a risk that
these poor experiences will increase again and potentially have a detrimental effect on
the future health outcomes of Autistic people accessing hospital services.
A request was made by Self advocacy groups for the Autism service to arrange
desensitisation sessions, a survey has been set up to collect data on which sessions
would be most popular, e.g. MRI’s, operation processes in theatre etc. So far there has
been minimal response, possibly due to COVID restrictions, this survey will stay in place
and be reviewed when responses provide adequate information.
Valuing Input of steering group (aDAPt)
Set up in August 2019, aDAPt has a core membership who meet on a regular basis to
advise the Autism Service and assist with developing and reviewing resources.
The input of aDAPt has been invaluable and they have been proactive in improving the
services for Autistic people in the hospital, without the Derriford Autism service to support
and organise the group it is probable that the group would not continue and Autistic
people would not have a forum within the Trust to continue their good work.

Resources/Social media developed by the Service:
•
•
•
•
•
•
•
•

72 resource folders have been issued to Wards and departments.
This will be audited as to usefulness in December 2020.A list of helpful
resources/sensory items within the resource file that departments can include in a
resource box.
Creation and use of bespoke Hospital Passport, Reasonable adjustment request
sheet, patient and public information sheets.
Webpage on UHP website, comprehensive and informative with regular content
review.
Social media set up with active following of 199 on Twitter and 264 on Facebook. A
film about the Autism Service has been completed and placed on social media
platforms.
Draft Autism Friendly Environmental checklist is now completed and will be
distributed to the Link Practitioners and aDAPt for feedback. This will enable wards
and departments to gain Autism friendly accreditation.
Implementation
A seven day service including the paediatric pilot has commenced on a temporary
basis until the end of the year in line with the Autism pilot completion date.

Link Practitioners
Meetings are being held via MST. There is lots of interest shown by staff wanting to be
Link Practitioners. There is approximately 50% of Trust departments signed up;
expectation is that by the end of the pilot that 70% of Wards/departments will have a Link
Practitioner. It is likely that if the Autism service does not continue past the pilot that this
would reduce or disappear, due to a lack of support and education provided by the
service.
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Links to Community services
Plymouth Autism Spectrum Service (PASS) is a Post Diagnostic support service that has
been set up this year in the community by Livewell. Derriford Autism Service has been
working closely with the team in PASS to identify Autistic people who will benefit from
their input, if the service does not continue past the pilot there is a risk that these referrals
would not be made to PASS or other community services, this could result in early
intervention to meet people’s needs not taking place with the likelihood of preventable
use of the hospital services, causing distress to the patient.

18. Conclusion
This report gives an update on the Trust LD and Autism general programmes of work for
2019-2020 including the many projects undertaken in 2019. It gives reassurance to the
Trust Board that overall there is excellent compliance with national standards.
It provides a position of the work that has been undertaken from the external peer review
report, our response to the COVID-19 pandemic and the Autism Pilot.
It provides assurance that the Trust has been responsive and proactive in improving care
for people with a LD and Autism. Recommendations and learning have been set out in
the LD work plan 2020/2021 to make improvements across the Trust and this is ongoing.
Sharing of information from LD and Autism national programmes, for example LeDeR,
have happened in a timely manner and this supports raising awareness around the
healthcare issues for this patient group locally.

19. Key Recommendations and Next Steps:
•
•
•

•
•

Completion of a full evaluation of the Autism pilot by January 2021;
Completion of the full evaluation of the trial of the 7 day service and paediatric cover
pilots March 2021;
These above evaluations will highlight achievements, challenges and identify risks if
the services are unable to continue after the end of the pilots. This will then be
presented to relevant key partners for consideration of funding to secure these
services continuing on a permanent basis;
To review the current resources needed to implement this national LD and Autism
mandatory training;
The LD and Autism Liaison teams will continue to work collaboratively to collate,
populate and review data for the LD Dashboard and overall LD work plan 20/2021
and Autism Pilot action plan. This will be monitored and reported through the
Safeguarding Steering Group, Patient Experience Committee and to the Quality
Assurance Committee.
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Executive Summary Report
Item 7

Learning from deaths

October 2020
Dr Phil Hughes

Purpose
The purpose of this report is to provide Trust Board with an update on the Mortality Report that was presented to Safety & Quality Committee.
Headline messages
 Alignment of Quarterly Learning from deaths report which is now presented to Safety & Quality Committee for review prior to it being reported to Board.
 Adverse Impact of Covid-19 on Clinical Coding and the effect on headline mortality indicators HMSR &SHMI.
 All non-coronial deaths are screened by the Medical Examiner’s office.
 CQC Outlier alert for “chronic obstructive pulmonary disease and bronchiectasis” has been completed and will be part of the quarter 2 report to Trust board.
 Need to improve Structured Judgement Review (SJRs) returns from the Service Lines.
Impact assessment
Quality

Learning from deaths can be delayed if SJRs are not completed promptly

Finance

N/A

Regulation

The Learning from Deaths framework requires trusts to collect and publish information on deaths of both adults and children.

Equality & Diversity

N/A

Environment & Sustainability

N/A

Considerations for the Trust Board
The Board is asked to note this report and confirm that it contains sufficient assurance that the Trust is managing its responsibilities for learning from deaths .
Look ahead and next steps
Monitor the effect of coding on the headline mortality indictors which are expected to improve from October onwards.
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The purpose of this report is to provide Trust Board with a update on the
Mortality Report that was presented to Safety & Quality Committee.

Decision
Approval
Information
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Improve Quality

Develop our Workforce

Improve Financial
Position
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Executive Summary
The Trust Board agreed a change to the reporting arrangements for Learning from Deaths and
required the quarterly report to be presented to Safety & Quality Committee for review prior to it being
reported to Board.
Scheduling meant that the Quarter 1 report for the period April, May & June 2020 was presented to
Safety & Quality Committee in October 2020 (report attached). This data is out of sync with the latest
reported data in the Integrated Performance Report. For clarity, an update to the key metrics was
included. This was the Quarter 2 Learning from Deaths data for the period July, August & September
2020. This was added to ensure adequate discussion could be had with respect to the key
performance indicators and to respond to specific questions in relation to the impact of the clinical
coding team working remotely.
The following supplementary paper was provided to the Safety & Quality Committee to give insight
into the data set for the Quarter 2. This Quarter 2 report will come to the Trust Board in November
2020. This will get reporting on Learning from Deaths back in to sync between the Safety & Quality
Committee and the Trust Board.
The Hospital Standardised Mortality Ratio (HSMR) & Summary Hospital-level Mortality Indicator (SHMI)
There has been a marked deterioration in our external mortality indicators since the start of the
pandemic. We believe this is linked directly to the changes we have made to the coding process
during the pandemic.
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Impact of Covid-19 on Clinical Coding

When COVID first hit, the prioritisation of clinical services resulted in the Clinical Coding Team being
displaced home from their offices on Level 7 which were subsequently occupied by the Urology and
Neurology Teams.
The UHP Clinical Coding team have historically possessed the best diagnostic coding depth in the region
due in part to the hard work of the team and it’s development in recent years but also that we use the
clinical notes and associated supporting systems as our primary source…a much richer source of info than
a discharge summary for example. This is evident in the below chart showing diagnosis coding depth for
UHP vs our neighbouring Trusts….but what it also shows is how UHP’s region-leading position has
dropped off during COVID.

By having to work from home, the team were unable to access the clinical notes for the 400-500 spells of
elective and emergency IP/DC activity we would typically code every day. Instead the team have had to
use e-discharge summaries which typically contain only a vague summary of the patients stay and we
therefore pick up fewer diagnoses and comorbidities albeit the procedures are usually adequately
described. In a surprisingly high number of cases there were no e-discharges so with no access to notes
this cohort built up as a backlog across the months of COVID awaiting the teams return to site.
The extended period which those aforementioned clinical services required the L7 office space meant
that it was mid-September before we could begin to reintroduce any coding staff on site. We did manage
to locate 4 coders into the Cancer Services Office a number of weeks before this, but this was wholly
inadequate to try and re-establish the service which on any given day will be up to 17 coders on-site.
During this period, the leaner depth of information captured by the team (via e-discharge) relating to the
treatment of our patients will have negatively affected our income (were it not for the national block
arrangement) and also fed an unrepresentative view of the complexity of our patients into the national
risk models which determine mortality and readmissions indices, GIRFT and Model Hospital metrics and
also hampered our internal ability to provide comprehensive information which rely on the clinical coding

