AGENDA
Trust Board
Date

Friday 25 May 2018

Time

9.00 am – 12.30 pm

Location

Board Room, Derriford Centre for Health & Wellbeing

SETTING THE CONTEXT FOR THE BOARD
1 Welcome, apologies and declarations of interest

Chairman

Verbal

2 Questions to the Board pertinent to the agenda

Chairman

Verbal

3 Minutes of the meeting held on 6 April 2018, matters arising and review of
Executive Actions Register

Chairman

Paper

4 Chairman’s introductory remarks

Chairman

Verbal

5 Why we are here …a learning story for the Board

D/Director of
Nursing

Verbal

6 Chief Executive’s Report
Topical issues affecting the Trust

Chief
Executive

Paper

7

Chief
Executive

Paper

STRATEGY, including our integration journey and our plans for the future

Annual Plan 2018/19
For approval

QUALITY and SUSTAINABILITY, including safety, national standards and improving quality
8

Integrated Performance Report
Executive
Review of operational and financial performance to end April 2018, with focus Team
on RTT, Diagnostics, ED, Cancer Standards and Delayed Transfers of Care

9

This item has been withdrawn from the agenda

10 Learning from Deaths
Quarterly report on progress in implementing new national guidance

-

Paper

-

Medical
Director

Paper

11 Research and Development (R&D)
R&D Plan for 2018/19 and development of Key Performance Indicators

Director of
R&D

Paper

12 Public Car Parking Tariff
For approval

Deputy Chief
Executive

Paper

13 Information Governance Report
Report of the Senior Information Risk Owner

Director of
Corporate
Business

Paper

14 Annual Accounts for the year ended 31 March 2018
Adoption of the annual accounts, authorisation of the Chief Executive and
Director of Finance to sign the Letter of Representation to the Auditors and
approval of the writing-off of losses and special payments for 2017/2018

Director of
Finance

Paper

PEOPLE, including organisational culture, education and research

REGULATION, COMPLIANCE and ASSURANCE

AGENDA
Trust Board
15 Assurance Framework
Review of objectives and adequacy of planned actions to mitigate risks,
identification of issues for referral to Trust Management Executive or to the
Board’s Committees to progress. Consider:
• Is the Board satisfied that all key risks to patients, staff and the Trust
have been recorded on the Framework?
• Are identified risks supported by good evidence that the risk is being
effectively mitigated including, where appropriate, numerated
outcomes?
• If not, has the relevant assuring Committee clearly identified what
specific action is to be taken against each risk, including clear
accountabilities and timescales for completion?
• In overall terms, is the Board assured that a robust system of internal
control is in place which effectively identifies, records and mitigates
key risks?

Chairman

Paper

16 Any other business
Items not covered by the agenda, including any issues arising from items A to
D below

Chairman

Verbal

17 Date of next meeting
Friday 27 July 2018
AGM at 9.00 am followed by Trust Board meeting

Chairman

Verbal

PAPERS FOR INFORMATION AND ASSURANCE
A

Audit Committee

B

Human Resources & Organisational Development Committee

C

Safety & Quality Committee

D

Infection Control Annual Report 2017/18

Draft minutes April 2018 meeting
and Terms of Reference for approval
Draft minutes April 2018 meeting
Draft minutes April 2018 meeting
and Annual Report 2017/18 for noting

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

Name
Richard
Crompton

Position
Chairman

Declared Interest
•
•
•

Kevin Baber

Chief Operating
Officer

•
•

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

Lee Budge

Director of
Corporate Business

•
•

Giles
Charnaud

Non-Executive
Director

None.

Greg Dix

Director of Nursing

•
•
•
•

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.

Specialist advisor with the Care Quality Commission.
Associate Professor in Nurse Leadership, Faculty of Health
and Human Sciences, Plymouth University.
Chair of Governors, Scott Medical and Healthcare College,
Plymouth.
Board Trustee of a multi academy trust ‘Inspiring School’s
Partnership’
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.

Philip
Hughes

Medical Director

•
•

Director, Hughes Diagnostics.
Designated Member with Plymouth Radiology Consultants
LLP.

Ann James

Chief Executive

•
•
•
•
•
•
•

Leadership Fellow, St George’s House, Windsor Castle.
Interim Chair, South West Leadership Academy.
Health and Medical Champion, Chamber of Commerce.
Member, One Plymouth.
Chair, Health Education SW Membership Council.
Acute Sector Representative, Health Education SW Board.
Chair, National Institute for Health Research Comprehensive
Local Research Network Partnership Group.
May 2018

•
•
•
•

Elizabeth
Kay

Associate NonExecutive Director

•
•
•
•
•
•
•

Member, Plymouth Growth Board, Champion for People,
Communities and Institutions.
Board Member representing Acute Sector, NHS Leadership
SW.
Governor, Devonport High School for Girls.
Personal association with managing director of Langage
Farm, a company with which Plymouth Hospitals NHS Trust
has a commercial relationship. I have no influence over
contracts with Langage Farm.
Director and Trustee of Oral Health Foundation Charity
(President Elect 2017).
Chair of management board of research funding committee
of the British Dental Association.
Advisory Board Oasis Healthcare.
NICE Quality Standards Committee for Oral Health
Promotion Care Homes and Hospitals.
British Dental Association Health and Sciences Committee
member.
Board member, South West Academic Health Science
Network.
Trustee, British Medical and Dental Student Trust.

Steven Keith

Director of People

•

Neil Kemsley

Director of Finance

My wife is a Project Accountant at Sirona Care and Health, a
community interest company providing services in the Bath,
Wiltshire, Bristol areas.

Mike Leece

Non-Executive
Director

None.

Elizabeth
Raikes

Non-Executive
Director

Spouse is a governor of Plymouth Marjon University.

Estelle
Thistleton

Non-Executive
Director

Director Maine Partnership Ltd, a consultancy in leadership
development that does do business with the NHS. Not currently
working with the NHS in Devon or Cornwall

Nick Thomas

Deputy Chief
Executive, Director
of Site Services &
Planning

•
•

Trustee of Plymouth Access to Housing.
Non-Executive Director, Plymouth Science Park Ltd.

Henry
Warren

Associate NonExecutive Director

•

Senior Independent Governor and Chair of Audit Committee,
Plymouth University.
Chairman and Director of Fluvial Innovations Ltd.

•

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

Item 3
University Hospitals Plymouth NHS Trust
Minutes of the Trust Board meeting
9.00 am on Friday 6 April 2018
Board Room, Derriford Centre for Health and Wellbeing
Present:

Richard Crompton, Chairman
Kevin Baber, Chief Operating Officer
Giles Charnaud, Non-Executive Director
Greg Dix, Chief Nurse
Jacky Hayden, Non-Executive Director
Phil Hughes, Medical Director
Ann James, Chief Executive
Elizabeth Kay, Associate Non-Executive Director
Neil Kemsley, Director of Finance
Mike Leece, Non-Executive Director
Rob Sneyd, Dean, Plymouth University Peninsula Schools
of Medicine & Dentistry
Estelle Thistleton, Non-Executive Director
Henry Warren, Associate Non-Executive Director
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In attendance: Gill Hunt, Board Secretary
Steven Keith, Director of People
Nick Thomas, Deputy Chief Executive
Apologies:

Elizabeth Raikes, Non-Executive Director
Lee Budge, Director of Corporate Business

‘Governors’ in Vera Mitchell, Public ‘Governor’ Plymouth constituency
attendance:

21/18

Action

Welcome and declarations of interest
The Chairman welcomed those present, noted the apologies listed
above and required Board members to declare any interests they
had pertaining to the matters listed on the agenda. Professor
Hayden referred to her declarations, included with the meeting
papers, which were relevant to the Report of the Director of
Medical Education.
In order to accommodate staff attending to present papers, the
Chairman took items in a different order to that set out on the
agenda.

22/18

Questions to the Board pertinent to the agenda
Mrs Mitchell asked four questions:
•

Would the recent withdrawal of smoking cessation support
for maternity patients be reversed? Ms James stated that
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Item 3
concern had been expressed to commissioners, who were
currently considering this issue.
•

How would the STP successfully recruit GPs to improve
patients’ access to primary care? Ms James described a
local approach to work with primary care colleagues to
identify innovative recruitment and retention strategies. The
recent visit to the Trust by the Chief Executive of NHS
England, Simon Stevens, had provided an opportunity to
share plans. Mr Stevens had met a group of GPs to hear for
himself their experiences. There were, however, few quick
wins.
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•

Where would sufficient mental health clinicians be recruited
from to mitigate the current lengthy waits for patients’ first
consultations? Ms James stated that whilst waiting times
were a matter for commissioners to address, the
requirement to work in a more innovate way to support
mental health services was clear. Provider organisations
must also consider the provision of clinical training to deliver
more holistic care.

•

How quickly would integration between this Trust Livewell
Southwest Community Interest Company (Livewell) bring
practical benefits to patients? Ms James stated that both
organisations were working to provide better services; they
would respond jointly, where possible, to Plymouth City
Council’s commissioning intentions, a Board in Common
would meet for the first time on 16 April 2018 and joint
management appointments would continue to be explored.

A question received via social media asked whether the change of
the Trust’s name to ‘University Hospitals Plymouth NHS Trust’
would bring additional funds for on-site education facilities. Mr
Keith stated that the name change did not attract additional
funding. Educational facilities of the type suggested would be a
desirable strategic goal.
There were no further questions.
23/18

Minutes of the previous meeting, matters arising and review of
Executive Actions Register
The minutes of the previous meeting, on 26 January 2018, were
agreed as a true and accurate record. There were no matters
arising.
The only outstanding action was:
1062 Patient Story at January Board – actions taken in response
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Mr Dix gave a briefing on the actions taken in respect of this
patient’s experiences, which had occurred during a time of very
challenging operational pressures. The issue regarding capacity in
Brent Ward, however, as yet remained unresolved. The Trust was
required to submit a Winter Plan for 2018/19 by the end of April
2018 and the potential for additional capacity on Brent ward would
form part of this. Mr Leece asked whether Mr Dix intended to
undertake an audit of ‘green card’ awareness. Mr Dix responded
positively; staff must be aware of the response expected of them
when ‘green card’ patients presented at the Emergency
Department (ED).
24/18

D
R
A
F
T

Chairman’s introductory remarks
The Chairman noted that this meeting marked the first of the Board
in the 2018/19 financial year. With winter pressures now expected
to ease, he paid tribute to the remarkable efforts of staff who had
worked under extremely testing conditions over an extended
period. The Chairman looked ahead positively to the opportunities
the new financial year presented and this Board must rise to the
challenges ahead. Finally, the Chairman advised the Board that he
had been re-appointed for a further two year term of office.

25/18

Why we are here … a learning story for the Board
Mr Dix introduced Dr Simon Martin, Consultant Paediatric
Anaesthetist, who gave a presentation on the Thirst Project in Plym
Children’s Theatres, an initiative to improve the patient experience
of surgery by reducing unnecessary fasting from fluids. This
initiative was an example of whole team involvement in Quality
Improvement and provided a more positive experience for children
and parents.
Professor Kay stated that the presentation gave her helpful
background knowledge when referring children for a general
anaesthetic and asked Dr Martin whether there was a mechanism
for colleagues to learn about the Thirst Project more widely. Dr
Martin would welcome this and it was agreed that Mr Dix would act
as a conduit between Dr Martin and Professor Kay.

GD

On behalf of the Board, the Chairman thanked Dr Martin for
attending and Dr Martin left the meeting.
26/18

Chief Executive’s Report
Ms James’ report provided an update on key national, regional and
local developments. The items she wished to highlight were:
•

Approval for the change of the Trust’s name to ‘University
Hospitals Plymouth NHS Trust’. Ms James had thanked
stakeholders who had supported the name change.
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•

The award of £26m capital funding to develop interventional
radiology theatres.

•

The welcome increase in student numbers for the medical
school and appreciation of the Dean’s efforts to secure this.

•

Progress with integration between this Trust and Livewell.
Ms James presented the Board’s ‘plan on a page’, One
Strategic Direction, setting out the vision, values and
strategic aims for integration.
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•

The appointment of a Programme Director for Integration.

•

Ongoing work to respond to Plymouth City Council’s draft
Strategic Commissioning Intentions.

•

The successful joint application by this Trust and Livewell to
take part in NHS Improvement’s (NHSI) Lean Programme.

•

From 1 April 2018 Mr Baber and Mr Dix had resumed their
substantive Executive roles as Chief Operating Officer and
Chief Nurse respectively. Mr Dix would also take on
Executive leadership for Transformation.

•

Forthcoming Service, Well-Led Framework and Use of
Resources reviews to be undertaken by the Care Quality
Commission/NHSI.

•

A forthcoming engagement programme with staff on service
integration using the ‘appreciative inquiry’ model, led jointly
by Ms James and the Chief Executive of Livewell.

Ms James invited questions. There were none.
Ms James drew the Board’s attention to the four appendices
attached to her report:
•

Appendix 1: confirmation of the implementation of NHSI’s
ten data security standards recommended by the National
Data Guardian in July 2017.

•

Appendix 2 setting out, for the Board’s approval, a selfassessment of compliance against the required declarations
in the NHS Provider Licence. The Board reviewed this and
approved the self-assessment.

•

Appendix 3: the Trust’s response to the new mandatory
requirement of organisations with more than 250 employees
to report their gender pay gap.
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•

Appendix 4: monthly reports for February and March 2018
from the Sustainability and Transformation Partnership.

The Board discussed the Trust’s gender pay gap, reported as
32.1%, with a median gender pay gap of 13.07%. The Trust’s ‘in
the pack’ position comparative to other NHS Trusts was noted. Mr
Keith stated that a local response was important. Ms Thistleton
agreed and identified a link to the Trust’s developing Learning and
Development Strategy. The Board noted that the average Clinical
Excellence Awards bonus gender pay gap for medical staff was
60.41% and discussed how this could be addressed locally.
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Mr Keith stated that the outcomes of gender pay gap report would
be followed up by the Human Resources & Organisational
Development Committee (HR&ODC) in June 2018. Ms James
suggested that a systematic plan was required, to include training
and awareness of unintentional bias so that equality and diversity
became inherent in the Trust’s culture.

SK

The Board noted the Chief Executive’s Report.
It was agreed that Dr Jonathan Cope, recently appointed Associate
Medical Director for Primary Care, would be invited to a future
Board to provide a briefing on his role.
27/18

Integrated Performance Report (IPR) – February 2018
The Board’s review of performance took place via a presentation.
These minutes do not repeat the content of the presentation but
record the key messages to give context for the Board’s
discussions.
Mr Dix began with the Caring Domain.
•

Performance against all standards in the Caring domain was
RAG rated green. A challenge from the Patient Experience
Committee to stretch some performance targets had been
accepted.

•

The Trust benchmarked well against national standards for
patient experience. Although satisfaction for ED patients
had dipped over winter, an improvement in March was
evident. The number of formal complaints had dropped, with
a corresponding increase in PALS enquiries, suggesting that
issues were being resolved locally. PALS clinics on wards
had been well received.

Themes from current patient feedback were detailed for the Board.
Mr Warren queried methods for gathering patient feedback and Mr
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Dix explained these. Mr Dix detailed four actions taken in direct
response to feedback: these concerned visiting hours, timeliness of
translation services, dignity in bereavement and access to
diagnostics.
There were no further questions on the Caring Domain.
Mr Baber briefed the Board on the Responsive Domain, against
which four of the five standards were RAG rated red.
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•

ED four hour wait performance had fallen to 76.5% in
February. The Trust’s own ED performance was 65.4%,
boosted by 11.1% through the inclusion of the Minor Injuries
Units’ performance. Mr Baber detailed actions to address
ED performance.

•

The Chairman queried whether a Winter Plan de-brief had
yet taken place. Mr Baber stated that the Interim Director of
Integrated Urgent Care had led on this at the Western
System Improvement Board. The Chairman queried whether
learning from half term pressures and medical rota coverage
would be included and Mr Baber confirmed that it would. Mr
Baber would circulate details to Board colleagues upon
request. A Winter Plan for 2018/19 would be reviewed by
the Board at its meeting on 27 April 2018.

•

Planned Care performance was 81% against an NHSI
improvement trajectory of 86.7% and the National Standard
of 92%. 4,724 patients waited more than eighteen weeks,
an increase of 144 on the January figure. Performance for
March was 79.2%, largely driven by the cancellation of
outpatient activity. Thoracic Surgery and Cardiology were
outliers.

•

The number of patients waiting more than 52 weeks was
significantly driven by Orthopaedics and Cardiology. The
position would deteriorate further in the short term. No hip
replacements had yet taken place in 2018.
Professor
Hayden was concerned by the consequences of this for
junior doctors’ training. Mr Baber stated that the Trust was
exploring training opportunities elsewhere in the county and
approval had recently been received to permit joint
replacement training at the Peninsula NHS Treatment
Centre.

•

The Trust had achieved four of the nine national cancer
Standards but had failed the NHSI improvement trajectory
for the core 62 day standard, with 39 breaches in February,
27 of which were due to hospital reasons.
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•

8.5% of the waiting list (737 patients) had waited more than
six weeks for a diagnostic procedure, compared with 12%
(975 patients) in January. Performance deteriorated in
March, with 13.5% (1,173 patients) waiting more than six
weeks.
The echocardiogram position had improved
significantly.

Mr Baber invited questions. There were none.
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Dr Hughes briefed the Board on the Effective Care Domain. This
covered seven standards, three of which were RAG rated green,
two amber and two red.
•

Follow up backlog was RAG rated red. c50% of the time
critical patients were in Ophthalmology and the majority
were glaucoma cases. The Ophthalmology team were
confident that the time critical backlog would be reduced.
The Chairman queried Dr Hughes’ confidence in this
assertion given that a reduction had been a long standing
problem. Dr Hughes stated in assessing confidence across
a range of Service Lines, the Performance Team had
expressed the least concern at Ophthalmology’s ability to
deliver.

•

Stroke was RAG rated red. Following discussions with the
Sentinel Stroke National Audit Programme, it had been
identified that the Trust may have been incorrectly
measuring performance against the four hour standard. The
Safety & Quality Committee (S&QC) minutes included with
the Board papers set out actions to address stroke
performance.

Dr Hughes invited questions. There were none.
Mr Keith spoke to the Workforce section of the presentation. Five
of the six standards were RAG rated amber, one red. Mr Keith
covered:
•

An improving turnover rate, generally, but with the rate for
healthcare scientists attracting concern. Professor Kay
queried the Trust’s turnover rate compared with the national
average. Mr Keith stated that the Trust benchmarked
reasonably well but could do better. Mr Charnaud queried
whether the medical turnover rate included doctors in
training. It did not; the trend reported was the underlying
trend. Mr Charnaud asked whether local Clinical Excellence
awards travelled with the recipients if they left the Trust’s
employ. They did.

•

A high level summary of the NHS National Staff Survey
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results. See also Minute 29/18.
Ms Thistleton sensed that the Trust’s Freedom to Speak Up
Guardians were stretched; the Board must keep close oversight of
their work and the nature of the issues emerging. Mr Keith stated
that it was intended to provide additional support during the
absence of one of the Guardians. He believed that there were
good relationships between the Guardians, Trades Unions
representatives and the HR team. Feedback from the National
Guardian had been positive.
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Mr Kemsley spoke to the Finance section of the presentation. The
deficit position at month 11 was £7.26m against a plan of £9.13m,
an adverse variance of £1.87m. The forecast year end outturn was
a deficit of £2.7m, £0.4m better than planned.
Agreement had been reached with STP colleagues on a year end
position. The Trust’s allocation of transformation funding from
NHSI was awaited; the final positon would be known on 18 April
2018.
Mr Kemsley gave a high level summary of financial performance,
cash and capital positions, all as set out on pages 28 and 29 of the
IPR.
The Chairman invited questions for Mr Kemsley. There were none.
There were no questions on data within the IPR.
In concluding the Board’s discussion, the Chairman stated that
closer working with the wider system had had a significant positive
impact on the Trust’s financial position for 2017/18. On behalf of
the Board, the Chairman thanked Mr Kemsley for his leadership
and Mr Kemsley’s team for their work during the course of a
challenging year.
The Board noted the Integrated Performance Report.
There was a break between 11.00 and 11.10 am.
28/18

Peninsula School of Medicine and Dentistry Report
The purpose of Professor Sneyd’s report was to provide assurance
of meeting required standards of undergraduate medical education
and training. The items covered in his report were:
•

The change of name of Plymouth University’s Peninsula
School of Medicine and Dentistry to the ‘Faculty of
Medicine and Dentistry, University of Plymouth’.

•

Achievement of Primary Medical Qualifications granting
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status.
•

A successful bid to expand the undergraduate medical
programme. Professor Sneyd would circulate the bid
document should colleagues wish to review.

•

The introduction of a ‘Year Zero’ Foundation Programme
in Medicine.

•

Expansion of the Physician’s Associate programme.

•

New Degrees in Clinical Radiography and in Physiology.

•

A New Masters in Cardiac Physiology.
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The main points of the Board’s subsequent discussion concerned:
•

The potential development of a School of Pharmacy.
Profession Sneyd stated that this had been considered on
previous occasions. There were currently no plans to pursue
it.

•

The fair allocation of Foundation Year 1 (F1) doctors.
Professor Sneyd stated that pressure on the educational
establishment must be maintained.

•

Engaging local schools and colleges in medical careers
choices. Professor Sneyd stated that two thirds of the
Faculty’s students were drawn from the local area. The
most productive age at which to engage children about a
medical career was between 9 and 11 years.

The Board noted the Dean’s report.
29/18

NHS National Staff Survey Results 2017
Mr Keith’s paper set out an overview of the local results of this
national survey, together with a high level work plan to share the
data with Care Group and Service Lines.
Mr Keith introduced Claire Underdown, Head of Organisational
Development, and Laura Crossfield, Organisational Development
Facilitator, who gave a presentation on the results. These minutes
do not repeat the content of their presentation but include key
headlines to give context for the Board’s discussions.
Of the thirty two key findings (KF), eight had improved, twenty had
stayed the same and four had declined.
Staff experience was most improved in:
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•
•
•
•
•

Confidence and security in reporting unsafe clinical practice
(KF31).
Staff agreeing that their role made a difference to
patients/service users (KF3).
Quality of non-mandatory training, learning or development
(KF13).
Quality of appraisals (KF12).
Ability to contribute towards improvements at work (KF7).
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Areas where staff experience had most deteriorated were:
•
•
•
•

Feeling unwell due to work related stress in the last twelve
months (KF17).
Satisfaction with the quality of work and care they were able
to deliver (KF2).
Believing that the organisation provided equal opportunities
for career progression or promotion (KF21).
Satisfaction with resourcing and support (KF14).

The responses to questions in the national survey were detailed.
It was not intended to develop and implement an action plan in
response to the survey but instead to focus on key areas for
development. Board support was requested on the following
areas:
•

Quality of Care: the ability to give good care, including
resourcing.

•

Equality and Diversity: increasing confidence in the fairness
of career progression.

•

Reporting of errors and incidents to drive an open culture.

•

Health and Well-Being: continuing the focus on stress.

The Chairman invited discussion.
Mr Charnaud sought to interpret a perceived anomaly between an
improving positon for the percentage of staff agreeing that their role
made a difference to patients/service users (KF3) and a
deteriorating position for staff satisfaction with the quality of work
and care they were able to deliver (KF2). Ms Underdown
suggested that KF2 concerned the individual’s experience
compared with their aspiration.
Mr Leece stated that the areas of greatest deterioration would be
further exacerbated by experience during winter pressures.
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In welcoming the good response rate and rich feedback, Ms
Thistleton supported the focus on the equality and diversity and
suggested that issues around bullying and harassment may
emerge from this to enable a deeper understanding of the issues.
The Board approved the areas for improvement focus.
30/18

Guardian of Safe Working Hours Report
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Dr Sophia Wrigley, Consultant Anaesthetist, attended to present
her Guardian of Safe Working Hours report, covering the period
October 2017 to March 2018. The main points to which Dr Wrigley
wished to draw the Board’s attention were:
•
•
•
•
•
•

The safety concern detailed, which had been shared with
the Executive team.
Compensation payments and Guardian fines issued to date.
The national response to the recent ruling in the Dr BawaGarba case and the associated concern to junior doctors of
escalation arrangements.
Lack of Medical HR leadership. It was noted that a
recruitment process for a Medical Workforce Lead was
under way.
The Medical Workforce Improvement Group (MWIG) had not
met since January.
The Trust’s actions to address issues previously raised. Mr
Keith and Dr Wrigley met regularly and had discussed how
to effect Service Line ownership.

The main points of the Board’s discussions were:
•

Plans to re-invigorate the MWIG at a Workforce Summit with
Care Groups and Service Lines on 26 April 2018.

•

Mr Dix would welcome a move away from Monday and
Tuesday training as these were the busiest operational days
in the hospital. Dr Wrigley stated that the Trust had control
over F1 and F2 doctors’ training days but beyond this the
policy was regional.

•

Professor Hayden sought to understand the basis for the
numeric cover on medical wards at night.
Dr Wrigley
stated that this was historic and the issue had been
highlighted in her previous Guardian report to the Board.

•

Professor Hayden referred to Appendix 3, Eight High Impact
actions to improve the working environment for junior
doctors, and sought assurance that junior doctors were
aware how to escalate concerns. Dr Wrigley stated that, in
her view, arrangements were not clear and this was why she
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had raised this issue. Mr Baber stated that there was, at all
times, a duty on-call manager and director. Dr Wrigley
stated that arrangements must be clearly accessible, in
writing, on every ward. The Board agreed and noted that
work was ongoing with HR to address this.
In concluding discussions, Ms James stated that the Board
welcomed the independence of the Guardian’s report and the
important issues it raised. This independence must be retained.
The Board required a better understanding of the rigour with which
the HR&ODC responded to the Guardian’s report in its review of it
prior to the Trust Board.
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It was agreed that, in considering future Guardian’s reports, the
Board would also receive the Executive team’s formal responses to
concerns raised by the Guardian. [See also Minute 32/18 below].

SK

The Board noted the Guardian’s report.
Dr Wrigley remained present for the following report.
31/18

Report of the Director of Medical Education
Mr Matthew Bowles, Director of Medical Education, attended for
this item. The purpose of his report was to provide assurance of
meeting required standards of postgraduate medical education and
training. The report covered:
•

The post of Postgraduate Medical Centre Manager.

•

Health Education England South West (HEESW) Senior
Leader Visit.

•

HEESW Triggered Visits to Core Surgical Training, Clinical
Oncology Training and Trauma and Orthopaedic Surgery
Training.

•

A summary of Education Exception Reporting, December
2016 to March 2018.

The main points of the Board’s discussion were:
•

Mr Dix’s earlier question to Dr Wrigley regarding training
days. Mr Bowles stated that there was potential to move to
a Thursday; however, this would require a change of day for
the medical grand round. Mr Dix pressed for a change to
Thursday.

•

A desire to develop a greater understanding of the issues
raised by Mr Bowles and to improve assurance via the
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Board’s Committees. The Chairman invited Professor
Hayden, Non-Executive Director (NED) of the S&QC to
comment. Professor Hayden’s comments covered:
• Her desire to see a plan at Care Group/Service Line
level to take responsibility for training metrics.
• The General Medical Council’s (GMC) use of the
terms ‘must’ and ‘should’ in their recommendations.
Professor Hayden could not interpret from Mr Bowles’
report what was a ‘must’ and what was a ‘should’.
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• The need to identify the evidence the Board required
to be assured that junior doctors received the
appropriate training. She referred to the issue of
Orthopaedic training discussed earlier by the Board
[see Minute 27/18, page 7]. What sources did Mr
Bowles use so that he was not reliant on the GMC
survey?
•

In response, Mr Bowles referred Professor Hayden to the
requirements and recommendations of the HEESW
triggered visit to Clinical Oncology training which did employ
the GMC terminology to which Professor Hayden had
referred. Mr Bowles stated that he did not rely solely on the
GMC survey and detailed the other surveys and sources of
feedback
that
were
available,
including
trainee
representation on the Trust’s Medical Education Committee.
He believed that there was a wide network from which to
draw.

•

Dr Hughes explained reporting arrangements through
clinical tutors and regional training leads. These were
independent assessors from the Royal Colleges to ensure
consistency.

•

Mr Leece sought the inclusion in future reporting of
ownership of actions and timescales to improve assurance
that issues were being addressed. Mr Bowles stated that he
routinely discussed this with Service Lines and would
incorporate more detail in future reporting.

MB

The Board noted the Director’s Report.
Welcoming the developing reports of the Guardian of Safe Working
Hours and the Director of Medical Education, the Chairman invited
the NED Chairs of the S&QC and the HR&ODC to work with the
Medical Director, Dr Wrigley and Mr Bowles to identify how their
respective Committees could provide better assurance to the Board
on the issues raised. [See also Minute 31/18 above].

JH/ML
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The Chairman thanked Dr Wrigley and Mr Bowles for attending and
they left the meeting.
32/18

Nursing and Midwifery Establishment Review
Mr Dix’s paper set out a six monthly update on the Trust’s status
for nursing and midwifery staffing levels, as required of provider
organisations. Mr Dix highlighted the following:

D
R
A
F
T

•

A safer staffing rate for February of 88%.

•

A safety thermometer harm free rate for February of 94%.

•

The current fill rate against establishment for registered
nurses had been in slow decline over the last few months for
day shifts. However, the unregistered nurse fill rate had
been maintained and, on occasions, had increased. Despite
the fall in registered nursing hours, nursing quality metrics
remained encouraging.

•

The wards on which vacancies were high were highlighted
on page 5 of Mr Dix’s report. To this list should be added
Sharp and Stannon wards.

•

The frequency of reviews of staffing levels during the course
of each day.

•

Ongoing work to attract and retain nursing staff locally.

•

An example of a Ward Dashboard for the Board’s
information.

The Chairman invited questions. There were none.
The Board noted the Report.
33/18

Assurance Framework
In inviting colleagues to review the Framework, the Chairman
thanked the Audit Committee Chair, Elizabeth Raikes, for her
leadership in driving a sharpening of the asks of the Board’s
Committees.
The Board noted the inclusion of a new risk, W10, on Board
Effectiveness.
The Chairman invited comments from NED Committee Chairs.
There were none.
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The Board made no requests for additional actions to address
assurance gaps and no issues were referred to the Board’s
Committees to progress.
34/18

Items for information
The Board received the following papers for information and
assurance:

D
R
A
F
T

A. Draft Audit Committee minutes, February 2018.
B. Draft Human Resources & Organisational Development
Committee minutes, February 2018.
C. Minutes of the Safety & Quality Committee’s December
2017 meeting and draft minutes of the February 2018
meeting.
D. Draft minutes of the Research Committee meeting, March
2018.
E. Trust Seal Report.

No issues were raised in respect of these items.
35/18

Any Other Business

The Chairman advised the Board that David Ratcliffe, NED for
Livewell, would join the Board for the subsequent private meeting.
The first meeting of University Hospitals Plymouth NHS Trust
Board closed at 12.30 pm.
36/18

Date of next meeting
Friday 26 May 2018.
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Executive Actions Register (EAR)
Ref.
Date
1064
26.01.18

Source
Trust Board
(Public)

17 May 2018

Theme
Action
Lead
Board oversight of Given requirement for Board oversight of undergraduate and
Steven Keith
staff education
postgraduate medical education, consider how education and training
agenda for all staff groups is reported to the Board. Note: reporting
previously made to HR&OD Committee until formation of three new
HR&ODC sub-groups, at which time oversight transferred to LEG and
Board visibility lost.
Thirst Project
Put Liz Kay and Simon Martin together re sharing his work more
Greg Dix
widely, particularly to those who prescribe geneal anaesthetics.

Date Due
27-Jul-18

Status
Comments by action holder
Not Yet Due On May LEG agenda. Also to go to July Trust Board.

1183

06-Apr-18 Trust Board
(Public)

1184

06-Apr-18 Trust Board
(Public)
06-Apr-18 Trust Board
(Public)
06-Apr-18 Trust Board
(Public)

Gender Pay Gap

Plan to addres gender pay gap to HR&ODC in June 2018.

Steven Keith

11-Jun-18

Not Yet Due Included on draft HR&ODC agenda for June. Entry

GSWH Reports to
Trust Board
Director of Medical
Education Reports

Ensure Exec team responses to issues raised are included in future
Board reporting to close the loop.
Include progress against Service Line action plans with ownership of
actions and timescales to improve assurance

Steven Keith

01-Sep-18

Not Yet Due

Matthew
Bowles

06-Jul-18

Not Yet Due

06-Apr-18 Trust Board
(Public)

GSWH and Dir of
Med Education
Reports

Chairs of S&QC and HR&ODC to work with Phil Hughes, Sophia Wrigley Jacky
and Matthew Bowles to identify how S&QC and HR&ODC can provide Hayden/Mike
assurance to the Board on issues raised.
Leece

30-Jun-18

Not Yet Due

1185
1186

1187

16-May-18



Overdue

made by GH.
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Approved by

Ann James, Chief Executive
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Purpose
The purpose of this report is to update the Trust Board on key national, regional
and local developments with a view to setting the context for the strategic and
operational priorities for the Trust.

Decision
Approval
Information



Assurance

Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

Create Sustainable Future








Executive Summary
Background

This report provides information on important issues and key developments from a national,
regional and local perspective. This includes regulatory issues from NHS England, NHS
Improvement and the CQC, key developments in our local health and social care system and an
overview of key issues specific to University Hospitals Plymouth NHS Trust.
Headline messages

 NHS Providers has called for a new planning framework and a review of capacity right
across the health and care system in good time for next winter.
 The Director of People is currently working with our FTSU Guardians to conduct a review
of our Freedom to Speak Up arrangements.
 We have provided commissioners with comments on the draft Strategic Commissioning
Intentions for the Plymouth Health and Wellbeing System 2018-20 which provides an
innovative and exciting direction of travel.
 We have invested in establishing the innovative role of Associated Medical Director for
Primary Care to bring a General Practice perspective to the senior leadership team. The
focus of this role is set out in this report.
 We have adopted a ‘Gold Command’ structure which is having a positive impact within
both the hospital and the wider community. This will be explored further as part of the Chief
Operating Officer’s presentation of the Integrated Performance Report.
 Throughout May, we have been holding a series of ‘Big Conversations’ to identify the
improvement actions we need to take on the key issues staff have highlighted through the
national staff survey.
Quality Impact Assessment
There are no direct quality implications associated with this report.
Financial Impact Assessment
There are no direct financial implications associated with this report.

1

Item 6

Regulatory Impact Assessment
The report includes a number of references to regulatory requirements.
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 the information contained within this report and comment or seek
clarification on any of the issues highlighted.
Next Steps
The issues highlighted in the report will be taken forward as appropriate by the Chief Executive,
Executive Directors and the Trust Management Executive (TME).
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DETAILED REPORT
Trust Board

May 2018

Subject

Chief Executive’s Report

Prepared by

Lee Budge, Director of Corporate Business
Ann James, Chief Executive

Approved by

Ann James, Chief Executive

Presented by

Ann James, Chief Executive

1.

Introduction

1.1

The purpose of this report is to update the Trust Board on key national, regional and
local developments with a view to setting the context for the strategic and operational
priorities for the Trust.

2.

Understanding the national context and external environment
Mapping the NHS winter

2.1

In May 2018, NHS Providers issued a national report ‘Mapping the NHS winter’ which
highlighted the scale of pressures faced by NHS trusts and front line staff through the
toughest winter on record. The report reveals that the number of people coming to A&E
departments across the country between December 2017 and March 2018, rose to
more than 5.8 million whilst 160,000 more patients were admitted, transferred or
discharged within the four hour target compared to the previous winter.

2.2

It highlights the impact of severe winter conditions right across the health and care
system, encompassing hospitals, ambulances, mental health, primary care, community
services and social care. The combined effect of repeated cold snaps, high flu rates
and norovirus, on top of the additional demands from long term demographic
pressures, left services overstretched.

2.3

The report says the experiences of frontline trusts should help shape the national
review of winter which is being carried out by NHS England and NHS Improvement in
preparing strategies at both a national and local level. It also calls for a new planning
framework based on realistic demand projections, and a review of capacity right across
the health and care system in good time for next winter.

2.4

The Board will be aware that we have already begun planning for next winter and that
we are remain committed to working with regulators and our partners in the Plymouth &
Western system to ensure that we establish robust arrangements for providing the best
possible care to our patients and looking after our staff in these challenging months.
Freedom to Speak Up (FTSU)

2.5

The Board will be aware that effective arrangements for raising concerns (speaking up)
help to protect patients and improve the experience of NHS staff and that having a
healthy speaking up culture is an indicator of a well-led trust.

2.6

The Board will also be aware that we have well established Freedom to Speak Up
(FTSU) arrangements with 3 highly visible and proactive FTSU Guardians supporting
staff in clinical and non-clinical areas.
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2.7

The Board recently considered a report from the FTSU Guardians & Director of People
setting out our progress against a series of recommendations made by the National
Guardian’s Office.

2.8

NHS Improvement and the National Guardian’s Office have recently published a guide
and self-review tool to highlight current good practice and provide a mechanism for
boards assess where they are and to reflect on what they need to do to improve. There
is an expectation that the Board, and in particular the executive and non-executive
leads for FTSU, will complete a review in conjunction with the Trust’s FTSU Guardian.

2.9

The Board may wish to note that the Director of People will work closely with the NonExecutive lead for Speaking Up and our FTSU Guardians to complete this self-review
to identify areas for development and further enhance the effectiveness of our
leadership and governance arrangements in relation to Freedom to Speak Up. The
results of this work will be reported to the Board by the end of September 2018.

3.

Influencing the local health and social care economy
Devon Sustainability & Transformation Plan (STP)

3.1

The Trust continues to work with partner organisations through the Devon
Sustainability & Transformation Plan (STP) to provide high quality care. The latest STP
briefing is attached to this report for the Board’s information at Annex 1. This includes
an update on the following key areas:
 Northern Devon Healthcare Trust developments.
 Key issues emerging from a meeting with regulators.
 Organisational development proposals.
 Development of a Strategic Outcomes Framework.
 Use of Health Navigator as a predictive tool.
 Acute Services Review.
 Estates Strategy.
Plymouth & Western System

3.2

The Board will be aware that the draft Strategic Commissioning Intentions for the
Plymouth Health and Wellbeing System 2018-20 were recently published and that we
worked closely with our colleagues in Livewell Southwest to provide our shared views
on the proposals. We very much welcome the strategic direction set out for Plymouth’s
Health and Wellbeing System. We believe it focuses on doing what is right for our
patients and the communities we serve by taking the next steps in the creation of a
truly integrated health and wellbeing system to ensure that people receive the right
care, at the right time in the right place. The Board may wish to note that we provided
commissioners with a number of comments with a view to providing further shape to
this exciting and innovative direction of travel. These may be summarised as follows:
 Place-based care: We would like to see the strategic direction more explicitly
embrace the establishment of a ‘place-based’ system of care in which ours and
other NHS organisations, public services and the voluntary sector work together
to address improve the health and wellbeing of the population.
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 Mental health: We would, however, like to see a clearer and stronger
commitment to the provision of locally integrated, place-based mental health
services covering people of all ages with more specialist services being provided
across a wider regional footprint.
 Prevention: We would like to see a stronger link to national Public Health
programmes of work in areas as smoking cessation, reducing obesity and
reducing alcohol consumption.
 Specialist services: We would welcome a clear strategic commitment to build
on the provision of specialist services to the people of Plymouth and the wider
peninsula.
 Education, training and research: We would like to see an ongoing ambition
and commitment to the promotion and prioritisation of education and research
reflected within the strategic direction as it plays a pivotal role in the health,
wellbeing and economic prosperity of the City.
 Residential and nursing home care: We would like to see a clearer statement
of intentions with regard to the commissioning and provision of residential and
nursing home care within the City and its surrounding areas.
3.3

We very much look forward to working with the Council, New Devon CCG and other
partners to further shape and implement the emerging strategic direction for the benefit
of the people and communities we serve.
Primary Care

3.4

The Board will be aware that we have invested in establishing the innovative role of
Associated Medical Director for Primary Care to bring a General Practice perspective
to the senior leadership team. There are a number of aspects to the role which include
supporting long-term sustainable change across the primary and secondary care
interface, building a clinical community to improve patients’ outcomes and system
efficiency. The role will also contribute to building a more sustainable workforce.
 Workforce development: The Associate MD will help contribute to the creation
of new roles which will be either shared or rotate between different care settings
across Primary and Secondary Care. These roles will not be confined to medical
roles they will also include nursing and other allied healthcare professionals. In
some cases these roles have already been negotiated and advertised. We are
working with practices and practice groups to develop opportunities which
support joint recruitment or the development of specialist interests for GPs and
again these roles are beginning to go to advert. We hope that this collaborative
approach will attract a high-quality future workforce. With the support of NHSE
we are pulling together all of the opportunities identified by this work to develop a
portfolio approach to attracting the best possible candidates to Plymouth.
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 Developing services: The Associate MD will work closely with and support the
Integration Director to help identify, design and implement long-term and
sustainable change across the primary and secondary care interface. We are
working closely with GP practices and Practice groups as well as Community
service providers to establish new service opportunities and improvements that
build on current services. Examples include integrated Respiratory and Diabetes
services, as well as improved Mental health services and improved support for
Care Home residents. We are working with Practice groups and Livewell to
explore how urgent care needs might be delivered in a more proactive and
responsive manner using shared datasets to ensure the focus of support activity
is as effective as possible.
 Building a clinical community: The Associate MD will act as an advocate for
Primary Care within the hospital, and as an advocate for Secondary Care in
Primary Care with the intention to build mutual trust and confidence which will
lead to a more cohesive clinical community. At times of system change it is
important that the whole system is considered, and this role ensures there is a
whole system approach. Across the board our health services are very stretched,
at times when this is the case the interface between challenged groups can result
in friction. We will use every possible forum to engage and create opportunities
that will help establish constructive and productive working relationships with GP
practices, practice groups, community services and Secondary Care teams. We
intend to review the lines and methods of communication between these groups
to ensure that communication is easier, prompt and effective. We will establish
and support educational opportunities and where possible outreach services that
will build these relationships and ultimately improve services in communities.

4.

Leading our organisation
Gold Command

4.1

The Board will be aware that we experienced very high demand for urgent care
services over the winter months and that this high demand has not ended with the
arrival of spring. In addition, because of the added strain on all care services, there are
difficulties discharging people from a hospital bed.

4.2

In the past few weeks we have established a system-wide Incident Control Command
Centre (Gold Command with senior clinicians and executives) to return the health and
care system across Plymouth to normal service levels. As a Plymouth system we have
chosen to adopt the same approach that Cornwall did recently and have challenged
ourselves to achieve the following aims:
 Reduce ‘stranded’ patients to less than 250.
 Reduce the percentage of Delays Transfer of Care (DTOCs) to 3.5%.
 Reduce the occupied bed base within Derriford Hospital to 800.
 Reduce the length of stay in non-specialist community beds to 14 days.
 Ensure that the ‘Home First’ team sees 60-75 patients per week.
 Reduce the length of stay across all intermediate care home beds.
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4.3

Our priority is to ensure people are in the right place for their needs, so that we can
return services to normal running levels and allow the hospital to carry out planned
operations and procedures as normal. We have also been asking relatives and friends
to help us by collecting and supporting patients immediately when they are medically fit
and ready to leave hospital. As in other parts of the country, we are robustly
implementing our choice policy. This means patients who are medically well enough to
go to another care placement must take the first bed available that meets their needs.

4.4

Our Gold Command structure and focus on ‘Returning to Normal’ is already starting to
have a positive impact within both the hospital and the wider community. The progress
being made and the next steps we are taking to secure a sustained improvement in our
performance will be covered as part of the Chief Operating Officer’s presentation of the
Integrated Performance Report.
‘Big Conversation’ Programme

4.5

The Board will be aware that we use our ‘Big Conversation’ Programme to identify the
key issues which staff have highlighted through the national staff survey as areas for
improvement. Throughout May, we have been holding a series of ‘Big Conversations’
on the following topics to identify the improvement actions we need to take:
 Equality and Diversity: Understanding fairness and a ‘just’ culture (with
attention to issues around career progression).
 Quality of Care: understanding the ability to give good care. This focus will
include resourcing (people and physical resources).
 Health and Wellbeing: understanding how best to support staff and continuing
our focus on supporting stress.