Item 7
for heavily.
With regards to Mortality specifically, if the risk model thinks we are treating a simpler/easier/less-sick
cohort of patients due to the lack of diagnostic and comorbidity information, we will start flagging at a
lower level of actual deaths whereas previously we would have given a better account of the complexity
of our patients and the SHMI methodology would have therefore ‘allowed’ us more deaths before
flagging us. SHMI is a ratio of predicted vs observed deaths…less predicted but the same observed gives a
worse SHMI.
From mid-September we have been able to repatriate 11 of our 17 coders back onto Level 7 but due to
social distancing do not have room for any more and have no alternative spaces available at present. This
means a percentage of our work continues to be coded from home where we do not have access to the
clinical notes and the coding quality suffers as a result. Where possible we are coding specialties at home
where we have the most info to hand e.g. Endoscopy, Ophthalmology etc. where supporting electronic
systems hold additional information we can use to code a comprehensive account of their treatment.
Until we can fully re-establish the team and ensure we are coding from the clinical notes in all cases, the
depth/quality of our coding will be compromised and outcome measures such as SHMI etc. will not be a
fair reflection of our performance. The alternative would be to ensure clinical teams are producing more
comprehensive and accurate e-discharge summaries but we already find these are woefully short of
detail on many occasions so the work required would be significant and at a time when the clinical teams
are already stretched for time.
Our current coding waiting list is around 2200 spells…4-5 times what we would ideally like to carry as a
workload. We are innovating on a daily basis and have recently constructed a live uncoded PTL which
allows for minute by minute allocation of the right work to the right coders to ensure we have no wasted
time but it is going to take time to recover.
Total Number of in-patients deaths (including ED)
This chart shows the total number if IP deaths from Aug 18 - Sept 20

•

The special cause January 2019 concern highlights the increase in deaths during the winter
period.

•

The reduction in deaths recorded in May & June 2020 corresponds to the reduction of patients
within the hospital during the peak of the Covid-19 pandemic.

Total number subject to a SJR (Structured Judgement Review) requested by the ME (Medical Examiner)
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Summary of SJR reviews in Quarter
Since the introduction of the Medical Examiner’s office there have been 38 requests for SJRs to be
completed categorised as follows.
Reason for requesting SJR

Number

Deaths in a speciality, diagnosis or treatment group where an
"alarm" has been raised (for example, an elevated mortality
rate, concerns from audit, CQC concerns)

4

Deaths of those with learning disabilities or severe mental
illness

5

Deaths where learning will inform the provider's quality
improvement work

4

Deaths where the bereaved or staff raise significant concerns
about the care
Uncoded

17
8

Structured Judgement Review (SJR) return rate
The following table shows the number of outstanding SJRs against the number returned by month of
death.
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CQC Outlier alert for “chronic obstructive pulmonary disease and bronchiectasis”
Report for the Care Quality Commission (CQC) following notification from the Dr Foster Unit of a mortality
outlier alert for “chronic obstructive pulmonary disease and bronchiectasis” from December 2018 to May
2019, detailed in a letter to the Chief Executive of University Hospitals Plymouth (UHP) NHS Trust on 5th
February 2020.
This report has been received and will be presented to the Mortality Review Group in October.
Quality Impact Assessment
Implementing national guidance in this area will help us improve the quality of care we provide,
Financial Impact Assessment
There are no direct financial implications associated with this report.
Regulatory Impact Assessment
There is a requirement for NHS trusts to comply with national guidance in this area.
Equality and Diversity Impact Assessment
There are no direct equality and diversity issues associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note this report and confirm that it contains sufficient assurance that the Trust is
managing its responsibilities for learning from deaths appropriately.
Next Steps
•

Bring reporting back into line with Safety & Quality Committee and Trust Board schedule.

Executive Summary Report
Item 8

Equality, Diversity & Inclusion Update

October 2020
Steven Keith/Ann James

Purpose
The purpose of this report is to provide with an overview of progress in establishing new staff networks and to enable the Board to identify any additional related
issues on which the Board wishes to commission work from its Committees.
Headline messages


The Trust has successfully launched a series of five staff networks, which are at different stages of formation and which will help strengthen the Trust’s
existing programme of work to improve inclusion.

 These networks are supporting the Trust to continue to ‘turn up the volume’ on our discussions to improve the experience of staff from under-represented
groups
 Each network is starting to identify areas for improvement focus and a series of themes are starting to emerge
Impact assessment
Quality

Lack of EDI oversight could result in inequalities in staff/patient experience for some groups with a likely associated impact on
recruitment, retention and patient care.

Finance

Modest additional revenue costs are associated with the funding of staff networks chairs however this is accounted for in the
current financial year.

Regulation

Lack of progress with this work could impact on our compliance with the Equalities Act 2010 and our statutory obligations.

Equality & Diversity

Improving the focus on this work will improve equality for patients, visitors and colleagues.

Environment & Sustainability

None

Considerations for the Trust Board
The Board is asked to:
1. Note the update set out in this paper

2. Continue to support the focus on Equality, Diversity & Inclusion and the continued development of the staff networks
Look ahead and next steps
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Prepared by

Director of People

Approved by

Chief Executive

Presented by
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Purpose
The purpose of this report is to provide with an overview of progress in
establishing new staff networks and to enable the Board to identify any
additional related issues on which the Board wishes to commission work from its
Committees.
Corporate Objectives
Improve Quality

Develop our Workforce





Decision
Approval
Information
Assurance




Improve Financial Position Create Sustainable Future

Executive Summary
Since June 2020 the Trust has launched five different Staff Networks – Black, Asian and Minority
Ethnic (BAME), LGBT+, Women’s, Disability, and Religion. These networks are open to colleagues
who identify with the protected characteristic of each network as well as those who do not but have
an interest in equality, diversity and inclusion. Each network is at a different stage of its formation
however a series of improvement areas are already starting to emerge which are summarised for
the Board.
Quality Impact Assessment
Lack of EDI oversight could result in inequalities in staff/patient experience for some groups with a
likely associated impact on recruitment, retention and patient care.
Financial Impact Assessment
Modest additional revenue costs are associated with the funding of staff networks chairs however
this is accounted for in the current financial year.
Regulatory Impact Assessment
Lack of progress with this work could impact on our compliance with the Equalities Act 2010 and our
statutory obligations.
Equality and Diversity Impact Assessment
Improving the focus on this work will improve equality for patients, visitors and colleagues.
Environment & Sustainability Impact Assessment
None
Key Recommendations
The Trust Board is asked to:
1. Note the update set out in this paper.
2. Continue to support the focus on Equality, Diversity & Inclusion and the continued development
of the staff networks
Next Steps
1
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1.

Purpose
The purpose of this report is to provide with an overview of progress in establishing
new staff networks and to enable the Board to identify any additional related issues
on which the Board wishes to commission work from its Committees.

2.

Background
The Board will be aware that as a statutory body, the Equality Act (2010) requires
organisations to protect individuals from unfair treatment. As well as eliminating
unlawful discrimination, harassment and victimisation, we are charged with advancing
equality of opportunity between people who share a relevant protected characteristic
and those who do not.
In support of meeting these responsibilities, we undertake work to ensure we
understand the needs of our patients, communities and colleagues to enable us to put
in place appropriate actions and to remove barriers, encourage and facilitate an
inclusive environment.
The Trust has an existing Equality, Diversity and Inclusivity Working Group (EDIWG)
which was formed several years ago and which has overseen the development of an
Improvement Plan, the most recent version of which was considered by the People
and Culture Committee on 20th October 2020. This improvement plan incorporates
the improvement objectives considered by the Board at its meeting on 25th September
2020, and will be further reviewed to refine a final set of outcomes and metrics and
re-submitted to the People and Culture Committee in December 2020. In the interim,
a range of work activities are in place to focus in particular on reducing the gender
pay gap, improving the representativeness and to embed training, such as
unconscious bias, into platforms such as the Trust’s Managers Passport.
It is important to note that the Equality, Diversity and Inclusion agenda is evolving and
the improvement plan will be further updated during 2020/2021 through involvement
of the Staff Networks and engagement with community groups. The Improvement
Plan supports the overarching aim of developing and maintaining a culture of
inclusion and providing services that are fully accessible to all, promoting equality and
tackling health inequalities.
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3.

Update on the Development of Our Staff Networks
Since June 2020 we have successfully launched 5 Staff Networks – BAME, LGBT+,
Women’s, Disability and Religion. These networks are open to colleagues who
identify with the protected characteristic of each network as well as those who do not
but have an interest in equality, diversity and inclusion. Each network is at a different
stage of its formation and we hope each will have an elected Chair by the end of
January 2021.
The networks have already proven to be an effective way to hear and better
understand the lived experiences of colleagues from different protected groups. Each
network has specific challenges and some of the members have openly shared some
examples of staff experience of harassment, bullying and less favourable treatment
as well as suggestions for improvements and actions which can be taken.

3.1.

BAME Network (Executive Champion Jo Beer, elected Chair Kyeiyanne James).
The Chair and a Deputy Chair (Rez Rogers) commenced in their new roles on 1st
October and have since chaired their first meeting.
Four meetings of this network have been held so far this year, the last being held on
19th October 2020 with future meetings scheduled in November.
The themes/concerns emerging to date are:
•
•
•
•
•

3.2.

Ensuring BAME colleagues have a voice and are heard
Improving education and awareness
Sharing lived experiences with the Board
Speaking up and calling out insidious racism
Celebrating the great work of people from a BAME background starting with
Black History Month

Disability Network (Executive Champion Steven Keith)
This network has met four times so far this year, the last being held on 21st October
with future meetings scheduled in November and December.
Recruitment for a chair is currently live with expressions of interest invited by 1st
November and a selection process planned for the 9th November 2020.
The network has agreed to adopt a name of Disability and Wellbeing Network to
emphasise the positive aspects of different abilities rather than focus on a deficit
model of ‘dis’ability.
The themes/concerns emerging to date are:
•
•
•
•
•

Increasing awareness and understanding of disability including hidden
disabilities
Sharing colleagues stories around lived experience – ‘how it is for me’
Improving education for managers
Sickness Absence Policy and its application.
Flexible working
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3.3.

Religion Network (Executive Champion Lee Budge).
This network has held one meeting so far this year and the position of Chair is to be
discussed at its next meeting, to be set in early December.
Whilst early in its conversations, the themes/concerns emerging to date are:
•
•

3.4.

Increasing engagement – identifying an appropriate network name
Raising awareness and embracing different beliefs

Women’s Network (Executive Champion Ann James)
This network has met twice to date the last on 21st October with future meetings
scheduled in November and December. Expressions of interest for a Chair have been
invited by 26th October with a selection process to follow.
The themes/concerns emerging to date are:
•
•
•
•
•
•

3.5.

Career opportunities and development.
Under representation of women in leadership roles
Work -life balance
Imposter syndrome
Gender Pay Gap
Menopause

LGBT Network (Executive Champion Lenny Byrne).
This network has met once so far, on 5th October and will consider the position of
Chair appointment as its next meeting scheduled in November.
The themes/concerns emerging to date are:
•
•
•

Lack of understanding from colleagues, managers and the public
Initial ideas around drop in sessions to increasing awareness and
understanding
Creating a support hub run by network members for all colleagues

4.

Conclusion and recommendations

4.1.

The response to the launch of the staff networks has been overwhelmingly positive,
with some good and sustained attendance at a number of networks. Several of the
Executive sponsors have commented on how constructive, informative and open the
initial network conversations have been which demonstrates a real appetite from
network members to help shape and implement actions to improve the experiences of
all staff.
A number of common threads are also starting to emerge from the discussions to
date on priorities which could be themed as:
•
•
•

Improved education to include unconscious bias
Promote the networks through the use of in house communication and social
media
Share personal stories to increase awareness of the challenges faced by
members
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•

Taking action to make a difference – individually and as a Trust

The priorities were succinctly outlined by one of the network members as ‘Listen,
Learn and Act’. What is evident from the meetings that have already taken place is
the camaraderie, positive intent and appreciation that working with allies is important
to support a change in mind-set and create cultural competence.
Next steps include working with the Chairs to develop a planned approach to
increasing the profile of the networks, sharing stories as a means of changing the
conversation, identify areas of focus and for all networks to help shape the strategic
direction to create an inclusive hospital.
4.2.

The Trust Board is asked to:
1.
2.

Note the update set out in this paper
Continue to support the focus on Equality, Diversity & Inclusion and the
continued development of the staff networks
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Executive Summary Report
Item 9

Freedom to Speak Up Guardian’s Report

October 2020
Pippa Jephcott (F2SUG)

Purpose
The purpose of this report is to provide the Trust Board with a progress report in respect of Freedom to Speak Up (F2SU) activity since the last update
in July 2020.
Headline messages
 41 concerns raised in Q2 20/21 – this is a 41% decrease on Q1 20/21but remains our second busiest quarter to date; 12% related to Covid-19
compared with 38% in the previous quarter. At time of writing there were 24 concerns ongoing (longest duration 259 days). The average length of
time from raising a concern to closure is 55 days.
 Training of the new members of the Guardian team has commenced, and some have already started undertaking duties in the role. Catherine
Lemsalu will step down at the end of October, but will stay on in the capacity of Freedom to Speak Up Ambassador.
 The National Guardian Office will launch a Freedom to Speak Up e-learning package for all healthcare workers. The 'Speak Up, Listen Up, Follow
Up’, training has been developed with Health Education England and is aimed at anyone who works in healthcare.
Impact assessment
Quality

The ability of staff to speak out and raise concerns underpins the Trusts ability to ensure the delivery of high quality
and safe care to all of our patients.

Finance

There are no direct financial implications associated with this report. However the support of an open and
transparent and supportive culture has clear links to improved staff retention and lower absence rates.

Regulation

Meeting the requirements of the CQC Well-Led Framework, specifically KLOE 3.5.

Equality & Diversity

The ability of staff to raise concerns is vital across all sections of the workforce, and will support the Trust in
understanding and taking action where any sections of the workforce are impacted upon less favourably than others.

Environment & Sustainability None directly associated with this paper.
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Considerations for the Trust Board
The Board is asked to:
1. Continue to support Staff Networks, giving consideration to how managers can be encouraged and supported to release staff to attend and participate.
2. Support roll out of the Freedom to Speak Up e-Learning package across all staff groups, as part of an ongoing strategy to support staff to raise concerns
and managers to listen and follow up appropriately.
3. Commit to learning from our initial experience of Covid-19, and support staff through the coming months. Regular, personal communication in a landscape
of swift operational change will be essential, widely across the hospital, but also delivered to teams on an individual basis too.
4. Thank Catherine Lemsalu for her service as UHP Freedom to Speak Up Guardian and acknowledge her contribution to supporting staff and guiding our
cultural journey as an organisation for the past 2 years.

Look ahead and next steps
•
•

The Freedom to Speak Up Board Self Assessment is due for review. Once complete this will generate some forward actions to direct the work
planning of the Guardian team and also some broader actions for the F2SU team to follow up.
Revisit and refresh the Single Action Plan following discussion at next steering group, and share the outcome of this, together with the
planned structure and strategy of the Guardian team at our next Board report.
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DETAILED REPORT
30th October 2020

Trust Board
Subject

Freedom to Speak Up Progress Report

Prepared by

Freedom to Speak Up Guardians

Approved by Freedom to Speak Up Guardians
Presented
by

Freedom to Speak Up Guardian

1. Purpose
The purpose of this paper is to provide the Trust Board with an overview of the Freedom
to Speak Up (F2SU) Guardians work following our last update in July 2020. This report
will also discuss team developments following on from recruitment, and developments
in the National F2SU training offer.
2. Update on Progress
Executive Support:
We continue to regularly meet with the Chief Executive, Assistant Director of People (L
and OD), Director of People and other Executive Directors as the need arises. These
relationships and the preservation of transparent communication continue to be central
to the success of developing a universally felt Speaking Up culture at UHP. The
Guardian team would like to thank the Executive team for being generous with their time
in welcoming the new members of the team and making their support and availability
clear.
Accessibility:
Performance against our key access measures is detailed below:
Measure
From initial contact to
Guardian acknowledgement

Standard
48 hours

Standard
Achieved
Within
hours

48

Comments
This is a deteriorating position, from a
mean response time of 0.73 days in Q1
20/21 to 1 day in Q2 20/21.
83% received a response the within 48
hours in Q2 20/21 down from 84% in Q2
20/21.

From identifying a meeting is
required to the meeting date
taking place

To be agreed

2.9 Days

Improved from the last quarter (4 days). It
is important to note that this is based on
the availability of both the person raising
the concern and the Guardians.
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Guardian Team:
Guardian roles are now undertaken by 5 individuals, all of whom have completed their
National training. Emily and Ruth have begun to undertake Guardian duties and inhouse training activities. It is hoped that Zoe and Ibreez will commence in November.