4.6

This is the third year we will be having ‘Big Conversations’ and as with previous years
we will talk to staff using an appreciative inquiry approach. We remain committed to
this approach as Trust-wide changes have been introduced based purely on what staff
have told us during these ‘Big Conversations’.
Celebrating our staff and volunteers

4.7

I am delighted to inform that Board that four representatives from University Hospitals
Plymouth NHS Trust have been nominated in the NHS70 Parliamentary Awards as
follows:
 The Excellence in Cancer Care Award: Sian Dennison
 The Person-Centred Care Champion Award: Plymouth Immunology Team
 The Care and Compassion Award: Jamie Read
 The Lifetime Achievement Award: Joe Rahamim

4.8

Continuing the theme of award nominations, Hovis, our Intensive Care Unit therapy
dog has been nominated for a Herald Community Award. Joshua Cameron, who
helped our staff get into work during the heavy snow earlier this year, has also been
nominated.
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International Nurses Day
4.9

On 11th May 2018, the Trust celebrated International Nurses Day in advance of
Florence Nightingale’s birthday on 12th May 2018. In addition to hosting a variety of
stands in the main concourse, staff gathered to surprise the winners of our International
Nurses Day awards. I am sure the Board will wish to join me in saying an enormous
thank-you not only to our incredible nurses but to all of our staff who provide care to our
patients with such compassion and dedication.
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Update to

Boards, Governing Bodies and Local Authority
meetings of Devon STP partner organisations
April 2018

Date
Title

Monthly Update Report on Devon’s STP

Introduction
The purpose of this regular report is to:
 Provide a monthly update that can be shared with Governing Bodies, Board
and other meetings in STP partner organisations.
 Ensure everyone is aware on all STP developments, successes and issues
in a timely way.
 Ensure consistency of message amongst STP partner organisations on
what has been endorsed at the Programme Delivery Executive Group
(PDEG). All partner organisations in the STP are represented at senior level
at PDEG.

Content
This is the sixth Update Report, and covers developments from the PDEG meeting
held on Friday, 20 April 2018. Key items covered at PDEG this this month:
1.
2.
3.
4.
5.
6.

Northern Devon Healthcare Trust developments.
System development meeting with Regulators.
Organisational Development and Design.
Proposed Devon Strategic Outcomes Framework.
Health Navigator / economic modelling.
Acute Services Review:
a. Service Delivery Networks – principles and indicative levels for approval.
b. Acute Service Reviews – guiding principles for agreement.
7. STP Estates Strategy – next steps.
1. Northern Devon Healthcare Trust developments
Over the last three years, the various statutory health and care organisations
in Devon have been working together as part of the STP to make best use of our
resources for future sustainability, and to work towards better outcomes for local
people.
We have made significant progress but despite this stronger collaboration, as a
system we continue to face significant challenges, most recently in North Devon
District Hospital.

Over several months, various colleagues have been involved in discussions about
the Trust.
There was a constructive discussion regarding the issues facing Northern Devon
Healthcare Trust at PDEG. It was felt that it was important that an agreed position
statement highlighting the core themes and challenges at the Trust was agreed, and
this has now been shared with STP leaders. This statement highlights that:






We are taking a system approach to tackling the issues, ensuring
sustainability and safety across Devon.
There are very real quality and safety issues to be tackled and these are now
being acknowledged and addressed.
The difficulties in attracting medical staff to work in in North Devon have
contributed to the quality and safety issues and are integral to developing
service resilience and sustainability. We will take a system clinical network
approach wherever possible, testing and developing our emerging system
model. We will keep services as local as possible so long as it is safe and
feasible to do so.
There have been leadership and cultural issues at the Trust, but we are now
seeing a new willingness to investigate and share issues and incidents. We
want to make the most of this learning across the system, whilst also
modelling good system relationships in the leadership support arrangements
being developed with the RD&E.

Devon has built a collaborative model of system working, which has brought real
benefits to date. The way the issues at Northern Devon Healthcare are being
addressed builds on this successful model. There will be ongoing monitoring by
commissioners and the STP Lead Medical Director, and updates will be given at
future PDEG meetings.

2. System development meeting with regulators
STP leaders attend regular quarterly review with NHS England and NHS
Improvement, and the most recent meeting took place on 11 April 2018 with Sophia
Christie and Suzanne Tracey representing the Devon STP.
The review was positive and focused on strategic development and some of the
challenges we face. The key themes and discussion points were as follows:
Strategic priorities
 Update on progress in establishing a new STP leadership team.
 Acute Service Review: given the positive work done by the Devon STP, there
was a request for us to consider working with neighbouring counties to support
them in managing resilient clinical delivery.
 There was a challenge for us to demonstrate that we are using best practice
from elsewhere, particularly around elective demand management (such as
ophthalmology in Oxford).
 While our challenges in primary care are recognised, there is a view that more
progress in the roll out of the GP Five Year Forward View may be the solution
to some of the problems in our most challenged areas.

Quality and Performance
 It was suggested that a review of what has worked well at Royal Cornwall
Hospitals may help support improved A&E performance in Plymouth.
 There were concerns about RTT performance and low rates of dementia
diagnosis.
Workforce
 It was felt that work on mental health workforce could benefit from including
lessons from good examples in Bristol and Dorset.
 There was a discussion about the use of technology to create capacity and
improve access and resilience – particularly for remote areas. There are NHS
Global Digital Exemplars that we could learn from, particularly given that some
are geographically close to Devon.
Finance
 It was recognised that Devon was building a good track record of developing
rigorous and realistic plans, and a history of delivering on them.
 A review of what has worked on across the Devon STP was received
positively, and it was suggested that there was value in sharing this across the
rest of South West system.
 It was also noted that 'seasonality' was an issue in Devon and that we should
clearly indicate where this was having an impact.

3. Organisational Development and Design
A proposal to align system Organisational Design principles and Organisational
Development to enable the delivery of an Integrated Care System in Devon was
agreed at PDEG. The suggested approach will help to deliver our system ambition of
closer integrated working to improve the health and wellbeing outcomes for the
population of Devon, Torbay and Plymouth.
Up to this point the focus on Organisation Design (the physical structures and remits
of organisations) and Organisational Development (the cultural and purpose
elements of organisations) has been kept separately.
Bringing these elements closer together will increase the pace of change and ensure
that organisational design decisions have integrity with the cultural elements that
should be addressed through a new way of working.
An Organisational Development diagnostic was completed in November 2016 which
recommended the alignment of organisational design and organisational
development. The Organisational Design journey has been more visible to senior
leaders with a number of workshops at Collaborative Board (January, June,
September and November 2017) to define our overall partnership arrangements and
our move to a new Accountable Care System.
PDEG endorsed that the Organisational Design Steering Group will agree the
approach to align both of these vital areas, and will also design sessions to be held
during May 2018, which will be led by an external expert facilitator.

4. Proposed Devon Strategic Outcomes Framework
PDEG were informed about the work to develop an integrated Strategic Outcomes
Framework and were asked to agree that it is adopted by partners to be used and
further developed during 2018/19.
It will complement the functions being developed through the strategic commissioning
project, including a combined population profile and needs analysis across the STP
(building on the three JSNAs), joint priorities and the development of a patient level
data set. Further work will follow to:




Agree three year trajectories incorporating the 2018/19 NHS operating plan
requirements in year one.
Implement a reporting cycle for the integrated strategic commissioning group.
Review the outcome measures incorporated for mental health following
completion of the mental health strategy and recommendations of the STP
mental health programme.

The intended purpose, method and key features of the integrated Strategic
Outcomes Framework are as follows:






To establish a shared and core set of outcomes to inform working as an
integrated care system across wider Devon, including strategic commissioning
and all Local Care Partnerships (LCP), on progress against our strategic aims.
The framework does not replace the accountability of individual organisations
and the associated performance mechanisms.
The strategic outcomes framework will form part of the overall system
assurance framework including mechanisms for reporting performance
delivery, quality, finance and enable exception reporting to the integrated
strategic commissioner.
The framework will be dynamic with the integrated strategic commissioner
determining the priorities and relevant measures.

More work is being done to agree the range of indicators that are proposed to be
monitored annually and monthly as part of the new Strategic Outcomes Framework.

5. Health Navigator – proactive health coaching
Torbay & South Devon NHS Foundation Trust has been in contact with Health
Navigators to discuss the work they have been undertaking in Sweden for a number
of years, and more recently with a number of CCGs in England. Health Navigators
have had good success in enhancing health outcomes as well as making efficient
use of health resources.
The Trust invited system colleagues from commissioning and provision to hear to
hear more about the work of Health Navigators and discuss the opportunities their
approach could have for the Devon System.
Proactive health coaching essentially uses a proactive risk stratification to proactively
identify the 1% high users of urgent care that account for 35% of non-elective

admissions and 53% of non-elective bed days on a predictive basis (daily) allowing
for swift intervention. The service fits strategically with both our prevention and
Integrated Care priority STP workstreams.
The evidence from the studies has seen a consistent and material reduction in A&E
attendances (36%) and admissions (30%) as well as reduction in elective admissions
(21%) for the cohort that were targeted.
The main benefit in 2018/19 is seen as creating capacity to stabilise and improve
A&E performance and to reduce disruption to cancer and elective care pathways.
PDEG agreed that Liz Davenport, Interim Chief Executive of Torbay & South Devon
NHS Foundation Trust, will lead as senior sponsor, and a project team will be
established. Health Navigator will be commissioned to carry out the detailed planning
and produce a service proposal.

6. Acute Services Review
Service Delivery Networks – principles and indicative levels for approval
The majority of Acute Service Review (ASR) phase one reviews have recommended
the development of a ‘network’ solution as being a key enabler to deliver the
recommended clinical proposals. PDEG agreed the final recommendations for
‘Service Delivery Networks’, and this is shown in Appendix One.
A standard Service Level Agreement to support these network services has been
produced. This will be introduced during 2018/19 to support Level 2 and Level 3
Networks. The guiding principle is that the service will be provided in the best
interests of current and future patients. This may include:







Access times.
Provision to be as local as possible and as specialised as necessary.
High quality of care and high standards of clinical practice.
Continuity of care.
Operational and financial efficiency.
Service sustainability, including workforce sustainability.

Service Delivery Networks will maintain the original ASR mandate at their core:





Address inequalities in the health of the population of Devon and improve
outcomes via timely and responsive treatment and care that delivers reduced
variation in clinical outcomes
Improve service quality and sustainability in the interest of an equal standard
of care (not individual organisational interests).
Address the current ‘post code lottery’ where some people in Devon wait
longer for treatment and care than others depending on where they live.
Not focus on the future of individual hospitals in the current system, but will
seek to ensure that no single service change destabilises any hospital.

A set of principles developed by key stakeholders, confirm that Network provision
should:
i.

ii.

iii.

iv.
v.
vi.

vii.

viii.

ix.
x.

Follow the STP guiding principle that services should be provided locally
where possible and centrally when necessary to the delivery of ‘best care for
Devon’.
The service delivery, if cross organisational, delivers greater benefit in terms of
safety, effectiveness and affordability of care than any potential for adverse
impact of the essence of vertical integration that has been the cornerstone of
the approach to place based delivery of care
Ensure that service users across all parts of the STP have access to the same
established interventions (and new interventions as they are commissioned).
Providers in the network who have specialist resource must be willing to share
that resource to achieve this, and providers who do not have appropriate
specialist skills must develop networked arrangements with other providers so
that their patients are not disadvantaged.
Pre-planning will form the basis of all collaboration unless by exception of
requests for short term mutual support.
Each Service Delivery Network will review its services holistically to prioritise
the patient/service pathway.
In any collaborative venture the organisations have a shared responsibility in
relation to timely access for the placed based populations which benefit from
the service.
The principles of acute service/hospital collaboration and networking should
focus on sustainable and affordable services from a clinical/operational and
financial perspective with underpinning good governance to assure safe care.
All partners will take the learning from previous experiences of what works
well, and not so well, when operating cross-organisational service delivery
arrangements/networks in order to ensure that future arrangements deliver the
maximum benefits.
The developing mutual aid and network papers will be used as tools to support
collaboration.
Service management and infrastructure costs should be reduced as part of the
redesign where there is an opportunity to do so.

Guiding principles for future Acute Service Reviews
PDEG also agreed a set of Guiding Principles, which will be used for all future Acute
Service Reviews. These 10 principles are as follows:
i.

All Acute Service Reviews will be clinically-led and have at their heart the
‘triple aim’ of the NHS Five Year Forward View, with an additional ‘fourth
principle’ about improving the experience of our staff :
a. Improving the health of the population.
b. Improving the quality of care delivery.
c. Achieving better value by reducing the cost of care.
d. Improving the experience of staff working in our system of care, making
their jobs challenging but satisfying and increasing the attractiveness of
a career in the Devon health and social care system.

ii.

The managerial lead for the ASR Review will work in an organisationallyneutral way.
Transparency is important at all stages – trust is fundamental.
Each review will establish a Working Group which is responsible for ensuring
progress is made in accordance with the Project Mandate and for ensuring
clinical opinions are fully understood and built into any outcomes.
A clinical lead from each affected provider should be identified at an early
stage to act as a key point of contact for that organisation and to be part of the
Working Group (although this many of the responsibilities may be delivered via
e-mail communication and teleconference rather than creating an excessive
burden of meeting attendance).
A Project Mandate should be produced for each ASR Review and be
approved by the Working Group. This will include the scope of the review,
outline review timetable and key priorities.
Reviews will be supported by data rather than opinion. The data requirements
should be agreed by the Working Group and noted in the project mandate.
The STP Technical Variation Group will be used to produce and/or validate
activity and performance data (including GIRFT and Right Care) to ensure
data quality and consistency. Additional service specific data sources such as
national audits may also be used, but these will need to be validated by
clinicians within the service. Workforce data should be produced and/or
validated by the HR Directors’ Group. Financial data will be produced and/or
validated by the Deputy Directors of Finance Group.
Until the Project Mandate is formally approved, those involved should guard
against speculation about service reconfiguration. For example, any
suggestion that the review might lead to a major relocation of services could
set hares running and create unnecessary concern – with no organisational or
system wide agreement of this as a possible outcome.
Whilst ASR reviews are across both ASR and planned care programmes
some shared functions should support all projects to provide consistency in
content and timing. These should be communications and engagement, BI,
finance and workforce. Any service reconfiguration proposals should be
considered by the ASR programme group and SRO with then a combined
process to navigate the NHS England Strategic Sense Check.

iii.
iv.

v.

vi.

vii.
viii.

ix.

x.

Clinical leadership for reviews will be via the designated programme clinical leads
however it is recommended that reviews identify:





A senior clinical leader from within Devon System from outside the clinical
specialty area, willing to check and challenge.
Clinical leads from each STP organisation providing particular service.
Input from external clinical specialty expert.
GP representative (provider and commissioner view).

Each review should identify:





A clinical lead.
A management lead.
Project manager/support.
Business Intelligence, workforce, finance, communications/engagement,
digital and quality enabler support to be sourced via main programme.

7. STP Estates Strategy update
All STPs have been requested to submit an STP Estates Strategy and Wave 4
Capital Plans to NHS Improvement, NHS England and the Department of Health and
Social Care by 16 July 2018. Indications are that they may require submissions
earlier on 30 June 2018.
It is critical that the STP Estates Strategy is fully integrated with and enables the
wider STP service strategy and clinical configuration.
The STP capital bid submission also includes the opportunity to submit IT capital bids
that would not be covered by the NHS England provider digitisation fund. For this
reason it is proposed that a process for developing the Digital strategy and digital
capital bids is run in parallel to meet the capital bid submission deadline of 30 June
2018.
Detailed guidance relating to Wave 4 STP bids has been released, and the main
points are as follows:
i.

ii.

iii.

iv.

v.
vi.

vii.
viii.
ix.
x.

xi.

The STP submission will be the single point of access for funding. STPs are to
lead in prioritising individual bids as part of an overall STP Estates Strategy
submission.
The STP must submit an STP wide estates strategy with no separate ICS
submissions. Any ICS capital bids should be prioritised within the STP Estates
Strategy.
STPs should ensure that all capital projects are included for sign off,
regardless of the proposed funding source, even if funding is intended via
private finance.
All schemes where public capital is requested need to be prioritised by the
STP, regardless of whether the lead organisation is a Trust, Foundation Trust
(including SWAST), CCG, NHS England for primary care, NHS Property
Services or Community Health Partnerships.
Capital bids should include primary care projects.
Capital bids can include equipment and also IT bids which are not covered by
provider digitisation. For example, bids for pathology networks or telemedicine
are acceptable, but bids relating to Electronic Patient Records are not.
The STP capital allocation is up to 2022/23 so all the capital should be
planned to be spent within this period, with a majority spent by 2021/22.
Capital will not be made available for those schemes not identified as a priority
by the STP.
Bids for public capital must also include any schemes where funding is
intended via Local Authorities or pension funds.
If a scheme is genuinely wholly self-funded and does not require any approval,
a capital bid does not need to be submitted. However, the scheme should still
be included in the Estates Strategy so that the totality of STP plans can be
understood.
Successful bids will be announced in November 2018 but funding will not be
released until 2018/19. It is highly unlikely that many, if any, large schemes
with a capital ask > £100m will be approved or announced as part of this
process.

xii.

All capital will be subject to business case production and approval (this also
applies to Wave 3 bids awarded to T&SDFT and PHNT).
All public capital bids will be assessed against six criteria:
 Deliverability.
 Patient benefit and demand management.
 Service need and transformation.
 Financial sustainability (ability of the STP or organisation to absorb the
additional capital).
 Value for money.
 Strength of estates strategy (including level of stretch on disposals).
Schemes which replace current assets can be transformational. For example
theatres and wards as long as the model of care delivered from those is
significantly improved through the delivery of the scheme (e.g. length of stay,
reduction in referrals).
Reducing backlog maintenance should be one of the priorities in the STP
estates strategy.
Schemes will be assessed based on the value for money impact across the
entire system, not just on one organisation. Where a provider led scheme has
a clear commissioner impact that is not modelled this is likely to be
challenged.
It is highly unlikely any scheme which does not achieve significant savings will
be awarded funding.
The level of stretch on land disposals will be a key consideration in the STP
bid assessment process.
Disposals should also account for staff housing needs, in particular delivering
the expectation that staff will be offered right of first refusal on affordable
housing generated through the sale of surplus NHS land.

xiii.

xiv.

xv.
xvi.

xvii.
xviii.
xix.

A four stage process is proposed for ensuring all documentation is submitted by the
30 June 2018 deadline.






Stage 1: Paper to April 2018 PDEG requesting confirmation of overall
approach and governance.
Stage 2: Paper to May 2018 PDEG with draft STP Estates Strategy and draft
prioritisation of capital bids. PDEG to confirm agreement to prioritisation or
make any amendments as necessary.
Stage 3: Paper to June 2018 PDEG with final STP estates strategy, final
prioritised capital programme and draft bid templates completed. PDEG to
sign off Estates Strategy, prioritised capital programme and draft bid
templates.
Stage 4: Mid-June to Mid-July 2018: Individual Trust and CCG Board
approvals of STP Estates Strategy, prioritised capital programme and final bid
templates, prior to 16th July.

A Capital Prioritisation Panel be established which consists of individuals with a
broad range of clinical and STP workstream skills who can represent the whole STP
rather than individual organisations. This panel will have two specific tasks: placing
all STP public capital bids in a numbered priority ranking for submission to the May
2018 PDEG meeting; and undertaking a quality assurance review of the completed
bid templates for all prioritised schemes prior to the June 2018 PDEG meeting.

Appendix One
Proposed Levels of Service Delivery Networks
LEVEL 1
Service Quality and Effectiveness Network
All networks include the entire service MDT, representation on the network would be
via a designated lead for the service.
Core characteristics:
 Discussion of cases, peer review for specialist advice and support on the care
of individual patients.
 Mentor support for learning and improvement for individual clinicians
 Best practice reviews and Guideline development.
 Peer comparison of processes, pathways and outcomes to agreed priority
service improvements.
 Consideration of mental health pathways in either support of or an alternative
to elements of the current physical health pathways.
 Identification of areas of service which may benefit from more integrated
delivery between providers (SOPs to establish process for escalation of
identification and process for agreeing any SLA).
 Analysis and benchmarking of financial cost of delivering service at provider
and Devon level against upper quartile peer organisations with a continual
review of efficiency opportunities.
 Host provider to designate a clinical lead with appropriate administrative
support. The clinical lead’s Trust would normally host the network and provide
appropriate administrative support, with this clinical and administrative time
apportioned across the participating Trusts.
 Annual learning and improvement summary (potentially via peer review) to
host Trust MD for sharing and discussion through the Medical Directors
network meetings and with Commissioner via standard quality assurance
processes.
 Accountability for service delivery, performance monitoring and clinical
governance of the Trust-specific service retained by the individual Trusts.

LEVEL 2
Service network with cross-site delivery of all or some provision of service
This network would be appropriate where there are services where one or more
Trusts do not have the capacity or capability (workforce, infrastructure, etc) needed to
deliver that service to the standards required and may have to contract with another
Trust to secure that capacity for part or all of the service that they are commissioned
to deliver. This may require workforce to travel to provide the service on another site,
or patients to travel to another hospital to receive the service.
Core characteristics:
(To include all functions described at Level 1)
Plus:
 The network would develop and broker agreements on the cross site solutions
required, which could include joint (cross Trust) appointments and shared
rotas.







A contractual agreement would be put in place between Trusts for provider A
purchasing service capacity from provider B.
Accountability for quality standards, governance, complaints, performance
retained by purchasing provider where they provide the majority of the service
pathway.
Collaborative agreement on subspecialty areas for provision on a specified
(potentially single) site via a ‘host Trust’ arrangement for that element of the
service – the host Trust then assumes the accountability for and governance
of that element of the service and the commissioner contracts for that service
element from that Trust.
Host provider to designate a clinical lead with appropriate administrative
support. The clinical lead’s Trust would normally host the network and provide
appropriate administrative support, with this clinical and administrative time
apportioned across the participating organisations.

LEVEL 3
Lead provider network – one budget, full accountability
This network would be appropriate where the total service for Devon is delivered by a
single/lead provider and should be commissioned directly from that provider. The
specification will detail the access requirements (where to be delivered and how) and
the Lead Provider will need to subcontract for the infrastructure required from other
Trusts.
Core characteristics:
(To include all functions described at Level 1)
 Contract income for the total service and singular accountability for quality,
performance and governance.
 Provided through a single organisation/lead provider.
 Employer of all staff who deliver the service commissioned, and responsible
for deploying these staff to meet the access requirements defined in the
commissioning specification.
 Directly accountable via Lead Provider to commissioner (Devon-wide Strategic
commissioning function).
 Provider will designate a clinical lead with appropriate administrative support.
The clinical lead’s Trust would normally host the network and provide
appropriate administrative support, with this clinical and administrative time
apportioned across the participating providers.
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Executive Summary

The Board will be aware that over the past few months, the Trust has been developing and finalising
its plans for the 2018/19 financial year. In doing this, we have had regard to national planning
requirements and sought to develop a robust plan which provides clarity and focus to the whole
organisation on our priorities for 2018/19.
The attached Business Plan for 2018/19 includes the following key information:
•

Our strategic direction.

•

Our operational plan including key performance improvement trajectories.

•

Our financial plan including revenue, capital and cash budgets.

•

The key arrangements we have established to secure delivery of the plan.

Quality Impact Assessment
The savings plans within the Financial Improvement Plan are subject to Quality Impact
Assessments and are reviewed by the Director of Nursing and Medical Director.
Financial Impact Assessment
This paper updates the Board on the overall operational and financial plans of the Trust.
Regulatory Impact Assessment
This paper addresses the performance of the Trust against its statutory financial duties and against
NHS Improvement and Department of Health operational and financial standards.
Equality and Diversity Impact Assessment
There are no specific equality and diversity issues associated with this report.
Environment & Sustainability Impact Assessment
There are no specific Environment & Sustainability impacts identified.
Key Recommendations
The Board is asked to approve the Business Plan for 2018/19
Next Steps
The Trust Management Executive will oversee delivery of the plan and provide regular reports to the
Trust Board on our progress.
1
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Introduction
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Securing delivery
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1. Our collective challenge


Quality and culture: Improve quality and strengthen our culture in the context
of sustained operational and financial pressures.



Urgent care: Develop and deliver a robust capacity and improvement plan to
deliver the national 4 hour standard on a sustainable basis.



Elective care: Secure sufficient elective capacity to deliver national requirements
in terms of Referral To Treatment (RTT) times, volumes and 52 week waits.



Finance and efficiency: Deliver an extremely challenging financial improvement
plan effectively utilising all available tools such as Model Hospital and GIRFT.



Workforce: Develop innovative but realistic workforce plans to address capacity
gaps and known workforce issues (e.g. Junior Doctors and agency costs).



Integration: Improve integration of clinical pathways to provide greater
operational resilience.



STP: Continue to nurture relationships with the STP to optimise quality,
operational and financial benefits for the Trust and the population we serve.
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2. Our strategic direction

Securing delivery

Questions & discussion
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3. NHS Lean Programme
Our plan is underpinned by our desire to maximise the system
impact of culture change and continuous improvement using
NHS Improvement’s LEAN programme


We are committed to embedding a quality improvement philosophy in
all that we do by becoming part of a new programme of work with NHS
Improvement to deliver a “lean management system.”



The three-year ‘lean programme’ will build on the success of NHSI’s
partnership with the Virginia Mason Institute, which saw leaders and
clinicians across selected trusts receive tools and hands-on support,
including coaching, mentoring and education in lean techniques.



It also builds on other independent programmes in the NHS, such as
those rolled out by Western Sussex Hospitals, Royal Bolton Hospital and
providers in the north east.
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4. Urgent care
95.0%
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Actual

Trajectory

Securing delivery
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5. Urgent care


Hot Floor Project
– Immediate actions to mitigate risk to flow – urgent review of department, site
escalation & learning from breaches
– A review of ED internal standards, staffing & flow – reinvigoration of ED escalation,
staffing, benchmarking with other MTCs & external expert support on flow
– MAU improvements – reduction in delays for clerking & post take & improving bed
turnaround times
– AAU improvements – building increased capacity as an alternative to ED
– Patient flow improvements – improving number of patients that go to right specialty
bed & reducing transfer delays
– System learning of pathways – understanding how we can share simple clinical
information for daily learning & improve frequent attenders/callers pathways



Urgent Care Programme – from bed modelling work
– Reducing medical admissions by 5% (29 beds)
– Reducing LOS by 0.5 days (reducing outliers, stranded patients & improving ward
practices (65 beds)
– Reduce DTOCs to <= 3.5% of all beds (35 beds)



Red to Green
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6. Surge and Winter Planning













Early and system wide preparation
Primary Care improvement and capacity plans
NHS 111 and DDoC plans NHS 111 online (July 18)
SWASFT improvement plans – reduce ambulance delays
Acute and Community Hospital – bed model forecast and surge planning
(linked to increased productivity and demand management)
Seven day working for urgent care services
Extended site management – to cover the 24 hour period
Clear plan for scheduling elective inpatient capacity linked to a plan for
increased medical/surge capacity
Clear plan for intermediate care capacity (block beds and spot beds)
CCRT – intermediate care offer to be clarified and smaller services
integrated
Clear plan for care home support and wraparound
Home First capacity and delivery plan
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7. Planned care
Actual

Trajectory

87.0%
86.0%
85.0%
84.0%
83.0%
82.0%
81.0%
80.0%
79.0%
78.0%
77.0%
76.0%

Assumptions
• Stannon re-opens to elective Orthopaedics & Neurosurgery mid April 2018
• Elective cancellation rate does not increase
• Care UK partnership
• Cardiology Day Unit
• Theatre programme
• Outpatient programme
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8. Planned care


Specialties that declared a “gap” as part of Business Planning will
deteriorate
– Neurosurgery, ENT, Orthopaedics, Upper GI, Cardiology, Thoracic Med, Haematology,
Gynaecology & Neurology






Remaining specialties assumed to achieve RTT standard
“Gaps” identified via detailed capacity & demand planning – daily
capacity plans developed by SLs compared to demand levels determined
by Commissioners
Investments in business planning?
– 3rd Cath Lab & Outsourcing for Cardiology
– Consultant recruitment in medical specialties
– Increased outsourcing & CUK partnership for Orthopaedics





Theatre programme - 85% utilisation & reduced cancellations
Outpatient programme – 95% utilisation & improved booking practices
Admin improvement work – currently focussed on Cardiology
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9. Cancer
Actual
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10. Cancer


Deliver redesign of prostate & renal 62 day pathways – may require
capital spend



Additional Thoracic surgeon creating extra operating day & outpatient
capacity from April 2018



Deliver workforce plan for Radiotherapy (Radiographers & Oncologists)
by July 2018



Deliver recommendations from Breast Programme Board to include daily
PTL review



Theatre & Outpatient Productivity Programmes to support Cancer
waiting times e.g. reducing cancellations



Prioritise 2ww diagnostics over 6 week routine patients



For 2ww standard, minimise impact of patient choice by offering earlier
appointments and better patient education
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11. Diagnostics
Actual
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12. Diagnostics


Magnetic Resonance Imaging (MRI)
– Outsourcing continues
– 2nd re-locatable scanner operational from Dec 2018
– Commence contrast scanning on Care UK site from Jun 2018
– Commence contrast scanning on Derriford site from Jul 2018 to Oct 2018
– Upgrade MRI East scanner Oct/Nov 2018
– Demand forecast based on previous 4 yrs



Computerised Tomography (CT)
– ED scanner fully operational by April 2018
– Lightspeed upgrade complete by July 2018
– Key capacity constraint is Cardiac CT (need to identify additional capacity)
– Demand forecast based on previous 4 yrs

Introduction

Our operational plan

Our financial plan

Securing delivery

Questions & discussion

13. Diagnostics


Ultrasound
– Assumed level of additional lists based on previous year
– Capacity increase from newly qualified sonographers & returns from
maternity leave
– Demand forecast based on previous 4 yrs
– Further action required to meet huge increase in demand (c. 9%) and reduce
breaches



Endoscopy
– Continue running Saturday lists
– Deliver workforce plan for nursing staff
– Continue outsourcing to Nuffield (c. 30 per month) – reassess each month
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14. Workforce
If we are to address our challenges on a sustainable basis we must to
retain existing staff, recruit new staff and redesign our workforce

Retain
Redesign

Recruit
Recruit

Addressing
the
challenge
Retain

Redesign
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15. Retain


Understanding what people want



Improving the working environment
– Tackling work pressure
– Promoting breaks, safe travel and refreshments
– Better engagement between trainees and the board
– Clearer communication
– Rotas that promote work-life balance
– Rewarding excellence
– Wellbeing, support and mentoring



Communicating what we can offer



Managing the ‘external market’



Creating the cultural conditions for staff to thrive

Questions & discussion
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16. Recruit


Recruitment strategy
– Recruitment to individual positions vs Trust-wide
– Overseas recruitment



Enhancing our external reputation
– Clear plans to address our challenges
– Training, education, research
– Integration opportunities
– ‘Plymouth Prospectus’



Health Education England (HEE)
– Proactive engagement.
– Supported by robust workforce plans.

Questions & discussion
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17. Redesign


Workforce planning
– Implementation of comprehensive 3-5
year workforce planning arrangements.
– Shift focus from professional group silos
to multi-disciplinary service planning.
– New roles such as Doctors’ Assistants,
Physicians Associates and Advanced
Clinical Practitioners.



Training
– Review the timing of training days to
avoid periods of peak operational
pressure.
– Review training programme to minimise
peaks and troughs in resource
availability.
– Focus training investment on skills
required to meet future service models’

Securing delivery

Questions & discussion
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18. Estates priorities
We will work with Livewell SW to develop an updated Estates Strategy
which optimises our collective assets
Site Development priorities

Backlog Maintenance priorities

Major in-year schemes
• Cardiac Cath Lab Facility
• CT in ED
• Lightspeed upgrade
• Main concourse public toilets
Under development
• Hybrid Theatres
• MRI
• ED refurbishment
• LINAC replacement
• Pharmacy reprovision
• T3
• Midwifery Led Unit (MLU)

•
•
•
•
•
•
•
•
•
•

Pressurisation unit replacement
Fire protection upgrades
Bold system upgrade
Lift refurbishment
Electrical upgrades
Energy efficiencies
Roof replacement
Flooring repair and replacement
Air Handling Unit upgrades
Water Safety works
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19. IM&T priorities
We will recruit a Chief Clinical Information Officer (CCIO) to provide
clinical leadership to the digital transformation agenda
‘Business as usual’ priorities

Digital programme priorities

• N3 network replacement with the
High Speed Computer Network
(HSCN)
• Lan and WIFI replacement project
• Replacing the pager infrastructure
• Upgrading iCM (Order Comms) to
mitigate radiology requesting safety
concerns
• Upgrading CRIS (Radiology
Information System) to mitigate
radiology requesting safety concerns
• Meet our National Cyber Security
obligations

• Electronic Prescribing and Medicines
Administration (ePMA)
• Digitisation of the Medical Record
(eNotes)
• Implementation of a Theatre
Information Management System
(TIMS)
• SALUS2 – Front face of the new
Integrated Digital Care Record, locally
developed and to be provided to the
wider NHS
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20. Financial plan 2018/19
2017-18 Forecast
Non Recurrent STF
2017-18 Forecast Excluding STF
Non Recurrent items including CQUINN provision
FYE of other forecast expenditure and income
Non recurrent/FYE FIP
Underlying movements
Carry Forward
Tariff Inflation 2.1%
Inflation pressures
CNST tariff gain over cost increase
Contingency/Cost Pressures
Inflation movements
Tariff Changes
Tariff Efficiency 2%
FYE of 2017-18 Capacity /RTT investments
FYE of Income for Capacity/RTT Investments
Activity Growth Income
Activity Growth Costs
Flat Cash Impact
Other contract adjustments
Contract assumptions
2018-19 Position Before FIP
Review of plan to reduce FIP requirement
Funding to maintain STP 6% FIP Principle
Financial Improvement Plan
Deficit before STF
STF
2018-19 Control Total

Final Plan
(2.8)
(10.8)
(13.5)
(12.6)
0.0
(4.3)
(16.9)
(30.5)
8.1
(10.3)
3.4
(2.0)
(0.8)
(1.6)
(7.7)
(8.6)
8.6
15.1
(15.1)
(7.5)
(0.9)
(17.8)
(49.0)
32.7
(16.3)
16.6
0.3

Questions & discussion
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21. Non-recurrent items
Latest Trust
Plan
2017-18 Forecast

(2.8)

Non Recurrent STF
2017-18 Forecast Excluding STF

(10.8)
(13.5)

Non Recurrent items

(12.6)

Non recurrent/FYE FIP

(4.3)

Underlying movements
Carry Forward

(16.9)
(30.5)

This is based on the forecast outturn position of £2.9m deficit, reflecting £1.2m
better than plan for tranche 1 winter funding and £1.05m worse than plan for
loss of STF for Q3 A&E performance.
CCG income of £1.5m in 2017-18 from the Western System urgent care risk
share has been treated as non-recurrent.
There is further non-recurrent income from the STP year end arrangement of
£6m.
There is the impact of non recurrent winter funding and other non recurrent
income of £3.4m.
There is an impact of other non-recurrent of £1.2m (mostly the planned
reduction in the annual leave accrual).
£0.3m non recurrent Cancer funding
The non-recurrent FIP adjustments include £3m for non-recurrent CCG risk
share income to offset the bed reductions not made this year.
The Non Recurrent FIPs also includes £1m reduction in the depreciation
benefit for the new asset lives as this is required to fund increased leasing
commitments in 2018-19 and beyond.
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22. Inflation
Tariff
Assessment

Trust
Assessment

£m

Pay inflation

1.0%

1.0%

3.0

FYE of last years incremental increases

0.5%

0.5%

1.6

New year pay increments

0.5%

0.7%

2.2

Change in NI threseholds
Total Pay
Non pay inflation

0.0%
2.1%

-0.1%
2.2%

(0.2)
6.6

Tariff Drugs

2.1%

4.0%

0.6

Medical and Surgical

2.1%

2.0%

1.0

Rent and Rates

2.1%

3.5%

0.2

Domestic Contract

2.1%

3.0%

0.4

Utilities

2.1%

9.0%

0.4

Other Non Pay

2.1%

2.1%

0.5

Capital
Total Non Pay
Total Inflation

2.1%

4.0%

0.5
3.7
10.3

Tariff Inflation funding

2.1%

2.1%

8.1

Inflation
Pay

Clinical Negligence Scheme for Trusts
Tariff CNST funding

(0.9)
2.5

This is likely to be higher based on the recommendations of pay review bodies but this is
expected to be matched by additional income.
This is higher then originally forecast following a detailed costing of new increments as a
high number of consultants are expected to pass through a pay progression increment in
2018-19 compared to 2017-18.

An assessment of increases in the last 12 months and other judgements by the pharmacy
team indicate inflation of 4%
Assessed by procurement department to be close to tariff assumptions although there are
some differences for smaller categories.
Assessed by the site services team from a review of contract increases that are close to RPI
not CPI.
Assessed by the site services team from a review of contract increases that are close to
current CPI inflation rate of 3%. This contract includes an element of pay increases to Serco
staff.
The site services team has assessed recent and forecast contract increases which indicate
that utilities inflation in gas and electric in particular are high at 10% giving an overall
increase in utilities of 9%.
Assessed by procurement and IT department to be close to tariff assumptions although
there are some differences for smaller categories.

As shown above Trust inflation assessments are higher than tariff. There is also an under
funding as the tariff increase does not cover all expenditure
Notification of the contribution is a reduction of £0.9m. The control total was adjusted
accordingly.
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23. Contract movements
Contract assumptions

Latest Trust
Plan

Tariff Changes

(1.6)

Tariff Efficiency 2%

(7.7)

FYE of 2017-18 Capacity /RTT
investments

(8.6)

FYE of Income for Capacity/RTT
Investments

8.6

Additional Activity Growth Income

15.1

Additional Activity Growth Costs

(15.1)

Flat Cash Impact/Commissioner
QUIPP

(7.5)

Other contract adjustments

(0.9)

Contract assumptions

(17.7)

Non elective growth is significant at 6% in medicine so therefore the non-elective marginal
rate of 30% applies to this growth. This tariff impact is £2.5m although offset with an
increase in the CQUIN tariff value of £0.9m this has an estimated impact of £1.6m on the
plan.
This reflects the full year impact of investments made this year that primarily includes the
AAU, Neurosurgery and CT in ED but also a range of other investments across numerous
service lines.
The plan assumes that the investments above will earn income in line with the full year
effect of these costs.
The total value of demand increases and backlog clearance to achieve 100% of national
performance standards is £32.9m but the Trust has provisionally notified commissioners of
capacity gaps of £9.6m (see next slides for details) taking the initial contract growth to
£23.7m. Of this £8.6m is assumed to offset investments implemented last year, leaving
£15.1m further increase.
Costs matching growth income has been assumed in the plan which allows any productivity
gains in delivering this activity that minimises these costs to contribute to the FIP. The
review and costing up of all capacity solutions and productivity improvements has not yet
been completed but the ambition of these is reflected in the Trust’s FIP plan.
The impact of the flat cash assumption with the STP is currently estimated to remove
£7.5m. This includes £6m of growth, less £1.2m of non-elective marginal threshold
adjustments, and £1.7m tariff increase for CNST increases. Although CNST has reduced the
funding in tariff it still be required to offset any increase in control total.
There is an additional cost of the STP year end settlement of £0.9m reducing income in
2018-19.
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24. Demand – Calculation of growth
Outpatients and Elective Care

Referral data for the last 2 years was given by type ie GP/Other, consultant/non consultant, 2ww, etc for each specialty.

Firstly a mathematical model is used. If growth goes up one year and down the next then flat growth is assumed as no
pattern seen.

If growth goes up or down for the 2 years consistently then the last year’s growth is halved as the predicted growth for
18/19 (to smooth out movements).

These growth rates were reviewed by PHNT’s Business Advisors for each relevant service line who worked with the service
areas to understand whether there were any issues with the mathematical model. Proposed changes were then reviewed
by Joint Trust Working Group (JTWG) and some further evidence was required for some changes.

This gave overall growth across all referrals Trust wide of 1.84%. A key specialty with growth is Breast Surgery (13%).

NEW Devon referral growth when translated through to outpatient and elective care equates to £1.1m (1.68% on 17/18
FOT).
Non Elective Care

Average growth over the last 3 years was used as the basis, with activity grouped into the 5 categories as listed below. This
was then reviewed with care groups and adjusted for any items in this period that would skew the position. The growth by
category is shown below:

Emergency Department
Average growth for the last 3 years by HRG was used as the basis for the growth estimate. Overall activity growth is 3.7%.
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25. Demand – Activity modelling
Outpatients and Elective Care

The forecast outturn of referrals for 17/18 are inflated/deflated by the growth percentage from the growth modelling. The
model uses conversion rates to model through how much activity in outpatients and admitted care this level of referrals
would create. The model also calculates the non recurrent activity required to meet RTT (both outpatients and admitted
care).

Time critical follow up backlog is also added into the plan. Other follow up backlog is not added into the activity plan.

The HRG plan was created using activity from the case mix period being applied to the activity expected for each speciality.

The Trust has removed capacity gaps based on a view of service line capacity plans. This in turn has been used to model an
RTT Trajectory.
Non Elective Care

Activity for each specialty was taken from October 16-March 17 and the growth percentages for the relevant category
applied to bring them up to 17/18 levels, and this was added to activity from Apr 17 – Sept 17. This total activity then had
the relevant growth percentage applied.

The activity numbers including growth were then made into an HRG plan using a 12 month casemix period (with the 17-18
Information Rules applied to the whole period).
Emergency Department

The growth rates for each HRG are applied to a 17/18 HRG level forecast outturn.
Excluded Service Schedule (ESS)

The ESS plan is based upon 2017/18 month 6 forecast. PHNT Business Advisors reviewed this with service areas, and
adjustment was only made by exception if there was something seasonal or a reason to adjust this forecast position.
Pass through

The pass through drugs plan is nearing completion reflecting growth estimates and analysis of new drugs.
Movement in Activity

For a number of years PHNT declared that they could not perform the level of Neurosurgery activity required and the
activity was removed from the contract as a capacity gap. Last year the simple spinal list was closed. Therefore activity was
commissioned from other providers by NHS England. As part of the Information Rules this activity came across to CCGs.
This activity is included in the plan.
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26. Demand – growth rates
NON-ELECTIVE GROWTH PROPOSED
Rolling year Oct-Sept
Children's
-4.3%
2012-2013
-2.4%
2013-2014
7.8%
2014-2015
10.3%
2015-2016
2.1%
2016-2017
6.7%
3 year average
Growth agreed after
Comissioner and Service
Lines discussions
Orthopaedics
Cardiac Surgery
Neurosurgery
Clinical Haematology
Plastic Surgery
Thoracic Surgery
Cardiology
Urology
Endoscopy

2.1%

Medical
4.8%
3.3%
7.8%
3.2%
7.0%
6.0%

Other
7.6%
-4.5%
-29.3%
8.9%
15.1%
-1.8%

Surgery
-7.3%
4.1%
-0.8%
-7.6%
13.0%
1.5%

Women's
-24.3%
-13.8%
0.0%
-7.1%
-4.1%
-3.8%

Grand Total
-4.5%
0.0%
3.7%
2.6%
5.5%
3.9%

6.0%

7.0%

1.5%

0%

3.8%

Elective Growth in largest specialties
-0.1% Colorectal Surgery
14.6% ENT
0.0%
Ophthalmology
1.3%
Upper GI Surgery
2.7%
Gynaecology
6.8%
Vascular Surgery
8.3%
Hepatobiliary & Pancreatic Surgery
0.8%
Breast Surgery
0.0%
Maxillo Facial Surgery

4.2%
0.1%
2.5%
0.4%
0.8%
0.0%
5.3%
13.1%
-0.1%
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27. Capacity plans - elective




A summary of the Trust’s elective activity plans is given below.
Demand
Sum of FOT 17/18
Referral/Activity growth
Non recurrent Demand
Total Demand

Spells
60752
3149
6364
70265

Final Capacity plan 18/19
Capacity gaps

66966
-3299

Spells
60752
643
1894
63289
1836
1840
66966

Capacity gaps have been declared in the following areas. (These areas are also where some of the
significant risks of delivery lie)
Cardiology
Clinical Haematology
Neurology
Thoracic Medicine
ENT



Capacity
Sum of FOT 17/18
Service Line capacity plans above FOT
Adjustments to plans (corrections to submitted capacity plans)
Total Expected Starting Capacity
Service Line additional capacity - Productivity
Service Line additional capacity - Investment needed
Final Capacity plan 18/19

-200
-250
-300
-150
-400

Upper GI
Neurosurgery
Orthopaedics
Gynaecology
Total

-600
-450
-799
-150
-3299

The modelling of the impact of these gaps on RTT performance is given below.
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28. Capacity plans - outpatients




A summary of the Trust’s outpatient plans is given below.
Demand
Sum of FOT 17/18
Referral/Activity growth
Non recurrent Demand
Total Demand

Spells
528619
14320
13051
555990

Final Capacity plan 18/19
Capacity gaps

554340
-1650

Capacity
Sum of FOT 17/18
Service Line capacity plans above FOT
Adjustments to plans (corrections to submitted capacity plans)
Total Expected Starting Capacity
Service Line additional capacity - Productivity
Service Line additional capacity - Investment needed
Final Capacity plan 18/19

Spells
528619
-36232
40510
532897
12401
9042
554340

Capacity gaps have been declared in the following areas. (These areas are also where some of the
significant risks of delivery lie)
Cardiology
Clinical Haematology
Thoracic Medicine

-300
-500
-850
-1650

Gaps on new outpatients have been included within the RTT modelling.
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29. Capital Plan





Capital guidance was sent out and service line returns required by 30th November.
Prioritisation of plans completed by care groups in December. Review by Capital Steering
Group and Investment Panel Review completed.
The Trust originally planned a phase 2 of capital plans funded from a surplus control total.
This phase can no longer go ahead as a surplus plan is not possible.
The capital plan can be described as follows:
1. Phase 1 capital plans funded from Trust depreciation: This is valued at £12.7m and
includes commitments carried forward from 2017-18 and urgent priority ‘must do’ plans
for 2018-19.
2. Department of Health STP funded programme: This includes the Hybrid Theatre project
where has now been approved by NHS England and NHS Improvement (subject to
completion of business case process).
3. Externally funded loans (Salix loans): This element includes energy programmes of
£1.6m.
4. Proposed Leasing plan: The proposed leasing plan includes high value equipment with a
capital equivalent value of £17m. This programme covers essential imaging equipment
where a significant capacity shortfall is in place. Where significant in value (in line with
Trust policies) each project will have a completed business case that will demonstrate
the value for money case and other leasing impact. The majority of commitments will
not be made until Q3/Q4.