Ruth Scrivener
Apprentice Recruitment
Coordinator

Zoe Young
Staff Nurse

Emily May
Staff Nurse
(Cardiology)

Ibreez Ajaz
Internal Medicine
Trainee

Pippa Jephcott
Specialist Biomedical
Scientist

Administrative support continues to be provided by Meghan Field, and line management
by Claire Underdown. The Executive Lead for speaking up continues to be Steven
Keith, and Professor Liz Kaye is the Non-Executive Lead.
Catherine Lemsalu will be finishing her term as Guardian at the end of this month, and
the Guardian team would like to say thank you for her service and wish her all the best
for the future. She will join Jamie Read and Louise Shalders in the role of F2SU
Ambassador and will continue to be an active support to the new Guardians.
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Healthy Culture:
Speak Up Month 2020 has been focused on the A B C of Speaking Up. The Guardian
team have been developing an alphabet of Speaking Up words for University Hospitals
Plymouth NHS Trust and are publicising these in a month long social media campaign
which links in to the National agenda. In close cooperation with the communications
team, we have also shared resources online and are developing a podcast series called
‘The Speak Up Sessions’ which aims to speak with a variety of individuals from different
roles and backgrounds, encouraging them to share their insight, perspective and
experience of speaking up.
Collaboration with networks is already providing a multi-faceted approach to raising /
resolving concerns. They offer additional avenues for signposting and support, whilst
also providing a safe space for people to speak up in an environment that feels
empathetic and encouraging. The visibility of the close working relationship between
staff networks and the Guardian team has already provided some individuals with the
confidence to raise concerns where before they may have felt too uncomfortable to do
so. Network chairs are also providing valuable support to individuals who are sharing
concerns about discrimination and unacceptable behaviour. There is some concern that
participation in these networks is not being supported across all areas of the trust,
possibly due to operational pressures or historical working pattern expectation, but also
due to lack of IT resource and/or inexperience with MSTeams.
Round table participation has taken place for Imaging and F2SU insight has been
valuable in providing context and raising awareness of staff voice and perception. The
Guardian team will continue to monitor and contribute towards the cultural progress in
this area, linking in with L&OD and the senior managers in an open conversation, and
as a safe conduit for staff when necessary.
The National Guardian Office has collaborated with Health Education England to
develop Freedom to Speak Up training materials for all healthcare workers, including
volunteers and students. The 'Speak Up, Listen Up, Follow Up’ programme will be a
three layered training package with the first module ‘Speak Up’ aimed at all workers in
healthcare regardless of grade or role. The Guardian team will consult with Learning
and Organisational Development to discuss how we can offer this to ensure the widest
possible uptake. The second and third modules of e-Learning will be aimed at the
middle and senior tiers of healthcare, to encourage approachability and receptiveness
to concerns, accountability for feedback, and also a higher level contextual
understanding of F2SU processes and how they are essential in driving cultural change.
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3. Concerns Raised
The number of concerns raised to the Guardians in Q2 20/21 has shown a 41%
decrease on Q1 of the same year, but remains our second busiest quarter to date. 12%
of the concerns raised in Q2 20/21 were directly Covid-19 related compared with 38% in
Q1 20/21. Guardians will continue to monitor Covid-19 related concerns going forwards
in anticipation of an uptick of Covid-19 circulating in our hospital and wider community.
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Care Group Data:
We’ve detailed below the volume of concerns and themes across our Care Groups.
The Guardians team has consulted with Care Group Managers regarding the kind of
information that is most of use to them, and meetings have been scheduled to
recommence virtually at agreed frequencies.

7

Item 9
4. Next Steps
The following are the key actions the Guardian team will be taking over the next few
months:
1. Continue to develop, train and support new Guardians together with
implementation of the staff advocate role.
2. Discuss and plan the structure of the Guardian team going forwards, revisiting
and refreshing the Single Action Plan through the Steering Group and sharing
both this and the Guardian strategy with the Board in our next report.
3. Re-instigate the plan to undertake some off-site awareness visits and listening
exercises, using the opportunity to introduce the new Guardian team to UHP
staff.
4. Plan with Learning & Organisational Development a strategy to offer and provide
the new Freedom to Speak Up e-Learning across all our staff groups.
Recommendations
The Trust Board is asked to note the content of this report and acknowledge and
support the recommendations made below.
Continue to participate in and support staff networks, giving consideration to how
managers can be encouraged and supported to release staff to attend and participate.
Support roll out of the Freedom to Speak Up e-Learning package across all staff
groups, as part of an ongoing strategy to support staff to raise concerns and managers
to listen and follow up appropriately.
Commit to learning from our initial experience of Covid-19, and support staff through
the coming months. Regular, personal communication in a landscape of swift
operational change will be essential, widely across the hospital, but also delivered to
teams on an individual basis too.
Undertake the Board Self Assessment tool for Freedom to Speak Up, to assist in
informing current position and future planning regarding the work and focus of the
F2SU team in collaboration with the Board.
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Medical Appraisal and Revalidation

October 2020
Phil Hughes

Purpose
The purpose of this report is This report is to inform the Trust board about the current systems in place for Medical Appraisal and Revalidation, the performance of
these systems, and plans for improvement. These should provide assurance that the Trust is discharging its obligations under the Responsible Officer regulations.
Headline messages
 UHP followed national recommendations to stop the Medical Appraisal process due to Covid-19, but have restarted it effective from appraisals due in October.
 Until the appraisal process was stopped, we had anticipated further incremental improvement of appraisal rates, despite another increase in the numbers of
doctors on short-term contracts, who are the more challenging group to engage in appraisal.
 Progress on embedding a Quality Assurance process in 2019-20 was good, but we need to adapt our approach to use technology rather than face to face discussion.
 Changes to the appraisal policy have been agreed (Medical Staff Panel – July 2020), which should allow better support of doctors on short-term contracts, while
also fulfilling appraisal requirements for this group. Other changes to policy have brought us into line with National policy and practice
Impact assessment
Quality

Medical revalidation is designed to improve quality of service by strengthening regulation of medical staff.

Finance

The financial impact of the revalidation legislation has been included within the organisation’s current financial envelope.

Regulation

The paper is to provide the Board with assurance that the medical revalidation legislation is being appropriately complied with.

Equality & Diversity

No known Issues. Impact considered as part of the ongoing action plan.

Environment & Sustainability

No known issues

Considerations for the Trust Board
The Board is asked to note the actions planned and under way, and that the report will be shared with the higher level Responsible Officer at NHS England.
Look ahead and next steps
Paterson review – we need to ensure there are formal processes for information sharing with all private providers, other NHS and other organisations who employ UHP
consultants in a medical capacity, to ensure we have oversight of their full scope of practice.
Doctors on short term contract – An audit to provide evidence that educational supervisors’ delivery of support and appraisal compliance is working

Adapt our Quality assurance processes to suit a socially-distanced workforce
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Introduction:
The purpose of this report is to inform the Trust board about the current systems in
place for Medical Appraisal and Revalidation, the performance of these systems, and
plans for improvement. These should provide assurance that the Trust is discharging
its obligations under the Responsible Officer regulations.
To ensure the Framework Quality Assurance continues to support improvement in
organisations and provides the required level of assurance both within designated
bodies and to the higher-level responsible officer, a review of the reporting
mechanisms has been undertaken by the GMC.
The report follows the template created by NHS England, which guides organisations
by setting out the key requirements for compliance with regulations and key national
guidance, and provides a format to review these requirements, so that the
designated body can demonstrate not only basic compliance but continued
improvement over time. Completion of the template is aimed to:
a) help the designated body in its pursuit of quality improvement,
b) provide the necessary assurance to the higher-level responsible officer, and
c) act as evidence for CQC inspections.
NHS England confirmed in March that they did require Trusts to undertake the AOA
this year. We have included details of appraisals completed in 2019-20, but clearly
this includes many incomplete appraisals for February and March..
NHS England have also confirmed that The Statement Compliance is not required
for this period (2019-20), and it has been removed.

Designated Body Annual Board Report
Section 1 – General:
The executive management team – of University Hospitals Plymouth NHS Trust can
confirm that:
1. The Annual Organisational Audit (AOA) for this year has not been submitted.
On 19 March 2020, the National Medical Director wrote to all Responsible
Officers and Medical Directors to recommend that they suspend medical
appraisal, and to cancel the 2019-20 Annual Organisational Audit.

2. An appropriately trained licensed medical practitioner is nominated or
appointed as a responsible officer.
Action from last year: Enable Mr Paul McArdle, Deputy Medical Director to
undertake RO responsibilities. (RO Training planned for November 2019)
Comments: Mr Paul McArdle has undertaken the role of Responsible Officer
(RO) as of January 2020, to ensure continuity ahead of Dr Phil Hughes’
anticipated retirement from UHP. Phil Hughes remains the Medical Director
of UHP.
Action for next year: Support the next UHP Medical Director and
Responsible Officer in whatever way those roles are configured.