Introduction

Our operational plan

Our financial plan

Securing delivery

Questions & discussion

30. Capital Plan 2018/19
Sources/Release of Funding

£'000s

Comments

Capital Tranche 1

13,071

DoH Funded – Work up of
Interventional Radiology project

1,500

Salix Loan

1,574

Programme starting from 1st April
Value to be confirmed – may required loan
funding to bridge funding gap until full approval
and release of funds
Subject to successful application

Leases

16,930

Total

33,075

Capital equivalent value- programme starting
from 1st April



All Leases will be subject to Business Case and VFM test.



Full year effect revenue consequences of leases is circa £2.5m per annum. This will
require financing in future years.



2018/19 current year effect circa £500k, released from 2017-18 depreciation
saving.
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31. Cash Plan


The Trust’s cash plan has been updated reflecting both plan options.



Under option 1 the Trust is expected to end the year with circa £90m of revenue support
loans. The first of these taken in February 2016, for £23.5m, is due for repayment in February
2019 but the Trust has received confirmation the NHSI will extend these terms.



A breakeven position means that the Trust would not required any additional revenue cash
support from the DoH that would increase this balance by the end of 2018-19 (This excludes
any support taken in lieu of STF funding) .



If the control total is not accepted, and surplus not achieved then further revenue support
funding in line with any deficit would be required as in previous years. Acceptance of this plan
by NHSI would mean this cash support would be forthcoming.



An element of in year cash support is expected to be required but this would be repaid by the
year end. This is because the FIP plan is shows savings are back loaded so deficits may be
expected in the first half of the year. Any STF receipts are also expected to be in arrears
during the year. There is also expected to be an in year movement of capital creditors and
other working capital patterns (e.g. CNST instalments) that increase the cash requirement in
the first half of the year. Therefore an element of in year support is likely to be required.



The year end cash balance of £4.2m is planned to reduce as capital creditors are reduced and
working balances return the previous level.
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32. Cash Plan 2018/19
Description
Starting Cash Balance
Planned Surplus/(Deficit)
Depreciation
Existing Capital Loan Repayment
Capital Expenditure Plan Phase 1
DoH Capital Funding/bridging loan
Capital Expenditure DoH Funded
Other Capital Funding (Salix)
Other Capital Expenditure (Salix)
Serco Contract retendering costs to be amortised
Working balances movements
Cash Requirement
Revenue Support Funding
Closing Cash Balance

Final Plan
(£m)
3.2
0.3
13.5
(0.8)
(12.7)
1.5
(1.5)
1.6
(1.6)
(0.5)
(2.0)
(2.2)
0.0
1.0
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33. Securing delivery
We are developing a Managing &
Performance System (MaPS) to
oversee delivery:


Each strategic ambition is
supported by a series of more
specific objectives.



There will be a clear
statement on how we intend
achieving each objective



This will be supported by a
series
of
measurable
quarterly milestones.

Securing delivery

Questions & discussion
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34. Executive leadership
We have established robust arrangements for overseeing and
securing delivery of our 2018/19 Business Plan
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35. Board oversight
We will need to maintain absolute focus throughout the year
and commit to our ongoing development


Focusing the role of the Board
– Achieving a balance between strategy, culture and delivery
– Integration agenda.



Enhancing the impact of Committees
– Provide the Board with stronger assurance
– More action-focussed



Committing to our development
– Commitment to reflect, learn and improve – NHS Lean Programme.
– Improving our impact using the ‘well-led’ framework.
– Enhancing our individual and collective visibility.
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Executive Summary

Our performance reporting framework has been aligned with the domains of care being used by the
Care Quality Commission and other health regulators. These nationally established domains of care
are safe, caring, responsive, effective and well-led (workforce).
This report also summarises our performance in respect of finance and efficiency. This approach
enables us to adopt an integrated approach to analysing and understanding a wide range of
information.
The key issues set out in this report will be summarised in a presentation to the Trust Board.
Quality Impact Assessment
Meeting all key performance targets will ensure the Trust minimises any risk to patient care.
Financial Impact Assessment
The report includes a summary assessment of the financial impact of our performance.
Regulatory Impact Assessment
This is a key report relevant to the Trust meeting NHSI requirements and CQC standards.
Equality and Diversity Impact Assessment
There are no direct equality or diversity implications associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environment of sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the key issues highlighted in this report, the actions we are taking to
address these issues and, where appropriate, our plans for improvement.
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Executive summary
Caring

Responsive

Safe

This report summarises the Trust’s performance
against the caring domain using a number of
established performance indicators including:

The Trust observed an improvement in ED 4hr
performance in April with 80.7% of patients dealt
with in less than 4hrs compared to 75.7% in
March. The short waits in the Minor Injury Units
boosted overall PHNT performance by 8.9%.

The monthly safer staffing return for April 2018
was 88%.

•

PALs enquiries

•

Complaints and compliments

•

Friends & Family (FFT) recommender scores

•

NHS Choices rating.

The Trust generally continues to perform well in
these areas, however, it is important to recognise
that the overall experience of our patients is
informed by a wider range of intelligence such as:
•

National and local surveys.

•

PLACE assessments.

•

CQC feedback.

•

Feedback from external organisations.

Many of these are assessments at a point in time
and are reported to the Board at different stages
of the year. In order for the Trust Board to gain a
rounded picture of patient experience, the
supporting presentation to the Board will explore
this in more detail and bring together all of the
intelligence we currently have available to us in
this important area.
Integrated Performance Report

The average number of daily ED attendances
increased to 276 in April from 269 in March, a
third consecutive monthly increase in attendance
volumes.
We observed 41.5 breaches of the 62-day Cancer
standard in April, 29 of which were attributable to
hospital reasons. Key areas of challenge were
delays in diagnostic or treatment planning (14
breaches) and inpatient capacity (4.5).
Trust-level diagnostic waits have deteriorated in
April with 16.7% of the waiting list (1605 patients)
having waited 6+ weeks or more compared to
12.3% (1144) in March.
114 operations were cancelled on the day of
admission for hospital reasons in April
representing 2.52% of elective admissions. A
further 283 operations were cancelled or
rearranged in advance of the day of operation
during the month. There were 26 breaches of the
28-day rebooking standard in April.

There have been no cases of avoidable hospital
apportioned MRSA bacteraemia reported in April
2018.
There were 1,236 patient safety incidents were
reported to the NRLS in April 2018. Of these 23%
resulted in some form of harm, loss or damage,
which sits below the national average. 1 ‘Never
Events’ have been reported since the last Trust
Board. 3 serious incidents were reported in April
2018. 95.1% of care was assessed as harm free in
April 2018.
We observed a daily average of 48 medical outliers
in April and 26 escalation beds open to cope with
the emergency demand.
We are seeking further reductions in harm events
through a variety of quality improvement projects.
All Serious Incidents continue to be subject to Root
Cause Analysis (RCA) investigations and lessons
learned shared throughout the Trust. Our Harm
Free Care Group acts as the lead forum for
promoting and embedding Harm Free Care to
support the delivery of the Trust quality care aim.
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Effective

Workforce

Finance

The Trust’s HSMR for the latest available month of
data (Feb-18) was 107. The Trust’s SHMI for the
latest available month of data (Dec-17) was 108.

This report summarises our performance using a
number of established workforce performance
indicators. The below summary focuses on the
current position with regard to staff experience.

At its private meeting in April the Trust Board
approved a planned deficit position of £16.3m,
improving to £0.3m surplus after Sustainability and
Transformation Fund (STF, now known as Provider
Sustainability Fund PSF). As highlighted in the
meeting the Trust had received late notification of
the reduced value of PSF available. This has now
been confirmed which meant the Trust’s planned
deficit of £16.3m remains unchanged, but the PSF
will only improve the position to £3.8m deficit.

We achieved our target of 99.5% of all General
Anaesthetic cases receiving a WHO surgical safety
checklist by achieving 99.76% compliance in April
2018.
The follow-up backlog reduced by 736 patients in
April to 34,131. There are 7620 patients flagged as
time critical who have gone past their see-by-date
and are now in this backlog. The number of
backlog patients who have waited more than a
year past their see by date now stands at 1146.
The Trust’s readmission relative risk has shown
slight improvement and currently sits at 93 for Jan18, indicating that we have observed 7% fewer
readmissions than would have been expected
given the case-mix of patients treated during that
month.
The Quality Improvement Committee is overseeing
a number of projects aimed at reducing deaths.
These include identifying and acting on severe
sepsis and deteriorating patients.

Integrated Performance Report

The Trust staff friends and family test results for
the final quarter of 2017/18 have shown a
significant positive increase in both of the key
questions. 70% of those surveyed (sample size
204) stated that they would recommend the Trust
as a place to work (compared to 47% in quarter 2
17/18) and 81% stated they would recommend the
Trust as a place to receive care (compared to 75%
in quarter 2 17/18).

Achievement of the deficit plan of £3.8m is reliant
on delivering a financial improvement plan of
£32.9m with a significant element of the savings to
be delivered in the second half of the year.
In month 1 the Trust recorded a deficit of £3.48m,
£1.45m adverse against plan in month. FIP
achieved to date is £0.83m, a £0.76m adverse
variance against the target. The income and costs
associated with service delivery show an adverse
variance of £0.68m, of which £0.93m relates to
adverse contract income, with the remaining
balance an underspend on clinical budgets.
The cash balance in month 1 is £1.0m, in
accordance with plan. Capital expenditure is also
in line with plan.
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Operational context
Emergency Department attendances

High Triage attendances

Average daily attendances
300

Average daily attendances

290

45%

40%

% of total attendances

The average number of daily ED attendances increased to 276 in April from 269
in March a third consecutive monthly increase in attendance volumes. With
regards 2017/18, the Trust dealt with 1,872 more Type-1 ED attendances than
our contracted plan and 3,963 more than in 2016/17.

35%

30%

25%
280
20%

270
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15/16
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16/17
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Inpatient admissions

250

5250

230
Apr
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Jul
2016/17
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Sep
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2017/18
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Jan
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In late November 2017 the Emergency Department (ED) upgraded its software
to make it compliant with the Emergency Care Dataset (ECDS), a National NHS
Digital initiative linked to the Urgent and Emergency Care CQUIN. The new
system is easier to follow and better represents the presentations to a modern
ED, however the down side is a temporary loss of reporting continuity which
will resolve in the coming months as the ATS beds in.

No. of emergency admisisions
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4250
4000
3750
3500
Apr

May

Jun

Jul
2016/17
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Medical outliers

Delayed Transfers of Care (DToCs)

We observed a daily average of 48 medical outliers in April and 26 escalation
beds open to cope with the emergency demand.

A piece of work to validate delayed transfer of care data following a regional
comparison has revealed an historical underestimation of the number of bed
days attributed to patients whose discharges are delayed. The new, more
accurate reporting methodology has resulted in the sharp increase evident in
the graph below.

Integrated Performance Report
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As at April we have received 37 (0.3%) more referrals than plan so are very
close to predicted levels, however despite this balance at Trust total level, we
have received 6.7% more 2ww Cancer referrals than planned in Month 1 which
require the patient to be seen urgently.

Devon

2,000

Jun…

During April, 26 of our cancelled patients were not rebooked within the
nationally set 28-day timeframe. This level of performance is a significant
improvement on March (53) but clearly remains an area requiring further work
and in addition to the effect on patients, we do not get paid for these
procedures when we do eventually treat them.

Plymouth
2,500

Apr…

The Trust observed an improvement in ‘on the day’ cancellations in April but is
still cancelling a higher than usual volume of patients in advance of their
procedure date due to the high level of emergency demand and the knock-on
effect on bed availability.

No.of bed days attributed to delay

Elective cancellations
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‘Caring’ metrics
Description

Current Performance

PALS

There were a total of 493 PALS
enquiries in April 2018.

Ombudsman New cases
Monitoring update on new
cases received and those
currently open.

No.

500

Waiting list issues
Outpatient Delays / Cancellations

95
25

Results General

16

400
300

Issue by service line
•
Waiting list issues – Trauma, Orthoapedics &
Rhuematology - 14
•
Outpatient delays – Cardiology – 5
•
Results General – Cardiology - 5

200
100
-

A total of 60 complaints were
received in April 2018.

No new PHSO enquiries received in
April 2018.

80

50

60%

40
40%

30
20

20%

6

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

Apr-16

Feb-16

Oct-15

Dec-15

-

0%

% completed within target

80%

60

10

5

1 case was closed during this month

100%

70

Jun-15

9 complaints have been reopened, of
the 9 cases 6 are within the Surgical
Care Group, 1 in Medicine and 2
Women & Children’s. Key reasons for
reopening a complaint:
• Failed to fully answer questions 4
• Local resolution meeting 2
• Remains dissatisfied 3

Complaints received

Aug-15

We aim to be open and
transparent with patients,
providing them with a
clear and timely response
to any complaints they
may have.

Top issues

Apr-15

Complaints

Some of this is attributed to the
backlog in the recording of NHS
Choices and Care Opinion.

Comments

600

Number of complaints

Our Patient Advice &
Liaison Service (PALS)
receives important
feedback from patients.
We are committed to
using this information to
improve the quality of
service we provide to our
patients.

Trend

There is currently one open complex case and one
serious complaint which has been reopened. Cases
are summarised in Annex 2.
Top 3 issues
Communication with patients &
relatives
Quality of Clinical Care
Quality of Nursing Care

No.
32
21
16

At the end of April we have 3 open cases with
investigations on going.

4
3
2
1
0
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Caring

Responsive

Safe

Description

Current Performance

Ombudsman closed cases

No new PHSO enquiries received in
April 2018.

Monitoring update on
cases that have been
closed and whether they
have been upheld or not.

Effective

Workforce

Trend

1 case was closed during this month

Finance & Efficiency

Comments
At the end of April we have 3 open cases with
investigations on going.

6
5
4
3
2
1
0

Inpatients

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

Apr-16

Feb-16

Oct-15

Dec-15

-

95.0%
90.0%

92.95%

Apr-18

Outpatient

70.0%

Feb-18

96.72%

Oct-17

92.98%

Maternity (Point 4)

Dec-17

Maternity (Point 3)

Top 3 themes for compliments
Quality of nursing care
Communication with relatives / patients
Staff attitude – empathy and compassion

No.
16
9
9

ED overall scores, including MIUs have remained
stable at 94.61%. Derriford ED individual scores
have improved in month to 93.41%. MIUs 99.33%
Aug-17

75.0%
Jun-17

80.0%

98.08%

Apr-17

90.91%

Maternity (Point 2)

Feb-17

Maternity (Point 1)

No.
19
5
52
108
27
138
349

Inpatient and day case recommender score for
April 18 has improved to 97.52%.

Dec-16

85.0%

Oct-16

94.61%

Jun-16

Emergency

Aug-16

97.52%

Praise & Thanks received through:
Complaints
PALS Enquires
Ward Based Compliments
Inpatient FFT Comments
ED FFT Comments
Daycase FFT Comments
Total

Response rate for inpatient and day case FFT has
improved in month to 46.9%, against a target of
40%. Total responses received for Derriford ED and
MIUs 1465 and I/P & DC was 2621.

Emergency

100.0%

Inpatient & Day case

Detailed results are included in
annex 4.

Integrated Performance Report

100

Apr-16

% Recommended

200

Feb-16

Description

300

Oct-15

FFT performance in each of the areas
as reported in April 2018 is shown in
the table below:

400

Aug-15

The Comments noticeboard can be
seen in Annex 3

500

Dec-15

The Friends and Family
test was introduced in
2013 and provides regular
feedback from patients on
the quality of care
received.

600

Compliments received in the Trust
are collected across a number of
areas, including PALs, Complaints,
FFT, media, wards and departments.

Aug-15

Friends & Family Test

700

Jun-15

It is important to review
and share compliments,
there are received through
numerous routes and are
collated into one table to
provide an overall picture.

The Trust received 349 compliments
during April 2018.

Apr-15

Compliments

MIU response rate has a tendency to fluctuate,
7.6% in April against a target of 20%. ED response
rates have improved to 11.5% against a target of
20%.

Page | 9

Caring
Description

Mixed Accommodation
The Trust is committed to
eliminating non-clinically
justified mixed sex
accommodation.

Responsive
Current Performance
There were 639 clinically justified
breaches and 0 non-clinically
justified breaches in April 2018.

Safe

Effective

Workforce

Trend

Comments
Clinically Justified

Non-clinically justified

The spike in clinically justified breaches over
Winter represented the relaxation of National
rules. This allowed Trusts to mix patients to in
order to maintain the highest standards of care
and patient safety during Winter under
exceptionally challenging operational pressure.

1,400
1,200
1,000
800
600
400
200

Jan-18

Mar-18

Nov-17

Jul-17

Sep-17

May-17

Jan-17

Mar-17

Nov-16

Jul-16

Sep-16

May-16

Jan-16

Mar-16

Nov-15

Jul-15

Sep-15

May-15

Jan-15

Mar-15

-

Integrated Performance Report

Finance & Efficiency

The Trust returned to normal practice around
maintaining single sex accommodation in earlyApril.
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Responsive’ metrics
Description

A&E
At least 95% of patients
attending our Accident &
Emergency Department
should be admitted,
transferred or discharged
within 4 hours.

Current Performance
The Trust observed an improvement in
ED 4hr performance in April with
80.7% of patients dealt with in less
than 4hrs compared to 75.7% in
March.
Type 1 performance i.e. the
performance of our ED Dept alone was
71.8% with the short waits in the
Minor Injury Units boosting overall
PHNT performance by 8.9%.

Trend

Comments
The average number of daily ED attendances
increased to 276 in April from 269 in March, a
third consecutive monthly increase in
attendance volumes.

100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%

With regards 2017/18, the Trust dealt with 1,872
more type-1 ED attendances than our contracted
plan and 3,963 more than in 2016/17.

ED

Ambulance Handovers
Local standards require
that no patient
experiences a delay of >15
mins between their arrival
at ED and handover to the
clinical team.
Contract penalties are in
place for delays exceeding
30 mins.

The % of ambulances waiting >30 mins
for handover has reduced in April to
3.2% (110), and is beginning to fall
back into line with pre-Winter levels.

MIU

Target

9.0%
8.0%
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

NHSI Trajectory

The continuity of monitoring the high-acuity
patients attending ED (triage category 1 & 2
patients) has been temporarily interrupted
following the introduction of the new ECDS
(Emergency Care Data Set). The ECDS has been
developed over 2 years, with clinical leadership
provided by the Royal College of Emergency
Medicine, to ensure that the information
collected via the ECDS is the right information to
enable a greater understanding of A&E activity.
We now have 3 months of data but cannot
discern any meaningful trends based on such a
short period of time.
Work around site flow, the use of the transfer
teams, reducing the reduction of crowding in ED
and hourly assessment of the ‘pace’ on-site has
helped contribute to this improvement in
ambulance handover delays.

% waiting >30 mins

Integrated Performance Report
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Caring

Responsive

Safe

Description

Current Performance

Referral To Treatment

In April the Trust achieved an RTT
Incomplete Pathways performance of
79.9% against an NHSI trajectory of
79.6% and a National Standard of 92%.

The RTT Incomplete
Pathways standard reflects
what proportion of the
entire waiting list has been
waiting less than 18
weeks.

Workforce

Trend

National standards
Description
Incomplete
pathways
18+ week backlog
52 week waiters

Effective

88.0%
86.0%

Comments

Actual

A key driver for this RTT performance
improvement is the reopening of our elective
Orthopaedic ward following its use as a medical
escalation ward during the Winter months. We
have also seen a drop in the number of
outpatient clinics cancelled due in part to
improved consultant availability as the Winter
operational pressure begins to subside.

NHSI Trajectory

84.0%
82.0%

Target
92%

Apr-18
79.9%

80.0%

1800
0

5252
113

76.0%

78.0%

We remain committed to treating the longest
waiting patients however the number waiting
52+ weeks has increased in April to 113. Almost
half of these patients are Orthopaedic, an issue
related to the Winter closure of Stannon. The
remainder in other specialties have varying
reasons including 40 of these having some
element of patient choice in their pathways.

NHSI trajectory 2018/19
Description
Incomplete pathways
18+ week backlog
52 week waiters

Plan
79.6%
5287
159

Finance & Efficiency

Apr-18
79.9%
5252
113

NHSI are monitoring us against the
total number of patients on an
incomplete
pathway in
18/19.
Trajectory and actual numbers can be
seen on the chart

Cancer
The NHS Constitution sets
out a number of rights for
patients with suspected
cancer. In addition to
these individual rights
there are a number of
waiting time performance
measures for which the
Trust is held to account.

National Standards
Description
31 day decision to treat
62 day urgent GP referral
62 day screening referral
62 day c’sultant upgrade
31 day DTT to surgery
31 day DTT to drugs
31 day DTT to radioth’py
2 week breast symptom
2 week urgent GP referral

Actual
92.0%
76.9%
92.0%
54.8%
89.5%
98.9%
71.4%
39.2%
88.6%

Improvement Trajectory 2018/19
Description
62 day urgent GP referral

Integrated Performance Report

Target
96%
85%
90%
85%
94%
98%
94%
93%
93%

Target
80.3%

Actual
76.9%

Description
31 day decision to treat
62 day urgent GP referral
62 day screening referral
62 day c’sultant upgrade
31 day DTT to surgery
31 day DTT to drugs
31 day DTT to radioth’py
2 week breast symptom
2 week urgent GP referral

A

M J

J

A

S

O

N

D

J

F

M

We achieved 2 of the 9 National Cancer Standards in April and
fell short of the NHSI improvement trajectory for the core 62day standard.

We observed 41.5 breaches of the 62-day
standard in April, 29 of which were attributable
to hospital reasons. Key areas of challenge were
delays in diagnostic or treatment planning (14
breaches) and inpatient capacity (4.5).
Nationally we have seen a significant increase in
demand for the new Prostate Cancer Pathway
and we have struggled to keep up with the
number of referrals. Whilst we have been able to
bring in more capacity for the Imaging element
of the pathway in the form of a mobile scanner,
we are limited in our ability to increase the other
steps e.g. TRUS biopsy and surgery.
The service line are putting on additional clinics
in an attempt to compensate but a significant
injection of capacity will be required if demand
continues to rise.
Page | 12

An action plan is in place for all struggling
modalities and key actions include:-

10.0%

US - Opening a new Ultrasound room in AAU and
bringing in a locum sonographer to provide up to
100 additional Ultrasound scans per week.

April 2018
Test
Breaches
MRI
629
CT
310
Ultrasound
279
Colonoscopy
233
Other tests

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

0.0%

Oct-16

5.0%

Dec-16

The Trust delivered against the April
NHSI Improvement trajectory of 17.3%.

Maintaining performance within Imaging has
been extremely challenging due to the
operational need to switch available capacity to
inpatients, requiring the cancellation of
outpatient sessions including specialist sessions.

NHSI Trajectory

15.0%

Jun-16

Improvement trajectory 2017/18

Target

Aug-16

Trust-level diagnostic waits have
deteriorated in April with 16.7% of the
waiting list (1605 patients) having
waited 6+ weeks or more compared to
12.3% (1144) in March.

Apr-16

The national standard
dictates that no more than
1% of all patients should
wait more than 6 weeks
for a diagnostic test.

Actual

20.0%

Feb-16

National standards

Finance & Efficiency

Comments

Oct-15

Diagnostics

Workforce

Trend

Dec-15

Current Performance

Effective

Jun-15

Description

Safe

Aug-15

Responsive

Apr-15

Caring

MRI – Accelerating the business case for 2 new
3T MRI scanners and working with local
providers to extend outsourcing arrangements.
CT – A new scanner will be in place in August to
provide additional capacity.
Historically the key area of concern had been
Echocardiography, however out outsourcing
arrangements with local company UltraCardiac
has cleared this backlog.

154

Staffing issues within the Endoscopy Dept (Nurse
staffing and Consultants being redirected to
cover medical wards) continues to cause delays.
Outsourcing arrangements and additional
weekend sessions are being explored.

Cancelled Operations
We must minimise the
incidence of cancelled
operations.

114 operations were cancelled on the
day of admission for hospital reasons
in April representing 2.52% of elective
admissions. A further 283 operations
were cancelled or rearranged in
advance of the day of operation during
the month. There were 26 breaches of
the 28-day rebooking standard in April.
When these patients are eventually
treated we will not receive any income
for them.

Integrated Performance Report

800
700
600
500

On the day

1-7 Days befoe TCI

Availability of general beds (36), emergencies
taking priority (29) and theatre overruns (20)
remain the most prevalent reasons for
cancellation making up 75% of the 114
operations cancelled on the day.

400
300
200
100
0
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Safe’ metrics
HCA Night

Overall

Integrated Performance Report

Apr-18

Mar-18

Jan-18

Feb-18

Dec-17

Comments
The Safer Staffing fill rate was 88% for April
2018.
The fill rate has increased slightly from last
month at 88%. However, wards are continually
risked assessed and staffing concerns escalated
to ensure that our nursing staff are redeployed
to the most appropriate areas. The opening of
escalation beds in some areas over the last few
months has had an impact on the demand for
nursing hours which has affected the fill rate.

There was 4 red flags raised since the last Trust
Board. The reasons were;

Red Flags

5
4

No.
2
2

3
2

Type
Shortfall in HCA hours
Shortfall in RN time

1

The 4 red flag covers 2 clincal areas and both
wards were escalated appropriately.

-

The overall Nursing fill rate for April
2018 was 88% with Harm Free care for
the same period at 95%

Harm free care is calculated using 1 days data
whereas the nursing fill rate is taken as an
average over the whole month.

Harm Free Care v Fill Rate
Fill Rate

Harm Free Care

100.00%
95.00%
90.00%

Apr-18

Feb-18

Mar-18

Jan-18

Dec-17

Nov-17

Oct-17

Sep-17

Aug-17

Jul-17

80.00%

Jun-17

85.00%
Jan-17

The NHS Safety Thermometer allows
teams to measure harm and the
proportion of patients that are 'harm
free' from pressure ulcers, falls, urine
infections (in patients with a catheter)
and venous thromboembolism

Oct-17

80%
Nov-17

0.00
Sep-17

85%

Jul-17

2.00

Aug-17

90%

Jun-17

4.00

Apr-17

95%

May-17

6.00

Mar-17

100%

May-17

There was 4 red flags raised since the
last trust board
Adult in patient wards use the Red Flag
system to escalate any patient safety
events that they cannot manage within
the current nursing establishment and
to highlight and record any clinical
event that remains unresolved.

105%

8.00

Jan-17

The monthly safer staffing return for
April 2018 was 88%

RN Night

Apr-17

Fill-Rate
83.4%
86.0%
89.5%
101.1%

HCA Day

Mar-17

Description
Day shift: Nurse / Midwifery
Day shift: Care Staff
Night shift: Nurse / Midwifery
Night shift: Care Staff

RN Day

Fill Rate

10.00

Overall CHPPD

Feb-17

Safer nursing and
midwifery staffing is
monitored daily and
reported monthly via NHS
Choices.

Trend

Feb-17

Safer Staffing

Current Performance
Fill rates for April 2018 are detailed in
the following table.

Care Hours

Description

Page | 14

Infection Control
There is a national
mandatory requirement to
report on MRSA, MSSA, EColi and C-diff and to meet
local and national targets.

There has been 0 case of avoidable
hospital-apportioned Clostridium
Difficile (post 72hrs) reported in April
2018.
There have been no cases of avoidable
hospital apportioned MRSA
bacteraemia reported in April 2018.

2

C-Diff Hosp avoidable

Apr-18

Feb-18

Oct-17

MRSA

Dec-17

Jun-17

Aug-17

Apr-17

Target

Feb-17

Actual

Oct-16

The outcomes of these audits are
governed and monitored through the
Nursing and Midwifery Operational
Committee and the Patient Experience
Committee.

98.00%
96.00%
94.00%
92.00%
90.00%
88.00%
86.00%
84.00%
82.00%
80.00%

Dec-16

Fundamentals of care are
one method where we
gain assurance on the
safety and quality of
nursing care delivered in
adult in- patient wards.

Jun-16

The overall results from the audit
questions for April 2018 was 94.85%
across wards.

Finance & Efficiency

Comments

Aug-16

Fundamentals of Care

Workforce

Trend

Apr-16

Current Performance

Effective

Feb-16

Description

Safe

Oct-15

Responsive

Dec-15

Caring

MRSA bacteraemia – 0 (objective: zero cases)
Clostridium difficile – 2 cases (total so far of 2,
with 2 ‘non-avoidable’; objective: < 35
‘avoidable’ cases)

1

-

There have been 3 cases of MSSA in
April 2018.
There have been 10 cases of E-Coli in
April 2018.

Integrated Performance Report

11
10
9
8
7
6
5
4
3
2
1
-

MSSA

E-Coli

Methicillin-susceptible S. aureus (MSSA)
bacteraemia – 3
Escherichia coli bacteraemia – 10 (total for year
of 10, compared to 5 cases this time last year)
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Never Events
The Trust is committed to
establishing appropriate
practices to minimise the
incidence of Never Events.

1 new Never Event has been reported
to StEIS in April 2018.

Target

% Harm

100.0%
90.0%

1,200

% resulting in harm

80.0%

1,000

70.0%

800

60.0%

600

40.0%
30.0%

400

20.0%

200

10.0%
0.0%
Apr-18

Mar-18

Jan-18

Feb-18

Dec-17

Oct-17

Nov-17

Sep-17

Jul-17

Aug-17

Jun-17

-

W137674 – Wrong Implant NE:

4

A different implant was used to the intended
implant. The error was identified whilst the
patient was still in theatre and additional checks
carried out. There was no requirement to replace
the implant and there was no clinical harm to the
patient.

3
2

Integrated Performance Report

Mar-18

Jan-18

Sep-17

Nov-17

Jul-17

May-17

Mar-17

Jan-17

Nov-16

Sep-16

Jul-16

May-16

Mar-16

Jan-16

Nov-15

Jul-15

Sep-15

May-15

Number New Incidents Reported on STEIS:
10

The types of Incidents reported in April 2018
were:

9
8

Incident Type
Fall resulting in subdural & Pt death
Wrong Implant Never Event
Delayed Cancer Treatment
Total Incidents

7
6
5
4
3
2

1
1
1
3

1
-

Mar-16
Apr-16
May-16
Jun-16
Jul-16
Aug-16
Sep-16
Oct-16
Nov-16
Dec-16
Jan-17
Feb-17
Mar-17
Apr-17
May-17
Jun-17
Jul-17
Aug-17
Sep-17
Oct-17
Nov-17
Dec-17
Jan-18
Feb-18
Mar-18
Apr-18

The Strategic Executive
Information System (STEIS)
captures all Serious
Incidents. Serious
Incidents (as defined in the
Serious Incident
Framework) can include
but are not limited to
patient safety incidents.

3 new Serious Incidents were reported
to StEIS in April 2018.

Number of patient safety incidents

Serious Incidents

Mar-15

1
-

The Trust’s incident reporting rate continues to
place Plymouth Hospitals firmly within the
national upper quartile and demonstrates a
positive reporting culture.

50.0%

Dec-16

We are committed to
encouraging an open
culture of reporting
patient safety related
incidents and learning
from these incidents to
reduce harm.

Incidents

1,400

Apr-17

1,236 patient safety incidents were
reported to the NRLS in April 2018. Of
these 23% resulted in some form of
harm, loss or damage, which sits below
the national average.

Finance & Efficiency

Comments

May-17

Safety Incidents

Workforce

Trend

Mar-17

Current Performance

Effective

Jan-17

Description

Safe

Feb-17

Responsive

Number of patient safety incidents

Caring
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Caring

Responsive

Description

Current Performance

Regulation 28 letters

The Trust was issued with 0 regulation
28 reports in April 2018.

4
3
2

95.1% of care was assessed as harm
free in April 2018

Apr-18

Dec-…

Feb-18

Aug-…

Oct-17

Jun-17

Apr-17

Dec-…

Actual

Feb-17

Aug-…

Oct-16

Jun-16

Apr-16

Dec-…

Feb-16

Aug-…

Oct-15

Jun-15

-

Apr-15

1

The new ST website is now and can be found
at https://www.safetythermometer.nhs.uk/

Acute Trust Median

99%
98%
97%
96%
95%
94%
93%
92%

2018

The rate of grade 2-4
pressure ulcers per 1000
bed days was 0.87 in April

Apr-18

Feb-18

Dec-17

Oct-17

Aug-17

Jun-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

Apr-16

Feb-16

Oct-15

Dec-15

Aug-15

Jun-15

91%

Pressure Ulcers
We are planning to
achieve a further 10%
reduction in 2017/18 to
achieve a target of 0.56
grades 2-4 HAPU’s per
1000 bed days.

PU per 1000 bed days 2-4
Target

2.50
2.00
1.50
1.00
0.50

Apr-18

Jan-18

Oct-17

Jul-17

Jan-17

Apr-17

Oct-16

Jul-16

Apr-16

Jan-16

Oct-15

Jul-15

Apr-15

Jan-15

Oct-14

Jul-14

Apr-14

0.00
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Finance & Efficiency

REG 28 issued

5

Apr-15

The Safety Thermometer is
a national mandatory
CQUIN which incentivises
the collection of patient
harm data. This point of
care prevalence audit tool
is completed on a monthly
basis at ward level on a
specified day to determine
the prevalence of harm.

Workforce
Comments

Feb-15

Safety Thermometer

Effective

Trend

% Harm Free Care

If the Coroner believes
that there is still a risk of
other deaths occurring in
similar circumstances,
he/she has the legal power
and duty to write a report
to the Trust to prevent
future deaths. This report
is known as a ‘Report
under Regulation 28’

Safe

The Tissue Viability team continue to monitor
reported skin damage and have validated all
pressure ulcers reported via datix. Moisture
damage and skin trauma continues to be
reported incorrectly as pressure ulcers and the
ward teams are receiving feedback when this
occurs. The Tissue Viability team have delivered
targeted teaching for wards including
classification of pressure ulcers. Our focus
continues to be on identifying pressure damage
early via ‘React to Red huddles’ and ensuring
interventions are implemented using the SSKIN
bundle.
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Caring
Description

Falls
We are planning to
achieve a falls rate of 0.95
per 1000 bed days
delivering a 10% reduction
in falls leading to harm in
207/18.

Responsive
Current Performance
The rate of falls causing
harm per 1000 bed days
was 0.56 in April 2018.

Safe

Effective

Workforce

Trend
Falls causing harm per 1000

Target

UCL

LCL

2.50
2.00
1.50
1.00
0.50

Jan-18

Apr-18

Oct-17

Jul-17

Jan-17

Apr-17

Oct-16

Jul-16

Jan-16

Apr-16

Jul-15

Jan-15

Apr-15

Feb-15

May-15

Oct-15

Jul-14

The Trust achieved the 95% target in
March achieving 96.4%

Oct-14

There is a national
standard of conducting
VTE risks assessments for
95% of eligible patients.

Aug-14

VTE Risk Assessment

Nov-14

Apr-14

0.00

Finance & Efficiency

Comments
The Falls team continue to monitor falls with
harm within the trust and to support wards who
have high risk fallers who may be more
vulnerable. The team have worked with
individual areas to ensure that the correct
interventions are planned and implemented
according to patients individualised needs. The
falls strategy continues to be focused on
prevention and ensuring that patients are
encouraged to mobilise safely which is also part
of the #endpjparalysis campaign. The strategy
includes continuing to monitor the effect of using
a ‘tag team’ approach and ensuring patients
have a lying and standing blood pressure
recorded and acted upon. The falls lead nurse is
also working on producing an e-learning package
which we aim to be completed by all ward staff.

97.0%
96.0%
95.0%
94.0%
93.0%
92.0%

Surgical Safety
The Trust is committed to
ensuring the WHO surgical
safety checklist is applied
appropriately and
consistently in our
theatres.

Integrated Performance Report

In overall terms, we achieved our
target of 99.5% of all General
Anaesthetic cases receiving a
checklist by achieving 99.76%
compliance in April 2018.

100.00%
99.50%
99.00%
98.50%
98.00%
97.50%
97.00%
96.50%
96.00%
95.50%
95.00%

Feb-18

Aug-17

Nov-17

May-17

Feb-17

Aug-16

Nov-16

Feb-16

May-16

Aug-15

90.0%

Nov-15

91.0%

We had 3 failed forms in April 2018
Areas of failed forms
• Obstetrics
• General Surgery
• Cardiology
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60
40
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Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

0

Jun-16

20
Aug-16

We observed a daily average of 48
medical outliers in April and 26
escalation beds open to cope with
the emergency demand.

Medical outliers are monitored daily at the
bed meeting and the Trust ensures that
clinical teams are informed and sufficient
medical capacity is in place to review these
patients.

Escalation beds

80

Apr-16

The number of medical
patients outlied onto
surgical wards affects our
ability to perform timely
elective surgery.

Avg Daily Medical Outliers

100

Feb-16

This graph shows the average daily
number of medical outliers by
month and average daily number of
escalation beds open.

Finance & Efficiency

Comments

Oct-15

Medical Outliers

Workforce

Trend

Dec-15

Current Performance

Effective

Jun-15

Description

Safe

Aug-15

Responsive

Apr-15

Caring
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Caring

Responsive

Safe

Effective

Workforce
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‘Effective’ metrics
Description

Current Performance

Mortality

The Trust’s HSMR for the latest
available month of data (Feb-18) was
107.

We are committed to
preventing avoidable deaths
by monitoring mortality and
learning lessons from
unexpected deaths. HSMR
covers in-hospital deaths for
a selection of diagnoses.
SHMI looks at all patient
deaths both in hospital and
within 30 days of discharge.

Follow-up Backlogs
We are following up too
many patients but also
need to reduce the
numbers who have
breached their see-bydate.

The Trust’s SHMI for the latest
available month of data (Dec-17) was
108.

Trend
135.00
125.00
115.00
105.00

75.00

There are 7620 patients flagged as
time critical who have gone past their
see-by-date and are now in this
backlog.
The number of backlog patients who
have waited more than a year past
their see by date now stands at 1146.

HSMR

SHMI

ED Acuity
40.0%

Further information on Learning from Deaths can
be found in the separate report for Q4.

30.0%
20.0%

95.00
85.00

The follow-up backlog reduced by 736
patients in April to 34,131.

Comments

10.0%
0.0%

The managed discharge programme is ongoing
and dealing with the longest waiting patients
first to discharge them where clinically
appropriate.
The Medical Director is meeting with the largest
volume
specialities
(Cardiology,
ENT,
Ophthalmology, Thoracic Med, Neurology and
Rheumatology) over the month to clarify the
current issues and develop 5 key actions per
service line for reducing the backlog.
Alternative systems within the Trust are being
setup including PIC (Patient Initiated Contact)
which allows patients to request a follow-up
when required to reduce unnecessary follow-up

Integrated Performance Report
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Caring
Description

Responsive
Current Performance

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
appointments. This is already in place for
Rheumatology
and
in-development
for
Neurology and Gastroenterology.

Readmissions
Emergency readmission
indicators provide
information to help
monitor our success in
reducing potentially
avoidable readmissions
following discharge from
hospital.

The Trust’s readmission relative risk
has shown slight improvement and
currently sits at 93 for Jan-18,
indicating that we have observed 7%
fewer readmissions than would have
been expected given the case-mix of
patients treated during that month.
This is the latest data available
nationally.

Readmission Rate

110

We publish the list of the diagnosis groups with
the highest readmissions within the Trust
databook which is shared with New Devon CCG
each month.

100 Index

105
100

Some areas of high readmissions actually
represent a good service for patients (e.g. Openaccess drop in services for anyone with concerns)
however as these patients are admitted on our
systems, they flag as a readmissions.

95
90
85

Other areas where this is not the case are subject
to clinical review.

80

Stroke
There is a national target
to ensure that stroke
patients spend at least
90% of their time in
hospital on a specialist
Stroke Unit.

85.7% of our patients spent at least
90% of their time on a specialist Stroke
Unit in April against a target of 80%.

Of the 9 breaches of this standard reported in
April, 3 were attributed to an incorrect initial
diagnosis whilst the remainder were due to other
reasons including patient transfers and short
overall lengths of stay.

90.0%
80.0%
70.0%
60.0%
50.0%

If the patient’s overall stay with us is very short,
any diversion from the Acute Stroke Unit, no
matter how short, will likely cause a breach of
the standard.

40.0%
30.0%
20.0%
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Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

Apr-16

Feb-16

Oct-15

Dec-15

Jun-15

Aug-15

0.0%

Apr-15

10.0%
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NICE Compliance
We must ensure that we
give due consideration to
the clinical guidelines,
interventional procedures,
quality standards and
other best practice
guidelines issued by NICE
and implement these
where appropriate and
relevant to our services.

Length of Stay
There is no national
standard for LOS however
this measure is crucial in
understanding the
demand on our bed base.

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

Apr-16

Of the 14 patients who breached the standard in
April, 11 were awaiting space on a theatre list
whilst 3 were medically unfit for surgery.

Feb-16

We aim to operate on at
least 85% of fractured
neck of femur patients
within 36 hours of
admission.

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Oct-15

75% of fractured neck of femur
patients were operated on within
36hrs of admission in April.

Finance & Efficiency

Comments

Dec-15

Hip Fractures

Workforce

Trend

Jun-15

Current Performance

Effective

Aug-15

Description

Safe

Apr-15

Responsive

We have not declared non-compliance
with any NICE guidance during March April 2018.

Since the last report, there has been one new
decision not to implement guidance which was
approved by CEG in April.

Clinical Effectiveness Group (CEG) is
responsible for reviewing the
compliance status for all published
NICE guidance and approving all
decisions not to implement guidance
either in full or in part. Decisions not to
implement guidance will be subject to
bi-annual review.

MTG32 HeartFlow FFRCT for estimating
fractional flow reserve from coronary CT
angiography: Implementation would require
pseudonymised data to be sent to the USA at a
cost of £7,000 per case. On return the data then
requires further analysis by the department.
Concern has been raised around information
governance and the extra reporting time
required. NICE suggest that patient cardiac
outcomes will be improved but this is disputed
by the department.

Non-elective surgical LOS continues to
show a slowly improving trend over
time whilst non-elective medical LOS
has risen sharply during the recent
Winter pressures.

LOS improvements are subject to ongoing work
as part of the Putting Patients First Programme
and our response to ECIP recommendations and
the Success Regime work plans.

8.00
7.00
6.00

LOS (Days)

Caring

5.00
4.00
3.00
2.00
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Elective Surgery

Elective Medicine

Non Elective Surgery

Non Elective Medicine

Apr-18

Feb-18

Oct-17

Dec-17

Aug-17

Jun-17

Apr-17

Feb-17

Oct-16

Dec-16

Aug-16

Jun-16

Apr-16

Feb-16

Oct-15

Dec-15

Aug-15

Jun-15

0.00

Apr-15

1.00
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Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Workforce’ metrics
Description

Current Performance

Staff Vacancies

Admin
Medical
Nursing
Other
The level of vacancies in the Trust has
16.0%
increased by 183 FTE from March to
April 2018 and this is due primarily to
14.0%
166 FTE additional posts that have been
12.0%
added to the budgeted establishment as 10.0%
opposed to a drop in staffing levels.
8.0%
These establishment increases are due
6.0%
to budget setting at the start of the
4.0%
financial year and include growth in
2.0%
areas such as the Acute Assessment Unit
0.0%
and new posts in Neurology. In
addition, an increase of 66 FTE are as a
result of establishing apprenticeships
The recruitment open day on Saturday 17th March was a
with the correct budgeted FTE in the
success and ensured that the Trust interviewed 55 nursing staff
financial ledger.
on the day, resulting in 53 offers with a view to starting the
majority of those staff in July 2018. The team are also now
undertaking recruitment checks on the cohorts of other
Description
Apr-18
preceptees interested in starting before graduation.
Administration
7.94%
The Trust attended the National Apprenticeship Show in
Medical
11.04%
February as well as Skills South West in March and, the next
Nursing
11.86%
event major event is the Careers Fair on the 16th June as part of
Other
9.17%
the NHS70 celebrations at the Trust. The Recruitment team will
OVERALL
10.56%
be there alongside the Apprenticeship, Preceptorship, and
Voluntary Teams and this will be held in conjunction with
Plymouth University, Livewell, Marjons, Scott Medical College,
the Army Reservists and NHS Professionals, providing a wide
spectrum of education, employment and training opportunities
to all those attending.