3. The designated body provides sufficient funds, capacity and other resources
for the responsible officer to carry out the responsibilities of the role.
Yes/No [delete as applicable]
Action from last year: none
Comments: The Responsible Officer is supported by:
Mr Andrew Dickinson, Consultant Urologist and Appraisal Lead,
Mr Mark Wimlett, Job Planning and Revalidation Manager, and
Mrs Louisa Hunneman, Appraisal and Revalidation Administrator.
The resources are sufficient for the Responsible Officer to carry out the
responsibilities of the role.
Action for next year: none
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4. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is always maintained.
Action from last year: Working with NHS Professionals, be more rigorous in
removing doctors who are connected to UHP via the locum bank, but are no
longer working shifts here.
Comments: Our list of licensed medical practitioners is constantly reviewed.
We provide information to be handed to new starters, and receive lists from
the Medical staffing department so we can follow up those who should be
connected to us. This aspect of our work has been largely unaffected by
Covid-19.
The table below shows the numbers of doctors connected to the UHP
Designated Body:
Action for next year: General practitioners working within the organisation are
aligned with NHS England as their Designated body. With increased numbers
of GP’s working within the AAU we need to consider how we coordinate
information with the NHS England Responsible Officer.
Number of doctors by
grade
Consultant

2017-18

2018-19

2019-20

405

407

433

SAS Doctors

62

66

68

Temporary doctors

122

145

172

Other

3

5

3

Totals

592

623

676

5. All policies in place to support medical revalidation are actively monitored and
regularly reviewed.
Action from last year: Policy approval and implementation.
Comments: Policy amendments have been agreed with the medical staff
panel, the main aspects of which are :
•
Change the appraisal regime for doctors who ‘temporarily exit training’.
by providing educational supervision to support them and having the
educational supervisor treating them in a similar way to trainees.
•
Increase the frequency by which doctors must change their appraiser,
mandating that doctors should only see the same appraiser three times in
succession. This is consistent with NHS England advice and best practice.
•
Increased involvement of line managers in upcoming appraisals, giving
them notice of appraisals so that any concerns or notable achievements can
be raised and discussed at appraisal.
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Action for next year: We have discussed and agreed actions recommended
by the Paterson report, primarily around coordination with private practice
providers, and will be implementing these as an organisation

6. A peer review has been undertaken of this organisation’s appraisal and
revalidation processes.
Action from last year: none
Comments: The last formal external review was in November 2016,
conducted by NHS England’s regional team. Representatives attend regional
‘network’ meetings to ensure our processes and policies are keeping pace
with best practice, and we use external trainers for our appraisal training to
ensure exposure to other trusts’ ideas.
Action for next year: Continued engagement with NHS England at a regional
level, and local partner NHS Trusts, to ensure consistency with national
developments.

7. A process is in place to ensure locum or short-term placement doctors working
in the organisation, including those with a prescribed connection to another
organisation, are supported in their continuing professional development,
appraisal, revalidation, and governance.
Action from last year: Appraisal processes will be adapted to utilise the
Educational supervisor in line with improved support for Trust doctors.
Comments: The appraisal policy now allows for greater support to Trust
doctors, who form much of the ‘short-term placement’ group, by assigning an
Educational Supervisor to them and trying to support them in a similar way to
trainees. The Educational Supervisor will be best placed to have an
appraisal discussion with the individual, and should ensure an improvement
in our appraisal rate, while also providing beneficial support to the doctor.
Action for next year: Audit the implementation of this process of educational
supervisors to Trust doctors, and remediate where appropriate. As noted
above, our review of the findings of the Paterson report has highlighted
areas for improved coordination with other healthcare providers, and this
may include some doctors on short-term placements.
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Section 2 – Effective Appraisal
1. All doctors in this organisation have an annual appraisal that covers a doctor’s
whole practice, which takes account of all relevant information relating to the
doctor’s fitness to practice (for their work carried out in the organisation and for
work carried out for any other body in the appraisal period), including
information about complaints, significant events and outlying clinical outcomes.
Action from last year: Implement policy change for “Trust” doctors, which
should increase participation in appraisal.
Comments: NHS England recommended suspension of medical appraisal in
March, and all appraisals due until September are effectively cancelled. We
have restarted this process, starting with appraisals falling due in October. We
have already received completed documentation for 10 out of 60 appraisals
for October (as of 20 October). The ongoing pandemic may disrupt some
appraisals in coming months.
The number of appraisals completed, by doctor grade, are shown below,
with the previous 2 years’ figures for comparison. It is also worth considering
that:
60 Doctors included in the figures below, mostly as ‘temporary doctors’, are
new to the UK this year. This group is difficult to engage in appraisal.
35 Appraisals were completed at UHP for doctors who left before 31st March
2020, and hence are not included in our figures.
Action for next year: Support to doctors and appraisers to enable appraisal
to take place.
Grade

2017-18

2018-19

2019-20

Appraisals,
due in
February or
March, but
not
complete

380 of 405
(93.8%)

392 of 407
(96.3%)

384of 433
(88.7%)

30

Appraisal
rate if we
exclude
missed
February &
March
appraisals
95.8%

SAS
Doctors

59 of 62
(95.2%)

58 of 66
(87.9%)

58 of 68
(85.3%)

4

90.6%

Temporary
doctors

96 of 122
(78.7%)

112 of 145
(77.2%)

107 of 172
(62.2%)

11

66.5%

Other

3 of 3
(100%)

5 of 5
(100%)

3 of 3
(100%)

Totals

538 of 592
(90.9%)

567 of 623
(91.0%)

552 of 676
(81.7%)

Consultant

100%
45

87.5%
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2. Where in Question 1 this does not occur, there is full understanding of the
reasons why and suitable action is taken.
Action from last year: none
Comments: The list of Pending and overdue appraisals are reviewed monthly
by the RO at Revalidation meetings, and we will issue warnings and/or
formally share our non-engagement concerns with the GMC, as appropriate.
Where a doctor is repeatedly late we employ alternative methodologies in the
following year to secure full engagement in the process.
Action for next year: Revalidation meetings continued whilst appraisal was
suspended, but less frequently. These meeting will fully resume supporting
appraisal from November. We will continue the process as per previous years,
but with greater sensitivity to the reasons why appraisal may not occur.

3. There is a medical appraisal policy in place that is compliant with national policy
and has received the Board’s approval (or by an equivalent governance or
executive group).
Action from last year: Implement the agreed changes to policy
Comments: The revised policy was agreed at Medical staff panel in July 2020,
and is in line with the National policy.
Action for next year: Disseminate the changes to process included in the
policy, and audit to ensure they are fully implemented.

4. The designated body has the necessary number of trained appraisers to carry
out timely annual medical appraisals for all its licensed medical practitioners.
Action from last year: Ensure number of trained appraisers is maintained.
Comments: We currently have 68 trained appraisers, which is 1 appraiser per
7 permanent doctors. Even if some Trust doctor appraisal is still performed
by appraisers (rather than educational supervisors) then we should have
sufficient appraisers.
Action for next year: Continue to monitor and maintain the number of trained
appraisers, and evaluate success of ES appraisal of Trust doctors.

5. Medical appraisers participate in ongoing performance review and training/
development activities, to include attendance at appraisal network/development
events, peer review and calibration of professional judgements (Quality
Assurance of Medical Appraisers 1 or equivalent).
1
2

http://www.england.nhs.uk/revalidation/ro/app-syst/
Doctors with a prescribed connection to the designated body on the date of reporting.
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Action from last year: Our focus this year is to establish a routine process of
appraisal review, by appraisers, to allow learning from others’ work and thus
facilitate improvement. Regular ‘appraiser update’ training activities will
continue.
Comments: Training activities for appraisers, conducted by an external
provider, have continued.
Action for next year: Continued focus on quality assurance of appraisals and
regular ‘appraiser update’ training activities are to continue.

6. The appraisal system in place for the doctors in your organisation is subject to
a quality assurance process and the findings are reported to the Board or
equivalent governance group.
Action from last year: We have plans in place to introduce a regular formal
audit, as part of appraiser development, using the NHS England audit tool
(ASPAT). This will allow us an objective measure of overall quality which we
will be able to track over time, plus it will provide feedback to individual
appraisers about the quality of the appraisals they conduct.
Comments: This process has begun, and we have had 2 QA review meetings
so far, although attendance was lower due to covid-19.
Action for next year: Our preferred quality assurance process requires
discussion of appraisal documentation, and we will need to consider how this
can be achieved in a socially distanced way maintaining confidentiality.
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Section 3 – Recommendations to the GMC
1. Timely recommendations are made to the GMC about the fitness to practise of
all doctors with a prescribed connection to the designated body, in accordance
with the GMC requirements and responsible officer protocol.
Action from last year: Bring forward the deadline for multisource feedback
within the revalidation cycle.
Comments: In 2019-20, The UHP designated body made 174
recommendations to the GMC about doctor’s revalidation. 6 of these were a
recommendation to defer revalidation, and there were 168 recommendations
to revalidate. Previously, many ‘deferrals’ related to lack of multisource
feedback, which is a specific requirement of the GMC. This has been
managed better and reduced to 3 of these 6 deferrals. Of the remaining, 2 had
not met the threshold for a positive recommendation due to long term
sickness absences, and the other was the subject of an investigation at the
time.
Action for next year: Continued management of completion of multisource
feedback within the revalidation cycle.