We are committed to
minimising vacancies
against established staffing
levels to ensure that our
services can be
appropriately maintained
and delivered by
experienced and skilled
staff.

Integrated Performance Report

Trend

Comments
In addition to UK recruitment, a plan for the
recruitment of 50 international nurses is currently
being considered by the Trust executive team
with a mix of both EU and non-EU options being
considered. Ahead of this, local advertising has
successfully provided 6 UK based international
nurses who have been interviewed and offered
positions within the Trust.
Following the successful HCA apprenticeship
cohorts in October, December, March and April,
recruitment for the next HCA cohort is currently
underway and candidates will be interviewed on
16th May.

Page | 23

Caring

Responsive

Description

Current Performance

Staff Turnover

Rolling annual turnover (the number of
leavers in the year divided by the
average number of staff) to the end of
Apr-18 is at 10.17% compared to 10.34%
for Apr-17.

Safe

Listening to staff

Workforce

Trend
13.0%
12.5%
12.0%
11.5%
11.0%
10.5%
10.0%
9.5%
9.0%
8.5%
8.0%

We aim to retain staff with
the skills, knowledge and
attitude necessary for the
delivery of high quality care
Staff Retention Action Plan
to our patients.

The Trust has developed a series of high
impact actions on retention based on
local feedback, national guidance and
best practice across the country. This
has now been refined through
consultation with senior clinical
managers and will now be distributed
wider across the Trust for final feedback
prior to implementation. The plan
contains a wide variety of actions,
however, in line with what our staff
have been telling us, the principal
themes are around giving staff greater
development
opportunities
and
flexibility within their roles whilst
enabling them to more easily move
around the Trust rather than leave.

Effective

•

Quality of Care – understanding the ability to give good
care. This focus will include resourcing (people and physical
resources)
•
Health and Well-Being - understanding how best to support
staff and continuing our focus on supporting stress.
The first conversation on Speaking Up has taken place during
the week of 7th May and just over 200 staff have contributed
their views through postcards, email, a foyer stand and also to
the OD team directly who have been visiting areas such as Bush
Park. Whilst data is still being collated, staff have told us:
•

They feel supported by their managers and feel confident
speaking to them about issues.
•
There is an increasing sense of an open door policy and it is
easier to access managers
•
Staff feel safe to use Datix to report patient safety issues.
•
Staff know about the Freedom to Speak Up Guardians and
how to access them.
For an early indication of where an improvement focus is
necessary, staff have told us:

The Big Conversation programme of
work is underway to help understand in
more detail the areas of focus from the
2017 National Staff Survey. The
identified areas of focus are:
•
Speaking up and the reporting of
errors
and
incidents
–
understanding how to continue to
•
help staff feel safe to speak up.
•
Equality and Diversity –
understanding fairness and a ‘just’
•
culture (with attention to issues
around career progression).
•
Integrated Performance Report

Concerns raised to line managers can feel lost and there
can be a lack of feedback about actions that have been
taken.
Some staff are put off from raising a concern by their view
on the experience of others who have done so.

Finance & Efficiency

Comments
Your Voice sessions have taken place with
Executive Directors in a range of areas across the
Trust. Staff have discussed issues such as:
•
Their concerns about staffing
•
Their thoughts around the fairness of
processes
The Freedom to Speak Up Guardians continue to
be very active and are important in helping
understand staff experience. In the last quarter,
22 contacts have been made which is an increase
on the previous quarter. The high-level themes of
contact have been around bullying and
harassment and some feedback on formal HR
processes. There has been positive feedback
around staff feeling encouraged to speak up
through a range of mechanisms such as the Big
Conversation.
An engagement mapping tool has been created
and jointly owned by the Head of
Communications and the Head of Organisational
Learning and Development. This brings a range of
engagement touchpoints together in one place
and analyses emerging themes at a high level.
The touchpoints include:
•
Patient Safety Walk-rounds
•
You Voice sessions
•
Staff Survey comments
•
Ask Ann questions
•
Exit Interviews
•
Thank you cards
•
Appraisal feedback
•
SCORE debriefs
Although only partially-completed to date, the
tool is already starting to show themes; staff are
proud to work here and feel supported but
resources (both physical infrastructure and
staffing) are a concern.
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Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Jun-15

We aim to ensure that at
least 95% of our staff have
an up to date appraisal at
any point in time.

Key areas of improvement since the last Trust
Board report (as at end February 2018) have been
in Urology from 69.23% to 91.3% and Health Care
of the Elderly from 78.6% to 96.27%.

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%
Aug-16

Appraisal compliance rates for Agenda
for Change staff have increased from
80% in March to 82% in April 2018.

Finance & Efficiency

Comments

Apr-16

Staff Appraisals

Workforce

Trend

Feb-16

Current Performance

Effective

Oct-15

Description

Safe

Dec-15

Responsive

Aug-15

Caring
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Responsive

Safe
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Child Protection

95%

91%

Apr-18

85%

Feb-18

95%

Oct-17

Trust Update

Dec-17

89%

Jun-17

95%

Aug-17

Manual Handling

70%
Apr-17

81%

80%

Feb-17

95%

The medicine care group report similar pressures
and all service lines are being supported in
developing improvement plans by July 2018.

Oct-16

Basic Life Support

90%

Dec-16

Actual

Across the surgical care group, there has been a
slight decline in mandatory training compliance
due to the cancellation of block training whilst the
Trust has been in the highest state of escalation.

100%

Jun-16

Target

Child Protection

Aug-16

Description

Manual Handling

Trust Update

Apr-16

We aim to ensure that 95%
of staff are up to date with
their mandatory training.

Basic Life Support

Feb-16

Trust update compliance has dropped
by 3% to 85% from March to April 2018,
manual handling compliance has
dropped by 1% to 89% and child
protection and basic life support have
remained static at 81% and 91%
respectively.

Finance & Efficiency

Comments

Oct-15

Mandatory Training

Workforce

Trend

Dec-15

Current Performance

Jun-15

Description

Effective

Aug-15

Caring
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Caring
Sickness Absence
We seek to minimise and
manage staff sickness.

Responsive

Safe

The current sickness rates by grade is
summarised in the following table.
Description
Add Prof & Tech
Add Clinical Services
A&C
AHPs
Estates
Healthcare Scientists
Medical
Registered Nursing

%
4.20%
6.18%
4.30%
2.59%
5.34%
3.07%
1.57%
4.78%

Sickness absence (the number of sick
days divided by the number of
available working days) has increased
slightly over the past 12 months from
4.10% in April 2017 to 4.25% in April
2018. Additional clinical services
(predominantly HCAs) have the highest
levels of sickness across the
organisation followed by estates and
then registered nursing.

Effective
Short Term

Workforce

Long Term

5.00%
4.00%
3.00%
2.00%
1.00%
0.00%

A range of work continues to improve attendance and support
staff health and wellbeing summarised as follows:
The Trusts Stress Management Action Plan is part of the Trusts
continued focus on supporting employees and promoting
positive mental health and has been refreshed to include
national guidance and best practice. The plan aims to ensure
the Trust fosters an open culture around mental health, help
build individual resilience and improve the accessibility of
available support. Some of the new actions for delivery
include: developing a mental health policy to set out the Trusts
approach and commitment towards promoting positive mental
health among staff; exploring the viability of financial
wellbeing support for staff through external providers and
raising awareness of flexible working options for better worklife balance.

Finance & Efficiency

This year’s Staff Health & Wellbeing Event held
on 24th April 2018 focused on building personal
resilience under the department's ethos of
Active, Health, Happy. The team took the
opportunity to explore staff views on the simple
things staff would like to see in place that would
make a positive difference to their wellbeing at
work and a corresponding action plan is
currently being developed.
In order to gain a better understanding of how
best to support staff and continue the focus on
supporting stress, a Big Conversation focussed
health and wellbeing is being held at the end of
May.
Equality Diversity & Human Rights Week is a
national platform for organisations to highlight
their work to create a fairer, more inclusive NHS
for patients and staff. Preparations are
underway for raising awareness about equality
and diversity and the Trust is promoting the
week jointly with Livewell Southwest with both
organisations having an information stand in a
public area. This will be an opportunity for both
employees and members of the public to
feedback on how we can improve the
experience for staff and patients from all
backgrounds.

To better support staff around substance and alcohol
dependency, the Substance Misuse procedure has been
updated and staff are being actively encouraged to step
forward and seek help. The Harbour Centre will undertake
weekly drop-in sessions every Thursday from 3rd May 2018 for
a trial period of 12 weeks. Staff will be able to attend for a
confidential initial assessment and brief intervention with a
substance misuse specialist.

Integrated Performance Report
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Finance & efficiency’ metrics
Description

Current Performance

Financial Performance

Month 1 deficit of £3.48m, £1.45m
adverse against plan in month.

The Trust has a planned
deficit of £3.8m.

For Further information please see
Annex 7, 8, 9 and 10.

Trend

Comments

0.0
(1.0)
(2.0)
(3.0)
(4.0)
(5.0)
(6.0)
(7.0)
(8.0)
(9.0)

Actual
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Plan

At its private meeting in April the Trust Board
approved a planned deficit position of £16.3m,
improving to £0.3m surplus after Sustainability
and Transformation Fund (STF, now known as
Provider Sustainability Fund PSF).
As
highlighted in the meeting the Trust had
received late notification of the reduced value
of PSF available. This has now been confirmed
which meant the Trust’s planned deficit of
£16.3m remains unchanged, but the PSF will
only improve the position to £3.8m deficit.
Achievement of the deficit plan of £3.8m is
reliant on delivering a financial improvement
plan of £32.9m with a significant element of
the savings to be delivered in the second half
of the year.
The Trust has not received final confirmation
of the criteria for achievement of STF funding
in 2018-19 but it is likely that they will be
similar to 2017-18, with 70% linked to financial
performance against plan and 30% linked to
delivery of A&E targets.
The Trust has assumed full achievement of STF
criteria for Quarter 1 and therefore recognised
the full £0.62m of income.
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Caring

Responsive

Description

Current Performance

Income & Activity

Contract income (excluding passthrough drugs and devices) was
£0.93m lower than plan at the end of
April, with a £0.25m underspend on
associated costs, giving a total adverse
variance on contract activity of £0.68m
compared with plan.

The operational
environment and the
associated actions has an
impact on our income and
overall financial position

For Further information please see
Annex 11.

Safe

Effective

Workforce

Trend

6%

Comments
Emergency
Department

Elective
Inpatients

Non-Elective
Inpatients

Outpatients

4%
2%
0%
(2%)
(4%)

Finance & Efficiency

4.7%

1.5%

2.5%

-6.1%

3.1%

3.0%

0.8%

-9.0%

(6%)
(8%)
(10%)
Income Activity Income Activity Income Activity Income Activity

Contract income was £0.93m below plan was
driven largely by elective activity of £1.52m
under plan. This is reflective of areas that have
yet to implement additional capacity plans
such as Neurosurgery, Cardiology and
Orthopaedics, but also reflects the fact that
elective capacity was restricted in the being of
April as operational pressures put pressure on
bed capacity and one surgery ward was still
used for medical patients in this period
displacing elective activity.
The variance on costs is £0.25m favourable
year to date and relates mainly to underspend
on pay due to vacancies and budgets put aside
for outsourcing clinical activity.
The Trust will be working with service lines on
opportunities to catch up with planned
volumes of clinical activity over next few
months.

Workforce Expenditure
The Trust spends 60% of
its income on staff.

Integrated Performance Report

Staff costs were £25.30m in April,
£0.37m below plan in the month.
For further information please see
Annex 12.

The spend on operational pay for the year to
date is below plan by £0.36m.

28.00
27.00
26.00
25.00
24.00
23.00
22.00
21.00
20.00

The agency spend was £0.64m, a reduction of
£0.03m on the average spend over the
previous 12 months.

Permanent Staff

Bank Staff

Agency Staff

Plan
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Caring

Responsive

Description

Current Performance

Financial Improvement
Plan

The Trust has delivered £0.83m
financial improvement for April,
£0.76m below target.

The Trust has a Financial
Improvement Plan (FIP)
target of £32.9m in
2018/19.

Safe

Effective

Workforce

Trend

Comments

5

Actual

Plan

This reflects an underperformance against
some of the Trust’s operational improvement
projects and also delays to some pharmacy and
procurement savings as plans are confirmed
and implemented. This performance may
improve as the Trust further reviews the some
areas of underspend and identifies additional
savings made.

3
2

0

The Trust has an annual
plan that includes £3.8m
deficit cash support.

The cash balance at the end of month
1 was £1.0m, on plan.
The Trust plans to maintain a minimum
cash balance of £1.0m each month.
For further information please see the
Trust cashflow statement and balance
sheet in Annex 14, 15 and 16.

The FIP delivered in Month 1 is £0.86m against
plan of £1.59m, an adverse variance of £0.76m.

4

1

Cash

Finance & Efficiency

10

Actual

9
8
7
6

Plan

Cash is £1.0m, in accordance with plan.
In April the Trust drew £1.8m of cash support
for 2018-19 and repaid £2.5m of STF in lieu
relating to 2017-18, making a net repayment of
cash support of £0.7m.

5
4
3
2
1
0

Capital
The Trust has a capital
programme of £20.8.

Capital expenditure year to date for
Month 1 was £0.4m, £0.1m below
plan.
For further information please see
Annex 13.

25.0
20.0
15.0
10.0

Actual

Plan

The Trust’s Capital Expenditure Plan totals
£20.8m including £2.0m MRI finance lease,
£1.6m salix and £1.5m of DH loans.
The plan also includes £3m surplus from 201718 to expand the capital programme. This
allocation however needs confirmation from
NHS Improvement.

5.0
0.0
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Cancer standards

Annex 1

62-day performance by site
Cancer Site
Brain/CNS
Breast
Gynaecological
Haematological
Head & Neck
Lower Gastrointestinal
Lung
Other
Sarcoma
Skin
Upper Gastrointestinal
Urological

Apr-18
100%
94%
67%
75%
60%
43%
47%
100%
100%
100%
50%
66%

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

62-day breaches by site
Cancer Site
Brain/CNS
Breast
Gynaecological
Haematological
Head & Neck
Lower Gastrointestinal
Lung
Other
Sarcoma
Skin
Upper Gastrointestinal
Urological
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1
2
2
2
8
12

6.5
11
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Serious incidents & Complaints

Annex 2

Serious Incidents
Datix
Number

Reported to
STEIS

Type of
Incident

Brief Description

W137262

11/04/18

Patient Fall,
Subdural

Patient fell hitting their head on the floor whilst being assisted to toilet. The patient has
since passed away.

W137674

11/04/18

Wrong
Implant
Never Event

A different implant was used to the intended implant. The error was identified whilst the
patient was still in theatre and additional checks carried out. There was no requirement to
replace the implant and there was no clinical harm to the patient.

W137362

25/04/18

Delayed
Treatment
Cancer

A Patient who underwent a chest X-ray which showed an abnormality which required
further investigation. The investigation did not happen.

Current Investigation
Status
Investigator assigned –
currently completing
Tabular Timeline
Review meeting held.
Process map completed
by joint investigator &
recommendations made.
Investigator assigned –
currently completing
Tabular Timeline

Final RCA
due date
with CCG
06/07/18

06/07/18

20/07/18

Complaints – Complex / Serious Grading in April 2018
Datix
Number

Date
Received

Type of
Complaint

18572

Serious

Delayed
Treatment

19226

Complex

Quality of
Clinical Care

Integrated Performance Report

Brief Description

Current Investigation
Status

Due Date

Delays in care, including follow up after x-ray.

Reopened Complaint –
meeting being arranged

22/03/18

Concerns about care delivery for the first 5 weeks of care, compounded by general lack of
communication, discussion of care and empathy of nursing staff. End of life care.

Ongoing investigation

06/07/18
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Comments Noticeboard – Selection of Positive and Negative
Operation cancelled
prior day with very
little notice which
appreciate urgent
cases are priority but
longer notice would be
vast improvement.

I am most impressed. Grateful that such
an important procedure has been
carried out so well with such
thoughtfulness kindness. I await a
similar procedure to my left lens with
full confidence without worry.

Great hospital with very friendly staff
and the place was very clean. On waiting
to go home I had to wait for my
medicine which takes up a bed and a
meal which didn't need to be paid for.
Give people a prescription and get them
to get the medicine at the local chemist.
My husband thought
he could have been
better informed
during operation.

The ward was very clean. The
food was served by friendly
staff. Nursing staff were very
good, caring and explained
what they were doing and why.

I have received superb care,
especially at a time when the
hospital has been pushed to its
limits.

Everyone very friendly and professional. a long
wait before the op, could the booking time be
staggered. I was there at 7.30, but wasn't seen
until 8.50 am, due to everyone arriving at the
same time. Surgery 11.30. I wasn't too
bothered but it was a very long wait.

Integrated Performance Report

The staff are amazing but the
inefficient support process and
procedures aren't making their
life any easier. Operational
technology appears to have
bypassed Derriford Hospital
completely.

I would like to thank all staff
for my care on this ward. I have
no complaints of care ......but
the food that's another story.

Overall the level of care has
been fantastic. All members
of staff I have interacted
with have been caring and
friendly and always happy to
help.

I had to wait over three hours for my
appointment, but no one comes to tell
you why or anything, which I consider
to be inconsiderate.

The doctors and frontline
staff were amazing. Being
in with other patients is
very disturbing for sleeping

Staff all excellent, super
care but very little
communication between
medical personnel, had to
keep asking for information
on treatment.

Annex 3

Staff helpful. Excellent but often
short of staff numbers. Lunch time
could be later as too soon after
breakfast and too long to evening
meal. If a long term patient, choice
for evening gets tedious especially
on limited diet, perhaps omelettes
could be flavoured with cheese,
ham, etc. always a pleasure to stay
in mayflower.

Staff were so good.
Very chatty.
Completely conversed
to the level of a 12
year old

Very helpful staff
even when they are
extremely busy.

Shame I was not put on a ward with
some kind of continuity of care.
Nearly three days to sort out my
medication that I have been on for
months. To be honest.....Nice staff.
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Friends and Family Test Scores by Area

Annex 4

The tables below illustrate the score up to 30 April 2018.
Inpatient & Day Case Areas
Area

Not
Total
Extremely
Recommend
Likely
Recommend Responses
Likely

Neither
Likely
Extremely Don't
Unlikely
or
Unlikely Know
Unlikely

Bracken

100.00%

0.00%

9

8

1

0

0

0

0

Braunton

100.00%

0.00%

45

44

1

0

0

0

0

Brent

100.00%

0.00%

136

118

18

0

0

0

0

Clearbrook

100.00%

0.00%

76

61

15

0

0

0

0

Freedom
Recovery

100.00%

0.00%

1

1

0

0

0

0

0

Freedom
Theatre 3

100.00%

0.00%

1

1

0

0

0

0

0

Hembury

100.00%

0.00%

29

21

8

0

0

0

0

Honeyford

100.00%

0.00%

21

12

9

0

0

0

0

Marlborough

100.00%

0.00%

51

41

10

0

0

0

0

Neonatal
Intensive Care

100.00%

0.00%

1

1

0

0

0

0

0

Shipley

100.00%

0.00%

24

19

5

0

0

0

0

Torcross (CCU)

100.00%

0.00%

6

6

0

0

0

0

0

Torrington

100.00%

0.00%

1

1

0

0

0

0

0

Crownhill

98.67%

0.00%

75

56

18

1

0

0

0

Mayflower

98.63%

0.00%

73

66

6

1

0

0

0

Tamar (Short
Stay Unit)

98.44%

1.56%

128

94

32

0

1

1

0

Stonehouse

98.21%

0.00%

56

43

12

1

0

0

0

Lynher

97.78%

0.00%

90

67

21

1

0

0

1

Meavy

97.75%

0.00%

89

73

14

1

0

0

1

Bickleigh

97.50%

0.00%

80

71

7

2

0

0

0

Hexworthy

97.44%

0.00%

39

32

6

1

0

0

0

Sharp

97.44%

0.00%

39

28

10

0

0

0

1

Monkswell

97.06%

0.00%

34

21

12

1

0

0

0

Merrivale

96.49%

0.00%

57

40

15

2

0

0

0

Stannon

96.43%

1.79%

56

39

15

1

1

0

0

Plym Childrens
Theatre Areas

96.08%

1.96%

51

45

4

0

0

1

1

Shaugh

96.08%

1.96%

51

32

17

1

1

0

0

Meldon

95.77%

0.00%

71

56

12

2

0

0

1

Burrator ASU

95.24%

3.17%

63

49

11

1

2

0

0

PIU (Norfolk)

94.44%

3.70%

54

42

9

1

1

1

0

Moorgate

93.65%

4.76%

63

42

17

1

1

2

0

Wolf

89.55%

1.49%

67

37

23

3

1

0

3

Hartor

80.00%

0.00%

20

11

5

1

0

0

3

Freedom
Theatre 6

75.00%

25.00%

4

2

1

0

0

1

0

Summary

97.17%

0.84%

1661

1280

334

22

8

6

11
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Emergency Services

Area

Not
Total
Extremely
Recommend
Recommend Responses
Likely

Likely

Neither
Likely
Extremely Don't
Unlikely
or
Unlikely Know
Unlikely

Childrens
Assessment
Unit

100.00%

0.00%

49

40

9

0

0

0

0

Ambulatory
Care

100.00%

0.00%

1

1

0

0

0

0

0

Acute
Assessment
Unit

100.00%

0.00%

16

15

1

0

0

0

0

MAU Tavy

99.12%

0.00%

114

86

27

1

0

0

0

REI
Emergency
Department

98.94%

1.06%

94

77

16

0

0

1

0

MAU Thrushel

98.85%

0.00%

87

76

10

1

0

0

0

Emergency
Dept

96.75%

0.57%

523

427

79

6

3

0

8

SAU (Hound)

93.75%

1.04%

96

65

25

3

1

0

2

CDU

73.16%

3.16%

190

72

67

38

4

2

7

Summary

93.42%

0.94%

1170

859

234

49

8

3

17

Maternity Services

Area

Not
Total
Extremely
Recommend
Recommend Responses
Likely

Likely

Neither
Likely
Extremely
Unlikely
or
Unlikely
Unlikely

Don't
Know

Antenatal
Clinic/DA/EPU

100.00%

0.00%

2

2

0

0

0

0

0

Central
Delivery Suite

98.06%

1.94%

155

129

23

0

1

2

0

Transitional
Care Ward

94.29%

0.00%

35

27

6

2

0

0

0

Community
Midwifery

93.75%

0.78%

128

85

35

5

0

1

2

Argyll

92.41%

3.80%

79

46

27

3

2

1

0

Summary

95.24%

1.75%

399

289

91

10

3

4

2
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Outpatient Services
Neither
Likely or Unlikely
Unlikely

Recommend

Not
Recommend

Total
Responses

Extremely
Likely

Likely

Extremely
Unlikely

Don't
Know

Audiology

100.00%

0.00%

2

2

0

0

Birch Day Case

100.00%

0.00%

8

8

0

0

0

0

0

0

0

0

Chemo
Outpatients

100.00%

0.00%

1

1

0

0

0

0

0

Chest Clinic

100.00%

0.00%

1

1

0

0

0

0

0

Chestnut Unit

100.00%

0.00%

16

Diabetes Clinic

100.00%

0.00%

35

16

0

0

0

0

0

30

5

0

0

0

Dietetics

100.00%

0.00%

0

6

3

3

0

0

0

Healthy Bones

100.00%

0

0.00%

22

18

4

0

0

0

0

Lind Research
MRI Mansfield

100.00%

0.00%

3

3

0

0

0

0

0

100.00%

0.00%

2

1

1

0

0

0

0

Neurophysiology

100.00%

0.00%

2

1

1

0

0

0

0

Nuclear
Medicine

100.00%

0.00%

1

1

0

0

0

0

0

OT OPD

100.00%

0.00%

6

5

1

0

0

0

0

Plymouth Pain
Management

100.00%

0.00%

25

23

2

0

0

0

0

Renal OPD

100.00%

0.00%

2

1

1

0

0

0

0

SALT

100.00%

0.00%

3

3

0

0

0

0

0

Vascular
Assessment

100.00%

0.00%

2

2

0

0

0

0

0

Xray East

100.00%

0.00%

3

2

1

0

0

0

0

Xray West

100.00%

0.00%

29

22

7

0

0

0

0

Erme

98.25%

0.00%

399

318

74

4

0

0

3

Children and
Young People
OPD

97.06%

0.00%

34

27

6

0

0

0

1

Primrose

96.55%

1.72%

58

42

14

0

1

0

1

Oncology OPD

96.15%

0.00%

26

20

5

0

0

0

1

REI OPD

96.14%

0.43%

233

172

52

2

1

0

6

ENT OPD

92.86%

3.57%

28

17

9

0

1

0

1

GUM Clinic

92.86%

0.00%

14

13

0

1

0

0

0

Dental
Specialities

92.31%

0.00%

13

10

2

1

0

0

0

Cardiology Dept

92.11%

1.13%

266

190

55

9

3

0

9

Eden

92.06%

0.00%

63

43

15

1

0

0

4

Orthopaedic
OPD

91.84%

2.04%

49

38

7

2

1

0

1

Dermatology
OPD

90.00%

3.33%

30

24

3

2

0

1

0

Physio OPD

88.58%

5.56%

324

235

52

17

9

9

2

Main OPD

85.08%

0.00%

315

188

80

35

0

0

12

Derriford
Hospital Mobile
Imaging Unit

75.00%

25.00%

4

3

0

0

1

0

0

Ocean Suite

50.00%

0.00%

2

0

1

0

0

0

1

Radiology
Academy

50.00%

0.00%

2

1

0

0

0

0

1

Summary

92.90%

1.33%

2029

1484

401

74

17

10

43

Area
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Friends and Family Test Benchmark Data

Annex 5

The tables below provide Friends and Family Test comparison data for January 2018
Emergency Department – Regional
Trust

Response Rate

% Recommended

Plymouth Hospitals NHS Trust
Taunton & Somerset NHS FT
Royal Devon & Exeter NHS FT
Yeovil District Hospital NHS FT
Torbay & South Devon Healthcare NHS FT
Royal Cornwall Hospitals NHS Trust
University Hospital Bristol NHS FT

9.13%
7.39%
3.88%
6.07%
0.77% (lowest)
8.68%
15.15% (highest)

90.37%
96.05%
94.56%
91.89%
100.00% (highest)
92.32%
77.65% (lowest)

% Not
Recommended
0.54%
2.77%
2.04%
2.70%
0.00%
1.69%
13.97%

Emergency Department – Major Trauma Centres
Trust

Response Rate

%
Recommended

% Not
Recommended

Plymouth Hospitals NHS Trust

9.13% (lowest)
18.23%
20.05%
15.33%
10.69%
20.48%

90.37% (highest)
86.25%
85.51%
78.46%
76.18%
87.89%

0.54%
11.80%
8.29%
14.03%
13.66%
7.66%

12.94%
43.59% (highest)

81.11%
67.25% (lowest)

13.94%
19.69%

Trust

Response Rate

% Recommended

Plymouth Hospitals NHS Trust
Taunton & Somerset NHS FT
Royal Devon & Exeter NHS FT
Yeovil District Hospitals FT
Torbay & South Devon Healthcare NHS FT
Royal Cornwall Hospitals NHS Trust
Northern Devon Healthcare NHS Trust

36.42% (highest)
18.64%
3.28%
26.43%
5.32% (lowest0
22.28%
22.68%

95.79%
95.73% (lowest)
99.14% (highest)
96.24%
98.33%
96.00%
97.89%

% Not
Recommended
0.82%
0.89%
0.43%
0.54%
0.56%
0.79%
1.27%

Hull & East Yorkshire Hospitals
Sheffield Teaching Hospital NHS FT
University Hospitals Birmingham FT
Lancashire Teaching Hospitals FT
Brighton & Sussex University Hospitals
University Hospital Coventry &
Warwickshire NHS Trust
University Hospital of North Midland

Inpatient – Regional
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Inpatient – Large Acute with similar tertiary services
Trust

Plymouth Hospitals NHS Trust
Cambridge University Hospitals NHS FT
Barts Health NHS Trust
Hull & East Yorkshire Hospital NHS Trust
Imperial College Healthcare NHS Trust
King’s College Hospital NHS FT
Leeds Teaching Hospital NHS Trust
Nottingham University Hospital NHS Trust
Oxford University Hospital NHS Trust
Royal Free London NHS FT
University Hospitals Birmingham NHS FT
University Hospital Bristol NHS FT
University Hospitals of Leicestershire
University College London Hospital NHS FT
University Hospital Southampton NHS FT

Maternity Services

Response Rate

% Recommended

% Not
Recommended

36.42% (highest)
7.40%
6.77% (lowest)
11.48%
32.92%
21.70%
27.93%
25.58%
20.68%
35.24%
16.95%
30.27%
23.76%
19.06%
7.25%

95.79%
96.52%
86.75% (lowest)
98.62% (highest)
97.84%
95.39%
94.16%
97.49%
95.09%
88.11%
95.90%
97.82%
97.01%
93.10%
97.52%

0.82%
0.77%
7.73%
0.21%
0.83%
2.15%
3.04%
0.65%
2.53%
6.82%
2.15%
0.69%
0.87%
2.76%
1.10%

Touch Point

Area

Plymouth
Hospitals NHS
Trust

Q1 - Antenatal Care
Q2 - Birth (labour ward / home)
Q3 - Postnatal Ward Care
Q4 - Postnatal Care Community
Q1 - Antenatal Care
Q2 - Birth (labour ward / home)
Q3 - Postnatal Ward Care
Q4 - Postnatal Care Community
Q1 - Antenatal Care
Q2 - Birth (labour ward / home)
Q3 - Postnatal Ward Care
Q4 - Postnatal Care Community
Q1 - Antenatal Care
Q2 - Birth (labour ward / home)
Q3 - Postnatal Ward Care
Q4 - Postnatal Care Community
Q1 - Antenatal Care
Q2 - Birth (labour ward / home)
Q3 - Postnatal Ward Care
Q4 - Postnatal Care Community

Royal
Cornwall NHS
Trust
Torbay &
South Devon
NHS FT
University
Hospitals
Bristol NHS FT
Yeovil District
Hospital NHS
FT
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Response Rate
/ No. received
65
53.61% (156)
112
91
46
13.39% (47)
66
18
22
6.10% (10)
8
11
26
25.81% (104)
97
16
110
2.11% (2)
30
0

%
Recommended
96.92%
99.36%
100%
96.70%
95.65%
95.74%
89.39%
94.44%
95.45%
100.00%
100.00%
100.00%
96.15%
98.08%
95.88%
100.00%
93.64%
N/A
100.00%
N/A

% Not
Recommended
1.54%
0.00%
0.00%
2.20%
2.17%
0.00%
9.09%
5.56%
4.55%
0.00%
0.00%
0.00%
0.00%
0.96%
2.06%
0.00%
1.82%
N/A
0.00%
N/A
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Ward Specialty

Annex 6

W ard/ Department Inpatient

Specialty

Bickleigh Ward

Cardiology

Bracken Ward

Haematolgoy

General Medicine

Braunton Ward

Cardiology

Neurology

Brent Ward

Medical Oncology

Palliative Medicine

Burrator Ward

Neurology

Rehabilitation / Stroke

Children HDU

Paediatric

Clearbrook Ward

Cardiothoarcic Surgery

Vascular

Clinical Decision Unit

Acute Medicine

Emergency

Crownhill Ward

Thoracic Surgery

Upper Gastrointestinal

Hartor Ward

Healthcare of the Elderly

Geriatric Medicine

Hembury Ward

Healthcare of the Elderly

Geriatric Medicine

Hexworthy Ward

Respiratory Medicine (Female)

Honeyford Ward

Respiratory Medicine (Male)

Lynher Ward

Plastic Surgey

Marlborough Ward

Gastroenterology

Mayflower Ward

Nephrology

Meavy Ward

Gynaecology

Meldon Ward

Endocrinology

Merrivale Ward

Healthcare of the Elderly

Monkswell Ward

Healthcare of the Elderly

Moorgate Ward

Neurosurgery

Penrose ICU

Critical Care

Urology

Critical Care

Planned Investigation Unit

General Medicine

Diagnostics
Rhuematology

Sharp Ward

Trauma & Orthopaedics
Trauma & Orthopaedics

Shipley Ward

Healthcare of the Elderly

Stannon Ward

Trauma & Orthopaedics

Stonehouse Ward

General Surgery

Upper Gastrointestinal

Surgical Assessment Unit (Hound)

General Surgery

Upper Gastrointestinal

Tamar (Short Stay Unit)

General Medicine

Tavy MAU

Acute Medicine (Female)

Thrushel MAU

Acute Medicine (Male)

Torcross Ward

Cardiology

Torrington HDU / ICU

Cardiothoarcic Surgery

Wildgoose Ward

Paediatric

Wolf Ward

Colorectal

Woodcock Ward

Paediatric

Maxfax / Head & Neck

Respiratory

Pencarrow ICU

Shaugh Ward

Bariatric Surgery

Geriatric Medicine

Critical Care - Cardiothoracic

Vascular

Dayc ase Areas
Brich Ward

Haematology

Chestnut Unit

Urology

Endoscopy Unit

Gastroenterology

Fal / Postbridge Ward

General Surgery

Freedom Day Case Unit

General Surgery

Plym Day Case Theatres

Paediatric Surgery

Royal Eye Infirmary Day Case Unit

Ophthalmology Surgery
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Income and expenditure against plan

Annex 7

Planned and Actual Surplus/(Deficit)

Variance Favourable/
(Adverse)

Budget

Actual

Variance Favourable/
(Adverse)

Budget

Annual

Actual

OPERATIONAL PERFORMANCE
INCOME
Provision of healthcare
Education, training and research
Other Income

Year to Date

Budget

Current Month

£M

£M

£M

£M

£M

£M

£M

35.88
2.12
1.81
39.82

34.60
2.09
1.88
38.57

(1.29)
(0.03)
0.06
(1.25)

35.88
2.12
1.81
39.82

34.60
2.09
1.88
38.57

(1.29)
(0.03)
0.06
(1.25)

446.71
25.21
21.31
493.23

(25.68)
(16.00)
0.76
(40.92)
(1.10)
(1.08)

(25.30)
(15.87)
0.00
(41.17)
(2.61)
(1.03)

0.37
0.13
(0.76)
(0.26)
(1.51)
0.05

(25.68)
(16.00)
0.76
(40.92)
(1.10)
(1.08)

(25.30)
(15.87)
0.00
(41.17)
(2.61)
(1.03)

0.37
0.13
(0.76)
(0.26)
(1.51)
0.05

(316.89)
(199.49)
26.07
(490.31)
2.92
(13.08)

(2.18)
0.00

(3.63)
0.00

(1.45)
0.00

(2.18)
0.00

(3.63)
0.00

(1.45)
0.00

(10.16)
0.00

(0.17)
0.00
(0.29)
(0.46)
(2.65)

(0.18)
0.01
(0.29)
(0.46)
(4.10)

(0.00)
0.01
0.00
0.00
(1.45)

(0.17)
0.00
(0.29)
(0.46)
(2.65)

(0.18)
0.01
(0.29)
(0.46)
(4.10)

(0.00)
0.01
0.00
0.00
(1.45)

(2.08)
0.03
(3.51)
(5.56)
(15.72)

0.62

0.62

(0.00)

0.62

0.62

(0.00)

11.90

(2.02)

(3.48)

(1.45)

(2.02)

(3.48)

(1.45)

(3.82)

EXPENDITURE
Pay
Non-pay
FIPs variance
EBITDA
Depreciation Charges
NET OPERATING
SURPLUS/(DEFICIT)
Profit/Loss on Asset Disposal
Interest Payable
Interest Receivable
Public Dividend Capital Interest
SURPLUS/(DEFICIT) BEFORE STF
Sustainability and Transformation
Funding
CONTROL TOTAL
(DEFICIT)/SURPLUS
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Income and expenditure annual plan
INCOME
Healthcare Income
Research and Education
Other Income
PSF
INCOME
PAY
Medical & Dental
Nursing
Other Clinical
Non-Clinical
PAY
NON-PAY
Clinical Supplies & services
General Supplies and
Services
Premises and Establishment
Other Costs
Depreciation and Interest
NON-PAY
FIP Targets
NET TOTAL

Annex 8

Apr18

May18

Jun18

Jul18

Aug18

Sep18

Oct18

Nov18

Dec18

Jan19

Feb19

Mar19

TOTAL

35.9
2.1
2.0
0.6
40.7

37.4
2.1
2.0
0.6
42.1

36.7
2.1
2.0
0.6
41.4

38.8
2.1
2.0
0.8
43.7

37.2
2.1
2.0
0.8
42.1

36.7
2.1
2.0
0.8
41.6

38.7
2.1
2.0
1.2
44.0

37.2
2.1
2.0
1.2
42.5

35.5
2.1
2.0
1.2
40.8

37.4
2.1
2.0
1.5
43.0

35.2
2.1
2.0
1.5
40.7

37.0
2.1
2.0
1.5
42.5

443.8
25.2
23.9
12.4
505.3

(9.1)
(9.3)
(3.5)
(4.0)
(25.9)

(9.1)
(9.5)
(3.5)
(4.0)
(26.1)

(9.2)
(9.7)
(3.5)
(4.0)
(26.5)

(9.2)
(9.5)
(3.6)
(4.1)
(26.3)

(9.2)
(9.5)
(3.6)
(4.1)
(26.3)

(9.3)
(9.7)
(3.6)
(4.1)
(26.7)

(9.2)
(9.6)
(3.6)
(4.1)
(26.5)

(9.3)
(9.8)
(3.6)
(4.1)
(26.8)

(9.2)
(9.6)
(3.6)
(4.1)
(26.6)

(9.2)
(9.6)
(3.6)
(4.1)
(26.6)

(9.4)
(10.1)
(3.7)
(4.1)
(27.2)

(9.2)
(9.9)
(3.6)
(4.1)
(26.9)

(110.7)
(115.8)
(43.1)
(48.7)
(318.4)

(12.6)

(12.9)

(12.7)

(13.0)

(12.8)

(12.7)

(13.1)

(12.7)

(12.8)

(13.1)

(12.1)

(12.9)

(153.5)

(1.4)

(1.4)

(1.4)

(1.4)

(1.4)

(1.4)

(1.4)

(1.4)

(1.4)

(1.4)

(1.4)

(1.4)

(16.9)

(1.8)
(1.0)
(1.6)
(18.4)
1.6

(1.8)
(1.0)
(1.6)
(18.7)
1.6

(1.8)
(1.0)
(1.6)
(18.5)
1.6

(1.8)
(1.0)
(1.6)
(18.7)
2.0

(1.8)
(1.0)
(1.6)
(18.6)
2.0

(1.8)
(1.0)
(1.6)
(18.5)
2.0

(1.9)
(1.1)
(1.6)
(19.0)
2.7

(1.9)
(1.1)
(1.6)
(18.6)
2.6

(1.9)
(1.1)
(1.6)
(18.7)
2.6

(1.9)
(1.1)
(1.6)
(19.0)
4.7

(1.8)
(1.1)
(1.6)
(18.0)
4.7

(1.9)
(1.1)
(1.6)
(18.9)
4.7

(22.1)
(12.5)
(18.7)
(223.6)
32.9

(2.0)

(1.1)

(1.9)

0.6

(0.7)

(1.5)

1.2

(0.4)

(1.9)

2.1

0.3

1.5

(3.8)

At its private meeting in April the Trust Board approved a planned deficit position of £16.3m, improving to £0.3m surplus after Sustainability and Transformation Fund (STF,
now known as Provider Sustainability Fund PSF). As highlighted in the meeting the Trust had received late notification of the reduced value of PSF available. This has now
been confirmed which meant the Trust’s planned deficit of £16.3m remains unchanged, but the PSF will only improve the position to £3.8m deficit.
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Income and expenditure variance analysis

Annex 9

Favourable / (Adverse) Variance on Costs YTD
Analysis of Year To Date Variance
Sustainabilit
YTD
y and
Variance
Transform at
ion Funding

£M

£M

(0.93)
(0.16)
(0.19)
0.00
(0.03)
0.06
0.00
(1.25)

0.00
(0.00)
0.00
0.00
0.00
0.00
0.00
(0.00)

0.03
0.12
0.11
0.11
0.00
0.37

0.00
0.00
0.00
0.00
0.00
0.00

Drugs & Pharmaceuticals
Excl Drugs
Excl Blood Factors
Excl Devices
Blood Products
Lab Equipment & Supplies
Equipment Repairs & Maintenance
Prostheses and Implants
Other Medical & Surgical Supplies
Clinical Outsourcing
General Supplies and Services
Other Non-Patient Related Costs
Non-pay CIP Target
Total Non-Pay Variance

(0.06)
(0.01)
0.05
0.07
(0.03)
(0.04)
0.09
0.02
(0.13)
0.07
0.04
0.08
(0.76)
(0.63)

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

Depreciation and Interest
Total Interest & Depreciation Variance
Total Variance

0.05
0.05
(1.45)

0.00
0.00
(0.00)

Contract Healthcare Income
Other Healthcare Income
Private Patients and Injury Cost Recovery
Education Income
Research Income
Other Income
Income CIP Target
Total Income Variance
Medical and Dental
Nursing and Midwifery
Other Clinical
Non-Clinical
Pay CIP Target
Total Pay Variance
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Contract

Passthroug
h

Frontline
Services

Wards

Theatres

Clinical
Support
Services

CIPs

Prior
Periods

Other

£M

£M

£M

£M

£M

£M

£M

£M

£M

0.00
0.00
(0.04)
0.00
0.00
0.00
0.00
(0.03)

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00
(0.01)
0.00
(0.00)
(0.01)
0.00
0.00
(0.01)

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00
0.00
(0.06)
0.00
0.00
(0.05)
0.00
(0.11)

0.00
0.00
(0.12)
0.00
(0.02)
0.10
0.00
(0.04)

(0.00)
0.02
(0.01)
(0.02)
0.00
(0.01)

0.00
0.01
0.00
0.00
0.00
0.02

0.10
(0.00)
0.11
(0.01)
0.00
0.21

0.00
0.00
0.00
0.00
0.00
0.00

(0.05)
(0.01)
(0.00)
0.01
0.00
(0.05)

(0.09)
0.06
(0.00)
0.09
0.00
0.06

0.05
0.00
0.00
0.00
0.00
(0.01)
0.00
(0.00)
0.00
0.00
(0.00)
(0.08)
0.00
(0.04)

0.00
0.00
0.00
0.00
0.00
(0.00)
0.01
(0.01)
0.00
0.00
0.01
(0.01)
0.00
(0.01)

0.01
0.00
0.00
0.00
0.01
0.02
0.03
0.00
(0.04)
(0.02)
0.01
0.03
0.00
0.03

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
(0.76)
(0.76)

(0.03)
0.00
0.00
0.00
0.00
(0.02)
0.03
0.00
0.04
0.04
(0.01)
(0.03)
0.00
0.04

(0.05)
0.00
0.00
0.00
0.00
0.00
0.02
0.00
0.03
0.00
0.02
0.01
0.00
0.02

0.00
0.00
(0.08)

0.00
0.00
0.01

0.00
0.00
0.23

0.00
0.00
(0.76)

0.00
0.00
(0.12)

0.05
0.05
0.10

Income Categories
(0.78)
(0.15)
(0.00)
(0.15)
0.00
(0.01)
0.05
(0.02)
0.00
0.00
0.00
0.00
0.00
0.00
(0.00)
0.00
0.00
0.00
0.00
0.00
0.00
(0.93)
(0.10)
(0.03)
Pay Categories
0.00
0.00
0.08
0.00
0.00
0.04
0.00
0.00
0.01
0.00
0.00
0.02
0.00
0.00
0.00
0.00
0.00
0.14
Non-Pay Categories
0.00
0.00
(0.05)
0.00
(0.01)
0.00
0.00
0.05
0.00
0.00
0.07
0.00
0.00
0.00
(0.04)
0.00
0.00
(0.03)
0.01
0.00
0.00
0.00
0.00
0.03
0.00
0.00
(0.16)
0.00
0.00
0.05
0.00
0.00
0.01
(0.00)
0.00
0.16
0.00
0.00
0.00
(0.00)
0.10
(0.03)
Depreciation and Interest
0.00
0.00
0.00
0.00
0.00
0.00
(0.93)
0.00
0.09
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Income and expenditure monthly profile

Annex 10

TOTAL INCOME

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

Apr-17

% Change
over 2016/17

Other Income

May-17

INCOME
Provision of healthcare
Education, training and research

Apr-17

Monthly Operational Finance Performance

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

%

34.04
2.00

33.60
1.86

34.89
2.31

36.36
2.13

34.83
2.16

35.50
2.16

39.05
2.10

37.16
2.37

37.33
2.08

39.67
2.08

36.76
2.06

38.36
2.84

34.60
2.09

34.04
2.00

2%
4%

1.95

1.54

1.54

1.74

1.88

1.58

1.89

1.86

1.81

1.88

1.85

5.15

1.88

1.95

-4%

37.99

37.00

38.74

40.24

38.87

39.24

43.04

41.38

41.22

43.63

40.67

46.35

38.57

37.99

EXPENDITURE
Pay

(23.84)

(24.33)

(25.01)

(24.40)

(24.29)

(24.69)

(24.48)

(24.78)

(24.78)

(24.86)

(25.42)

(26.12)

(25.30)

(23.84)

6%

Non-pay

(15.63)

(13.87)

(15.16)

(15.89)

(15.76)

(13.99)

(16.26)

(16.03)

(15.27)

(16.78)

(15.31)

(16.35)

(15.87)

(15.63)

2%

TOTAL EXPENDITURE
NET (SURPLUS)/DEFICIT BEFORE
EXCEPTIONAL ITEMS

(39.46)

(38.20)

(40.17)

(40.29)

(40.05)

(38.68)

(40.74)

(40.81)

(40.05)

(41.63)

(40.73)

(42.47)

(41.17)

(39.46)

(1.47)

(1.20)

(1.43)

(0.06)

(1.18)

0.56

2.30

0.58

1.17

2.00

(0.06)

3.88

(2.61)

(1.47)

(1.27)
(0.01)
(0.18)
0.00
(0.33)

(1.22)
0.00
(0.19)
0.00
(0.33)

(1.22)
0.00
(0.19)
0.00
(0.33)

(0.38)
0.00
(0.20)
0.00
(0.33)

(1.01)
(0.00)
(0.20)
0.00
(0.33)

(1.02)
0.00
(0.20)
0.00
(0.33)

(1.02)
0.00
(0.20)
0.00
(0.33)

(1.02)
(0.02)
(0.20)
0.00
(0.33)

(1.04)
0.00
(0.20)
0.01
(0.33)

(1.04)
0.00
(0.22)
0.00
(0.33)

(1.05)
0.00
(0.16)
0.01
(0.33)

(1.07)
0.00
(0.20)
0.01
0.05

(1.03)
0.00
(0.18)
0.01
(0.29)

(1.27)
(0.01)
(0.18)
0.00
(0.33)

EXPENDITURE
Depreciation charges
Profit/Loss on Asset Disposal
Interest Payable
Interest Receivable
Public Dividend Capital (PDC) Interest
Impairments

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

(2.78)

0.00

0.00

(1.78)

(1.73)

(1.73)

(0.90)

(1.53)

(1.54)

(1.55)

(1.56)

(1.55)

(1.58)

(1.53)

(3.99)

(1.49)

(1.78)

0.59

0.24

0.94

0.79

0.79

0.79

0.00

0.00

2.49

0.95

0.96

8.12

0.62

0.59

NET (SURPLUS)/DEFICIT

(2.66)

(2.70)

(2.22)

(0.17)

(1.93)

(0.20)

0.75

(0.99)

2.11

1.37

(0.62)

8.01

(3.48)

(2.66)

CUMULATIVE (SURPLUS)/DEFICIT

(2.66)

(5.36)

(7.58)

(7.75)

(9.68)

(9.87)

(9.13)

(10.11)

(8.00)

(6.63)

(7.26)

0.75

(3.48)

(2.66)

INTEREST AND DEPRECIATION
Sustainability and Transformation Funding
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-19%
0%
0%
302%
-10%
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0%

Contracts

Annex 11
Actual Activity

Clinical Activity

Elective Inpatients & Day Cases
Non-Elective Inpatients (including Threshold)
AAU
Emergency Department
Outpatients
Excluded Services - Non Pass through
Readmissions
CQUIN
Late contract adjustments
Flat Cash Adjustment/ QUIPP
Adjustments for Contract CIPs
Income Penalties
Income adjustments for block contracts
Total Contract activity position

Integrated Performance Report

Actual Income (£M)

Plan

Actual

Variance

5,257
4,926
0
7,869
42,008

4,887
4,536
581
8,443
43,295

(370)
(390)
581
574
1,287

Plan
£M
7.65
10.54
0.00
1.03
4.72
6.97
(0.36)
0.72
0.16
(1.41)
0.00
0.00
0.49
30.51

Actual
£M
6.13
10.04
0.36
1.13
4.84
6.73
(0.33)
0.73
0.00
0.00
0.00
(0.17)
0.13
29.58

Variance
£M
(1.52)
(0.51)
0.36
0.10
0.12
(0.23)
0.04
0.00
(0.16)
1.41
0.00
(0.17)
(0.36)
(0.93)
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Workforce

Annex 12

Please note there is a difference between the financial ledger WTEs and the ESR number because the finance system picks up additional consultant sessions, MOD staff and other non-payroll
adjustments. The ESR contract figure also is total employees contracted at the end of the month rather than during the month.
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Capital plan
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Annex 13

Page | 46

Cash
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Annex 14
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Balance sheet

Annex 15

Monthly Balance Sheets 2018/19 as at 30 April 2018
Mar-18
Actual
£M
147.5
41.3
23.4
3.2
215.3

11.6
27.2
3.9
4.2
46.9

(7.1)
(37.0)
(2.0)
(24.2)
(0.3)
(70.6)
(23.6)
(60.9)
(1.2)
129.6

197.8
(76.5)
7.7
0.7
129.6

Plan
£M

Apr-18
Actual
£M

Variance
£M

Total

147.5
39.2
24.8
3.2
214.6

147.2
40.5
23.8
3.2
214.7

(0.2)
1.3
(1.0)
0.0
0.1

Total

11.6
23.9
5.2
1.0
41.6

11.7
26.1
4.7
1.0
43.4

0.1
2.2
(0.5)
(0.1)
1.8

Total

(2.9)
(37.5)
(2.5)
(23.6)
(0.9)
(67.4)

(2.8)
(40.9)
(2.3)
(23.5)
(0.3)
(69.9)

0.1
(3.5)
0.2
0.0
0.6
(2.6)

Net current assets/(liabilities)
Borrowings > 1 year
Provisions > 1 year
Total assets employed

(25.7)
(60.9)
(0.6)
127.4

(26.5)
(60.9)
(1.2)
126.2

(0.8)
0.0
(0.6)
(1.3)

197.8
(78.7)
7.7
0.7
127.4

197.8
(80.0)
7.7
0.7
126.2

0.0
(1.3)
0.0
0.0
(1.3)

Non current assets
Land & buildings
Equipment
Assets under construction
Trade and other receivables

Current assets
Inventories
Trade & other receivables
Prepayments
Cash

Current liabilities
Payables - capital
Payables - revenue
Deferred income
Borrowings < 1 year
Provisions < 1 year

Taxpayers equity
Public dividend capital
Retained earnings
Revaluation reserve
Other reserves
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Balance sheet plan

Assets Employed
Fixed assets
Debtors due > 1 year
Inventories
Debtors due < 1 year
Cash balance
Creditors - Capital
Creditors
Loan (inc DoH)
Provisions
Total Assets Employed
Tax Payers Equity
PDC
Revaluation Reserve
Donated asset/other reserves
I&E
Total Tax Payers Equity

Annex 16

Mar-18
£M

Apr-18
£M

May-18
£M

Jun-18
£M

Jul-18
£M

Aug-18
£M

Sep-18
£M

Oct-18
£M

Nov-18
£M

Dec-18
£M

Jan-19
£M

Feb-19
£M

Mar-19
£M

Moveme
£M

212.1
3.2
11.6
29.7
4.2
(7.1)
(37.6)
(85.1)
(1.5)
129.5

211.4
3.2
11.6
29.0
1.0
(2.9)
(40.0)
(84.5)
(1.5)
127.4

210.9
3.2
11.6
29.8
1.0
(1.2)
(41.3)
(86.2)
(1.5)
126.3

210.9
3.2
11.6
27.8
1.0
(1.2)
(37.9)
(89.5)
(1.5)
124.4

211.0
3.2
11.6
20.8
1.0
(1.2)
(37.2)
(82.7)
(1.5)
125.0

210.8
3.2
11.6
20.6
1.0
(0.9)
(36.3)
(84.2)
(1.5)
124.3

210.7
3.2
11.6
20.0
1.0
(0.9)
(35.1)
(86.2)
(1.5)
122.7

210.4
3.2
11.6
22.8
1.0
(0.9)
(35.3)
(87.5)
(1.5)
123.9

210.6
3.2
11.6
22.2
1.0
(1.3)
(33.3)
(89.1)
(1.5)
123.5

211.3
3.2
11.6
21.7
1.0
(1.8)
(34.2)
(89.7)
(1.5)
121.5

212.7
3.2
11.6
24.3
1.0
(2.5)
(36.1)
(89.1)
(1.5)
123.6

214.7
3.2
11.6
22.9
1.0
(0.7)
(37.2)
(90.3)
(1.5)
123.8

218.7
3.2
11.6
19.9
1.0
(3.1)
(36.4)
(88.1)
(1.5)
125.3

6.6
0.0
0.0
(9.8)
(3.2)
4.0
1.2
(3.0)
0.0
(4.2)

(197.8)
(7.7)
(0.7)
76.6
(129.5)

(197.8)
(7.7)
(0.7)
78.7
(127.4)

(197.8)
(7.7)
(0.7)
79.8
(126.3)

(197.8)
(7.7)
(0.7)
81.8
(124.4)

(197.8)
(7.7)
(0.7)
81.2
(125.0)

(197.8)
(7.7)
(0.7)
81.9
(124.3)

(197.8)
(7.7)
(0.7)
83.5
(122.7)

(197.8)
(7.7)
(0.7)
82.3
(123.9)

(197.8)
(7.7)
(0.7)
82.7
(123.5)

(197.8)
(7.7)
(0.7)
84.6
(121.5)

(197.8)
(7.7)
(0.7)
82.5
(123.6)

(197.8)
(7.7)
(0.7)
82.3
(123.8)

(197.8)
(7.7)
(0.7)
80.8
(125.3)

0.0
0.0
0.0
4.2
4.2
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Item 10

SUMMARY REPORT
25th May 2018

Trust Board
Subject

Learning From Deaths

Prepared by

Head of Quality Governance

Approved by

Medical Director

Presented by

Medical Director

Purpose
The purpose of this report is to provide the Board with information on deaths, Decision
reviews and investigations and will include information on reviews of the care Approval
provided to those with severe mental health needs or learning disabilities.
Information
Assurance




Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position Create Sustainable Future


Executive Summary
The CQC published its report ‘Learning, candour and accountability: A review of the way NHS trusts
review and investigate the deaths of patients in England’ in December 2016, making
recommendations about how the approach to learning from deaths could be standardised across
the NHS. The Secretary of State accepted all these recommendations and asked The National
Quality Board (NQB) to develop a framework for the NHS on identifying, reporting, investigating and
learning from deaths in care. The NHS has a long tradition of learning from care provided to
patients. This paper includes information on
• Total number of inpatient deaths (including Emergency Department Deaths)
• Total number of deaths subject to case record review
• Total number of deaths where a patient had a learning disability
• Total number of deaths where a patient had a Serious incident as part of their stay
Quality Impact Assessment
Implementing this guidance will help us improve the quality to patient care we provide.
Financial Impact Assessment
No direct financial impact currently, but we do not know the size and scale of the commitment
required supporting the changes and the impact on our medical workforce.
Regulatory Impact Assessment
Implementing this guidance is mandatory
Equality and Diversity Impact Assessment
None identified
Environment & Sustainability Impact Assessment
None identified
Key Recommendations
The Trust Board is asked to note the contents of this report.
Next Steps
Working with RCP (Royal College of Physicians) to improve the ability to extract learning from SJR’s
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Executive summary
Background
The CQC published its report Learning, candour and accountability:
A review of the way NHS trusts review and investigate the deaths of
patients in England in December 2016, making recommendations
about how the approach to learning from deaths could be
standardised across the NHS. The Secretary of State accepted all
these recommendations and asked The National Quality Board
(NQB) to develop a framework for the NHS on identifying,
reporting, investigating and learning from deaths in care. The NHS
has a long tradition of learning from care provided to patients. The
framework builds on that tradition but recognises that the NHS can
do better particularly in relation to the care of vulnerable people.
The key findings of the CQC report were as follows:
•

Families and carers are not treated consistently well when
someone they care about dies.

•

There is variation and inconsistency in the way that trusts
become aware of deaths in their care.

•

Trusts are inconsistent in the approach they use to
determine when to investigate deaths.

•

The quality of investigations into deaths is variable and
generally poor.

•

There are no consistent frameworks that require boards to
keep deaths in their care under review and share learning
from these.

Integrated Performance Report

The CQC’s recommendations have been translated into seven
national work streams. The Department of Health (DH) has set up
Learning from Deaths programme board to support their
implementation. Each work stream is led by the relevant healthcare
body. The first step in this programme was the publication of the
new Learning from Deaths framework in March 2017. In particular
this identifies a need to focus on learning from the care provided to
patients with learning disabilities and severe mental health needs
who die. Most of these deaths will occur in acute settings.
In March 2017, the National Quality Board (NQB) introduced new
guidance for NHS providers on how they should learn from the
deaths of people in their care.
•

By September 2017, publish an updated policy on how the
trust responds to and learns from the deaths of patients in
its care and should publish on their website an updated
policy on how they respond to and learn from the deaths of
patients in their care. Complete

•

From Q3 2017 onwards, publish information on deaths,
reviews and investigations via a quarterly agenda item and
paper to its public board meetings including information on
reviews of the care provided to those with severe mental
health needs or learning disabilities.

From June 2018, publish an annual overview of this information in
Quality Accounts, including a more detailed narrative account of
the learning from reviews/investigations, actions taken in the
preceding year, an assessment of their impact and actions planned
for the next year.
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Reporting requirements
The minimum reporting requirements for quarterly public board
meetings have been outlined under 'Improved data collection and
reporting' in the executive summary of the national guidance. It
should be clear on the board agenda that there will be a discussion
on the data presented, the learning from this and what the board
will do to lead the organisation in improving quality of care.
This data should include the total number of the Trust’s in-patient
deaths (including Emergency Department deaths for acute Trusts)
and those deaths that the Trust has subjected to case record review
(referred to as Level 2 reviews in the policy using the structured
judgement review). Of these deaths subjected to review, Trusts will
need to provide estimates of how many deaths were judged more
likely than not to have been due to problems in care.
Plymouth Hospitals Trust has had a process for screening deaths
and subjecting any death that may have had a problem in care since
January 2015. These have been reviewed by the Mortality Review
Group and onward report key metrics to Safety & Quality
Committee and Trust Board since this date. Although there is no
requirement in the new national guidance to continue screening
deaths we are still planning on continuing this process (referred as
Level 1 reviews in the policy). We have previously used the PRISM
tool to review deaths but we are now transitioning to the
structured judgement review (SJR) as recommended by the Royal
College of Physicians.
Our performance
The following section shows the indicators that we are using to
track hospital mortality.

Integrated Performance Report
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We remain committed to preventing avoidable deaths by
monitoring mortality and learning lessons from unexpected deaths.
We will be required to report from quarter 3 onwards (October
2017)
• Total number of the Trust’s in-patient deaths (including
Emergency Department deaths for acute Trusts).
• Of these deaths any that have been subjected to case record
review.
• From these reviews an estimate of how many deaths were
judged more likely than not to have been due to problems in
care.
Quality Improvement Projects
Recognising and responding to patient deterioration relies on a
whole systems approach and the revised National Early Warning
Score (NEWS2), published by the Royal College of Physicians in
December 2017, reliably detects deterioration in adults, triggering
review, treatment and escalation of care where appropriate.
NEWS2 is an improvement on the original NEWS, in use since 2012,
in key areas including:
•
•

Better identification of patients likely to have sepsis
Improved scoring for patients with hypercapnic respiratory
failure
• Recognising the importance of new-onset confusion or
delirium
Currently, around two-thirds of healthcare providers use the
original NEWS for adult patients, with the rest using adapted
versions or locally devised early warning scores (University
Hospitals Trusts use a modified version). Harm could result from
having different scoring systems in use across the NHS when
patients or staff move between services.
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The adoption of NEWS2 is vital to standardise how adult patients
who are acutely deteriorating are identified.
Other key Areas of focus are
• Handover - Following further work and listening to feedback a
joint nursing and medical handover form has been developed to
support a more collaborative approach to handover and
resulting in less duplication of clinical details.

Integrated Performance Report
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• Falls - We know we can improve the way we assess the risk of a

fall for a patient in our hospitals, and how we can reduce this
risk. The work around reducing falls is focussed much more on
planning specific care for the individual patient. As well as a
general falls assessment a patient’s individual needs will also be
taken into consideration.

Service Line Mortality & Morbidity Reviews
Service lines report through their Care Groups and provide yearly
reports to the Mortality Review Group, the timetable of reporting
for 2018 is shown in Annex 7.
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Mortality Key Indicators
Description

Current Performance

Trend

Mortality

The Trust’s HSMR for the latest available
month of data (Jan-18) was 112.

135.00

We are committed to
preventing avoidable deaths
by monitoring mortality and
learning lessons from
unexpected deaths. HSMR
covers in-hospital deaths for
a selection of diagnoses.
SHMI looks at all patient
deaths both in hospital and
within 30 days of discharge.
Total number of the Trust’s
in-patient deaths (including
Emergency Department
deaths for acute Trusts).

Comments
HSMR

SHMI

40.0%

125.00

The Trust’s SHMI for the latest available
month of data (Dec-17) was 108.

35.0%
30.0%

115.00

25.0%

105.00

Dec-17 represents a move away from the
Manchester Triage Score to the Australasian Triage
Score as part of the introduction of the Emergency
Care Dataset (ECDS), an NHS Digital project linked
to CQUIN 8a.

20.0%

95.00

15.0%
10.0%

85.00

5.0%

75.00

There have been a total of 1898 inpatient
st
st
deaths for the year April 1 – 31 March
2018 including patients who have died in
the Emergency Department.

ED Acuity
45.0%

0.0%

These numbers may change in month as there are
occasional lags in updating the data month to
month.

700
600
500
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0

Mortality Screening Returns
– Overall Returns

PHNT uses a standard screening tool to
carry out an initial review of all deaths.

We remain committed to
reviewing all deaths by
screening using a standard
template. These deaths are
Reviewed at local Mortality &
Morbidity meetings and
monitored by the Trusts
Mortality Group.

We have screened 1034 Deaths in the year
2017/18 which equates to 54.47% of all
adult inpatient deaths including our
Emergency Department up until the time
of writing this report.
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Q1 Apr - Jun 17

Q2 Jul - Sept 17

Q3 Oct - Dec 17

Q4 Jan - Mar 18

During Quarter 4 three deaths from the screening
process have required a further review using the Royal
Colleges Structured Judgement Review (SJR).

400
350
300
250
200
150
100
50
0

Q1 Apr - Jun 17

Q2 Jul - Sept 17

Q3 Oct - Dec 17

Q4 Jan - Mar 18

Description

Current Performance

Structured Judgement
Review (SJR) is a review
methodology that is based
upon the principle that
trained clinicians use explicit
statements to comment on
the quality of healthcare in a
way that allows a judgement
to be made that is
reproducible.

In the year 2017/18 twenty three deaths
met the criteria for a further review.

LeDeR - Learning Disabilities
Mortality Review
Programme People with
learning disabilities are four
times as likely to die of
preventable causes compared
with the general population
(Disability Rights Commission,
2006). Therefore all patients
with a learning disability who
die in our care will be subject
of review.

In the year 2017/18 nine patients have
died who have an identified learning
disability.

SIRI (Serious Incident
Requiring Investigation ) A
serious incident requiring
investigation is
defined as an incident that
occurred in relation
to NHS-funded services and
care resulting in an
unexpected or avoidable
death.

In the year 2017/18 thirteen serious
incident investigations have been
initiated that have a death linked to the
incident.

Trend
9
8
7
6
5
4
3
2
1
0

Comments
Of these 6 deaths that required SJR in Q4
•

3 patients with Learning Disabilities

See Annex 1 for SJR feedback

Q1 Apr - Jun 17

Q2 Jul - Sept 17

Q3 Oct - Dec 17

Q4 Jan - Mar 18

These reviews are included in the Structured Judgment
review numbers above.
See Annex 2 for SJR feedback

5
4
3
2
1
0
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Q1 Apr - Jun 17

Q2 Jul - Sept 17

Q3 Oct - Dec 17

Q4 Jan - Mar 18

All Serious Incidents are reported to Trust Board as part
of the integrated performance report as well as
reporting to the Safety & Quality Committee. For the
purpose of this report we will pull out the lessons
learned from the final RCA’s (Root Cause Analysis
reports) that have been submitted to the CCG (Clinical
Commissioning Group) in the reporting period (Quarter
4) both for good care and poor care.
Q1 Apr - Jun 17

Q2 Jul - Sept 17

Q3 Oct - Dec 17

Q4 Jan - Mar 18

For investigation status see Annex 3 and Annex 4
learning from incidents.

Feedback from Structured Judgement Reviews

Annex 1

Period

Comments

Overall Care

Q1 - SJR

Good care - Components of sepsis 6 bundle commenced promptly in ED (oxygen, antibiotics (but incorrect choice), IV fluids,
cultures, bloods, U/O)
Suboptimal care – Arrived ED 11:55 not seen by Doctor until 15:06, Ward transfer around midnight.

Adequate Care

Q1 - SJR

Good evidence of early and appropriate decisions/investigations and management

Excellent care

Overall we provided this patient with the best care possible on this admission and previous admissions.
Q2 - SJR

Q2 - SJR

Q3 - SJR

The patient arrived in the emergency dept just after midnight on a Saturday night, was recognised to have very abnormal
observations, and was moved to the resus room and given oxygen, had a quick senior review (not documented) and investigations
ordered and conducted.
The patient received appropriate treatment for a lower respiratory tract infection and a possible cerebrovascular event during their
inpatient admission. Overall there was evidence of satisfactory care for these conditions.
The cardiac arrest was managed well. Appropriate decision was made following resuscitation. Involvement of the family and
documentation were good. End of life care was of good quality.
Good care by ambulance service, identifying the major issue ie patient had minor head injury and GCS depressed
Good care by ED staff to triage patient within an hour of arrival on a day when there were 30 majors in ED simultaneously

Good care

Adequate care

Adequate care

Learning Point: Consider whether a patient receiving large dose of aspirin may have an intracerebral bleed before giving it.
Q3 - SJR

The quality of care was good. There was evidence of appropriate interventions and a timely diagnosis.

Good care

Q3 - SJR

At the emergency department, the patient was triaged and initiated on a sepsis pathway within twenty minutes of arrival.

Good care
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Structured Judgement Reviews – Learning Disabilities
Period
Q3 - SJR
Q3 - SJR
Q4 - SJR

Comments
Good communication with family when patient deteriorated 4 days after ICU discharge and clear plan for comfort care if further
deterioration.
ED assessment of respiratory state and initiation of appropriate therapy, appropriate and early discussion with family regarding
ceiling of care, clear TEP form.
Accurate diagnosis and appropriate treatment plan with suitable antibiotics, the patient was identified early as having learning
difficulties with active involvement of relatives.
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Annex 2
Overall Care
Adequate care
Good care
Good care

Serious Incidents Under Investigation Q4
Datix
Number

Period

Type of Incident

W135609

Quarter 4

Fall

W135337

Quarter 4

Sepsis
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Annex 3

Brief Description

Current Investigation Status

Patient Fall resulting in fractured neck femur and patient developed
Pneumonia

Ongoing

Child with Severe Sepsis

Ongoing

Preventable

Actions

Annex 4

Planned Action

Responsible

Target
Completion

Actual Action Taken/Comments

Actual Date
Completed

Dr Foster Mortality Outlier report: Higher than average mortality
rates for Other psychoses within your hospital trust CQC Intelligence
Notifications: Deaths in low risk diagnosis groups
CQC Intelligence Notifications: Deaths in low risk diagnosis groups

MRG

Feb 2018

See summary of Report Annex 8

Closed

MRG

TBC

Run report to identify patients and compare to
screening reviews. If screening has not been
completed then expedite. Information to be
presented to MRG in January 2018
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Learning bulletins Q4
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Annex 5
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Service Line Reports

Annex 6

Acute Paediatrics Service Line Mortality & Morbidity Review Group report
There have been 10 deaths in children and young people within the last 12 months under the acute
paediatric service of which 4 are subject to further investigations.
We have received positive feedback from CCG for a thorough Serious Incident Review where care
provided to a child with significant illness and morbidity; no concerns had been identified on
completion of the investigation. The positive feedback was because it was obvious that the trust
had taken the investigation seriously.
National learning points identified through the CDOP process allowing earlier recognition of
trends/risks and there is a robust pathway for the sharing of learning.
Learning Disability Liaison (LDL) Team Mortality & Morbidity Review Group report
Overview of Mortality & Morbidity Review process
1. PHNT has an alert system in place so that when a patient with learning disability (LD)
dies in hospital this is alerted and noted by the learning disability liaison (LDL) team.
2. A specific LD template has been developed and used to look at ‘Factors relating to
Death’ completed by the LD medical lead and ‘Factors relating to Disability’ (for
example it includes reasonable adjustments made during admission, use of the MCA
act, family/carer involvement, other impairments and social situation) completed by the
LDL nurse lead. This report represents the LDL nurse review only.
3. A six monthly report will be presented UHP mortality panel. This report represents the
period from January 2017 to December 2017.
4. All people with a LD death will be subject to National Mortality Case Record Review
Programme: Structured case review.
5. All people with a LD death will be reported to Learning Disabilities Mortality Review
(LeDeR) Programme from October 2017.
Summary of number of cases reviewed and any cases of concern
•
•

•
•
•

In the period of January 2017 to December 2017 there were 9 cases of deaths of
people with LD in Derriford Hospital. This represents less than 1% of deaths in the
same period.
Of these 9 cases 8 were male and 1 was female. The median age for men being 57
which is 22 years less than the expected life expectancy age of 79yrs in the UK. The
median for women being 66 which is 16 years less than expected life expectancy age
of 82 yrs. in the UK.
The most cause of death noted was pneumonia (6), Colorectal Cancer (or complication
related to this 2).
Common clinical co morbidities were cerebral palsy (2), epilepsy (4), downs syndrome
(2) and dysphagia (5).
Common social co morbidities noted were poor or no mobility, sensory problems,
swallowing difficulties and communication issues. Only 1 person resided in a residential
home.

Learning both local and organisational?
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1
2
3
4
5
6
7
8

100% of people were alerted on Rapa, IPMs and had a LD alert sticker in their notes.
89 % (8 out of 9) of people had been seen by the LDL team
78% (7 out of 9) of people had a LDL nursing care plan and reasonable risk assessment
tool completed. The other two people were out of LDL team hour’s weekend admissions.
75% people had had a hospital passport in place.
100% had a TEP in place but they were not always completed well in terms of following
the MCA processes (2 out of 9 fully completed).
44% (4 out of 9) of people had last days of care plan in place.
100% of people had a completed death certificate in place.
67% (6 out of 9) cases had a screening or structured review. Three were unreturned at
the time of writing this report.

Proposed Actions:
1. TEP audit (for LD patients only) completed by LDL team to be reported to the safe guarding
adult and children’s steering group. Main issues were MCA part not completed and
discussion with family or people who know them well was absent.
2. Mortality panel to consider/agree if LD medic reviewer is needed in light of the new
structured reviews.
3. Mortality panel to consider how to pull out good or poor practice from the new structured
reviews and agree a way of disseminating learning points.

Obstetrics Mortality & Morbidity Review Group report
Overview of Mortality & Morbidity Review process
1
2
3

Each pregnancy loss has a review, undertaken by a senior midwife or obstetrician.
All pregnancy losses from 22+ weeks gestation is recorded on MBRRACE and also as of
April 2018 will be recorded using the Perinatal Mortality Review Tool.
All pregnancy losses that are cared for on CDS from 24 weeks gestation are recorded on
the trust incident management system DATIX.

Summary of number of cases reviewed and any cases of concern
• All pregnancy losses from 24 to 37 weeks are reviewed by the clinical risk team.
• If harm has been caused at any gestation a full risk investigation is carried out.
Learning both local and organisational?
•
We have a really robust review and DATIX system
•
Good standard of intrapartum and post-natal care
•
Good standard and pathway for follow up care
•
We need to improve our ability to recognise pain
•
Improve our timeliness at commencing electronic fetal monitoring
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Haematology & Immunology
Colorectal Surgery
Neonates
Paediatrics
Nephrology
Urology
Obs & Gynae
Healthcare of the Elderly
Critical Care
Maternity
Emergency Department
T&O and Rheumatology
Gastroenterology
Hepatology
Diabetes & Endocrinology
Neurology
Thoracic Medicine/Respiratory
Cardiothoracic
General & UGI
Neurosurgery
Vascular
Oncology
Cardiology
Acute Medicine
Learning Disabilities
Stroke
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28/11/2018

24/10/2018

26/09/2018

29/08/2018

25/07/2018

27/06/2018

30/05/2018

25/04/2018

Specialty

Annex 7
Completed

Service Line Reporting Schedule




























Dr Foster Mortality Outlier report

Annex 8

Introduction
The Plymouth Hospital NHS Trust received a mortality outlier notification from the Dr Foster Unit
at Imperial College on the 25th October 2017. The alert relates to 14 deaths occurring in the Trust
between August 2016 and July 2017, with a Dr Foster diagnosis of ‘’Other Psychoses’’. The CUSUM
chart indicated a progressive rise in mortality during this period. The risk-adjusted mortality was
found to be double the expected rate, in at least one three month cluster. The probability of a
false alarm for the Trust in a twelve month period was 0.1%.

Method of Review
A list of 13 deaths which occurred in the Trust between 07/12/2016 and 28/07/2017 and had a
diagnosis code of ‘’Other Psychoses’’, was provided to the Mortality Review Panel (We could not
identify the 14 death due to differences in systems).
The following review measures were undertaken
a. Coding analysis- The ICD-10 codes allocated to these patients at the final inpatient
admission were reviewed. The aim was to identify whether the patients were assigned the
correct ‘R’ code at admission and whether the multiple ‘R’ codes recorded in the Patient
Management System were indicative of a delay in arriving at a definitive diagnosis.
b. Mortality screening: In accordance with the Mortality Review Policy of the Trust
(September 2017, Ver1), a Level 1 review of the deaths were undertaken by the respective
consultants. A Mortality Screening Tool, developed by the Trust for identification of any
potential preventability trigger, was used for this purpose.
The screening tool assessed 12 potential triggers and enabled an overall assessment on
preventability of deaths on a ‘Likert’ scale. Grade 0 indicated an unavoidable death and
absence of suboptimal care while Grade 3 indicated a suboptimal care having contributed
to the death.
c. Serious Incident Requiring Investigation (SIRI): Root Cause Analysis (RCA) investigation was
undertaken in one death which was determined to be a SIRI by the Risk and Incident Team
of the Trust.
d. Individual case note review: The case notes were retrospectively reviewed by Dr E Sarkar,
a Senior Registrar in Clinical Immunology. The review included an examination of paper
notes, laboratory results, death certificates and a post mortem report.

Conclusions of the Review
Patients in the ‘’Other Psychoses’’ outlier were over 75 years of age and had multiple comorbidities. They were admitted with a history of confusion arising from a diverse range of
medical conditions. Only two patients had a diagnosis of dementia. The symptom code of R41.0
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had resulted in these patients being assigned the ‘’Other Psychoses’’ diagnosis by the Dr Foster
coding method.
All patients were appropriately investigated, had a definitive diagnosis and a pertinent
management plan. Risk assessment and nursing care were undertaken and there is evidence of
ongoing evaluation of risk. Families were involved in the care of these patients. Where appropriate
the patients had a good quality palliative care.
The Risk and Incident Management team of the Trust had identified a Case as a Serious Incident
Requiring Investigation (SIRI). A Root Cause Analysis investigation was undertaken and a postmortem examination was undertaken. The patient was considered to have died of a natural cause
by the Coroner. The RCA investigation identified areas for improvement which were actioned by
the responsible individuals. The learning points from this incident were shared across the Trust.

Areas of Good Practice from RCA investigation
1.
2.
3.
4.
5.

Clinical assessment, investigation and treatment of the patients in the alert, were appropriate
Ongoing Risk assessment
Documentation of DNAR and TEP decisions
End of Life care where appropriate
Involvement of the family and the patient in the care

Areas for Improvement
1. The ward alarms should be monitored regularly and ensured that they are not silenced. This
will prevent confused patients from wandering away from the wards.
2. Sharing of learning points:
The learning points from the incident were disseminated across the Trust through the REACT
bulletin. The incident report and the recommendations were shared with the ward team
through the Ward Manager of the involved ward.
3. Process of monitoring of door alarms:
Daily alarm checks were documented with additional weekly checks being undertaken and
documented by Security. A signature sheet was put in place to log in all alarm re-sets by
security. An access control system is to be implemented, to prevent patients/public from
accessing the stairwell except for emergency access.
4. Documentation of Mental capacity and Treatment Escalation Plan (TEP):
The RCA was shared with the medical team to ensure that mental capacity of confused
patients are assessed and documented accurately. The importance of a completed TEP was
reinforced.
5. Maintenance of up-to-date and version controlled Intentional Rounding record:
All older version of the Intentional Rounding record were removed by the Ward Manager. The
Head of Nursing emailed to all Senior Sisters to ensure that the wards had the correct version
of the document.
6. Audit of Nursing actions and documentation:
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The Ward Sister audited nursing documentation of daily record of accountability, entry on time
and date of assessments on 10 patients for 1 month period.

Action to be taken as a result of this Review
The mortality review group will review the coding process at the Trust. This will include an analysis
of the longitudinal coding process and the timeline to arrive to a definitive diagnostic code. The
review will provide an insight into any coding issue at the Trust, that might be contributing to the
Dr Foster outlier alerts.
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Research Plan 2018/19: aim is for a five year R&D and Innovation Strategy drafted by end of
summer.
Capacity building for clinical Trials remains at the core of the Research Development and
innovation (RD&I) strategy.
Growing a research rich culture across the Trust, “Placing RD&I at the heart of all that we do”
broadens the definition of research. Research encompasses complex clinical trials, academic,
bench and translational ( bench to bedside ) research, but is also is about finding ways to do
everyday clinical care better, about increasing benefits to patients on a day to day basis; where
we systematically measure the results of what we do and learn from them. We aspire to
promote research to public and staff alike, as a means to improve wellbeing through public
health interventions & improve healthcare along our clinical pathways as well as provide access
to cutting edge treatments. Our ambition is that research is such an integral part of the care led
by UHP and partners, that public and patients expect to be involved. Patient & Public
Involvement & Engagement is critical in guiding our research priorities.
The RD&I strategy aligns with University Hospitals Plymouth NHS Trust`s (UHP) overall
strategy of transformation. Vertical and horizontal integration of care, in line with the 5 year
forward view allows us to network with primary & social care and community more effectively so
as to involve and retain patients in research wherever along the treatment pathway they may
be. This requires growing collaborations of our research administration and delivery teams with
Livewell, and primary care over the next two years.
We will continue to support research which employs a public health approach to address health
and wellbeing, where such an approach is applicable within our speciality areas of academic
and /or clinical research strength.
Close collaboration with University of Plymouth and the wider healthcare environment of
1
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Plymouth, an articulation of shared research themes and a shared vision is required.
We will continue to deliver on a balanced portfolio of commercial, non- commercial, academic
and further support our own account research. Key performance Indicators are presented
(activity in 17/18: overall recruitment, number of studies open, income achieved at Care Group
level).
Research activity KPIs to be included among Board papers. Development of strategy and
performance against in year KPI’s to be reported to the Board by R&D Director on a quarterly
basis.
Quality Impact Assessment
Research & innovation embedded within clinical care and public health continuously improves
health outcomes, health care delivery pathways, and wellbeing. R&D is perpetually central to
healthcare policy & Industrial strategy. Research active centres are closely linked with high
quality care overall. Indirect impact can be measured by evaluating the adoption of new
treatments and pathways following successful project outcomes. , Considerable indirect risks to
informed healthcare are possible where the NHS disinvests or disengages from R&D.
Financial Impact Assessment
Broadening of RD&I strategy to work collaboratively with public health research, primary care
research & Health Services Research involves extensive partnership working.
Close
collaboration exposes UHP to partner organisations` cost and operational pressures. RD&I will
continue to work with our Healthcare stakeholders to agree the way forward to achieve our joint
agendas.
Internal service demands detract substantially on research pipeline & delivery: Clinical
pressures impact on support services and consultant, trainee, clinical nurse and AHP staff.
Operational plans are continuously required to help service lines find capacity to deliver on their
research activity KPIs .
Regulatory Impact Assessment
Working with Trust Governance, GDPR regulations particularly around transparency and data
sharing are being incorporated into R&D processes in line with Trust guidance.
Any expansion of next generation research of vaccines (including genetically modified) and
similar requires compliance with a tight regulatory framework. Working with other Trusts and
our internal departments we will continue to develop a GMO policy for research.
Equality and Diversity Impact Assessment
None.
Environment & Sustainability Impact Assessment
To deliver GMO research we will need to work closely with Waste Management, Infection
Control and the SDU to develop a clear policy for the safe delivery of GMO research.
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Key Recommendations
The Trust Board is asked to:
1. Support our mission to place RD&I at the heart of our organisation, embedding research as
part of our everyday practice.
2. Agree strong Board support for RD&I to work with service lines to provide capacity for
research whilst managing clinical pressures.
3. Recognise that capacity building for Clinical Trials remains at the core of this RD&I strategy.
4. Endorse the development of an RD&I strategy which incorporates University Hospitals
Plymouth NHS Trust’s overall strategy of vertical and horizontal integration of care to
address the health and wellbeing needs of the local community and beyond.
Next Steps
Drafting of 5 year research strategy, committee inputs summarised under assurance structure
in full report.
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Purpose
Seek Board endorsement for a broader definition of Research. Overall purpose to align RD&I
strategy with Trust`s overall strategy for transformation in line with 5 Year Forward View.
Background
Growing a research rich culture across the Trust. “Placing RD&I at the heart of all that we
do,” broadens the definition of research. Research encompasses complex clinical trials,
academic, bench and translational (bench to bedside) research, but is also about finding
ways to do every day clinical care better, about increasing benefits to patients on a day to
day basis; where we systematically measure the results of what we do and learn from them.
We aspire to promote research to public and staff alike, as a means to improve wellbeing
through public health interventions and improve healthcare along our clinical pathways as
well as provide access to cutting edge treatments. Our ambition is that research is such an
integral part of the care led by UHP and partners, that public and patients actively look to be
involved. Patient and Public Involvement and Engagement (PPIE) is critical in guiding our
research priorities and we will seek to arrange regular events to meet with patients and
public alike to identify their priorities
The Trust is rapidly and effectively moving on the overall strategy of vertical and horizontal
integration of care to address the health and wellbeing needs of the local community. The
RD&I strategy should reflect this.
Therefore, in addition to our longstanding focus on interventional clinical trials, where we
have a good track record including commercial research, we will incorporate support for
public health research initiatives, support for primary care research, health services research
in the Trust’s own R&D strategy. This is a high level strategic objective, which will demand
substantial operational detail, and may alter depending on circumstances in the coming few
years. We can imagine a five year or longer term scenario where the Trust is a key partner in
collaboration with Livewell and primary care, the University of Plymouth, Plymouth City
Council and other stakeholders, in large social projects which underpin better health in the
region. At this this point in time we have to focus on building public health approaches where
we can into the acute, secondary, tertiary care and clinical trials research where we have a
strong track record; using our resources where appropriate to support public health and
primary care research without detracting from our ability to sustain our own portfolio.
This level of operational detail is not specifically for the Board report – with collaborative
partners and local community, we will necessarily develop and adapt our plans and
agreements year by year to reflect changes in the landscape, legislature, national and
regional agendas and initiatives and patient demands. Much of the oversight of this is within
the remit of the Joint Research Committee of UHP and UoP executive leaders which meets
quarterly, and reports through the Chair to the Trust Board.
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In addition, to provide assurance to the Board and to place RD&I at the heart of all we do as
a Trust, we propose to report research KPIs in the monthly Board papers, and for the R&D
Director to present a quarterly report to the Trust Board detailing progress against the R&D
annual plans and overall strategy.

Specific strategic themes
1) Promote research and innovation, building on a culture where research is
everybody’s business.
2) Promote specific attributes of Plymouth and wider Peninsula community relevant to
health and healthcare research to the community itself, to providers and to the
national and international health research industry. Improve our internal and external
communications strategies in order to share good news stories and areas of
excellence more effectively.
3) R&D Director to work comprehensively with internal stakeholders and collaborator
organisations to incorporate our comprehensive research strategy into our capacity
building plans. These include flexible accommodation to support the needs of the
hospital; a facility to deliver the research portfolio of UHP: Academic, noncommercial, commercial (including NIHR adopted studies) from phase 1 to phase 4
and PK sampling studies; a space for learning, education and development of ideas
for the healthcare community of Plymouth; space to build and deliver collaborative
research networks, particularly where LiveWell, Plymouth primary care and UHP work
together as part of the NHS Improvement Lean Programme. “Community to Bench to
Bedside” – an environment to Put Patients First and work with CI’s at University of
Plymouth, Public Health and Social Care and PenCLAHRC and to actively seek PPIE
to inform on the local research priorities of the future.
4) Work with the University to align strategies and pathways to develop synergy across
mutually agreed key research themes including clinical neurosciences, cancer,
infection, inflammation and immunity research. This includes consideration of where
new Derriford Research Facility and Brain Research Imaging Centre at PMS impact
capacity building at UHP.
5) Work with UoP and collaborative partners to support Plymouth`s development as a
scientific hub for public health and health services research, including support for
Plymouth as a Health Research and Innovation Cluster. PPIE needs to be at the core
of this strategy. In 18/19 we need to identify and support specific projects which
incorporate a public health approach that is relevant to our setting (examples – UHP
acting as a patient identification centre for a trial to decrease smoking; grant proposal
for a project aiming to use liver scans as a driver to changing lifestyle behaviour in
people with metabolic liver disease).
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Operational details
Infrastructure/Pipeline/Delivery
1) Capacity building for Clinical Trials Research remains a priority for UHP. Certain
clinical support services are currently stretched to maximum capacity and are a
barrier to further growth, in particular MRI capacity as a block to neurology research,
dementia, Alzheimer, MS, neurodegenerative diseases. During 18/19 we will adapt
the Lind Research Centre facilities and staffing model to support more complex
clinical research requiring an overnight stay and during this phase gather evidence to
demonstrate the need for additional dedicated research capacity.
2) Support collaboration across healthcare providers in the Plymouth area to improve
recruitment in areas where clinical pathways span multiple providers.
3) Better identification and use of Patient Identification Centre, PIC sites, to ensure that
more patients in the Plymouth area are given the opportunity to access research
studies. We would expect to see at least a 10% rise in UHP PIC activity against
2017/18, including UHP acting as a PIC for studies (such as public health studies)
delivered primarily outside the acute hospital.
4) Work with the Trust Board and service lines to identify ways to protect (and potentially
increase) medical capacity available for research. A cornerstone of this approach is to
work with service lines and the Trust to invest in fellowships, to provide a combination
of clinical cover and research career development. The purpose is to attract good
candidates to clinical fellowship posts whilst providing potential new PIs naïve to
research mentorship from experienced investigators. Executive Leads have signed
up to a research contract and we will look to rolling this out to all Service Line leads:
this is a tangible means to implementation.
5) Maintain the balance of commercial studies, increasing recruitment targets and
improved recruitment to time and target. Specific areas for growth in 2018/19:
Diabetes, ED, Surgery, Hepatology, Rheumatology, Oncology and Gastroenterology.
6) Support non-medic led research through seminars and greater research advisor
support. Working with Service line Managers and the clinical school, our ambition is
to drive non-medic research forward.
7) Improve study feasibility processes, exposure to the international market and build
international collaborations using innovative processes such as the search tools,
TriNetX.
8) Engage stakeholders (Trust Executive leaders, leaders in service development,
health services research expertise) to identify a specific transformational care
pathway around which a tangible health service research project will be developed.
9) Work with the University to align strategies and pathways with a remit to increase
NIHR grants, NIHR integrated academic training posts.
10) Ensure early project support for non-academic clinical, nursing and AHP researchers
including research design and methodology, costing, and statistics advice.

6

Item 11

Assurance Structure:
Quarterly presentations to Board by R&D Director; to include update on development of
overall Trust R&D strategy and opportunity to review performance against KPIs.
Quarterly meetings of Joint Research Committee with UoP: focus on strategic development
aligned with University of Plymouth. JRC Chair reports to UHPNT Board.
KPIs reported in all Service Line dashboards on a monthly basis and reviewed at the monthly
finance review to Director of Finance. R&D senior manager in attendance. Includes number
of studies open, recruitment and income.
Monthly Board papers to include a dashboard of cumulative month by month recruitment
figures, income and portfolio of studies and disease areas
Quarterly meetings of Trust R&D Committee (focus on operational issues & research delivery
including clinical support services) with minutes to Joint Research Committee.