2. Revalidation recommendations made to the GMC are confirmed promptly to the
doctor and the reasons for the recommendations, particularly if the
recommendation is one of deferral or non-engagement, are discussed with the
doctor before the recommendation is submitted.
Action from last year: none
Comments: We do not routinely confirm positive recommendations to the
doctors concerned. The RO’s recommendation is immediately
communicated to the GMC, and they will confirm their final decision to the
doctor.
In 2019-20, for all other recommendations, the doctor would have been aware
of the recommendation and the reasons why.
In the instance when a ‘non engagement’ revalidation recommendation is
likely to be discussed at a revalidation meeting, then the HMSC chair and
LNC chair will be invited to the meeting and/or asked for their opinion to be
represented there.
Action for next year: none
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Section 4 – Medical governance
1. This organisation creates an environment which delivers effective clinical
governance for doctors.
Action from last year: none
Comments: The Trust has a strategic objective of Delivering safe, high
quality services, including reduction of harm events and securing regulatory
compliance. This is supported corporately by the clinical governance
department’s resources, policies and processes, which are designed to
support service lines and their dedicated Clinical governance leads.
Action for next year: none

2. Effective systems are in place for monitoring the conduct and performance of
all doctors working in our organisation and all relevant information is provided
for doctors to include at their appraisal.
Action from last year: none
Comments: All performance and conduct concerns are managed in
accordance with the Trust’s Maintaining High Professional Standards Policy.
Information relating to performance or conduct concerns is not currently
made available to the appraisee or appraiser, but the doctor is required to
discuss and reflect upon any investigation, complaints or Serious Incidents
Requiring Investigation (SIRI’s) in which they have been named. The
discussion of unreported complaints or lower level incidents is the
responsibility of the doctor.
The appraisal policy has been reviewed and following consultation now has
the inclusion of additional performance information for both the practitioner
and appraiser to discuss.
Action for next year: Monitor effectiveness of changes to Appraisal Policy
3. There is a process established for responding to concerns about any licensed
medical practitioner’s1 fitness to practise, which is supported by an approved
responding to concerns policy that includes arrangements for investigation and
intervention for capability, conduct, health and fitness to practise concerns.
Action from last year: none
Comments: All concerns related to a medical practitioner’s fitness to practice
will be managed in accordance with the Trust’s Maintaining High
Professional Standards Policy. The policy outlines the procedure for
managing a concern when it arises, Medical Directors pre-formal and formal
investigation processes. The Performance and Practitioners Advice service
are contacted for advice and support in managing concerns that require
investigation.
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Capsticks Solicitors have been engaged by the Trust to provide a
programme of Case Investigator training for Doctors in Difficulty to ensure
that the Trust has a sufficiently trained pool of case investigators to
undertake investigation processes as and when the need arises.
Integration work is increasing the number of GPs being employed by the
Trust who have NHS England as their designated body and there is a need
to develop processes for managing concerns in relation to those on the GP
Performers List.
Action for next year: Continued roll out of case investigator training and
development of procedures for managing performance or conduct concerns
in relation to the GPs employed within the Trust.

4. The system for responding to concerns about a doctor in our organisation is
subject to a quality assurance process and the findings are reported to the
Board or equivalent governance group. Analysis includes numbers, type and
outcome of concerns, as well as aspects such as consideration of protected
characteristics of the doctors 2.
Action from last year: Improvements are required as to the reporting to Trust
Board of all concerns about a doctor in our organisation. A standard format
needs to be developed to allow for monthly reporting to the Trust Board via
the Medical Director or Director of People.
Comments: All concerns related to a medical practitioner’s fitness to practice
will be managed in accordance with the Trust’s Maintaining High
Professional Standards Policy. The policy outlines the procedure for
managing a concern when it arises, Medical Directors pre-formal and formal
investigation processes.
Formal investigation, restrictions to practice and exclusions are overseen by
a Trust Non-Executive Director (NED).
The role of the NED is to ensure that exclusion procedures are established
and followed; ensuring the proper corporate governance of the Trust,
maintaining momentum of the process, review continuing exclusion, any
representations from the practitioner about the exclusion or the investigation.
The numbers of doctors subject to MHPS investigation is low (4 to date since
April 2020), so accurate and informative analysis of data related to protected
characteristics may be problematic, and risks identifying individuals.
Action for next year: Report format for the Trust Board still requires
development.

4

This question sets out the expectation that an organisation gathers high level data on the
management of concerns about doctors. It is envisaged information in this important area may be
requested in future AOA exercises so that the results can be reported on at a regional and national
level.

page 9

5. There is a process for transferring information and concerns quickly and
effectively between the responsible officer in our organisation and other
responsible officers (or persons with appropriate governance responsibility)
about a) doctors connected to your organisation and who also work in other
places, and b) doctors connected elsewhere but who also work in our
organisation 3.
Action from last year: Need to perform a gap analysis of our processes
(across Medical staffing, Appraisal, Postgraduate medical education), to
ensure risks are mitigated.
Comments: Where a concern arises there is a process of RO to RO transfer
of information, this is established and working. Where a serious concern
arises with a doctor connected to our organisation who also works in other
places and there is a need to invoke a formal investigation or exclusion the
RO (UHP) will make direct contact with the RO (other employer).
In addition the RO has regular monthly meetings with the GMC’s Employer
Liaison Advisor (ELA) where issues concerning doctors who may be working
at UHP can be discussed.
UHP has reviewed the outputs of the Paterson review and we are
coordinating with our colleagues at Nuffield health and Care UK to ensure
we followed the recommendations made by that review. Specifically we are
putting into place measured that ensure that doctors who undertake private
practice are reviewing this work at their appraisal alongside their NHS
practice.
Action for next year: Embed processes with private providers, and ensure
good communication with other RO’s and organisations whose doctors work
at UHP (GPs, Military, Air Ambulance etc)

6. Safeguards are in place to ensure clinical governance arrangements for
doctors including processes for responding to concerns about a doctor’s
practice, are fair and free from bias and discrimination (Ref GMC governance
handbook).
Action from last year: none
Comments: The processes for managing concerns are defined in the Trust’s
Maintaining High Professional Standards Policy, which is written in
accordance with the Department of health guidance, but is agreed through
our Medical staff panel and regularly reviewed.
Action for next year: none

3

The Medical Profession (Responsible Officers) Regulations 2011, regulation 11:
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents
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Section 5 – Employment Checks
1. A system is in place to ensure the appropriate pre-employment background
checks are undertaken to confirm all doctors, including locum and short-term
doctors, have qualifications and are suitably skilled and knowledgeable to
undertake their professional duties.
Action from last year: none
Comments: All doctors employed by the Trust are recruited in accordance
with NHS Safer Recruitment Standards and guidance was issued by NHS
Employers in relation to undertaking face to face elements of recruitment
checks during the covid pandemic. Relevant procedures have been put in
place to ensure adherence with the revised guidance and ensure recruitment
checks have continued to be undertaken in line with the standards.
Compliance for Locum Bank is managed via NHS Professionals Doctors
Direct service in accordance with the NHS Safer Recruitment Standards.
Only Agencies that are on a national agency framework agreement
approved by NHS Improvement provide temporary workers to the Trust, this
gives a level of assurance that the staffing providers operate a robust and
effective recruitment processes aligned to the NHS Safer Recruitment
Standards. The Trust always undertakes a review of the documentation to
ensure that the checks meet the required standards before any doctor
commences in a role.
Action for next year: none