Key Performance Indicators (attachments):
•
•
•

Delivery of a balanced portfolio of recruitment : propose to include in monthly Board
papers
NIHR & overall recruitment ( EDGE)
Performance to KPIs at Care Group Level : propose to report quarterly to Board on
number of open studies , cumulative recruitment & research income ( including drug
savings ) within care groups ( this data is already reported at monthly Finance Review
)

Conclusion and recommendations
1

See Executive Summary.
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In March 2014 the Trust Board approved changes to the public parking tariff, which included
the introduction of a 1 hour minimum parking period. This saw parking charges reduce for those
who parked for shorter periods in the public car parks. At the same time the Trust Board
approved the ongoing alignment of parking charges with those of Plymouth City Council (PCC)
as part of ensuring compliance with the Department of Health NHS Parking Principles.
In September 2017 the Board were asked to consider a proposal to increase the public parking
tariff to match the increase introduced by PCC in May 2017. The paper asked the Board to
either increase the public parking tariff, or to remove the alignment with the rates charged by
PCC. The paper noted that increasing the parking charges would address the remaining
shortfall between the income raised from parking and the costs of providing that parking. There
was considerable debate amongst Board members regarding the tariff structure and the
principle of retaining the link with PCC. It was also noted that no consultation had taken place
with the Patient Council and their views should be sought.
Consultation has now taken place with the Patient Council regarding the original proposal. The
Patient Council acknowledged that income must cover costs, and they recognised the need for
potentially increasing the tariff. However they asked for further consideration of all possible
options to reduce cost or increase revenue.
Further work has now been completed, including renegotiating the multi-storey car park lease;
extending weekend only staff parking permits to cover Fridays to maximise occupancy and
increase income; installing LED lighting to reduce energy costs; reconfiguring one of the public
car parks to place all parking behind barriers; and reviewing the mobility service to make it a
volunteer led and delivered service. These actions have addressed the current shortfall, and
this has removed the need to increase public parking tariff.
Therefore, given the impact that a change in tariff would have on our patients it is
recommended that there is no change in public parking tariff for 2018/19, and the Trust
removes the link between charges made by PCC and the Trust.
Quality Impact Assessment
Since there is no change to the current arrangements, there are no quality impact issues with this
recommendation.
Financial Impact Assessment
1
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There are no financial impacts associated with not increasing the public parking tariff since the Trust
is now forecasting to produce a small surplus from car parking in 2017/18 and 2018/19.
Regulatory Impact Assessment
There are no regulatory compliance issues. The Trust will remain compliant with the NHS Car
Parking Principles, since the Trust’s tariff will be lower than local comparators.
Equality and Diversity Impact Assessment
Since no changes are proposed, there are no equality or diversity impacts.
Environment & Sustainability Impact Assessment
Since no changes are proposed, there are no environment or sustainability impacts. The work that
is being undertaken to change car park lighting in the Multi-Storey Car Park will reduce the Trust’s
electricity consumption, and will therefore improve sustainability.
Key Recommendations

It is recommended that there is no change in public parking tariff for 2018/19, and the Trust
removes the link between charges made by PCC and the Trust.
Next Steps
The Board are asked to approve the recommendation.
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Purpose
1

To consider the financial projections for Car Parking and the feedback requested from
the Patient Council. As a consequence, the Board are asked to resolve not increase the
Trust public parking tariff in 2018/19, thus breaking the link between the Trust parking
charges and those of Plymouth City Council.

Background
2

The Trust currently collects approximately £1.7M of income from public parking from the
923 public car parking spaces provided.

3

Unlike many Trusts, within Plymouth Hospitals NHS Trust Car Parking income is broadly
matched to the cost of providing the parking facilities.

4

Many of the costs of providing car parking have inflationary cost pressures. For
example, the largest cost (which is associated with the MSCP car park lease) includes
annual indexation of between 2% and 5%. In addition, in 2017/18 the Trust has been
faced with a cost pressure for business rates of 21%, which also impacts on parking
costs. Since the change to the parking tariff in April 2014, the rates alone have
increased by £55k.

5

The last change to public parking tariff took place in 2014, when a new one hour
minimum parking period was introduced which saw the cost of parking reduce for those
who stayed for shorter periods. The tariff for longer stay periods was aligned to the
charges made by Plymouth City Council for Council operated car parks.

6

In April 2014 the Trust Board agreed that the charges for public parking should continue
to be aligned to those of PCC as part of ongoing compliance with the NHS patient,
visitor and staff car parking principles, which were issued by the Department of Health.

Trust Board Paper – September 2017
7

In September 2017 the Board were asked to consider a proposal to increase the public
parking tariff to match the increase introduced by PCC in May 2017. The paper asked
the Board to either increase the public parking tariff, or to remove the alignment with the
rates charged by PCC.

8

The paper noted that increasing the parking charges would help to address the
remaining shortfall between the income raised from parking and the costs of providing
that parking.

3
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9

There was considerable debate amongst Board members regarding the tariff structure
and the principle of retaining the link with PCC. It was also noted that no consultation
had taken place with the Patient Council and their views should be sought.

10 The Board asked that prior to making a decision, that the Patient Council should be
consulted, and based on this, a recommendation made to Board.

Consultation – Patient Council
11 In November 2017 the Trust consulted with the Patient Council regarding the potential
increase in the parking tariff. The Patient Council considered the same paper that was
presented to Trust Board, and discussed this in detail with members from the Trust
responsible for car parking provision.
12 The discussion was very positive, with a wide range of views expressed. There was a
general concern that any increase in the parking tariff would have a negative impact on
the ability of patients to access healthcare. The Patient Council considered the range of
concessions that were offered by the Trust, which reduces this impact, and also the
alignment with the NHS parking principles.
13 The impact of inflation was also discussed in detail, and the Patient Council recognised
that many of these cost increases were whilst unwelcome, unavoidable. They also
recognised that the inflationary increases associated with the managed service Contract
with Indigo were primarily associated with increases to pay to respond to the National
Living Wage, and were therefore necessary.
14 The Patient Council acknowledged that income must cover costs, and they recognised
the potential need for increase the tariff. However they asked for further consideration of
all possible options to reduce cost or increase revenue before making a final
recommendation to Trust Board.

Cost Reduction and Income Opportunities
15 Since meeting with the Patient Council, the Trust has reviewed costs and has
implemented changes designed to increase parking revenue within the existing tariff.
The most significant changes are:
•

The lease on the Multi-Storey Car Park, which had five years remaining, has been
extended to a new 35 year term. The agreement of such a long lease has allowed
the costs to be reduced significantly.

•

Staff weekend and nights permits are issued to all staff members who work shifts,
but who do not qualify for a full parking permit. Following a review of staff car park
occupancy, these permits have been extended to include parking during the day on
Fridays.

•

The configuration of one of the Trust’s public car parks has been reviewed, and car
park entry and exit barriers have been installed which cover the entire car park.
This change ensures that everyone using the car park pays for parking.

•

Funding has been secured to allow the replacement of all lights within the MultiStorey Car Park to be changed to LED with motion control. This will significantly
reduce the electricity costs of lighting the car park.
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•

The mobility centre which was introduced to support patients and visitors during the
construction of the bus interchange is being transformed into a volunteer led and
delivered service.

16 Following the introduction of additional income measures and further cost controls, the
Trust has updated the forecasts for car parking income and costs for 2017/18, 2018/19:
•

2017/18: The outturn for 2017/18 is now forecast to deliver a surplus income
over costs of £26k. This improvement is attributed to generation of additional
income.

•

2018/19: The budget forecast for next financial year shows a small surplus
income over costs of £46k. This further improvement is mainly associated with
the changes to the mobility service which will help to offset the known inflationary
cost increases.

17 This improved financial position means that the Trust does not need to seek to increase
the public parking tariff in 2018/19, in order to cover the cost of providing that car
parking.

Additional Measures
18 Whilst the Trust now has a forecast breakeven position for 2018/19, there will continue
to be inflationary pressures in future years. Work will continue to look for alternative
ways of increasing revenue, and for opportunities to reduce costs.
19 During 2018/19 the Trust will review the use and occupancy of car parks to ensure that
there is the right balance between public and staff parking across the site. This will
include a review of how the Multi-Storey Car Park is used, since this is open to both
members of the public and staff.

Conclusion and Recommendation
20 Following a very positive consultation with the Patient Council, the Trust has reviewed
opportunities for reducing the cost of providing car parking, and opportunities for
increasing parking income. This has resulted in a small surplus of income over costs for
2017/18, which will be sustained in 2018/19. This has removed the financial need for
increasing the public parking tariff.
21 Following the decision by Trust Board in April 2014 to maintain alignment of public
parking tariff with that of PCC, and the decision by PCC to increase parking charges in
May 2017, the Trust should follow suit, or formally remove the ongoing requirement for
alignment.
22 Therefore, given the impact that a change in tariff would have on our patients it is
recommended that there is no change in public parking tariff for 2018/19, and the Trust
removes the link between charges made by PCC and the Trust.
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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 fines of up to £500,000 that would be better spent on patient care.
The Trust generally performs well but must continue to be vigilant, particularly with regard to
ensuring the adoption of consistently high information governance standards.
We have not met Freedom of Information Act turnaround targets for a number of years having
experienced a significant increase in the number and complexity of requests for information. There
are risks associated with this position which have previously been discussed by the Trust Board.
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 financial penalty of up to £500,000.
Regulatory Impact Assessment
The Trust must comply with the requirements of the Data Protection Act 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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1

Introduction

1.1

The purpose of this report is to provide the Board with an updated 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 fines of up to £500,000 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 two 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. This 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
the Data Protection Act.
 Data Protection Officer (DPO): The GDPR requires that public authorities appoint
a DPO. This is reinforced in the Data Protection Bill currently before Parliament.
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 and
NHS standards. The Trust’s IG manager chairs the South West Strategic Information
Governance Network (SIGN) and represents the South West on the National SIGN.

3

National developments

3.1

The Data Protection Act 1998 is superseded by the EU General Data Protection
Regulation (GDPR) with effect from 25th May 2018. A new UK Data Protection Bill is
before Parliament and will become the Data Protection Act 18. The GDPR and DPA 18
will strengthen existing legislation requiring the Trust to improve existing practices.

3.2

The Department of Health, NHS England and NHS Digital have a statutory
responsibility for producing advice and guidance relating to IG in health. The
Information Governance Alliance (IGA) was set up to meet this responsibility and has
issued a number of briefings. Key points to note are as follows:
 There must be a designated Data Protection Officer (DPO) who can act
independently and report to the highest management level of the organisation. This
role will be fulfilled by the Head of Information Governance who reports to the Senior
Information Risk Owner (SIRO).
 A key obligation is to record all data processing activity and to be clear on the legal
basis for processing data. The Trust achieves this by maintaining an Information
Asset Register of all main electronic systems. The governance of each system is
documented in a System Level Security policy (SLSP).
 In addition, it has been recognised that some areas need to document key data
flows. This is being piloted by the Performance team and will be rolled out to other
key teams.
 There is a need for increased transparency for patients, staff and visitors about how
the Trust processes their information. The Trust’s Privacy Notice on our website has
been updated to reflect this https://www.plymouthhospitals.nhs.uk/informationgovernance.
 There are increased rights for individuals to comment on their information and
request amendments. These rights are not absolute and will need to be considered
alongside other legislation.
 Effective Data Protection should be by design rather than bolted onto processes as
an afterthought. Data Protection Impact Assessments should be used by teams
introducing change.
 There will be harsher penalties for non-compliance.

3.3

The IGA has published health sector specific guidance which the Trust’s IG team are
using to work towards GDPR compliance.

3

Item 13

4

Our performance
Overall summary

4.1

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

Our domains of information governance performance

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

National IG
Toolkit

Cyber
Security

Local IG
Incidents

Information
Governance
Domains
Trust Policies

Data Quality

Subject
Access
Requests

Freedom of
Information

National toolkit
4.2

The national IG Toolkit (IGT) is an online system which NHS organisations complete to
show performance against a series of Department of Health policies and standards.
This demonstrates that organisations can be trusted to maintain the confidentiality and
security of personal and corporate information. It also increases public confidence that
the NHS and its partners can be trusted with personal data. The IGT can be accessed
by members of the public.

4.3

In 2017/18 acute trusts must provide evidence for 45 requirements covering
management responsibilities, confidentiality, data protection, information security and
assurance about how information is processed for clinical, corporate and secondary
use. Each requirement is scored from 0 to 3. There were two submissions throughout
the course of the financial year, the performance submission in October and the final
submission at the end of March. The Trust must attain at least level 2 for each
requirement to achieve a 'satisfactory' score.

4.4

Audit South West undertook an audit of eight requirements. A draft of this report was
provided to the IG team in December 2017. Recommendations made in this report
were incorporated into the evidence submitted for the final submission. In February
2018, we submitted our toolkit with each requirement scoring Level 2 or above leading
to a 'satisfactory' self-assessment of 76%.
4
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4.5

NHS Digital has carried out a major revamp of this approach and produced the 'Data
Security and Protection Toolkit' which came into effect in April 2018. This
encompasses the ten data security standards set out in Dame Fiona Caldicott's report,
'Review of Data Security, Consent and Opt-Outs'. Acute trusts must provide evidence
for all baseline assertions in order to submit a satisfactory result. The new toolkit will
have two expected submissions this year, the baseline submission in October 2018
and the final submission in March 2019. However, in future 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.

4.6

Annual IG training is a key part of the toolkit. Data Security Awareness (Level 1)
training has been developed by NHS Digital and is available on ESR (Electronic Staff
Record). However, in this Trust, annual IG training is bespoke eLearning which is
incorporated into our mandatory training update. The IG team plan to continue with this
approach but include content from the Data Security Awareness (Level 1) module.
Eventually there will be Level 2 and Level 3 training modules and the Board may wish
to note that Executive Directors will be expected to complete Level 3 training.
Local incidents

4.7

IG incidents are scored using the scale and severity factors outlined within NHS
Digital’s reporting checklist. Incidents are recorded on the Trust’s Datix system. Those
incidents scoring a level 2 or above are classed as Serious Incidents Requiring
Investigation and are reported to NHS Digital and the ICO. The IG team reviews all
reported incidents, works to promote good practice and ensures that we identify and
act on lessons learned from these incidents. 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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In 2017/18 there was one ‘Level 2’ incident which was reported to the ICO. Patient A
made a subject access request to the organisation. A small amount of another Patient’s
information (Patient B) was released to ‘Patient A. Patient A contacted the ICO to make
a formal complaint over the handling of their subject access request. A full root cause
analysis was conducted which set out a number of recommendations. The Risk &
Incident Team are monitoring the actions to ensure that they are all fully implemented.
5
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Subject Access Requests (SAR)
4.9

The General Data Protection Regulation (GDPR) 2016/679 is a new EU law that comes
into effect on 25th May 2018. This regulation will replace the current Data Protection
Act. Under GDPR a SAR can be made free of charge, unless the requests are
manifestly unfounded, excessive or if it is a request for further copies. The requests
must be addressed within 30 calendar days although this may be extended to a
maximum of 2 months in certain specified circumstances.

4.10 In the last financial year we received approximately 200 requests a month. These
requests are from individuals, patient representatives or solicitors on behalf of their
clients. We anticipate an increase in volume of requests received from individuals and
patient representatives due to there being no charge. There are concerns that the
volume of requests received will increase beyond what our resources are able to
complete within the new target. This will be monitored once the regulation is in place.
4.11 We currently process 81% of requests within 30 days, and charge a maximum of £50
for each SAR, so there will be a considerable reduction in income to the Trust. Figure 3
below details our performance for the last financial year for each type of request
received.
Figure 3

Subject Access Requests - Compliance with the Data Protection Act

We are currently achieving an average monthly compliance rate of more than 80%.
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Data Quality
4.12 In 2017/18 the national data quality benchmarking shows University Hospitals
Plymouth NHS Trust as the top performing trust in the south west peninsula, at 99.6%.
The Trust has been in this position for the past 5 years.
4.13 Since 2015 the RTT (Referral to Treatment) validator working within the Performance
Information Team has completed a detailed monthly audit of 150 patients (per month)
waiting electively. The purpose of the audit is to ensure that patients are recorded
accurately on a RTT pathway and validate that their waiting time is correctly recorded.
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4.14 The audit information is fed back to Service Lines to ensure learning and rectification of
any errors identified. Since 2015 the number of errors has decreased and the
engagement from Service Line Teams has improved to show a current audit
performance (for the last year) of 93%.
4.15 In December 2017 Audit South West completed their latest data quality audit for the ED
4 hour standard and the quality of operational inpatient data through the SALUS
system. The audit returned as satisfactory with moderate risk recommendations
regarding ED breach validation, monitoring performance of the Minor Injury Units and
ensuring clinical teams update SALUS in a prompt and timely manner. The Audit
Committee will receive the detailed report on this audit.
Freedom of Information
4.16 The Freedom of Information 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 which the Trust fails to meet. This has been compounded by a substantial
and sustained increase in the volume and complexity of requests (Figure 4).
Figure 4

Compliance with Freedom of Information disclosure requirements

There has been a considerable increase in requests and we struggle to meet FoI disclosure requirements.
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4.17 There have been a number of complaints and requests for internal review due to
lateness of replies. These are time consuming for a small team and detract from the
overall effort to improve FOI compliance. One applicant has complained to the ICO
about the Trust’s handling of their FOI requests. This resulted in a Decision Notice
about the Trust which is published on the ICO website. It upholds the complaint about
the Trust’s lateness but not that the Trust had further information to disclose.
4.18 A number of measures have been taken to optimise our performance. FOI is now part
of the IG team providing additional cover and support. The FOI monitoring spreadsheet
has been streamlined for 2018/19. In addition, more information is being published on
the Trust’s website including FOI disclosures for the last two years and Trust-wide
policies. We are also pro-actively publishing commonly requested information with
IM&T being the first department to support this initiative.
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5

Organisational Policies

5.1

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.

5.2

As of 9th May 2018, the Trust has a total of 197 active policy documents of which 48
are currently out of date. Work by the Trust’s Document Controller to liaise with
Document Owners, make them aware their documents are due for review and request
updates on the progress of their review is ongoing.

6

Cyber Security

6.1

The ‘WannaCry’ incident in May 2017 was a wake-up call across the NHS and
demonstrated that historical risk models had been rendered inaccurate in the face of
increased cyber security threats. A positive outcome has been renewed focus on cyber
security at all levels, leading to substantial capital investment to rectify the most critical
vulnerabilities. However in isolation this is not sufficient to reduce risks to an
acceptable level and continued attention will be required from all stakeholders.

6.2

During October and November 2017 an NHS Digital sponsored third party conducted
an extensive security audit of the ICT infrastructure and estate. The subsequent reports
confirmed gaps identified in the Trust's own internal review and highlighted some
additional areas of focus. These reports acted as the precursor for allocation of £1
million of national funding to the Trust as one of 27 major trauma centres across
England. This investment is targeted at addressing key risks through the procurement
of the following solutions:
 Ransomware and behavioural network monitoring and protection.
 Improved server patch management.
 Network Access Control (NAC) protection.
 Security Incident and Event Monitoring (SIEM) service.
 Identity & Access Management solution.

6.3

By September 2018 it is anticipated that the procurement and installation of these five
major cyber security mitigating controls will be in place. Notwithstanding this, it is
important to recognise that whilst this helps to move the organisation towards a more
robust position it is not enough in isolation to fully mitigate all cyber security risks.

6.4

With this in mind we continue to review our position against national guidance. In
January 2018, the Department of Health and Social Care, NHS England and NHS
Improvement published a set of 10 data and cyber security standards that all providers
must comply with. NHS Improvement requires providers to confirm their compliance
status. Our response is summarised at Annex 1.

6.5

The Board may wish to note that a follow-up third party audit is likely to be required to
ascertain the appropriate use of national monies received and review improvements
against the agreed action plan. The results of this work will be reported to the Board in
due course.
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7

Other issues

7.1

The Independent Inquiry into Child Sexual Abuse (IICSA), formerly the Goddard
Inquiry, was set up because of serious concerns that some organisations had failed
and were continuing to fail to protect children from sexual abuse. The inquiry wrote to
Health and Social Care Organisations explaining that the IICSA’s work must not be
hindered by the destruction of records that may be needed as evidence.

7.2

In normal circumstances the destruction of the paper Health Record would be in
accordance with the Information Governance Alliance’s ‘Records Management Code of
Practice for Health and Social Care 2016’, however, since February 2016, no records
have been destroyed.

7.3

This has led to a situation where the Central Records Library, at Bush Park is now at
capacity with 10,000 boxes of health records being stored externally in Exeter, at a cost
of £31k per annum. As part of the eNotes Programme once we achieve the BS10008
accreditation we can destroy the scanned records, however, achievement of this is
estimated at being 18-24 months away.

7.4

A survey across the South West revealed that the majority of NHS trusts are not
destroying records although we understand that one trust is considering selective
destruction of records that pose a low risk. They have approached IICSA for their
confirmation that this strategy is acceptable. IICSA has responded stating that they
could provide no further guidance other than that already provided and suggesting that
organisations should have any revised retention approaches approved by Senior
Managers.

7.5

The Board may wish to note that, whilst there is an ongoing financial cost to the Trust,
it is my view that we should continue to retain all health records pending further
guidance or clarification on the appropriateness of destroying any records.
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Cyber Security Compliance Submission

Annex 1

National standard

Current position

Senior level
responsibility

The organisation has named Lee Budge, Director of Corporate Business
as the senior executive who reports to the board who is responsible for
data and cyber security and this person is also the SIRO.

Completing the
Information Governance
toolkit v14.1

The organisation has completed the IG toolkit, submitted its results to
NHS Digital and obtained level 2 or 3.

Preparing for the
introduction of the
General Data Protection
Regulation in May 2018

By May 2018, the organisation will have an approved plan to detail how
it will achieve compliance with the GDPR. This will have board-level
sponsorship and approval.

Training staff

At least 85% of staff have completed either the previous IG training or
the new training in the last twelve months.

Acting on CareCERT
advisories

The organisation has registered for CareCERT Collect.
The
organisation has plans in place for all CareCERT advisories up to
31/3/2018 that are applicable to the organisation. The organisation has
clear processes in place that allow it to confirm within 48 hours of a High
Severity CareCERT advisory being issued that a plan is in place. The
organisation has in post a primary point of contact who is responsible for
receiving and coordinating CareCERT advisories.

Business continuity
planning

The organisation has an agreed business continuity plan for cyber
security incidents in place. The plan take into account the potential
impact of any loss of services on external organisations in the health
and care system. The business continuity plan for cyber security
incidents has been tested in 2017/18.

Reporting incidents

The organisation has a process or working procedure in place for staff
to report data security incidents and near misses.

Unsupported systems

The organisation has not yet reviewed all of its systems to identify any
that are unsupported.
The organisation has a plan in place to remove, replace or actively
mitigate or manage the risks associated with unsupported systems.
This is dependent on the recruitment of additional resources and should
be completed by the end of December 2018.

On-site cyber and data
security assessments

The organisation has undergone an NHS Digital on-site cyber and data
security assessment.
The organisation has an improvement plan in place on the basis of the
findings of the assessment, but has not yet shared the outcome with the
relevant commissioner(s).
The organisation has used an external vendor to audit the organisation’s
data and cyber security risks.

Checking supplier
certification

The Trust is planning to check whether its existing suppliers of IT
systems have appropriate certification by the end of September 2018.
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The Board is required to approve the Trust’s statutory accounts. The Audit
Committee reviewed the accounts in detail at their meeting on 24 May 2018.
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Executive Summary
The Trust’s statutory accounts for the year ended 31 March 2018 and supporting documentation are
presented to the Board for formal approval.
Quality Impact Assessment
The Trust’s accounts describe the financial position of the Trust only.
Financial Impact Assessment
The Trust’s accounts describe the financial position of the Trust only.
Regulatory Impact Assessment
Board approval of the accounts is a statutory requirement.
Equality and Diversity Impact Assessment
The Trust’s accounts describe the financial position of the Trust only.
Environment & Sustainability Impact Assessment
The Trust’s accounts describe the financial position of the Trust only.
Key Recommendations
The Trust Board is asked to:
1. Adopt the accounts
2. Authorise the Chief Executive and Director of Finance to sign the Letter of Representation to the
Auditors
3. Approve writing off the losses and special payments for 2017/8.
Next Steps
Accounts filed with the Department of Health & Social Care.
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DETAILED REPORT
Trust Board

25 May 2018

Subject

Annual accounts for the year ended 31 March 2018

Prepared by

Chief Financial Accountant

Approved by

Director of Finance

Presented by

Director of Finance

Purpose
1. This paper seeks the approval of the Trust Board for:
•

formal adoption of the accounts for the year ended 31st March 2018,
including agreement that the going concern basis on which they have
been prepared is appropriate;

•

authorising the Chief Executive to sign the Letter of Representation
to the auditors;

•

writing off losses and special payments made during the year ended
31st March 2018.

ANNUAL ACCOUNTS (ANNEX A)

2. The accounts for the year ended 31st March 2018 are attached at Annex A.

3. The Trust’s reported financial position at the end of March 2018 is a
surplus of £0.7 million; however, the impact of impairments and the
impact of movements in the donated assets reserve are not taken into
account in the evaluation of the Trust’s financial performance by the
Department of Health & Social Care, which recognises the Trust’s
underlying performance of a £3.4 million surplus for the financial year.
4. Trusts are permitted to undershoot their External Finance Limit (EFL).
This year the Trust undershot its EFL by £4.4 million.
5. The Trust must not exceed its Capital Resource Limit (CRL). The Trust
undershot its CRL of £22.5 million by £1.8 million.
6. The Trust’s performance against the better payment practice code target
was similar to last year, with 96% of non NHS bills being paid on time
compared with 95% last year.
7. The accounts have been prepared on a going concern basis. Annex B
sets out the rationale for this approach.
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LETTER OF REPRESENTATION TO THE AUDITORS (ANNEX C)
8. It is standard practice for the auditors to seek assurance from the Trust
Board in respect of both general and specific matters, all of which were
discussed in some detail at the Audit Committee meeting on 24 May.
The full document is attached at Annex C.

LOSSES AND SPECIAL PAYMENTS (ANNEX D)
9. 2017/8 losses and special payments have been reported to and
discussed by the Audit Committee. A summary analysis of losses and
special payments included in the accounts is attached at Annex D.

RECOMMENDATION
10. The Audit Committee have received the accounts and the auditors’ Annual
Governance Report and have agreed that the accounts should be accepted
as presented to them. The Auditors’ report is attached at Annex E.
11. It is recommended, therefore, that the Trust Board adopt the accounts
for the year ended 31st March 2018, and in doing so authorise the
schedule of losses and special payments and authorise the Chief
Executive to sign the Balance Sheet and the letter of representation for
the auditors on behalf of the Board.
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Going Concern Review

Annex B

1. Executive Summary

Going concern is a fundamental principle in the preparation of financial statements. Under the
going concern assumption, a Trust is viewed as continuing in operation for the foreseeable future
with no necessity of liquidation or ceasing of trading.
The Plymouth Hospitals NHS Trust (PHNT) financial statements for 2017/18 have been prepared
on a going concern basis.
It is, however, ultimately the responsibility of the Trust Directors, under International Financial
Reporting Standards (IFRS), to satisfy themselves it is appropriate to prepare the financial
statements on a going concern basis. Therefore this report has been prepared to provide
assurance to the Committee that the going concern assumption has been applied appropriately to
the PHNT financial statements.
The Audit Committee will be aware that, following years of significant deficits, the Trust has
recorded a surplus outturn in 2017-18 of £3.1m and the plan for 2018/19 is a deficit of £3.8m.
There is also £85m of borrowing on the Trust’s balance sheet at the year end. This position
emphasises the need for Directors to assure themselves that the Trust is right to adopt the going
concern principle in its accounts for the past year.
The Trust believes that a going concern basis is correct primarily because the provision of
contractual income from Commissioners over the next year demonstrates the continuation of a
service in the future; additionally there is also clear access to cash financing facilities provided by
the Department of Health to cover all sensitivities. However, as the award of any such funding
has not yet been confirmed then the Trust accepts that there is an element of uncertainty that is
required to be reflected in a disclosure to the accounts. Further details of the going concern
requirements and assessment are given below.
2. Management’s assessment of going concern
International Accounting Standard 1 Presentation of financial statements (IAS 1) requires
management to make an assessment of an entity’s ability to continue as a going concern when
preparing that entity’s financial statements. It is assumed that an entity will prepare its accounts
on a going concern basis unless management intends to, or has no alternative but to, liquidate
the entity or to cease trading.
In the public sector, the HM Treasury Financial reporting manual (FReM) sets out an
interpretation of this standard which focusses on whether the service(s) provided by the
entity is going to be continued rather than whether the entity providing the service will
continue to exist. This means that the fact that a body is going to cease to exist does not affect
its going concern status. The key consideration is whether the services the body is providing will
continue to be provided. For example, if an NHS trust is acquired by a foundation trust, the NHS
trust remains a going concern if its assets will continue to be used to provide healthcare services
although under the auspices of another NHS body. Whilst it is unlikely that an NHS body will be
determined not to be a going concern, this interpretation does not exempt the management of
NHS bodies from undertaking a going concern review. The review should be based on each
entity’s local circumstances and shared at an early stage with the audit committee.
3. Period covered by the assessment
IAS 1 (paragraph 26) says that the review should take into account as much information about
the future as possible but should look ahead at least 12 months from the end of the reporting
period. However, it is worth noting that auditors are required to make a disclosure in their report if
1

Item 14, Annex B

the period covered by the management’s review is less than a year from the date of approval of
the financial statements.
Clearly, there is a difference here: the end of the reporting period for NHS bodies is 31 March
whereas the annual report and accounts is finalised in early June. In order to ensure a smooth
year-end process, management’s assessment of going concern should cover the period of 12
months from the annual report and accounts submission deadline for the financial year.
4. Disclosure in the annual report and accounts
IAS 1 also requires that where there are ‘material uncertainties related to conditions that may cast
significant doubt upon the entity’s ability to continue as a going concern’ these should be
disclosed in the accounts.
These reporting requirements have been built into accounting guidance issued to NHS bodies:
• all bodies in the Department of Health’s group accounting boundary, except
foundation trusts, are required to include an explanation of the adoption of the going
concern basis where it might be called into doubt in the performance report part of
their annual report (paragraph 3.15 of the Department of Health Group accounting
manual, 2017/18)
• all NHS bodies should disclose material uncertainties in respect of events or
conditions that cast significant doubt on the going concern ability of the body. The
example given is where finance or income has not yet been approved but is
necessary for the continuing operational stability of the NHS body (paragraphs 4.114.16 of the Department of Health Group accounting manual, 2017/18).
In 2015-16 the Trust did not disclose any ‘material uncertainties’ that cast doubt on the going
concern basis. This is, in part, due to a letter from NHS Improvement confirming cash funding
would be made available for Trusts. For 2016-17and 2017-18 this letter has not been received
although NHSI did confirm in a generic letter of 16/17 that, given the enduring contents of the
original letter, that was last they would write on the matter. Given this funds were and are fully
expected to be made available as described below. However, as this is not formally set out and
approved the Trust will be making a disclosure to this effect describing this uncertainly.
5. Issues to consider as part of the going concern assessment
NHS bodies’ boards and audit committees should review and challenge the going concern
assessment. It should be expected that auditors will also challenge it and will expect to see
evidence to back up the assumptions made.
6. The Trust’s going concern assessment
The Trust has conducted the following review of its going concern position. This has involved a
review of the key factors of financial performance, continued service delivery and cash financing
as well as analysis of the sensitivity of the cash forecasts and budgets for the financial year 201819. This includes identifying financial conditions which may adversely affect PHNT’s position and
testing these using sensitivity analysis. It also considers a number of other non-financial factors.
Financial position – The Trust has a surplus for 2017-18 of £3.1m. This follows a deficit of
£40m for 2016-17, £36m in 2015-16, £5m in £2014-15 and £13m in 2013-14. The Trust has not
met its statutory duty to achieve an overall breakeven position over a three year period. This in
itself does not cast material doubt on the going concern assumption if this position is agreed with
external regulators and the Trust is able to meet its day to day financial obligations.
The Trust has a planned deficit for 2018-19 of £3.8m in line with its revised control total set by
NHS Improvement. It is recognised that this is a challenging performance and requires delivery of
a Financial Improvement Plan of £33m. This plan has been shared and discussed with regulators
and local stakeholders and a peer to peer review process has taken place. The review gave
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assurance over the financial assumptions used in building up the plan but it did identify a level of
risk over the delivery of the Financial Improvement Plan.
Existing Borrowing - The Trust has £83.5m of revenue support loans at the year-end (£23.4m
from 2015-16,£50.6m from 2016-17, and £9.5m from 2017-18.) The first of these loans, £23.4m,
is due in February 2019 and £50.4m in 2019/20. NHS Improvement have made it clear with the
revenue control total targets set for the Trust for the next year that repayment is not anticipated in
this period. Therefore an extension to these terms is anticipated when current terms expire.
Cash flow forecasts – The Trust’s 2018-19 cash plan relies on Department of Health revenue
support loans of £3.8m to secure cash flow for the plan. During the year this is expected to reach
£8m before repayments are made before year end when the Financial Improvement Plan delivers
in full. The financing of this and all existing support is included in the plan. In the event of
deterioration in the position the Trust would be required to apply for additional cash support.
The Department of Health and NHSI have provided assurance that measures are in place to
ensure NHS Trusts have sufficient cash to continue operating despite an I&E deficit position.
More specifically the Department of Health have a number of cash financing facilities for Trusts in
need of cash support. These facilities include Interim Support in advance of an approved
recovery plan and Planned Term Support once a recovery plan is approved.
Interim Support is defined within Secretary of State's guidance under section 42A of the National
Health Service Act 2006 (Section 42A Guidance). It is used to provide transitional financial
support to an FT or NHS Trust in financial difficulty where it is necessary to support the continued
delivery of services for a period during which an assessment of the underlying problem is carried
out and a Recovery Plan is developed which forecasts a return to a financially sustainable
position.
The products are designed to be used in combination and will be deployed flexibly, on a case by
case basis, to reflect the nature of interim financing requirements. Where an NHS Trust or FT
develops an appropriate Recovery Plan which meets the requirements set out in Section 42A
Guidance, the department will consider the appropriate treatment for outstanding principal
balances based on the affordability of debt to the relevant body. This may include the transfer of
balances to a package of Planned Term Support, restructuring repayments, delaying repayment
to a future date, cancelling or refinancing part or all of the outstanding balance.
These arrangements reflect that interim support is a transitional arrangement and ensure that the
full cost of recovery is considered at the point a Recovery Plan is produced. It is at this stage the
affordability of debt to the relevant body will be considered. The department does not anticipate
that organisations will routinely repay principal on revenue support issued as part of the Interim
Support period, but will expect that all financing is serviced.
The financing products available are detailed below.
Name

Interim
Revolving
Working Capital
Support Facility

Interim Revenue
Support Loan

Description
Extendable revolving maturity loan provided pending the
development of Recovery Plan. The Trust currently has an
agreed facility of 30 days cash (£34.2m). The agreement is
based on a rolling 2 year maturity and is renewable but
limited by an agreed expiry date (currently 2020)
Although repayable it is intended to be replaced by medium
term interim support or planned term support. In 2016-17 the
Trust utilised the full facility.
Extendable maturity loan provided pending the development
of Recovery Plan. To be utilised as the second line of cash
financing but requires Department of Health approval.
Repayable but intended to be replaced by Planned Term
Support. Principal will be due for repayment on maturity. The
agreement will be based on a rolling 2 year maturity and will
be renewable but limited by an agreed expiry date. The

Maximum
Value

Up to 30
days cash
(£34.2m)
but can be
extended

Subject to
Prudential
Borrowing
Limit
circa
£100m

Financing
charges

3.5% Interest

1.5% or
3.5%
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Interim Revenue
Support PDC

Trust’s current loan of £23.4m is repayable in February
2019. A further £16.4m was awarded in 2016-17, and £9.5m
in 2017-18.
Conditional PDC provided pending the development of
Recovery Plan.
May or may not be repayable but intended to be replaced by
Planned Term Support. The Interim Revenue Support PDC
is reviewed every two years and there is no presumption of
repayment as part of these reviews but repayment may be
considered on a case by case basis. Requires ITFF
approval.

Planned term
Revenue
Support Loan

Loan provided following development and approval of
Recovery Plan. Requires ITFF approval.
Repayable over the term of the loan.

Planned Term
Revenue
Support PDC

PDC provided following the development and approval of
Recovery Plan. Requires ITFF approval.
May or may not be repayable depending on recovery plan
and annual review.

Capital Support
Loan

Capital Loan repayable by equal instalments of principal.
Requires ITFF approval.

Capital Support
PDC

Conditional Capital PDC linked to essential works in
advance of recovery. Requires ITFF approval

No Limit

1%
commitment
fee

Subject to
Prudential
Borrowing
Limit
circa
£100m

Dependent
on term and
value

No Limit

No

Subject to
Prudential
Borrowing
Limit
circa
£100m
Subject to
Prudential
Borrowing
Limit
circa
£100m

Dependent
on term and
value

The products above clearly show that this support will be forthcoming in one form or another from
the DoH, if so required, and therefore supports the conclusion that the Trust has access to
sufficient cash support and the accounts should be prepared on a going concern basis. At the
current time the DoH has confirmed funding of £1.8m in April and £0.7m in May but as no further
funds have been confirmed as yet then there is an element of uncertainty going forward. This is
required to be reflected in a disclosure in the accounts.

Contract Position – In line with the NHS planning guidance the Trust has agreed contracts to
deliver healthcare services with NEW Devon CCG, Kernow CCG and NHS England Specialist
Commissioners for the year. The agreement of contracts provides evidence that services will
continue to be provided.
Sensitivity Analysis – As part of this review the Trust has considered the impact of significant
variations to the 2018-19 plan to ensure that sufficient cash resources are still in place. This
includes the following key factors:
• Existence of Projected Operational Losses - Expenditure and income assumptions can be
tested to measure the sensitivity on the Trust’s cash flow. An adverse movement of 1%
on operational costs gives a cash pressure of £5m.
• The key risk of delivery of the plan is the delivery of the Financial Improvement plan.
Failure to deliver this plan and meet the financial control total would also mean that the
Trust also fails to receive all or part of its Sustainability and Transformation Funding of
£12.4m. Therefore the Trust is exposed to a significant level of financial risk in this
scenario. If only 50% of this is delivered there is an adverse impact on cash of £22.7m.

No
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•
•
•

Capital Programme - The Trust has a capital plan of £21m. £13m fund by its internal
resources (depreciation and planned surplus), £3m from 2017-18 surplus, £2m finance
leases and £3m from additional borrowing. The Trust can reduce this allocation in order to
mitigate cash flow problems if necessary. The Trust can also look to alternative funding
sources for capital investments, therefore retaining its internally generated cash. This
could give a cash benefit of £3-6m.
Payments on Account -The Trust is currently forecasting regular payments on the 1st of
each month from Commissioners. Alternative payment plans can be discussed with
CCGs and NHS England.
Supplier Payments- The Trust negotiated temporary payment terms with key suppliers in
March 2016 giving a non-recurrent cash benefit of £6m. There is potential for this to be
explored again if essential.
Reductions in Planned Expenditure -The Trust has limited scope to reduce planned
expenditure and ensure that it delivers the services for which it is contracted. The Trust
does hold a contingency reserve of £1m (as recommended by the NHSI) and some other
planned investments which if stopped would reduce the requirement for cash support.

As described the Trust has measures to deal with a number of material changes to its annual
plan. The analysis shows that, even after a number of adverse changes in financing assumptions
that the Trust has planned for, it still has some flexibility to maintain a cash balance during the
year without further external cash support. Alternatively if this support is not as high as planned
then this flexibility can be called upon. However it should be noted reduced capital expenditure
could impact on essential works. In conclusion due to the impact of reduced STF funding that
would be suffered as well as any under delivery on the Trust’s Financial Improvement plan
increased DoH cash support is likely to be required in this scenario.
Medium to Long Term Plans - The STP system approach is supported by the Trust Board. This
programme provides a strategic pathway to ensure that all partners work together to restore
operational and financial stability. Furthermore the work carried out also states that Plymouth is
the designated site for Major Trauma and associated specialist services for the peninsula which
add to the service continuity going concern assumption.

Other Considerations – The Trust has had a stable Executive Management team in the last 2
years with no reliance on interim appointments which adds further weight to the continuation of
the delivery of services. Although the Trust has a ‘Requires Improvement’ rating from the Care
Quality Commission the Trust has implemented a number of improvements and improved its
assessment scores in 2016-17. Although the Trust’s external auditors have referred the Trust to
the Secretary of State under s30 of the Audit and Accountability Act 2014 no response or
additional requirements have been applied to the Trust.

7. Conclusion
The fact that the Trust has set a deficit plan of £3.8m that includes financial risk in the planned
savings to be delivered, along with the existing financial support received, raises concerns as to
the Trust’s financial viability. However the Trust will remain the principal provider of secondary
healthcare services for the population of Plymouth and surrounding areas.
The Trust is confident that it will work with local commissioners and other trusts through the
Devon STP and with NHSI to implement its financial plan to ensure long-term financial viability. In
the short-term, any risks that materialise around the delivery of its plan will be supported by
liquidity funding designed to ensure that the Trust can continue to meet its on-going financial
obligations. Whilst sensitivity analysis suggests some risk to the Trust’s cash position if
circumstances are more adverse than anticipated, it is not considered likely that this will be unresolved. However, although the DoH has confirmed funding in April and May, unlike previous
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years it has not confirmed further funds at this date so there is uncertainty going forward which
should be reflected in a disclosure in the accounts.
The following statement is included in the draft Annual Accounts for 2017/18:
‘IAS 1 requires management to assess, as part of the accounts preparation process, the
Trust's ability to continue as a going concern. In the context of non-trading entities in the
public sector, the anticipated continuation of the provision of a service in the future is
normally sufficient evidence of going concern. The financial statements should be
prepared on a going concern basis unless there are plans for, or no realistic alternative
than, the dissolution of the Trust without the transfer of its services to another entity.
As directed by the 2017/8 Department of Health Group Accounting Manual, the directors
have prepared the financial statements on a going concern basis as they consider that
the services currently provided by the Trust will continue to be provided in the foreseeable
future. On this basis, the Trust has adopted the going concern basis for preparing the
financial statements and has not included the adjustments that would result if it was
unable to continue as a going concern.
The directors also consider that the contracts it has agreed with commissioning bodies
and anticipated support for any required application it makes to the Department of Health,
supported by NHS Improvement, for additional cash funding in 2018/19 are also evidence
that the Trust will have adequate resources to continue in operational existence for the
foreseeable future. It is, however, acknowledged that the additional cash funding
requested in 2018/19 (which totals £8m during the course of the year, and is expected to
be £3.8m at the end of the year following delivery of the Financial Improvement Plan) has
not yet formally been approved by the Department of Health. Therefore, although we are
confident that this funding will be forthcoming through the monthly request and approval
process, as this has not yet been confirmed for the whole year ahead it does represent a
material uncertainty that may be considered to cast significant doubt about the Trust’s
ability to continue as a going concern. However, as stated above, as we are certain that
the services currently provided by the Trust will continue to be provided in the foreseeable
future, we are content with adopting the going concern status.’
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Chief Executive
Level 7, University Hospitals Plymouth NHS Trust
Derriford Road
Crownhill
Plymouth
PL6 8DH
email: annjames@nhs.net

Grant Thornton UK LLP
2 Glass Wharf
Bristol
BS2 0EL
25 May 2018
Dear Sirs
Plymouth Hospitals NHS Trust
Financial Statements for the year ended 31 March 2018
This representation letter is provided in connection with the audit of the financial statements of Plymouth
Hospitals NHS Trust for the year ended 31 March 2018 for the purpose of expressing an opinion as to
whether the financial statements are presented fairly, in all material respects in accordance with
International Financial Reporting Standards and the Department of Health and Social Care Group
Accounting Manual 2017-18.
We confirm that to the best of our knowledge and belief having made such inquiries as we considered
necessary for the purpose of appropriately informing ourselves:
Financial Statements
As Trust Board members, we have fulfilled our responsibilities under the National Health Services Act
2006 for the preparation of the financial statements in accordance with International Financial
Reporting Standards and the Department of Health and Social Care Group Accounting Manual
2017-18 (GAM); in particular the financial statements are fairly presented in accordance therewith.
We have complied with the requirements of all statutory directions affecting the Trust and these matters
have been appropriately reflected and disclosed in the financial statements.
The Trust has complied with all aspects of contractual agreements that could have a material effect on the
financial statements in the event of non-compliance. There has been no non-compliance with
requirements of the Care Quality Commission or other regulatory authorities that could have a
material effect on the financial statements in the event of non-compliance.
We acknowledge our responsibility for the design, implementation and maintenance of internal control to
prevent and detect fraud.
Significant assumptions used by us in making accounting estimates, including those measured at fair
value, are reasonable.
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In calculating the amount of income to be recognised in the financial statements from other NHS
organisations we have applied judgement, where appropriate, to reflect the appropriate amount of
income expected to be derived by the Trust in accordance with the International Financial
Reporting Standards and the GAM. We are satisfied that the material judgements used in the
preparation of the financial statements are soundly based, in accordance with International Financial
Reporting Standards and the GAM, and adequately disclosed in the financial statements. There are
no other material judgements that need to be disclosed.
We acknowledge our responsibility to participate in the Department of Health and Social Care's
agreement of balances exercise and have followed the requisite guidance and directions to do so. We
are satisfied that the balances calculated for the Trust ensure the financial statements and
consolidation schedules are free from material misstatement, including the impact of any
disagreements.
Except as disclosed in the financial statements:
a there are no unrecorded liabilities, actual or contingent
b none of the assets of the Trust has been assigned, pledged or mortgaged
c there are no material prior year charges or credits, nor exceptional or non-recurring
items requiring separate disclosure.

Related party relationships and transactions have been appropriately accounted for and disclosed in
accordance with the requirements of International Financial Reporting Standards and the GAM.
All events subsequent to the date of the financial statements and for which International Financial
Reporting Standards and the GAM require adjustment or disclosure have been adjusted or disclosed.
iv The financial statements are free of material misstatements, including omissions.
Actual or possible litigation and claims have been accounted for and disclosed in accordance with the
requirements of International Financial Reporting Standards.
We have no plans or intentions that may materially alter the carrying value or classification of assets and
liabilities reflected in the financial statements.
The Trust has sufficient repairs and maintenance plans to ensure that its property, plant and equipment is
kept in a satisfactory condition.
The Trust is if the view that the useful economic lives of its property, plant and equipment are
appropriate.
Information Provided
We have provided you with:
a. access to all information of which we are aware that is relevant to the preparation of the
financial statements such as records, documentation and other matters;
b. additional information that you have requested from us for the purpose of your audit;
and
c. unrestricted access to persons within the Trust from whom you determined it necessary
to obtain audit evidence.

Working in partnership with the Peninsula Medical School
Chairman: Richard Crompton

Chief Executive: Ann James
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We have communicated to you all deficiencies in internal control of which management is aware.
All transactions have been recorded in the accounting records and are reflected in the financial
statements.
We have disclosed to you the results of our assessment of the risk that the financial statements may be
materially misstated as a result of fraud.
We have disclosed to you all information in relation to fraud or suspected fraud that we are aware of and
that affects the Trust and involves:
d. management;
e. employees who have significant roles in internal control; or
f. others where the fraud could have a material effect on the financial statements.
We have disclosed to you all information in relation to allegations of fraud, or suspected fraud, affecting
the Trust's financial statements communicated by employees, former employees, analysts, regulators
or others.
We have disclosed to you all known instances of non-compliance or suspected non-compliance with laws
and regulations whose effects should be considered when preparing financial statements.
We have disclosed to you the identity of the Trust's related parties and all the related party relationships
and transactions of which we are aware.
We have disclosed to you all known actual or possible litigation and claims whose effects should be
considered when preparing the financial statements.
xxv The Trust will require additional cash loans of £8m in 2018/19 to maintain current payment
performance assuming that it delivers its savings plan. Although the Trust has not received formal
notification of future financing, this has always been available in the past in accordance with the
need of the Trust to meet all essential liabilities and there is no indication that this will not continue.
If the Trust fails to deliver its savings plan in full or its financial position is worse than planned in
2018/19 then further cash loans will be required. As the Trust’s continuing operational stability
depends on finance that has not yet been approved this represents a material uncertainty for the
Trust.
Although these factors represent a material uncertainty that may cast significant doubt over the
Trust’s ability to continue as a going concern, the Directors, having made appropriate enquiries, still
have reasonable expectations that the Trust will have adequate resources to continue in operational
existence for the foreseeable future. As directed by the GAM, the Directors have prepared the
financial statements on a going concern basis as they consider that the services currently provided by
the Trust will continue to be provided in the foreseeable future.

Working in partnership with the Peninsula Medical School
Chairman: Richard Crompton

Chief Executive: Ann James
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Annual Report
v

The disclosures within the Annual Report fairly reflect our understanding of the Trust’s financial and
operating performance over the period covered by the financial statements.
Annual Governance Statement
vi

We are satisfied that the Governance Statement fairly reflects the Trust’s risk assurance framework
and we confirm that we are not aware of any significant risks that are not disclosed within the
Governance Statement.

Approval
The approval of this letter of representation was minuted by the Trust’s Board at its meeting on 25 May
2018.

Yours faithfully
Name……………………………
Position………………………….
Date…………………………….

Name……………………………
Position………………………….
Date…………………………….
Signed on behalf of the Board of University Hospitals Plymouth NHS Trust (formerly known as
Plymouth Hospitals NHS Trust)

Working in partnership with the Peninsula Medical School
Chairman: Richard Crompton

Chief Executive: Ann James
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Annex D

LOSSES AND SPECIAL PAYMENTS
YEAR ENDED 31ST MARCH 2018

A summary of losses and special payments made in the year to 31 March 2018 is set
out below.

Bad debts written off
Payroll
overpayments
written off
Ex gratia payments – lost
or damaged property
Ex gratia payments –
maladministration
and
complaints
Personal injury
Cash losses
Write off/Loss of stores
Compromise agreements/
employee litigation
TOTAL

Y/e 31.3.18
Number
62

Y/e 31.3.17
Y/e 31.3.18
Number
£
99
2,919

Y/e 31.3.17
£
24,515

12

881

15

3,285

55

18,092

88

23,486

67

8,626

107

18,757

24
4
16

88,392
270
165,473

37
4
22

162,228
388
15,141

1

6,850

241

291,503

372

The register of losses has been reviewed in detail by the Audit
Committee.

247,800
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Audit Findings
Year ending 31 March 2018
Plymouth Hospitals NHS Trust
Audit Committee 24 May 2018
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report is a draft. Its
contents and subject
matter remain under
review and its contents
may change and be
expanded as part of the
finalisation of the report.
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The contents of this report relate only to those matters which came to our attention during the conduct of our normal audit procedures which are designed for the purpose of expressing
our opinion on the financial statements. Our audit is not designed to test all internal controls or identify all areas of control weakness. However, where, as part of our testing, we identify
control weaknesses, we will report these to you. In consequence, our work cannot be relied upon to disclose all defalcations or other irregularities, or to include all possible improvements
in internal control that a more extensive special examination might identify. This report has been prepared solely for your benefit and should not be quoted in whole or in part without our
prior written consent. We do not accept any responsibility for any loss occasioned to any third party acting, or refraining from acting on the basis of the content of this report, as this report
was not prepared for, nor intended for, any other purpose.
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of, and do not obligate, one another and are not liable for one another’s acts or omissions.
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Headlines
This table summarises the key issues arising from the statutory audit of Plymouth Hospitals NHS Trust (‘the Trust’) and the preparation of the Trust's financial statements for the year
ended 31 March 2018 for those charged with governance.
Financial
Statements

Under International Standards of Audit (ISAs (UK)) and the National
Audit Office (NAO) Code of Audit Practice ('the Code'), we are required
to report whether, in our opinion:
• the Trust's financial statements give a true and fair view of the
financial position of the Trust and its expenditure and income for the
year; and
• The Trust’s financial statements, including the audited parts of the
Remuneration Report and Staff Report have been properly prepared
in accordance with International Financial Reporting Standard, the
Department of Health and Social Care group accounting manual
2017/18 (GAM) and the requirements of the National Health Service
Act 2006.

Our audit work was completed on site during May 2018. Our findings are summarised on
pages 4 to 12. We have not identified any adjustments to the financial statements that
have resulted in an adjustment to the Trust’s retained surplus position for the year.
Disclosure adjustments are detailed in Appendix B.

We are also required to report whether other information published
together with the audited financial statements (including the Annual
Report), is materially inconsistent with the financial statements or our
knowledge obtained in the audit or otherwise appears to be materially
misstated.

Subject to outstanding queries being resolved, we anticipate issuing an unqualified audit
opinion following the Audit Committee meeting on 24 May 2018, as detailed in Appendix
D. These outstanding items include:
-

Receipt of management representation letter

-

Review of the final set of financial statements

-

Completion of our review of the Annual Report; at the time of reporting this had not
been made available to the audit team

-

Review of the Trust’s DHSC consolidation spreadsheets

-

Receipt of external bank confirmations

-

Discussion with the District Valuer in relation to PPE revaluation movements

-

Updating of the post balance sheet events review, to the date of signing the opinion

We have not been able to conclude whether the other information published with the
financial statements, which includes the Annual Report, is consistent with our knowledge
of your organisation and the financial statements we have audited. We will complete this
on receipt of the Trust’s Annual Report.
Value for
Under the Code we are required to report by exception whether, in our
Money
opinion the Trust has not made proper arrangements to secure economy,
arrangements efficiency and effectiveness in its use of resources ('the value for money
(VFM) conclusion').
Statutory
duties

The Local Audit and Accountability Act 2014 (‘the Act’) also requires us
to:
• report to you if we have applied any of the additional powers and
duties ascribed to us under the Act; and
• certify the closure of the audit.

We have completed our risk based review of the Trust’s value for money arrangements.
We have satisfied ourselves that Plymouth Hospitals NHS Trust has proper
arrangements to secure economy, efficiency and effectiveness in its use of resources.

We have nothing to report by exception.
We have not exercised any of our additional statutory powers or duties.
We have completed the majority of work under the Code and expect to be able to certify
the completion of the audit when we give our audit opinion.
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Summary
Overview of the scope of our audit

Audit approach

This Audit Findings presents the observations arising from the audit that are significant to
Our audit approach was based on a thorough understanding of the Trust’s business and is
the responsibility of those charged with governance to oversee the financial reporting
risk based, and in particular included:
process, as required by International Standard on Auditing (UK) 260 and the Code of Audit • An evaluation of the Trust's internal controls environment including its IT systems and
Practice (‘the Code’). Its contents have been discussed with management.
controls;
As auditor we are responsible for performing the audit, in accordance with International
• Substantive testing on significant transactions and material account balances, including
Standards on Auditing (UK), which is directed towards forming and expressing an opinion
the procedures outlined in this report in relation to the key audit risks
on the financial statements that have been prepared by management with the oversight of
Conclusion
those charged with governance. The audit of the financial statements does not relieve
management or those charged with governance of their responsibilities for the preparation As noted earlier, we have substantially completed our audit of your financial statements
of the financial statements.
and subject to outstanding queries being resolved, we anticipate issuing an unqualified
audit opinion following the Audit Committee meeting on 24 May 2018.

Our approach to materiality
The concept of materiality is fundamental to the preparation of the financial statements and the audit process and applies not only to the monetary misstatements but also to
disclosure requirements and adherence to acceptable accounting practice and applicable law. Materiality calculations remains the same as reported in our audit plan although clearly
trivial matters has been adjusted to reflect recent guidance from the NAO. We detail in the table below our assessment of materiality for Plymouth Hospitals NHS Trust.
Trust Amount (£)

Comments

Materiality for the financial statements

£7.723m

This was based on the forecast gross expenditure for the year, as reported in our plan.

Performance materiality

£5.792m

This is 75% of the above materiality.

Trivial matters

£300k

This increased from £250k after we issued our plan following updated guidance from
the National Audit Office (NAO).

Materiality for specific transactions,
balances or disclosures

£20k (senior officer remuneration)

We adopted a lower level of materiality due to increased levels of public interest in the
disclosures.
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Significant audit risks
Risks identified in our Audit Plan
revenue recognition
 Improper
Under ISA (UK) 240 there is a

rebuttable presumed risk that revenue may be
misstated due to the improper recognition of revenue.
Approximately 90% of the Trust’s income is from patient care activities and contracts
with NHS commissioners. These contracts include the rates for and level of patient
care activity to be undertaken by the Trust. The Trust recognises patient care activity
income during the year based on the completion of these activities. Patient care
activities provided that are additional to those incorporated in these contracts
(contract variations) are subject to verification and agreement by the commissioners.
As such, there is the risk that income is recognised in the accounts for these
additional services that is not subsequently agreed to by the commissioners.
We have identified the occurrence and accuracy of income from contract variations
as a risk requiring special audit consideration.

override of controls
 Management
Under ISA (UK) 240 there is a non-rebuttable presumed risk that the risk of
management over-ride of controls is present in all entities. The Trust faces pressure
to meet external targets, and this could potentially place management under undue
pressure in terms of how they report performance.
We identified management override of controls as a risk requiring special audit
consideration.

Commentary
Auditor commentary
We have:
•

Evaluated the Trust’s accounting policy for recognition income from patient care
activities for appropriateness;

•

Gained an understanding of the Trust's system for accounting for income from patient
care activities and evaluated the design of the associated controls;

•

Performed walkthrough testing to confirm that controls are implemented;

•

Reviewed significant income contracts;

•

Reviewed significant accounting estimates, contractual adjustments and accrued
healthcare income.

Our audit work has not identified any issues in respect of revenue recognition.

Auditor commentary
We have:
•

Undertaken testing of journal entries

•

Reviewed accounting estimates, judgements and decisions made by management

•

Reviewed unusual significant transactions

•

Reviewed significant related party transactions outside the normal course of business

Our audit work has not identified any issues in respect of management override of
controls.
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Significant audit risks
Risks identified in our Audit Plan

 Valuation of property, plant and equipment
The Trust revalues its land and buildings on a regular basis to ensure that carrying
value is not materially different from fair value. This represents a significant estimate
by management in the accounts.

We identified the valuation of land and buildings revaluations and impairments as a
risk requiring special audit consideration.
In addition, we noted that the Trust had planned to adopt a revised asset lifing model,
with a view to extending the life of existing assets. As reported to the Trust Board in
October 2017 the recommendation is to increase the average asset life by 20 years
to 47.5 years. This would reduce the annual depreciation charge by £2.6m.

Commentary
Auditor commentary
We have:
•

Reviewed management's processes and assumptions for the calculation of the
estimate.

•

Reviewed the competence, expertise and objectivity of any management experts used.

•

Reviewed the instructions issued to valuation experts and the scope of their work

•

Tested revaluations made during the year to ensure they were input correctly into the
Trust's asset register

•

Critically reviewed the revised asset life proposals and the assumptions and
calculations underpinning them.

As noted on page 3, at the time of reporting the following audit procedures had not been
undertaken:
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Reasonably possible audit risks
Risks identified in our Audit Plan
remuneration
 Employee
Payroll expenditure represents a significant percentage of the Trust’s operating
expenses.
As the payroll expenditure comes from a number of individual transactions and
different sub-systems there is a risk that payroll expenditure in the accounts could be
understated. We therefore identified completeness of payroll expenses as a risk
requiring particular audit attention

Commentary
Auditor commentary
We have undertaken the following work in relation to this risk:
 Documented our understanding of processes and key controls over the transaction
cycle;
 Undertaken walkthrough of the key controls to assess the whether those controls
were in line with our documented understanding;
 Performed a substantive analytical review of monthly employee related expenditure;
 Re-performed the year end payroll reconciliation; and
 Tested whether year end payroll accruals have been recognised and not
understated.
Our audit work has not identified any significant issues in relation to the risk identified.

expenses
 Operating
Non-pay expenses on other goods and services also represents a significant
percentage of the Trust’s operating expenses. Management uses judgement to
estimate accruals of un-invoiced costs.
We identified completeness of non-pay expenses as a risk requiring particular audit
attention.

Auditor commentary

We have undertaken the following work in relation to this risk:
 Evaluated the Trust’s accounting policy for recognition of non-pay expenditure for
appropriateness
 Undertaken walkthrough of the key controls to assess the whether those controls
were in line with our documented understanding;
 Tested year end operating expenditure accruals to ensure they have been
appropriately recognised and not understated

Our audit work has not identified any significant issues in relation to the risk identified.
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Significant matters discussed with management
This section provides commentary on the significant matters we discussed with management during the course of the audit.



Significant matter

Commentary

The preparation of the Trust’s financial
statements on a going concern basis

In note 1.1.2 to its financial statements, the Trust has disclosed a material uncertainty that may be considered to cast
significant doubt about its ability to continue as a going concern.
The Trust will require in-year cash support from the Department of Health and Social Care, to maintain current payment
performance assuming that it delivers its savings plan. Although the Trust has not received formal notification of future
financing, this has always been available in the past in accordance with the need of the Trust to meet all essential liabilities
and there is no indication that this will not continue. If the Trust fails to deliver its savings plan in full or its financial position is
worse than planned in 2018/19 then further cash loans will be required.
The Trust has concluded that it is appropriate to prepare its financial statements on a going concern basis.
Conclusion
The disclosure in the Trust’s financial statements is adequate. Our view is that it is reasonable to prepare the financial
statements on a going concern basis. We sought representations from the Trust in our letter of representation.
We have referred to note 1.1.2 regarding this material uncertainty in our audit opinion – see Appendix D.



The review of the useful economic lives
(UEL) of the Trust’s property, plant and
equipment

During the year the Trust worked with the District Valuer to review the useful economic lives (UEL) of its Trust’s property, plant
and equipment. The average asset life increased by 20 years to 47.5 years, reducing the annual depreciation charge by
£2.6m.
We:
•

considered the competence, expertise and objectivity of the management expert used;

•

held discussions with the valuer about the basis on which the UELs were assessed and challenged the key assumptions;

•

reviewed the Trust’s proposals to ensure they were consistent with the GAM and reflected the relevant accounting
standards (IAS8: Accounting Policies and IAS 16:Property, Plant and Equipment);

•

compared the proposed UELs with those in use at other NHS organisations

•

considered whether the proposals were consistent with our understanding of the Trust and its future plans.

Conclusion
Based on the work undertaken, we are of the view that the action taken by the Trust is not unreasonable.
We have sought assurances from management within the Letter of Representation that the Trust has plans to undertake
sufficient repairs and maintenance to ensure that the proposed UELs remain appropriate.
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Accounting policies
Accounting area

Summary of policy

Comments

Revenue recognition

Accounting policy 1.3 states:

We have considered:

 Revenue in respect of services provided is
recognised when, and to the extent that,
performance occurs, and is measured at
the fair value of the consideration
receivable.

 Appropriateness of the policy under relevant accounting
framework

 Where income is received for a specific
activity that is to be delivered in the
following year, that income is deferred.

 Adequacy of disclosure of the accounting policy

 The Trust receives income under the NHS
Injury Cost Recovery Scheme. The Trust
recognises the income when it receives
notification from the Department of Work
and Pension's Compensation Recovery
Unit that the individual has lodged a
compensation claim. The income is
measured at the agreed tariff for the
treatments provided to the injured
individual, less a provision for
unsuccessful compensation claims and
doubtful debts.

There are no issues to bring to your attention.

 Extent of judgement involved, including range of possible
outcomes and potential financial statement impact of different
accounting policy choices

Assessment


Green

Assessment

Marginal accounting policy which could potentially be open to challenge by regulators (red)

Accounting policy appropriate but scope for improved disclosure (amber)

Accounting policy appropriate and disclosures sufficient (green)
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Accounting policies (cont’d)
Accounting area

Summary of policy

Comments

Judgements and estimates

Key estimates and judgements include:

We have considered:



Useful life of PPE

 Appropriateness of policy under relevant accounting framework



Revaluations

 Extent of judgement involved



Impairments

 Potential financial statement impact of different assumptions



Provisions



Accruals

 Range of possible outcomes – where does the Trust sit within that
range?



Partially completed spells

 Adequacy of disclosure of accounting policy

Assessment


Green

We have previously commented on our review of the Trust’s revision
to the useful economic lives of its PPE.
There are no other issues we wish to bring to your attention.
Other critical policies

The Trust has adopted the standard
accounting policies for the NHS as set out in
the DHSC Group Accounting Manual.

We have reviewed the Trust's policies against the requirements of
the Manual for Accounts. Overall the Trust has tailored the standard
accounting policies to its individual circumstances, although they
could be shortened and made more focussed – for example
intangible assets are not material and so no accounting policy is
required.


Green

Assessment

Marginal accounting policy which could potentially be open to challenge by regulators (red)

Accounting policy appropriate but scope for improved disclosure (amber)

Accounting policy appropriate and disclosures sufficient (green)
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Other communication requirements
We set out below details of other matters which we, as auditors, are required by auditing standards and the Code to communicate to those charged with governance.

Issue

Commentary



Matters in relation to fraud

•

We have previously discussed the risk of fraud with the Audit Committee. We have not been made aware of any incidents in the period
and no other issues have been identified during the course of our audit procedures.



Matters in relation to related
parties

•

We are not aware of any related parties or related party transactions which have not been disclosed.



Matters in relation to laws and
regulations

•

You have not made us aware of any significant incidences of non-compliance with relevant laws and regulations and we have not
identified any incidences from our audit work.



Written representations

Specific representations have been requested from management in respect of the significant assumptions used in making accounting
estimates for:
•

The useful economic lives of the Trust’s property, plant and equipment

•

Preparing the Trust’s financial statements on a going concern basis

The letter of representation is included in the Audit Committee papers for 24 May 2018.



Confirmation requests from
third parties

•

We requested from management permission to send a confirmation request to the Trust’s bankers. This permission was granted and
the requests were sent. However at the time of writing a response had not been received. If a response is not forthcoming, we will
need to undertake alternative procedures and may need to amend the letter of representation to obtain additional assurances from
management.



Disclosures

Our review found no material omissions in the financial statements.
There were a small number of disclosure changes to the Trust‘s financial statements and these are included within Appendix B to this
report.



Audit evidence and
explanations/significant
difficulties

All information and explanations requested from management were provided and we did not experience any difficulties in undertaking our
work.
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Other responsibilities under the Code


Issue

Commentary

Other information

 We are required to give an opinion on whether the other information published together with the audited financial statements
(including the Annual Report), is materially inconsistent with the financial statements or our knowledge obtained in the audit or
otherwise appears to be materially misstated.
As noted on page 3, at the time of reporting we have not been provided with the Annual Report. Any inconsistencies identified will be
communicated with the Trust.



Auditable elements of
Remuneration and Staff
Report

 We are required to give an opinion on whether the part of the Remuneration and Staff Report subject to audit has been prepared
properly in accordance with the requirements of the National Health Service Act 2006.
 We have audited the elements of the Remuneration and Staff report, as required by the Code.
 We found no issues and propose to issue an unqualified opinion.



Matters on which we report by
exception

We are required to report on a number of matters by exception in a number of areas:
 If the Annual Governance Statement does not comply with the guidance issued by NHS Improvement or is misleading or inconsistent
with the information of which we are aware from our audit.
 If we have applied any of our statutory powers or duties.
We have nothing to report on these matters.





Review of accounts
consolidation schedules and
specified procedures on
behalf of the DHSC group
auditor

 We are required to give a separate audit opinion on the Trust accounts consolidation schedules and to carry out specified procedures
(on behalf of the NAO) on these schedules under the NAO Group audit instructions . In the Group audit instructions the Trust was
selected as a non-sampled component.

Certification of the closure of
the audit

We intend to certify the closure of the 2017/18 audit of Plymouth Hospitals NHS Trust in our auditor’s report, as detailed in Appendix D.

 The procedures we carried out on the Trust's accounts consolidation schedules did not identify any issues.
 We will complete our review of the consolidation schedules on receipt of the final set of financial statements.
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Value for Money
Background to our VFM approach

Risk assessment

We are required to satisfy ourselves that the Trust has made proper arrangements for
securing economy, efficiency and effectiveness in its use of resources and report by
exception where we are not satisfied. This is known as the Value for Money (VFM)
conclusion.

We carried out an initial risk assessment in January 2018 and identified two significant
risks in respect of specific areas of proper arrangements using the guidance
contained in AGN03. We communicated these risks to you in our Audit Plan which we
presented to the Trust’s Audit Committee on 15 February 2018.

We are required to carry out sufficient work to satisfy ourselves that proper arrangements
are in place at the Trust. In carrying out this work, we are required to follow the NAO's
Auditor Guidance Note 3 (AGN 03) issued in November 2017. AGN 03 identifies one single
criterion for auditors to evaluate:

We have continued our review of relevant documents up to the date of giving our
report, and have not identified any further significant risks where we need to perform
further work.

“In all significant respects, the audited body takes properly informed decisions and deploys
resources to achieve planned and sustainable outcomes for taxpayers and local people.”
This is supported by three sub-criteria, as set out below:

We carried out further work only in respect of the significant risks we identified from
our initial and ongoing risk assessment. Where our consideration of the significant
risks determined that arrangements were not operating effectively, we have used the
examples of proper arrangements from AGN 03 to explain the gaps in proper
arrangements that we have reported in our VFM conclusion.
.

Informed
decision
making

Value for
Money
arrangements
criteria
Working
with partners
& other third
parties

Sustainable
resource
deployment
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Value for Money
Our work
AGN 03 requires us to disclose our views on significant qualitative aspects of the Trust's
arrangements for delivering economy, efficiency and effectiveness.
We have focused our work on the significant risks that we identified in our risk assessment
and which were included in our audit plan:
1. Financial resilience
In 2016/17 the Trust did not achieve its statutory breakeven objective. It reported a deficit
of £39.9 million against a budgeted deficit of £36.5 million.
Following this, the Trust developed a two year Financial Improvement Plan (FIP) which
originally forecast a deficit of £3.1m in 2017/18 and a surplus of £2m in 2018/19. The
turnaround in the projected deficit for 2017/18 was based on financial improvement of
£40m (8.3% of total spend). At the time the FIP was developed, the forecast surplus of
£2m in 2018/19 was based on improvements of a further £20m (4.2%).
The Trust’s financial projections were based on the receipt of STF funding which was
contingent on the achievement of the control total. The receipt of STF funding was also
dependent on the achievement of an improvement in A&E waiting times.
2. System-wide working
The Health Economy in Devon is facing unprecedented financial and operational pressures
right across the system.

We have set out more detail on the risks we identified, the results of the work we
performed and the conclusions we drew from this work on the following pages.

Overall conclusion
Based on the work we performed to address the significant risks, we are satisfied
that the Trust had proper arrangements in all significant respects to ensure it
delivered value for money in its use of resources.
The text of our report, which confirms this can be found at Appendix D.

Recommendations for improvement
We discussed findings arising from our work with management and have agreed
recommendation for improvement as follows.

Significant difficulties in undertaking our work
We did not identify any significant difficulties in undertaking our work on your
arrangements which we wish to draw to your attention.

Significant matters discussed with management
There were no matters where no other evidence was available or matters of such
significance to our conclusion or that we required written representation from
management or those charged with governance.

As one of the key partners in the County, in addition to seeking internal efficiencies, the
Trust is working with others to address issues collectively across care pathways.
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Key findings
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Significant risk
from Audit Plan

Financial resilience
In 2016/17 the Trust did not achieve its statutory breakeven objective. It reported a deficit of £39.9 million against a budgeted deficit of £36.5 million.
Following this, the Trust developed a two year Financial Improvement Plan (FIP) which originally forecast a deficit of £3.1m in 2017/18 and a surplus of
£2m in 2018/19. The turnaround in the projected deficit for 2017/18 was based on financial improvement of £40m (8.3% of total spend). At the time the
FIP was developed, the forecast surplus of £2m in 2018/19 was based on improvements of a further £20m (4.2%).
The Trust’s financial projections were based on the receipt of STF funding which was contingent on the achievement of the control total. The receipt of
STF funding was also dependent on the achievement of an improvement in A&E waiting times.

Findings and
conclusion

As detailed in our audit plan, the original deficit forecast for 2017/18 of £3.1m was dependent upon the delivery in full of the financial improvement
plan (£40m) and the receipt of £11.8m from the Sustainability and Transformation Fund (STF). The STF monies within the Trust’s financial plan
assumed full receipt of the potential allocation, which is based on quarterly compliance with achievement the Trust’s financial plan and the A&E
improvement trajectory with a 70% and 30% respective weighting.
Development of Financial Improvement Plan (FIP)

The FIP was broken down into three areas:
•

Clinical (expected savings £14.6m)

•

Non Clinical (expected savings £12.9), and

•

Externally Dependent (expected savings £13m).

These three areas were then further split into a number of individual areas where savings and / or efficiencies were expected to be achieved. The
areas where benefits in excess of £2m were required are shown in the table below. The expected benefits are shown in brackets.

Clinical

Non Clinical

Externally Dependent

Alternative workforce models (£5.4m)

Procurement (£4m)

Reduction in demand for some services
leading to reduced costs (£7m)

Clinical efficiencies (£2.5m)

Support services (£2.4m)

Increased neurosurgery income (£3m)

Reduction in costs of agency staff (£2m)

Addressing perceived historic underfunding
(£3m)

Increase in activity (£2m)
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Key findings
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Significant risk
from Audit Plan

Financial resilience (cont’d)

Findings and
conclusion

The FIP can be split into a number of themes and our assessment of the potential savings in each one are set out below:

Theme

Grant Thornton Commentary

Income increases

Such plans need to developed on a system-wide basis.
Nationally, the overall direction of travel is for a reduction in hospital admissions and the savings
plans of commissioners are largely centered on reducing payments to providers.
System-wide plans need to be in harmony with each other.

System re-design

A FIP of the scale developed by the Trust will inevitably need innovation at its heart. However, our
experience elsewhere shows that this takes time and commitment from both within an organisation
and with its stakeholders and is unlikely to deliver results within a twelve month period.

Efficiency gains

Our experience has shown that sizeable efficiency gains on their own are becoming increasingly
difficult to achieve. The ‘easier wins’ have already been achieved in most cases and future gains
are becoming more dependent on system re-design.

Cost reductions

Many organisations have struggled to make in-roads into their current cost bases. Some costs are
increasingly at a rate that is above inflation and managing them at the current level is challenging.
Other areas that many organisations are looking to address – such as reducing the spend on
agency staff – are complex issues that have proved difficult to manage. It is important for any
underlying plans to be subject to robust scrutiny.

The individual areas outlined on the previous page (e.g. procurement) were then allocated across the various service lines across the Trust. Those
service areas then needed to develop their own plans as to how these savings would be achieved. However, the Trust’s Internal Auditors noted that
some of the service lines’ own plans still lacked sufficient detail in the form of actions and achievement milestones to effectively deliver the target
savings.
Internal Audit rated the overall assurance level for the Trust’s Financial Savings Programme as ‘satisfactory’. In 2016/17 Internal Audit rated the
overall assurance level for the Trust’s Financial Recovery Programme as ‘limited’ and, although the reviews are not directly comparable, the 2017/18
assessment illustrates the strengthening of the governance arrangements over the Trust’s savings plans
Looking ahead to 2018/19, it is important for robust action plans to be developed as, year-on-year, savings are increasingly difficult to identify.
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Key findings
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Significant risk
from Audit Plan

Financial resilience (cont’d)

Findings and
conclusion

Reporting of Financial Improvement Plan (FIP)
The Financial Improvement Group (FIG) is the group overseeing delivery of the FIP.
The FIG is comprised of Executive Directors, Care Group Managers and key finance which meets regularly through the year to ensure that plans are in
place to deliver all aspects of the plan and take remedial actions as required.
The Financial Improvement Group reports to the Finance and Investment Committee (FIC), which is made up of Executive and Non-Executive
Directors. The FIC is chaired by Non-Executive Director and it reports direct to the Trust Board. The FIC meets on a monthly basis and Financial
Performance (incorporating the FIP) is a standing item for discussion.
In-year budget reporting

As set out earlier, the Trust’s initial financial projections were based on the receipt of Sustainability and Transformation Fund (STF) payments totaling
£11.8m. This additional funding was contingent on the achievement of the control total as well as the achievement of an improvement in A&E waiting
times.
As part of our work we reviewed whether the Trust’s in-year financial reporting correctly showed the amount of STF monies due to the Trust at that
time. We concluded that the monitoring information only included STF income when it was appropriate to do so.
Conclusion: Based on the work undertaken we are satisfied that the Trust has adequate arrangements for developing its savings plans for
reporting its financial performance throughout the year.

© 2018 Grant Thornton UK LLP | Audit Findings Report for Plymouth Hospitals NHS Trust | 2017/18

17

Item 14, Annex E

Value for Money

DRAFT

Key findings
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.

Significant risk
from Audit Plan

System-wide working
The Health Economy in Devon is facing unprecedented financial and operational pressures right across the system.
As one of the key partners in the County, in addition to seeking internal efficiencies, the Trust is working with others to address issues collectively
across care pathways

Findings and
conclusion

Throughout the whole of 2017/18 the Trust experienced significant operational pressures.
In January 2018 the levels of bed occupancy at the Trust were the highest ever and there were ongoing pressures across the Trust in terms of
ambulance turnaround times, A&E performance and an increase in the number of 'stranded patients' who had been in hospital for extended periods
of time. Although patients could be ‘stranded’ for legitimate reasons (e.g. they had complex needs) there were other cases where the length of stay
was unnecessarily long, with patients waiting for procedures to be undertaken or waiting to be discharged from hospital.
The Trust has been working on a number of initiatives to enable a system-wide solution to the healthcare issues in Devon and it recognises that
hospital admissions are not always the best solution. Closer working across the Sustainability and Transformation Plan (STP) area – as well as the
Trust’s plans for integration – help with this, as the payments by results system acted as an incentive for Trusts to encourage admissions.
The Trust has invested in a screening facility as part of its emergency department facility. This initiative enables clinicians to offer treatment as an
alternative to admission for appropriate patients and endeavours to find the best solution for patients before they are admitted to hospital. The
demographic of the area means that there is a large element of the population that is frail and elderly. Such patients are vulnerable to slips and falls
as well as hospital-acquired infections and the screening facility enables the Trust to work with its partners to identify the best care pathway, which
may not involve admission to hospital. If successful, this initiative will reduce the pressure on the Trust, reduce the overall cost to the health economy
and deliver a better outcome for patients.
The Trust is also providing some services within a primary care setting, such as diabetes and respiratory issues, with a view to helping patients
manage these conditions before they potentially escalate into a situation that requires an admission to hospital. Again the aim is for cost and demand
pressure reduction with a more patient-focussed outcome.
The Trust's business plan for 2018/19 identifies the pressures that the Trust is facing and outlines the planned courses of action it plans to take.
These actions are against a backdrop of a large financial challenge in 2018/19.
The business plan recognises a ‘Home First’ philosophy that underpins all care and sets out four key areas of focus for the Trust:
•

delivering integrated community care,

•

providing hospital care,

•

providing very specialist care and

•

working with primary care.
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Key findings
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Significant risk
from Audit Plan

System-wide working (cont’d)

Findings and
conclusion

Looking ahead, the Trust’s vision of integration of services with Livewell Southwest offers a real opportunity to help integrate health and social care
services, reducing pressure on the hospital and providing more patient-focussed care. The timetable for this integration is ambitious, with a view to
the new arrangements becoming operational from 1 April 2019 and the process will need to be well managed with robust scrutiny from the Boards of
both organisations.
Conclusion: Based on the work undertaken we are satisfied that the Trust has adequate arrangements for working with other
organisations to deliver safe and effective healthcare. As noted above, the timeline for the integration of services with Livewell Southwest
is ambitious, as such, we recommend that the trust continue to closely manage the arrangements in place during the transitional period.
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Independence and ethics
We confirm that there are no significant facts or matters that impact on our independence as auditors that we are required or wish to draw to your attention. We have complied with the
Financial Reporting Council's Ethical Standard and confirm that we, as a firm, and each covered person, are independent and are able to express an objective opinion on the financial
statements.
We confirm that we have implemented policies and procedures to meet the requirements of the Financial Reporting Council’s Ethical Standard and we as a firm, and each covered
person, confirm that we are independent and are able to express an objective opinion on the financial statements.
Further, we have complied with the requirements of the National Audit Office’s Auditor Guidance Note 01 issued in December 2017 which sets out supplementary guidance on ethical
requirements for auditors of local public bodies.
Details of fees charged are detailed in Appendix C.
Audit and Non-audit services
For the purposes of our audit we have made enquiries of all Grant Thornton UK LLP teams providing services to the Trust. The following audit services were identified.
Service

£

Threats

Safeguards

Audit related
Review of the Trust’s
Quality Account

8,000

Self-Interest (because
this is a recurring fee)

The level of this recurring fee taken on its own is not considered a significant threat to independence as the fee
for this work is £8,000 in comparison to the total fee for the audit of £55,485 and in particular relative to Grant
Thornton UK LLP’s turnover overall. Further, it is a fixed fee and there is no contingent element to it. These
factors all mitigate the perceived self-interest threat to an acceptable level.

Audit of the Trust’s
Charitable Funds

3,847

Self-Interest (because
this is a recurring fee)

The level of this recurring fee taken on its own is not considered a significant threat to independence as the fee
for this work is £3,847 in comparison to the total fee for the audit of £55,485 and in particular relative to Grant
Thornton UK LLP’s turnover overall. Further, it is a fixed fee and there is no contingent element to it. These
factors all mitigate the perceived self-interest threat to an acceptable level.

The amounts detailed are fees agreed to-date for audit related services to be undertaken by Grant Thornton UK LLP in the current financial year. These services are consistent with
the Trust’s policy on the allotment of non-audit work to your auditors. All services have been approved by the Audit Committee.
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Action plan
We have identified the following recommendations for the Trust as a result of issues identified during the course of our audit and previous year’s audits. The matters reported here are
limited to those deficiencies that we have identified during the course of our audit and that we have concluded are of sufficient importance to merit being reported to you in accordance
with auditing standards.

Assessment

1


Medium

2


Medium

Issue and risk

Recommendation

As noted on page 19, the Trust’s vision of integration of services
with Livewell Southwest offers a real opportunity to help integrate
health and social care services, reducing pressure on the hospital
and providing more patient-focussed care. The timetable for this
integration is ambitious, with a view to the new arrangements
becoming operational from 1 April 2019 and the process will need
to be well managed with robust scrutiny from the Boards
of both organisations.

The timeline for the integration of services with Livewell Southwest is ambitious, as such,
we recommend that the Trust continues to closely manage the arrangements in place
during the transitional period.

Issue identified in the prior year
We found that the Trust does not have a policy in place for
separate individuals to review manual journals. We found that
the review of manual journals is carried out on an ad hoc
basis and recommended that the Trust has a policy in place
to follow in relation to reviewing journals over a certain
threshold.

The Trust has considered our recommendation and felt it not appropriate to
administer additional checks having evaluated the associated risks and believes that
although review of specific journals at the point of entry is not undertaken a wider and
strong environment of review of budget statements and control accounts is in place.

Management comment
The Trust acknowledges the risk of the ambitious integration timeline. The Trust has
appointed a Director of Integration and is actively seeking and considering relevant advice
from regulators and legal teams. The Trust has set up a Board in Common with Livewell
to review the integration agenda and will continue to take measures to ensure the risks of
integration are reviewed, monitored and well managed. This will build upon a number of
areas that have already integrated or are expected to come together during the course of
the year, for example MIUs, AAU and Sexual health.

Controls
 High – Significant effect on control system
 Medium – Effect on control system
 Low – Best practice
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Audit Adjustments
We are required to report all non trivial misstatements to those charged with governance, whether or not the accounts have been adjusted by management.

Misclassification and disclosure changes
The table below provides details of misclassification and disclosure changes identified during the audit which have been made in the final set of financial statements.

Adjustment
type

Value
£’000

Account balance

Impact on the financial statements

Adjusted?

Disclosure

Nil

Accounting policies

The Trust did not provide an assessment of the impact of accounting standards, amendments and
interpretations in issue but not yet effective or adopted.



Disclosure

66

Audit fees payable to the
external auditor

The Trust is required to disclose the fees payable to the external auditor net of VAT. A narrative
disclosure has been added to Note 5.



Disclosure

5,808

Note 27.2 – Carrying value
of financial assets

The value of Trade and other receivables excluding non financial assets was understated by £5,808k
being the value of STF revenue receivable at year end.



Disclosure

300

Note 33 – Breakeven duty
financial performance

The Trust is required to include a line explaining the £300k difference between the Adjusted financial
performance surplus and the breakeven duty financial performance surplus.



Misclassification

Nil net
impact

Note 27.5 – Maturity of
financial liabilities

Loans from the Department of Health and Social Care were incorrectly classified as maturing in one
year or less.



Impact of unadjusted misstatements
There are no unadjusted misstatements for 2017/18.
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Fees
We confirm below our final fees charged for the audit and the provision of non-audit services.

Audit Fees
Proposed fee

Final fee

Trust Audit

£55,485

£55,485

Charitable Fund

£3,847

TBC*

Total audit fees (excluding VAT)

£59,332

TBC

* We have agreed to undertake our audit of the Trust’s Charitable Funds in August 2018

Non Audit Fees
Fees for other services

Fees
£‘000

Audit related services:
Review of the Trust’s Quality Account

£8,000
£8,000

© 2018 Grant Thornton UK LLP | Audit Findings Report for Plymouth Hospitals NHS Trust | 2017/18

23

Appendix D

Item 14, Annex E

DRAFT

Audit opinion
We anticipate we will provide the Trust with an unqualified audit opinion. We make specific reference to the Trust’s going concern disclosure.

Independent auditor's report to the Directors of University Hospitals Plymouth NHS
Trust (formerly known as Plymouth Hospitals NHS Trust)
Report on the Audit of the Financial Statements
Opinion
We have audited the financial statements of Plymouth Hospitals NHS Trust (the ‘Trust’) for the
year ended 31 March 2018 which comprise the Statement of Comprehensive Income, the
Statement of Financial Position, the Statement of Changes in Taxpayers Equity, the Statement of
Cash Flows and notes to the financial statements, including a summary of significant accounting
policies. The financial reporting framework that has been applied in their preparation is
applicable law and the Department of Health and Social Care Group Accounting Manual 201718 and the requirements of the National Health Service Act 2006.
In our opinion the financial statements:
• give a true and fair view of the financial position of the Trust as at 31 March 2018 and of its
expenditure and income for the year then ended; and
• have been properly prepared in accordance with International Financial Reporting Standards
(IFRSs) as adopted by the European Union, as interpreted and adapted by the Department of
Health and Social Care Group Accounting Manual 2017-18; and
• have been prepared in accordance with the requirements of the National Health Service Act
2006.
Basis for opinion
We conducted our audit in accordance with International Standards on Auditing (UK) (ISAs
(UK)) and applicable law. Our responsibilities under those standards are further described in the
Auditor’s responsibilities for the audit of the financial statements section of our report. We are
independent of the Trust in accordance with the ethical requirements that are relevant to our
audit of the financial statements in the UK, including the FRC’s Ethical Standard, and we have
fulfilled our other ethical responsibilities in accordance with these requirements. We believe that
the audit evidence we have obtained is sufficient and appropriate to provide a basis for our
opinion.
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Who we are reporting to
This report is made solely to the Directors of the University Hospitals Plymouth NHS Trust, as a
body, (formerly known as Plymouth Hospitals NHS Trust) in accordance with Part 5 of the
Local Audit and Accountability Act 2014. Our audit work has been undertaken so that we might
state to the Trust's Directors those matters we are required to state to them in an auditor’s report
and for no other purpose. To the fullest extent permitted by law, we do not accept or assume
responsibility to anyone other than the Trust and the Trust's Directors, as a body, for our audit
work, for this report, or for the opinions we have formed.
Material uncertainty related to going concern
We draw attention to note 1.1.2 in the financial statements, which indicates that the Directors
intend to apply to the Department of Health and Social Care, supported by NHS Improvement,
for additional cash funding of £8m in 2018/19. As stated in note 1.1.2, the Department of
Health and Social Care has not, at the date of our report, confirmed this support.
This event, along with the other matters explained in note 1.1.2, indicate that a material
uncertainty exists that may cast significant doubt about the Trust’s ability to continue as a going
concern. Our opinion is not modified in respect of this matter.
Other information
The Directors are responsible for the other information. The other information comprises the
information included in the Annual Report set out on pages [**xx to xx**], other than the
financial statements and our auditor’s report thereon. Our opinion on the financial statements
does not cover the other information and, except to the extent otherwise explicitly stated in our
report, we do not express any form of assurance conclusion thereon.
In connection with our audit of the financial statements, our responsibility is to read the other
information and, in doing so, consider whether the other information is materially inconsistent
with the financial statements or our knowledge obtained in the course of our work including that
gained through work in relation to the Trust’s arrangements for securing value for money
through economy, efficiency and effectiveness in the use of its resource or otherwise appears to
be materially misstated.
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If we identify such material inconsistencies or apparent material misstatements, we are required to
determine whether there is a material misstatement in the financial statements or a material
misstatement of the other information. If, based on the work we have performed, we conclude
that there is a material misstatement of this other information, we are required to report that fact.

•

We have nothing to report in this regard.

•

Other information we are required to report on by exception under the Code of Audit
Practice
Under the Code of Audit Practice published by the National Audit Office on behalf of the
Comptroller and Auditor General (the Code of Audit Practice) we are required to consider
whether the Annual Governance Statement does not comply with the guidance issued by NHS
Improvement or is misleading or inconsistent with the information of which we are aware from
our audit. We are not required to consider whether the Annual Governance Statement addresses
all risks and controls or that risks are satisfactorily addressed by internal controls.
We have nothing to report in this regard.
Opinion on other matters required by the Code of Audit Practice
In our opinion:
• the parts of the Remuneration Report and Staff Report to be audited have been properly
prepared in accordance with IFRSs as adopted by the European Union, as interpreted and
adapted by the Department of Health and Social Care Group Accounting Manual 2017-18
and the requirements of the National Health Service Act 2006; and
• based on the work undertaken in the course of the audit of the financial statements and our
knowledge of the Trust gained through our work in relation to the Trust’s arrangements for
securing economy, efficiency and effectiveness in its use of resources, the other information
published together with the financial statements in the annual report for the financial year for
which the financial statements are prepared is consistent with the financial statements.