Section 6 – Summary of comments, and overall conclusion
The appraisal process was put on hold in mid-March as recommended by NHS
England, and has only restarted this month (October). Much of the good
progress which had continued through 2019-20 will resume, however this will
be difficult to evidence. Some processes will need to be reviewed as they are
no longer are compatible with social distancing, and will need to be adapted.
Overall conclusion: We feel our appraisal and revalidation systems are fit-forpurpose, and we are working towards having evidence of this, both in terms of
continued compliance with the restarted appraisal process, and with the
Quality assurance of the processes.
We need to further strengthen and formalise the ‘tri-angulation’ of information
about doctors’ practice with other providers.
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Executive Summary
Effective information governance is critical as the loss or inappropriate disclosure of personal
information can cause significant distress to patients or staff, undermine trust in the organisation
and lead to substantial fines that would be better spent on patient care.
In assessing our performance we have identified a number of distinct domains relevant to our
information governance responsibilities. This report sets out how we are performing in each of these
areas and the action we are taking to secure improvement, where appropriate. This may be
summarised, as follows:
 Regulatory compliance: The Trust has established arrangements to secure compliance with
General Data Protection Regulations (GDPR), the national data opt-out and the National Data
Security & Protection Toolkit (DSPT). The Trust is working with the ICO to conduct an audit of
the Trust’s data protection practices. This will provide an independent assessment of whether
the Trust’s processing of personal data follows good practice and whether effective policies and
procedures are in place and being followed.
 Responding to incidents: A total of 6 incidents were reported to the Information
Commissioners Office (ICO) in 2019/20. 2 incidents have been reported in the first 6 months of
2020/21. A full root cause analysis (RCA) has been completed for each incident and learning
from these incidents will be incorporated in next year’s annual mandatory training.
 Freedom of Information: Thanks to the considerable efforts of the Information Governance
Team the Trust has maintained our significant improvement in responding to requests for
information made under the Freedom of Information (FOI) Act.
 Subject Access Requests: The Disclosure Team has continued to receive a high number of
Subject Access Requests as previously reported due to the introduction of The General Data
Protection Regulation (GDPR) in May 2018. Whilst activity has increased, our performance has
improved with the number of requests breaching the 30 day target reducing significantly in the
past 5 months.
 Organisational Policies: The Trust has a total of 257 active policy documents of which 47
were out of date in the middle of October 2020. The Information Governance Team continues to
work with document owners to ensure that organisational policies are updated as necessary.
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 Data Quality: For Month 5, 2020/21 the national data quality benchmarking shows University
Hospitals Plymouth NHS Trust as the top performing Trust in the South West Peninsula at
99.5% for Data Quality Validity and 99.9% for Data Completeness. The Trust has been in this
top position for the last 7 years.
 Cyber Security: Procurement and implementation of a range of solutions continues to improve
protection from ransomware, which caused the WannaCry incident as well as new and
emerging Cyber threats and vulnerabilities. However, much work remains to meet the
challenges faced from ever evolving advanced persistent threats and the complex technical
environment in which we live.
In summary, the Trust generally performs well in respect of our information governance
responsibilities but we must continue to be vigilant to ensure that consistently high standards are
adopted throughout the Trust.
Quality Impact Assessment
Inappropriate disclosure of sensitive patient identifiable information could cause significant distress
and anxiety to patients.
Financial Impact Assessment
Breaches can result in the imposition of a substantial financial penalty.
Regulatory Impact Assessment
The Trust must comply with the requirements of Data Protection legislation and the Freedom of
Information Act. The ICO regulates the use and access to personal and official data.
Equality and Diversity Impact Assessment
There are no direct equalities and diversity implications associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the Trust’s performance and the continued focus on maintaining
vigilance and reminding staff of the importance of adopting high information governance standards.
Next Steps
The issues highlighted in the report will be taken forward by the Director of Corporate Business in
his capacity as Senior Information Risk Officer (SIRO).
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Introduction

1.1

The purpose of this report is to provide the Board with an update in my capacity as the
Senior Information Risk Owner (SIRO) on the Trust’s compliance and performance in
respect of core information governance requirements.

2

Background

2.1

Effective information governance is critical as the loss or inappropriate disclosure of
personal information can cause significant distress to patients or staff, undermine trust
in the organisation and lead to substantial fines that would be better spent on patient
care. Several measures have been implemented within public bodies to strengthen
controls around information security. In NHS organisations, this includes the following
three key roles:
 Senior Information Risk Owner (SIRO): The role of the SIRO is to take ownership
of the organisation's information risk policy, act as an advocate for information risk
on the Board and provide written advice to the Accountable Officer on the content of
their Statement of Internal Control in regard to information risk. The SIRO should be
an Executive or Senior Manager on the Board who is familiar with information risks
and the organisation’s response to risk.
 Caldicott Guardian: A Caldicott Guardian is a senior person responsible for
protecting the confidentiality of patient and service-user information and enabling
appropriate information-sharing. The Guardian plays a key role in ensuring that the
Trust and partner organisations satisfy the highest practicable standards for
handling patient identifiable information. The main role is to give advice when there
is any uncertainty in the transfer of patient and service user information, seeking to
clarify the purpose of the transfer, that it is justified; absolutely necessary;
transferring only the minimum required; on a need to know basis and complying with
Data Protection Legislation
 Data Protection Officer (DPO): The EU General Data Protection Regulation
(GDPR) requires that public authorities appoint a DPO. This is reinforced in the Data
Protection Act 2018. The DPO is essential to facilitating ‘accountability’ and the
Trust’s ability to demonstrate compliance with GDPR. With direct and unimpeded
access to the senior management team, the DPO must be independent and not
receive instruction regarding the exercise of their tasks. The DPO cannot hold a
position that leads him/her to determine the purposes and the means of the
processing of personal data. The contact details for this role must be published in
the Trust’s privacy notice as a point of contact for patients, staff and regulators.
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2.2

The Information Commissioner’s Office (ICO) is the regulator for the Data Protection
Act and works with NHS Trusts and other bodies to help ensure that the confidentiality
of patient and staff identifiable data is respected in line with legal requirements. The
ICO also oversees compliance with the Freedom of Information Act. The Trust’s IG
manager co-chairs the South West Strategic Information Governance Network (SIGN)
and represents the South West on the National SIGN. The Trust’s Caldicott Guardian
sits on the National Data Guardian Panel and the UK Caldicott Guardian Council.

2.3

NHSx is the body which among other roles oversees and supports Information
Governance (IG) within the NHS. It brings together national guidance with the aim of
ensuring it is clear and consistent for those working in healthcare organisations, so
they are empowered to use and share information appropriately to support care.

3

Overview of information governance domains

3.1

In assessing our performance we have identified seven distinct domains relevant to our
information governance responsibilities. These are illustrated in Figure 1 together with
an indicative risk rating on our overall performance in each area. The remainder of this
report sets out how we are performing in each of these areas and summarises the
action we are taking to secure improvement, where appropriate.
Figure 1

Assessment against our information governance domains

We have identified seven specific areas by which we can assess our Information Governance performance.

Regulatory
compliance

Cyber
Security

Trust Policies

Incidents

Information
Governance
Domains

Subject
Access
Requests

4

Data Quality

Freedom of
Information

Regulatory compliance
Data Protection Legislation

4.1

The EU GDPR combines with the UK Data Protection Act 2018 to form the UK’s Data
Protection Legislation. In preparation for the UK exiting the European Union the EU is
currently assessing if the UK’s Data Protection arrangements are adequate. The
European Commission has committed to conclude the process by December 2020.
However, it remains important to plan for a scenario in which delays occur. This would
mean that certain data flows from Europe would need to be covered by additional
contractual clauses.
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4.2

Accountability is a key requirement of the law and the Trust must maintain a Record of
Processing Activities (ROPA) and to be clear on the legal basis for all data processing.
The Trust achieves this through a number of mechanisms including maintaining an
Information Asset Register of all the main electronic systems, maintaining System
Level Security Policies, local record inventories detailing data held on shared folders
and other local storage, documenting key data flows and ensuring that Data Protection
Impact Assessments (DPIAs) are carried out by teams introducing change.

4.3

The ICO has offered to conduct a consensual audit of the Trust’s data protection
practices as part of its 2021/22 audit programme. This will provide an independent
assessment of whether the Trust’s processing of personal data follows good practice
and whether effective policies and procedures are in place and being followed. The
Trust has accepted this offer which will provide the knowledge and experience of the
Commissioner’s audit team at no expense.
National data opt-out

4.3

The national data opt- allows patients to opt-out of their confidential information being
shared for research or planning purposes. Patients are already able to register their
opt-out and only need to do this in one place. The compliance deadline has been
moved to 31st March 2021 when all health and care organisations are required to apply
national data opt-outs where requested. A steering group has been established to
oversee this piece of work for the Trust. NHS Digital has published the Trust’s solution
on their website.
National Data Security & Protection Toolkit (DSPT)

4.4

NHS Digital’s Data Security and Protection Toolkit (DSPT) is a mandatory online selfassessment tool that the Trust must use to publish its performance against the ten data
security standards set out in Dame Fiona Caldicott's report, 'Review of Data Security,
Consent and Opt-Outs', as follows:
 Personal Confidential Data
 Staff Responsibilities
 Training
 Managing Data Access
 Process Reviews
 Responding to Incidents
 Continuity Planning
 Unsupported Systems
 IT Protection
 Accountable Suppliers

4.5

Acute trusts must provide evidence for a series of mandatory ‘assertions’ in order to
submit a satisfactory result. The final submission each year is in March but due to the
COVID-19 pandemic organisations were given the option to delay final submission until
September 2020. The Trust chose to submit in March 2020 as all of the necessary
evidence had been gathered. The expectation is that organisations will keep evidence
up to date allowing the Care Quality Commission to review documents as part of their
‘well-led’ inspections.
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4.6

The 2020/21 final submission has been moved to June 2021. ASW Assurance will
undertake an audit of the Trust’s planned submission. Any recommendations made in
this report will be incorporated into the evidence submitted for the final submission. In
the meantime, the Board may wish to note the following:
 Annual training is a key component of the toolkit evidence and 95% of staff must
receive annual IG training. IG is part of the Trust’s mandatory training package
which does not meet the 95% target. Therefore the IG team are providing training to
the members of staff that have not completed mandatory training to achieve this
compliance.
 The DSPT includes a requirement to evidence the percentage of Trust Board
members who have completed the required training. The Board may recall that this
was the subject of a recent Board Development Session.

5

Responding to incidents

5.1

The IG team score incidents using the scale and severity factors outlined within NHS
Digital’s reporting checklist. This indicates if incidents need to be reported to the ICO
and are therefore classed as Serious Incidents Requiring Investigation (SIRIs) and are
also reported to NHS Digital and the CCG. The IG team reviews all reported incidents,
works to promote good practice and ensures that we identify and act on lessons
learned. A profile of our reported incidents is illustrated in Figure 2.
Figure 2

Profile of reported ‘Information Governance’ incidents

The number and severity of reported ‘Information Governance’ incidents is shown in the graph below.
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5.2

There were a total of 6 incidents which were reportable to the ICO in 2019/20, as
follows:
 Two letters sent to a patient's parent instead of the patient.
 Member of ward staff shared a patient's highly sensitive information with a visitor.
 Member of staff made a public comment regarding a procedure that a patient had
received.
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 Student informed patient's friend of sensitive information relating to patient's child.
 Two incidents where letters were sent to the GP where a patient works rather than
the one they are registered with.
 Collective e-mail sent to parents of paediatric patients with visible email addresses.
5.3

There have been 2 reportable incidents in the first half of 2020/21, as follows:
 Patient B received patient A's admission details and paperwork. Patient A
highlighted this incident on social media.
 Numerous incidents in which one patient received letters intended for other patients.

5.4

These were reported to the ICO and a full root cause analysis (RCA) conducted where
required. The Risk & Incident Team monitor all action plans to ensure that all
outstanding actions are completed. Learning from all of these incidents is publicised by
the IG team.

6

Freedom of Information

6.1

The Freedom of Information (FOI) Act requires public bodies to comply with requests
made under the Act within 20 working days. The ICO has set an 85% compliance rate
for this standard.

6.2

The COVID-19 pandemic has seen a reduction in the number of FOI requests to the
Trust. Overall the Trust has made a significant improvement in our performance in
recent years as shown in Figure 3 below.
Figure 3

Compliance with Freedom of Information disclosure requirements

There has been a further improvement in the Trust’s performance in 2019/20.
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7

Subject Access Requests (SAR)

7.1

The Disclosure Team has continued to receive a high number of Subject Access
Requests as previously reported due to the introduction of The General Data Protection
Regulation (GDPR) in May 2018. The COVID-19 pandemic resulted in a reduction in
the number of requests received between March and June 2020. The team remained
working during this period enabling them to clear the backlog of work and improve
compliance with the 30 day target. The volume of Subject Access Requests the team
have received since 2017/18 is illustrated in Figure 4 below.
Subject Access Requests – Volume of acitivity

Figure 4

There has been a significant increase in the volume of SARs since May 2018.
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7.2
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Whilst activity has increased, our performance has improved with the number of
requests breaching the 30 day target reducing significantly in the past 5 months as
illustrated in Figure 5 below.
Subject Access Request – Number of requests breaching the 30 day target

Figure 5

There has been a significant improvement in the number of requests completed within target.
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8

Organisational policies

8.1

The Information Governance team exercises control over Trust-wide formal
documents. The ‘Development and Management of Formal Documents’ policy
(sometimes referred to as the ‘Policy on Policies’) defines the standards and process
for producing all formal documents across the Trust.

8.2

As of 15th October 2020, the Trust has a total of 257 active policy documents of which
47 were out of date. The Trust’s Document Controller liaises with Document Owners,
making them aware their documents are due for review. Out of date documents are
now prefixed with “Expired” to make it clear to users that they are not in date.

9

Data quality

9.1

For Month 5, 2020/21 the national data quality benchmarking shows University
Hospitals Plymouth NHS Trust as the top performing Trust in the South West Peninsula
at 99.5% for Data Quality Validity and 99.9% for Data Completeness. The Trust has
been in this top position for the last 7 years.

9.2

Recently a national programme to validate RTT waiting lists has been started with
validation of active pathways a priority. All acute providers are required to engage in
this programme. UHP were the first trust nationally to provide data to the central team
and have been moving this forward at pace.

9.3

The Performance & Information Department has started a new programme of work, in
line with the Trust’s Data Quality Policy to work on a weekly basis with all Care Groups
to ensure the priority issues from the national programme are dealt in a timely manner
and then embedded as business as usual.

9.4

This programme is ongoing and data is submitted on a weekly cycle. So far, the
exemplar approach to data quality at UHP and proactive engagement with the
programme has meant that central validation teams have been redirected to other
trusts in more need of support.

10

Cyber security

10.1 The IM&T department continues to make progress in completing actions in its Cyber
Security Action Plan (CSAP) to further enhance the Trust’s security arrangements and
meet requirements of the GDPR and DSP Toolkit with oversight by the Caldicott
Information and Governance Assurance Committee (CIGAC).
10.2 Monthly Virtual Security Team (VST) meetings have resumed since the recruitment of
the new IT Security Officer. The agenda covers actions, recent incidents, emerging
threats and ongoing concerns and review of the CSAP.
10.3 The CSAP has been reviewed and reprioritised with the following progress made:
 Good progress is being made to migrate all computers to the latest version of
Windows 10, now 98%, including Advanced Threat Protection (ATP) and Bitlocker
device encryption. Additionally 36% (64 of 176) of IT systems running on now
unsupported platforms have been upgraded.
 Various technical training courses have been completed by the Virtual Security
Team and all IM&T staff have completed or are booked on the Data Security
Awareness online training course.
9
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 Superna Eyeglass ransomware protection has been activated on the Trusts file
storage solution. This actively monitors data for changes that could indicate a
ransomware attack and automatically locks access to protect files.
 The National Cyber Security Centre (NCSC) Protected Domain Name Service
(PDNS) is now being used to protect GovWifi access.
 South West region SIEM Project – the Splunk Event Logging solution is currently
monitoring and logging Active Directory and Firewall data. IM&T are working with
NHS Digital to work up a business case for a South West Regional Security
Operations Centre (SOC) to use the regional Splunk SIEM solution and enhance
cyber security protection, as well as automate Data Security Protection Toolkit
evidence.
 End user device patching using Microsoft System Centre Configuration Manager
(SCCM) continues to be challenging and support continues to be requested from
end users to regularly and routinely restart/reboot their computers to enable these
critical patches to be applied in a timely manner. Improved visibility of un-patched
computers is now provided by the IT Health Dashboard solution. Work is ongoing to
provide further assurance that patching compliance is adhered to.
 Network Access Control (NAC), to secure physical network sockets against
unauthorised use has been rolled out to a number of areas. NAC will be applied by
default to all new network switches being deployed. Work is ongoing to apply NAC
to existing networked areas.
 A review of the NHS Digital funded IT security audit was carried out in July 2020,
which showed improvement in many areas, with follow up actions added to the
CSAP.
 A review of the Trusts data backup system was carried out, which highlighted
expected areas of risk that require attention. These areas have plans in place to
mitigate the risk with the upcoming Commvault licence renewal.
 An Executive Board Level Training session has been carried out with the
cooperation of the Regional Cyber Crime Unit. A 45 minute presentation was
conducted over MS Teams that covered many areas of cybersecurity from social
media, the need for strong passwords and phishing emails.
10.4 The following items provide a summary of the CSAP priorities for the coming year:
 A simulated phishing campaign to test potential for compromise.
 A cyber incident rehearsal exercise is being carried out in October in line with the
National and Local Resilience Strategy. This will also enable testing and update of
the Trust’s IM&T Business Continuity Management plan and associated Cyber
Security Incident Response procedure and associated Action Cards.
 Adoption of a Unified Cyber Risk Framework.
 Further technical training and Data Security Awareness online training course.
 Privileged Access Management to be procured to protect IM&T administration
accounts from compromise.
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 Password management tool to be developed to strengthen network password
protection.
 Replacement of remote access to be implemented.
 N365 and the associated NHS Identity Management solution to be explored to
improve joiner, mover and leaver processes.
10.5 Cyber security update reports will be presented on a 4 month basis to both CIGAC and
Livewell SW IG Group. The reports will provide information on unsupported systems,
incidents, threats and progress with the CSAP.
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