Matters on which we are required to report by exception
Under the Code of Audit Practice we are required to report to you if:
• we have reported a matter in the public interest under Section 24 of the Local Audit and
Accountability Act 2014 in the course of, or at the conclusion of the audit; or
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we have referred a matter to the Secretary of State under Section 30 of the Local Audit and
Accountability Act 2014 because we had reason to believe that the Trust, or an officer of the
Trust, was about to make, or had made, a decision which involved or would involve the body
incurring unlawful expenditure, or was about to take, or had begun to take a course of action
which, if followed to its conclusion, would be unlawful and likely to cause a loss or deficiency;
we have made a written recommendation to the Trust under Section 24 of the Local Audit
and Accountability Act 2014 in the course of, or at the conclusion of the audit.

We have nothing to report in respect of the above matters.
Responsibilities of the Directors and Those Charged with Governance for the financial
statements
As explained more fully in the Statement of Director's Responsibilities [set out on page(s) x to x],
the Directors are responsible for the preparation of the financial statements in the form and on
the basis set out in the Accounts Directions, for being satisfied that they give a true and fair view,
and for such internal control as the Directors determine is necessary to enable the preparation of
financial statements that are free from material misstatement, whether due to fraud or error.
In preparing the financial statements, the Directors are responsible for assessing the Trust’s
ability to continue as a going concern, disclosing, as applicable, matters related to going concern
and using the going concern basis of accounting unless the Trust lacks funding for its continued
existence or when policy decisions have been made that affect the services provided by the Trust.
The Audit Committee is Those Charged with Governance.
Auditor’s responsibilities for the audit of the financial statements
Our objectives are to obtain reasonable assurance about whether the financial statements as a
whole are free from material misstatement, whether due to fraud or error, and to issue an
auditor’s report that includes our opinion. Reasonable assurance is a high level of assurance, but
is not a guarantee that an audit conducted in accordance with ISAs (UK) will always detect a
material misstatement when it exists. Misstatements can arise from fraud or error and are
considered material if, individually or in the aggregate, they could reasonably be expected to
influence the economic decisions of users taken on the basis of these financial statements.
A further description of our responsibilities for the audit of the financial statements is located on
the Financial Reporting Council’s website at: www.frc.org.uk/auditorsresponsibilities. This
description forms part of our auditor’s report.
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Report on other legal and regulatory requirements – Conclusion on the Trust’s
arrangements for securing economy, efficiency and effectiveness in its use of resources
Matter on which we are required to report by exception - Trust’s arrangements for
securing economy, efficiency and effectiveness in its use of resources
Under the Code of Audit Practice we are required to report to you if, in our opinion we have not
been able to satisfy ourselves that the Trust has made proper arrangements for securing
economy, efficiency and effectiveness in its use of resources for the year ended 31 March 2018.

DRAFT

The Comptroller and Auditor General determined this criterion as that necessary for us to
consider under the Code of Audit Practice in satisfying ourselves whether the Trust put in place
proper arrangements for securing economy, efficiency and effectiveness in its use of resources
for the year ended 31 March 2018, and to report by exception where we are not satisfied.
We planned our work in accordance with the Code of Audit Practice. Based on our risk
assessment, we undertook such work as we considered necessary to be satisfied that the Trust has
put in place proper arrangements for securing economy, efficiency and effectiveness in its use of
resources.

We have nothing to report in respect of the above matter.
Report on other legal and regulatory requirements – Certificate
Responsibilities of the Accountable Officer
As explained in the Statement of the Chief Executive’s Responsibilities, as the Accountable
Officer of the Trust, the Accountable Officer is responsible for putting in place proper
arrangements for securing economy, efficiency and effectiveness in the use of the Trust's
resources.
Auditor’s responsibilities for the review of the Trust’s arrangements for securing
economy, efficiency and effectiveness in its use of resources
We are required under Section 21(3)(c) and Schedule 13 paragraph 10(a) of the Local Audit and
Accountability Act 2014 to be satisfied that the Trust has made proper arrangements for securing
economy, efficiency and effectiveness in its use of resources and to report where we have not
been able to satisfy ourselves that it has done so. We are not required to consider, nor have we
considered, whether all aspects of the Trust's arrangements for securing economy, efficiency and
effectiveness in its use of resources are operating effectively.
We have undertaken our review in accordance with the Code of Audit Practice, having regard to
the guidance on the specified criterion issued by the Comptroller and Auditor General in
November 2017, as to whether in all significant respects, the Trust had proper arrangements to
ensure it took properly informed decisions and deployed resources to achieve planned and
sustainable outcomes for taxpayers and local people.
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We certify that we have completed the audit of the financial statements of Plymouth Hospitals
NHS Trust in accordance with the requirements of the Local Audit and Accountability Act 2014
and the Code of Audit Practice.

Jon Roberts
Partner
for and on behalf of Grant Thornton UK LLP
2 Glass Wharf
Bristol
BS2 0EL
Date
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© 2018 Grant Thornton UK LLP. All rights reserved.
‘Grant Thornton’ refers to the brand under which the Grant Thornton member firms provide assurance, tax and advisory services to their clients and/or refers to one or more member
firms, as the context requires.
Grant Thornton UK LLP is a member firm of Grant Thornton International Ltd (GTIL). GTIL and the member firms are not a worldwide partnership. GTIL and each member firm is a
separate legal entity. Services are delivered by the member firms. GTIL does not provide services to clients. GTIL and its member firms are not agents of, and do not obligate, one
another and are not liable for one another’s acts or omissions.
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Subject

Board Assurance Framework

Prepared by

Lee Budge, Director of Corporate Business

Approved by

Lee Budge, Director of Corporate Business

Presented by

Lee Budge, Director of Corporate Business

Purpose
The purpose of this report is to ensure that the Board is aware of the key risks to Decision
Approval
the achievement of the Trust’s objectives and determine whether appropriate
and timely action is being taken to effectively mitigate these risks.
Information
Assurance




Corporate Objectives
Improve Quality


Executive Summary

Develop our Workforce

Improve Financial Position

Create Sustainable Future







Background
The Board must satisfy itself that appropriate and timely action is being taken to sufficiently
mitigate the risks to the achievement of the Trust’s objectives. The Board is supported by its subcommittees which review in more depth the risks and assurances associated with different aspects
of the Trust’s responsibilities. These are the Safety & Quality Committee, the Human Resources &
Organisational Development Committee and the Finance & Investment Committee.
Our current arrangements have been designed to provide a focused and interactive approach
which is used by the Trust Management Executive, the Board and its sub-committees to better
drive the management and mitigation of our key risks. The Board Assurance Framework (BAF) is
the key strategic tool for the management of risk and assurance. Furthermore:
•

Actions required to mitigate risks or improve the level of assurance are identified and
incorporated within the forward work programme of the relevant committee.

•

The Board and its committees’ review the framework on a monthly basis to ensure that key
risks are identified and seek assurance that appropriate mitigating actions are being taken.

•

The Audit Committee reviews aspects of the assurance framework on a regular basis to
satisfy itself that appropriate systems of control are being maintained.

•

Serious or significant risks are added to the Board Assurance Framework and actions to
mitigate these risks are monitored at the relevant level of the Trust.

Board Assurance Framework (BAF)
The latest Board Assurance Framework is attached to this report. Each ‘Assurance Group’ is
required to agree an ‘Assurance Rating’ based on its view on the plans in place to mitigate the risk
and current outcomes, as follows:
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Assessing current assurance and agreeing further mitigating actions
The Trust Board is directly responsible for oversight of the following risks:
Risk Title
Q1 - National standards
Q2 - Operational resilience
Q3 - Elective referrals & capacity
Q9 - Site capacity
W8 – Senior management capacity
W9 – Board effectiveness
S1 - System transformation
G1 - Health & Safety
G2 - Fire Safety
G3 - Emergency Planning
G4 - Cyber Security

Risk Score
25
25
25
12
12
12
20
12
10
12
12

Assurance Rating
Weak
Weak
Weak
Reasonable
Reasonable
Reasonable
Reasonable
Reasonable
Reasonable
Excellent
Reasonable

The Board is asked to review the ‘Assurance Rating’ for each of these risks and agree what further
action or information it requires to improve the degree of assurance that each risk is being
sufficiently mitigated.
Other risks
The Board should also review the adequacy of arrangements for managing the risks which are
being overseen by its committees. In doing this, it may wish to consider the risk and assurance
‘heatmap’ at Annex 2 which seeks to differentiate the most significant issues facing the Trust by
presenting an illustration of the current risk score and the degree of assurance that this risk is
being sufficiently mitigated.
Quality Impact Assessment
‘Improve Quality’ risks are directly relevant to the quality of care provided to our patients.
Financial Impact Assessment
Many ‘Improve Financial Position’’ risks are relevant to our financial performance.
Regulatory Impact Assessment
Some of the identified risks are relevant to our compliance with mandated requirements.
Equality and Diversity Impact Assessment
There are no direct equality or 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:
1. Note the Trust’s key risks and satisfy itself that all key risks to the achievement of our
objectives have been identified.
2. Review the ‘Assurance Rating’ for each of the Board’s key risks and agree what further
action or information it requires in relation to each risk.
3. Seek information from Committee Chairs’ on the key actions which have been agreed to
enhance the levels of assurance against the key risks within their respective portfolios.
Next Steps
The Board will continue to be provided with regular updates on the Board Assurance Framework.
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Summary
Ref.

Risk Title

Lead

Risk

Assurance Group

Last Review

Assurance

AIM 1: IMPROVE QUALITY
Q1

National standards

Kevin Baber

25

Trust Board

Apr-18

Weak

Q2

Operational pressures

Kevin Baber

25

Trust Board

Apr-18

Weak

Q3

Elective referrals & capacity

Kevin Baber

25

Trust Board

Apr-18

Weak

Q4

Staffing (Nursing)

Greg Dix

20

S&Q Committee

Oct-17

Reasonable

Q5

Staffing (Medical)

Phil Hughes

25

S&Q Committee

Apr-18

Weak

Q6

Staffing (AHPs)

Greg Dix

12

S&Q Committee

Apr-17

Reasonable

Q7

Avoidable deaths

Phil Hughes

15

S&Q Committee

Aug-17

Excellent

Q8

Infection control

Greg Dix

12

S&Q Committee

Dec-18

Reasonable

Q9

Site capacity

Nick Thomas

12

Trust Board

Jun-17

Reasonable

Q10

Medical equipment

Nick Thomas

12

S&Q Committee

Apr-17

Reasonable

Q11

Medicines management

Phil Hughes

15

S&Q Committee

May-18

Weak

Q12

Follow-ups

Phil Hughes

15

S&Q Committee

Apr-18

Weak

Q13

Clinical administration

Kevin Baber

12

S&Q Committee

Feb-18

Weak

Q14

Stroke

Kevin Baber

6

S&Q Committee

Feb-18

Reasonable

AIM 2: DEVELOP OUR WORKFORCE
W1

Workforce planning

Steven Keith

16

HR&OD Committee

Feb-18

Reasonable

W2

Recruitment & Retention

Steven Keith

12

HR&OD Committee

Feb-18

Reasonable

W3

Agency staffing

Steven Keith

12

HR&OD Committee

Feb-18

Reasonable

W4

Clinical education

Steven Keith

16

HR&OD Committee

Nov-17

Fair

W5

Staff satisfaction

Steven Keith

9

HR&OD Committee

Feb-18

Excellent

W6

Appraisals

Steven Keith

9

HR&OD Committee

Feb-18

Reasonable

W7

Mandatory training

Steven Keith

12

HR&OD Committee

Feb-18

Reasonable

W9

Management capacity

Steven Keith

12

Trust Board

Dec-17

Reasonable

Lee Budge

12

Trust Board

-

Reasonable

W10 Board effectiveness

AIM 3: IMPROVE OUR FINANCIAL POSITION
F1

Budget Delivery

Neil Kemsley

25

F&I Committee

Apr-18

Reasonable

F2

Cash

Neil Kemsley

20

F&I Committee

Mar-18

Reasonable

F3

Productivity

Neil Kemsley

12

F&I Committee

Mar-18

Reasonable

AIM 4: CREATE A SUSTAINABLE FUTURE
S1

System Transformation

Ann James

20

Trust Board

Apr-18

Reasonable

S2

Financial Sustainability

Neil Kemsley

20

F&I Committee

Mar-18

Weak

S3

Capital Investment

Nick Thomas

16

F&I Committee

Mar-18

Inadequate

CORPORATE GOVERNANCE
G1

Health & Safety

Lee Budge

12

Trust Board

Jan-18

Reasonable

G2

Fire Safety

Nick Thomas

10

Trust Board

Jan-18

Reasonable

G3

Emergency Planning

Nick Thomas

12

Trust Board

Nov-17

Excellent

G4

Cyber Security

Nick Thomas

12

Trust Board

May-18

Reasonable

LOWER Risk (Score 1-14)

HIGHER Risk (Score

Risk and assurance 'heatmap'

Annex 2

Q4 - Staffing (Nursing)
Q7 - Avoidable Deaths
W1 - Workforce Planning
F1 - Budget Delivery
F2 - Cash
S1 - System Transformation

Q1 - National standards
Q2 - Operational pressures
Q3 - Elective referrals & capacity
Q5 - Staffing (Medical)
Q11 - Medicines Management
Q12 - Follow-ups
W4 - Clinical Education
S2 - Financial Sustainability
S3 - Capital Investment

Q6 - Staffing (AHPs)
Q8 - Infection control
Q9 - Site capacity
Q10 - Medical equipment
Q14 - Stroke
W2 - Recruitment & Retention
W3 - Agency staffing
W5 - Staff satisfaction
W6 - Appraisals
W7 - Mandatory training
W8 - Management capacity
W9 - Board effectiveness
F3 - Productivity
G1 - Health & Safety
G2 - Fire Safety
G3 - Emergency Planning
G4 - Cyber Security

Q13 - Clinical Administration

STRONGER Assurance
(Excellent, Good or Reasonable)

WEAKER Assurance
(Fair, Weak or Inadequate)

Board Assurance Framework

Annex 3
Evidence to substantiate whether or not the risk is being effectively managed and further
mitigation plans, where appropriate

Last
review

Trust Board

Apr-18

Trust Board

Apr-18

Trust Board

Apr-18

Safe staffing report to Trust Qualitative information from leadership walkarounds, reported incidents and DATIX
S&Q
Board.
risks often cite staffing as an issue. There are a number of nursing vacancies and a
Committee
reliance on bank and agency staff to cover shifts, based on the acuity and
Daily review of nurse
dependency of patient need. The Trust continues to work hard to recruit and retain
staffing by senior nurses
permanent nursing staff and is considering a further interntaional recruitment drive.
with decision informed by
A Trust wide nursing retention strategy has now been developed , based on best
current patient acuity.
local and national best practice.

Oct-17

Assurance

5

Assurance
Group

Controls in place to mitigate risk

Outcomes

5

Executive
Lead

ASSURANCE ASSESSMENT (by the Assurance Group)
Plan?

Source of
identified risk

Risk

Description of identified risk and potential
consequences

Impact

Ref.

CURRENT EFFECTIVENESS ASSESSMENT (by the Executive Lead)
Likelihood

RISK ASSESSMENT (by the Director of Corporate Business)

Further assurance or action
required to improve
assessment

Yes

Negative

Integrated
Performance
Report
(Responsive)

Performance report to Trust We are not meeting a number of key national performance standards including
Board.
Referral to Treatment, Emergency Department, cancer and diagnostic standards.
Improvement trajectories and delivery plans have been developed as part of our
Daily meetings to prioritise 2017/19 Operating Plan.
resources on basis of need.

E Secure delivery of agreed
improvement
trajectories for national
performance standards.

Negative

25 Kevin
Baber

E Delivery of a robust
system-wide plan which
leads to a sustained
reduction in the volume
of non-elective activity,
medical outliers,
cancelled operations and
delayed transfers of care
(DTOCs).

Negative

Q1 National Performance Standards
Failure to achieve key national
performance standards leading to poor
quality care to our patients and/or
criticism from regulators such as NHS
Improvement and the CQC.

E Robust commissioner
plan to address elective
capacity gap.

Neutral

AIM 1: IMPROVE QUALITY

C Reduction in nursing
vacancies to planned
levels.

Q4 Staffing (Nursing)
Failure to maintain sufficient ward
staffing levels leading to potential harm
to patients.

5

25 Kevin
Baber

A&E Board.
Daily operational
management meetings
Escalation calls with wider
health and social care
community.
Improvement plans and
trajectories.

Operating
Plan 2016/17

5

5

25 Kevin
Baber

Daily review of DToCs.
Demand capacity plans.
Annual contracts with
commissioners.
Improvement activity
around elective care.

Triangulated
risk identified
from DATIX,
leadership
walkarounds
and incident
reports.

5

4 20 Greg Dix

The sustained high levels of emergency pressure continues to challenge our elective
recovery with ED attendances and emergency admissions above both 2016/17 plan
and 2015/16 levels. This continues to result in a significant number of medical
outliers, the cancellation of elective operations and regular crowding in the ED.
The Audit Committee reviewed some aspects of this risk in February 2018. The
Committee noted a forthcoming review by the national lead for Emergency Care, a
planned visit to the Trust by a former national lead for Emergency Care,
correspondence with the Chair of the NHS Leadership Academy and the plan to hold
a workforce summit to agree a response these particular challenges.

The NHSI Elective Care Improvement Team have handed over management of our
recovery action plan to the CCG and will no longer be visiting the Trust as we are
considered to be an improving organisation. Further Trust-level improvement has
been difficult as two specialties (Orthopaedics and Cardiology) continue to
deteriorate with increasing numbers of patients waiting 18+ weeks.

Yes

(b) Cancelled procedures: Cancelled
operations or planned investigations
leading to delays in treatment.
Q3 Elective Capacity
Demand is above agreed thresholds for
available capacity leading to failure to
meet national performance standards
and delays in treatment due to the
cancellation of planned procedures.

5

Yes

Q2 Operational Pressures
Operatonal pressures as a result may
affect our ability to treat patients safely. Integrated
Performance
There are a number of associated subReport
risks including:
(Responsive)
(a) ED crowding: Crowding in the
Emergency Department can compromise
patient care.

Yes

Weekly RTT, cancer and ED
performance meetings.

Use of agency staff to cover Safe staffing levels are reported to the Trust Board and during the winter months a
shifts not filled by
slight reduction in the actual against planned levels have been noted. The Nursing
permanent staff.
and Midwifery Dashboard as part of the Model Hospital now reports Cost per Care
Hour which provides organisations with an additional source of information to
analyse productivity of the nursing workforce. The introduction of the trainee
nursing associate and the assitant practitioner roles have been invaluable in
supporitng the core nursing establishment.

3

Board Assurance Framework

Annex 3

5

25 Phil
Hughes

(a) Vacancies: Failure to maintain
sufficient staffing levels.
(b) Rotas: An inability to provide
appropriate medical rota cover.

Evidence to substantiate whether or not the risk is being effectively managed and further
mitigation plans, where appropriate

Assurance
Group

Daily medical staffing rotas. Vacancy rates for medical staff vary by grade and across Service Lines. There are
S&Q
difficulties in recruiting to some important posts including paediatrics, medicine at
Committee
all levels, plastics at junior levels and dermatology. The Trust continues to face
challenges in filing junior doctor positions and rotas. The Director of Corporate
Business gave a presentation to the S&Q Committee in August 2017 and October
2017 summarising the work being undertaken and the ongoing risks aassociated with
the medical staffing poisition. Whilst many of our significant workforce challenges
are being experienced across the wider NHS, there is more that we can do within the
Trust to improve our current position and develop a more sustainable workforce for
the future. However, if we are to do this successfully, we will need to look at things
in a different way and from a multi-disciplinary perspective.

Last
review

Apr-18

Assurance

5

Controls in place to mitigate risk

Yes Plan?

Triangulated
risk identified
from DATIX,
leadership
walkarounds
and incident
reports.

Executive
Lead

ASSURANCE ASSESSMENT (by the Assurance Group)
Negative Outcomes

Q5 Staffing (Medical)
Failure to ensure that we have the
sufficient medical staff leading to
potential harm or poor clinical outcomes
for patients. There are a number of subrisks including:

Source of
identified risk

Risk

Description of identified risk and potential
consequences

Impact

Ref.

CURRENT EFFECTIVENESS ASSESSMENT (by the Executive Lead)
Likelihood

RISK ASSESSMENT (by the Director of Corporate Business)

Further assurance or action
required to improve
assessment

E Develop robust
workforce plans for all
service areas and
professional groups.

Integrated
Performance
Report
(Effective)

4

12 Greg Dix

Use of agency staff to cover The Corporate Risk Register ('serious risks reported on DATIX by Care Groups and
shifts not filled by
Service Lines) includes reference to a number of non-medical and non-nursing areas
permanent staff.
including radiographers and pharmacists.

S&Q
Committee

Apr-17

5

3

15 Phil
Hughes

Mortality Review Group.

A robust process is in place to review deaths within the hospital. This includes
S&Q
HMSR and SHMI performance, sample service line mortality and morbidity reviews, Committee
an analysis of weekend v weekday mortality, a review of ‘red flagged’ deaths and
relevant, redacted, Regulation 28 letters from HM Coroner. Quarterly reports to the
Trust Board in accordance with the National Learning from Deaths review and the
Trust's new policy, which will confirm compliance with new National guidance.

Aug-17

Yes

3

Neutral

Q7 Avoidable deaths
Failure to examine, understand and
explain mortality rates and/or act on
findings resulting from inquests
undertaken from HM Coroner.

Risk
Management
Review Group

Yes

Q6 Staffing (AHPs)
Failure to maintain sufficient Allied
Health Professionals (AHPs) leading to
poor patient flow through hospital.

C Reduction in
radiographer and
pharmacist vacancies to
planned levels.

Positive

Current plans include:
1. Arrangements have been made for FTW Executive Search to meet with Service
Lines (HCE, Acute Medicine & Histopathology) to complete briefings and proceed
with Consultant recruitment searches.
2. ANP's, ASNP's and ACCP's trained at scale.
3. PA programme intake increasing and currently reviewing introduction of
prescribing. Meetings with CCG and primary care to look at PA linked role between
primary care and UHP.
4. HR setting up skype interviews for overseas fellows - F1, F2 and CT, in connection
with RILA - 54 applications, first series of interviews held 11.05.18 - proving positive.
5. Weekly meetings ongoing to ensure adequate ward medical staffing.

A Further assurrance
required around Service
line reviews of HMSR &
SHMI and actions taken
to understand anomolies
as identified by our
recent CQC inspection.
As per of recent review
on a Dr Foster outlier
alert a further review of
our coding is required.

4
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3

12 Nick
Thomas

Site Development Plan.

Q10 Medical equipment
Risk
Insufficient or inadequate medical
Management
equipment leading to poor care provided Review Group
to patients.

4

Q11 Medicines management
Coroner's
Failure to protect patients from the
Report
unsafe use and management of
medicines, by means of the
arrangements for obtaining, recording,
handling, using, safe keeping, dispensing,
administration and disposal of medicines.

5

The most significant risk relates to the
prescribing of medicines which patients
are allergic to. Incidents have been
recorded and have the potential to cause
significant harm although the
introduction of electronic prescribing will
significantly reduce this risk.

'Space' Group.

3

12 Nick
Thomas

Medical Devices Steering
Group
Risk based maintenance
schedules.

3

15 Phil
Hughes

Medicines Governance
Committee in place to
review and manage relevant
clincial incidents.

The Corporate Risk Register includes a number of serious site capacity risks. From an Trust Board
operational perspective, these are considered by a senior 'Space' Group to ensure
that our physical space is optimised. From a strategic perspective, the issues
associated with our limited physical capacity are recognised and addressed as part of
the Trust's Site Development Plan. A refreshed Site Development Plan is to be
considered as part of the May Private Board.

Jun-17

The Corporate Risk Register includes a number of serious medical equipment risks.
These predominantly relate to some ageing diagnostics equipment. In developing
the annual capital programme, the Trust undertakes a comprehensive risk
assessment of medical equipment to ensure that any identified needs are
appropriately prioritised. FIC has conducted its annual review of the process by
which the Trust identifies capital investments needs and the allocation of resources.
FIC was assured that a robust process is in place.

S&Q
Committee

Apr-17

E-prescribing (EPMA) date for single ward launch 31st July 2018 - phased roll-out
S&Q
across medicine and surgery, timeline yet to be determined by EPMA Board. From
Committee
14th May 2018 there is a concerted drive from the clinical pharmacy team to increase
the total number of patients receiving medicine reconciliation on admission through
SAU and MAU. Currently only reconciling 20% of admissions through MAU. A review
and restructure of MUAC is underway by Sally Mayell and Peter Rowe to establish an
assurance and ratification group with the capability to challenge where necessary
and appropriate, supported by specialist sub-committee's completing workstreams,
reporting to MUAC - including medicines related incidents.

May-18

Assurance

4

Dec-18

Yes Plan?

Risk
Management
Review Group

S&Q
Committee

Neutral Outcomes

Q9 Site capacity
Lack of physical capacity leading to
unsuitable or insufficient facilities and
accomodation for patients, staff and
visitors.

Last
review

Yes

Matron & SERCO reviews of No major cleanliness issues were identified in the CQC inspection or the most recent
cleanliness.
internal audit inspection. Periodic updates are provided to the Safety & Quality
Committee from the Infection Prevention Sub-Committee. In December 2017, the
Independent internal audit Director for Infection Prevention & Control reported to the S&Q Committee: that, in
reviews.
general terms, performance against Infection Control targets was good. A key focus
this year on line related infections.

Assurance
Group

Further assurance or action
required to improve
assessment

C Review of Annual
Infection Control report
by the Trust Board in July
2018.

Neutral

12 Greg Dix

Evidence to substantiate whether or not the risk is being effectively managed and further
mitigation plans, where appropriate

Yes

3

Controls in place to mitigate risk

C Approval of an updated
Site Development Plan
which addresses capacity
issues.

Neutral

4

Executive
Lead

Yes

Director of
Infection
Prevention &
Control

Description of identified risk and potential
consequences

ASSURANCE ASSESSMENT (by the Assurance Group)

C Confirmation that plans
are in place to mitigate
risks through capital
programme.

Negative

Q8 Infection control
Failure to meet national infection control
targets or maintain a clean hospital
and/or comply with the requirements of
the Hygiene Code.

Ref.

Risk

Source of
identified risk

Impact

CURRENT EFFECTIVENESS ASSESSMENT (by the Executive Lead)
Likelihood

RISK ASSESSMENT (by the Director of Corporate Business)

E Implementation stage of
e-prescribing.

Clinical Pharmacy Services have been withdrawn from the wards (week commencing
14/5/2018) due to staffing levels. Aseptic services and chemotherapy production has
been protected. TTA's remain a joint focus for resource alongside reconciliation of
medicines. The development of service strategy is currently underway to include
workforce planning, recruitment, clinical delivery, medicines procurement and
supply, overarching governance and sustainability.

5
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Q13 Clinical administration
Ineffective or inefficient clinical
administration arrangements leading to
typing delays and delayed or missed
treatment.

4

3

12 Kevin
Baber

Monthly performance report The Head of Performance is setting up a new approach to elective care & clinical
S&Q
to Trust Board.
administration improvement for 2018/19. Service Lines will self-validate against a
Committee
checklist to determine shortfalls against best practice, performance targets and
Clinical Administration
standardised admin processes. A new “Performance Improvement Team” has been
Programme.
formed (merging Performance, Business Intelligence, Service Improvement, Project
Management and Patient Access skills) to support Service Lines with this work; Care
Groups will prioritise the work undertaken and help manage compliance with project
actions.

Feb-18

3

2

6 Kevin
Baber

Monthly performance report Stroke SSNAP performance is back to B (July - November 2017). Access to the stroke
S&Q
to Trust Board.
unit is still challenging. Improved coordination of the front end pathway is central to Committee
improving this. Therefore the short-term plan is to identify the nursing support and
expertise to support the pathway. Rotas are currently being developed. Ultimately
HASU staffing will support better compliance.

Feb-18

Q14 Stroke
Failure to deliver stroke services in
accordance with national service
standards leading to poor clinical
outcome for patients having a stroke.

Board
Performance
Report
(Responsive)

Board
Performance
Report
(Effective)

Assurance

Apr-18

Last
review

Yes Plan?

Monthly performance report 35,000 in backlog, approx 8,000 time critical, 50% ophthalmology (mainly glaucoma),
S&Q
to Trust Board.
cardiology, respiratory, ENT, neurology. Top 6 specialities for longest waiters and
Committee
size of back log identified. Half day workshops planned and all service lines to
review clinic utilisation, use of advice, guidance and triage - patient knows best and
patient initiated consultation. Detailed analysis of patients with time critical
consultation and development of specific plans and timelines for each service line.
Establish tracker and appropriate review period with service line, performance team
and Medical Director.

Assurance
Group

Yes

15 Phil
Hughes

Evidence to substantiate whether or not the risk is being effectively managed and further
mitigation plans, where appropriate

Further assurance or action
required to improve
assessment

E Elimination of 'time
critical' backlog.

Negative

3

Controls in place to mitigate risk

Yes

5

Executive
Lead

E We need to ensure that
there is a clear plan in
place to deliver reduce
administrative backlogs
in 2018/19.

Neutral

Q12 Follow-ups
Patient harm as result of a failure to
provide a timely follow-up appointment. Integrated
Performance
Report
(Effective)

Description of identified risk and potential
consequences

Risk

Source of
identified risk

Ref.

Negative Outcomes

ASSURANCE ASSESSMENT (by the Assurance Group)

Impact

CURRENT EFFECTIVENESS ASSESSMENT (by the Executive Lead)
Likelihood

RISK ASSESSMENT (by the Director of Corporate Business)

C We need to ensure that
there is a clear plan in
place to deliver the 90%
national standard in
2018/19.

6
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Evidence to substantiate whether or not the risk is being effectively managed and further
mitigation plans, where appropriate

Assurance
Group

Last
review

Assurance

4

Controls in place to mitigate risk

Outcomes

4

Executive
Lead

ASSURANCE ASSESSMENT (by the Assurance Group)
Plan?

Source of
identified risk

Risk

Description of identified risk and potential
consequences

Impact

Ref.

CURRENT EFFECTIVENESS ASSESSMENT (by the Executive Lead)
Likelihood

RISK ASSESSMENT (by the Director of Corporate Business)

Further assurance or action
required to improve
assessment

STP workforce planning.

Also see risks associated with nurse,
medical and AHP staffing.

W2 Recruitment & Retention
HR&OD
Failure to recruit or retain sufficient
Committee
numbers of staff leading to inability to
meet activity requirements or planned
reductions in agency spend. This includes
the potential impact of BREXIT.

Demand and capacity plans
agreed as part of 2016/17
planning.

3

4

12 Steven
Keith

The HR & OD Committee receives regular updates in respect of workforce plans and
HR&OD
progress in delivering our ‘steady state’ plan based on current staffing models via
Committee
the Workforce Dashboard which illustrates some progress in improving established
staff in post. We continue to work with Care Groups and Service Lines to review the
most appropriate, and effective staffing model to deliver our services, and are
holding a Workforce Summit on 26 April to assess the longer term potential for
reducing vacancies, and using alternative roles such as Doctors Assistants, Physicians
Associates, and Advanced Clinical Practice roles. It is expected that this summit will
enable a clearer assessment of the numbers of different types of roles over the next
few years. Progress has been made developing a single strategic direction for the
Trust in using Advanced Clinical Practice roles and its application will be considered
as part of the forthcoming workforce Summit. In seeking assurance regarding our
workforce plans, several meetings have taken place with Health Education England
locally to explore any further opportunities which may be available, including
transitional support whilst we develop/recruit into new roles. These discussions have
confirmed that the Trust is exploring all available avenues; however opportunities
for further collaboration are ongoing. It has been recently confirmed that the
number of Peninsula medical school places will increase from 80 to 150 which will in
due course expand the potential supply of doctors to the Trust, although there is
unlikely to be any short term change. The Trust will need to continue to review the
number, quality and type of training opportunities for doctors to maximise the
benefit from this expansion in the next few years.

Recruitment process in place The Workforce Dashboard sets out the areas in which progress is being made to
with weekly monitoring of improve the available workforce capacity across the Trust. This highlights in
particular the increasing numbers of staff in post (March 2017-February 2018) and in
performance.
most cases, a higher appointment rate compared to attrition rate. As previously
Exit interview process. Deep reported, a number of specific recruitment initiatives are in train and are focussed
dives on areas with high
on seeking to recruit medical staff from overseas (including 7 potential F1/F2 doctors
turnover.
for Medicine), and headhunting for hard to fill consultant vacancies in a small
number of key specialties. A draft plan focussing on additional retention actions
beyond our wider engagement and cultural improvement work has been developed
and shared with internal stakeholders for review and finalisation on 24 April. The
plan sets out a range of actions to reduce turnover, particularly in nursing and AHPs
including the structured use of rotational posts, improved succession and talent
management processes and ‘itchy feet’ conversations.
Following the Executive team taking ‘Your Voice’ on tour, feedback loops are being
completed. Executive Directors are feeding back to the line management in the
areas they have visited and supporting local actions to address the issues raised.
Some of the key emerging themes are:
• Space, physical environment and equipment concerns
• Team working is positive and supportive
• Vacancies and what is being done to create new roles
• Concerns about pay

HR&OD
Committee

Feb-18

Feb-18

Yes

16 Steven
Keith

Neutral

Safety &
Quality
Committee

Yes

W1 Workforce planning
Failure to have comprehensive
workforce plans in place to which
supports maintaining the staffing levels
needed to provide safe care.

C Updating of workforce
plan for the next 5 years.

Neutral

AIM 2: DEVELOP OUR WORKFORCE

C Reduction in staff
vacancies to planned
levels.
Finalisation of an
overseas recruitment
plan.

7
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Internal agency programme
board to oversee delivery of
agency reductions. Delivery
of FIP target linked to
agency spend overseen by
FIG.

A significant focus continues on actions to reduce the usage and cost of agency
workers across all occupational groups. The Trust has led this work across the STP
and wider geographical footprint for several years and is supporting the delivery of
financial and qualitative benefits to partner organisations as well as the Trust.

Last
review

HR&OD
Committee

Feb-18

Assurance

12 Steven
Keith

Assurance
Group

Yes Plan?

3

Evidence to substantiate whether or not the risk is being effectively managed and further
mitigation plans, where appropriate

Neutral Outcomes

4

Controls in place to mitigate risk

Neutral

Director of
Corporate
Business

Executive
Lead

ASSURANCE ASSESSMENT (by the Assurance Group)

D Robust plan to address
trainee feedback and
improve junior doctor
satisfaction.

Positive

W3 Agency staffing
Failure to meet agency price cap due to
the Trust and/or neighbouring
organisations exception approval levels
above those necessary to change
behaviour.

Source of
identified risk

Risk

Description of identified risk and potential
consequences

Impact

Ref.

CURRENT EFFECTIVENESS ASSESSMENT (by the Executive Lead)
Likelihood

RISK ASSESSMENT (by the Director of Corporate Business)

A Continued improvement
in National Staff Survey
performance.

Further assurance or action
required to improve
assessment

C Sustained reduction in
use of, and reliance on,
agency staffing.

To date we have secured a series of rate reductions on nursing agency costs by
proactively managing the use of framework agreements, cascades of work, and
internal controls. Whilst we are not yet price or wage cap compliant, we are making
steady progress in this direction. The Trust is one of the few who are framework
compliant with no individual locums in use above restricted rates and consequently
have lighter reporting requirements from NHSI.

4

4

16 Steven
Keith

Annual GMC Survey.

The Director of Medical Education provided updates to the Trust Board in
HR&OD
September & November 2017 outlining the results of the 2017 GMC survey and a
Committee
Service Line education plans small number of 'triggered' visits to key specialties. The Trust had achieved an
in place and overssen by
overall satisfaction mean score of 77.9% compared to 79.4% in 2016 with the Trust
Director of Medical
continuing to score within accepted outcomes across all domains with the exception
Education.
of ‘feedback’. Further work is required with the DME and service lines to improve
the Trusts overall satisfaction scores.

Nov-17

W5 Staff Satisfaction
Annual Staff
Failure to provide a satisfying
Survey
environment in which to work leading to
the Trust and possibly our patients not
getting the best out of our people.

3

3

9 Steven
Keith

Annual Staff Survey.

Feb-18

Monthly Staff Temperature
Checks.
Staff stories at HR&OD
Committee.

The nationally benchmarked staff survey data was released on the 6th March and an
encouraging improvement trend can be identified. Whilst there is clearly still a great
deal of work to do, UHPNT improvement trend out performs the national.

HR&OD
Committee

Yes

W4 Clinical Education
Director of
Failure to develop an appropriate
Corporate
education strategy, influence others in
Business
delivering this strategy and capitalise on
our status as a teaching hospital resulting
in a loss of Junior Doctors and
unsustainable rotas.

No

To date, we have reduced our spend on agency workers by c£4m in 2017/18
compared to the previous year, and are operating within the NHSI agency spend
ceiling. We are in the process of finalising arrangements regarding the current
contract with our third party (NHS) bank service provider to build on our existing
partnership, but to introduce more effective KPIs as part of the contract. Linked to
this the Trust has secured a place as one of a few DHSC pilot sites for flexible
working, which attracts £50k financial support to enable the Trust to implement a
fully managed medical bank service. It is anticipated that this development will
improve the supply of locum doctors at better cost to the Trust whilst also
alleviating pressure on the Medical HR and rota teams.

Comprehensive data is with the Service lines and teams are being encouraged to
focus on one or two areas of improvement. Corporately the Big Conversation
process is focusing on 4 areas for improvement:

8
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3

12 Steven
Keith

4

3

12 Lee Budge Board Development Plan

Informal Board discussions.

The Trust has existing processes in place to ensure that its management capacity is
Trust Board
focussed and deployed effectively and had recently strengthened the governance
Periodic development
arrangements around TME to provide a clearer focus on performance and
sessions.
improvement. Across the Trust, we have had a few service line management
vacancies, in recent months however these have largely been successfully appointed
to. We have a stable Executive team. And have recently also appointed substantively
Culture, Improvement,
Leadership and engagement to a vacant Care Group Manager post, and work with these individuals regarding
group reporting to HR&OD their personal and professional development. Any clinical leadership vacancies are
reviewed as they become known and are largely appointed to without significantly
Committee
long gaps. Whilst the agenda facing the Trust is significantly challenging, there are a
number of additional senior staff in post who are valuable to support key issues such
as work around Integration (for example in the recent appointment of a Joint
Integration Director), a Joint Interim Director of Urgent Care, leading work on
emerging primary care developments and community services, and to support a
number of key STP programmes including Pathology and imaging. A revised
approach to supporting Service Lines with a combined talent management and
succession planning tool has been piloted in three areas: Occupational Therapy,
Endoscopy, IT. The tool seeks to support leaders to identify and appropriately
develop and support their talented staff with the intent of creating a combined
development and succession plan. The tool will be presented to TME for review and
agreement to adopt Trust-wide during May. The tool will not provide a centrally
reported overview for the organisation as it is not intended to centrally collect the
data. However, it will allow service line people / role risks and development
opportunities to be more clearly identified. The outputs from the team-led talent
mapping will feed into the STP Talent system being developed by the OD Leads
group.

Well-led Framework

At its last inspection, the CQC assessed the Trust as 'Good' under the well-led
domain. The Trust Board has regular development sessions tpo enhance and
improve its effectiveness although this needs to be updated for 2018/19. The Board
must also review the well-led self-assessment and arrange for an independent
review of this in 2018/19. Arrangement are being with an external facilitator to do
this on 6th May 2018.

Trust Board

Dec-17

-

Assurance

4

Feb-18

Yes Plan?

12 Steven
Keith

Neutral Outcomes

4

Feb-18

Yes

3

p
g
p
Monthly performance report
HR&OD
to Trust Board.
1. Ability to give good care - including resourcing and ability to give high quality care, Committee
2. Equality and Diversity – increasing confidence in the fairness of career
progression.
3. Reporting of errors and incidents, speaking up and continuing to support our open
culture
Monthly performance report 4. Health and Well-Being, continuing our focus on positive action to support staff
HR&OD
to Trust Board.
Committee
stress

Last
review

Further assurance or action
required to improve
assessment

C Staff survey needs to
show an improving
position on the
meaningfulness of
appraisals.

Neutral

9 Steven
Keith

Assurance
Group

Yes

3

Evidence to substantiate whether or not the risk is being effectively managed and further
mitigation plans, where appropriate

C Achievement of 95%
mandatory training
compliance rate.

Neutral

W9 Board effectiveness
Audit
Insufficient skills or capability to provide Committee
effective leadership to the Trust.

3

Controls in place to mitigate risk

Yes

W6 Appraisals
Failure to ensure that our people receive
a timely and meaningful annual appraisal Board
Performance
leading to staff lacking clear direction
Report
and not feeling valued.
(Well-Led)
W7 Mandatory training
Staff may not receive appropriate
Board
mandatory training leading to nonPerformance
compliance with key Trust policies or
values with a potentially poor impact on Report
patients.
(Well-Led)
W8 Senior management capacity
Audit
Insufficient senior management capacity Committee
to effectively address the increasing
internal and external demands on the
Trust.

Executive
Lead

ASSURANCE ASSESSMENT (by the Assurance Group)

C -

Neutral

Source of
identified risk

Risk

Description of identified risk and potential
consequences

Impact

Ref.

CURRENT EFFECTIVENESS ASSESSMENT (by the Executive Lead)
Likelihood

RISK ASSESSMENT (by the Director of Corporate Business)

C Update Board
Development Plan for
2018/19.
Complete well-led selfassessment and
independent review.

9
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Evidence to substantiate whether or not the risk is being effectively managed and further
mitigation plans, where appropriate

Assurance
Group

Last
review

F&I
Committee

Apr-18

Assurance

5

Controls in place to mitigate risk

Outcomes

5

Executive
Lead

ASSURANCE ASSESSMENT (by the Assurance Group)
Plan?

Source of
identified risk

Risk

Description of identified risk and potential
consequences

Impact

Ref.

CURRENT EFFECTIVENESS ASSESSMENT (by the Executive Lead)
Likelihood

RISK ASSESSMENT (by the Director of Corporate Business)

Further assurance or action
required to improve
assessment

Budget Delivery 2018/19
Failure to generate the income or control
Board
expenditure to deliver the agreed
budget. There are a number of key sub- Financial
Monitoring
risks including:
Report
(a) Activity: Failure to generate the
assumed level of income.

25 Neil
Kemsley

Budget sign off letters &
financial controls guidance.
SFIs and Scheme of
Delegation.

The Board reviewed and approved the Business Plan for 2018/19 in April 2018 which
included a £16.3m deficit before the Provider Sustainability Funding (PSF) and a
£3.8m deficit after the PSF was taken into account. The plan includes £2m of cost
pressures and contingencies and whilst there is confidence that these can be
mitigated, risks remained. The key points of the Board discussion were as follows:

Yes

F1

Neutral

AIM 3: IMPROVE OUR FINANCIAL POSITION

2. Make good the
shortfall in income in the
latter part of the year.

Internal & external audit
• The Trust is awaiting confirmation of whether or not the proposed reduction in
reviews of our financial
the control total would reduce the PSF available to the Trust in 2018/19. This would
management arrangements. impact on the overall bottom-line position the Trust was working to but had no
bearing on the level of challenge the Board were committing to.
Monthly finance report to
Trust Board and NHSI.
• As at the end of April, the current status of the 2018/19 Financial Plan indicated a
gap of approximately £10m in terms of FIP and other delivery risks. Improving the
confidence of delivering the full FIP requirement of £32.7m was therefore a key
priority in the next two months.

(b) Cost improvement plan: Failure to
secure delivery of planned CIPs.
(c) STF funding: Failure to earn assumed
STF funding.

C 1. Strengthen the detail
within the Financial
Improvement Plan.

5

4 20 Neil
Kemsley

Board
Financial
Monitoring
Report

Monthly report to Trust
Board.

See above.

F&I
Committee

Mar-18

F&I
Committee

Mar-18

Yes

Cash
Cash management plan may not be
delivered due to run rate variances or
poor processes leading to an inability
meet monthly outgoings.

Neutral

F2

C See above

Neutral

• It was noted that the Plan currently assumed full receipt of the PSF, including the
performance element relating to 4 hour wait performance. However, the
performance trajectory the Trust had submitted fell short of the published
performance criteria required to earn the PSF in Quarters 1, 2 and 4.

C Clear improvement /
delivery plans need to be
presented to the Finance
& Investment Committee
to be based on regular
reviews at TME.

Cash management
procedures

F3

Productivity
Failure to respond to Carter Report,
GIRFT and Model Hospital programmes
leading to poor productivity and use of
resources.

Director of
Corporate
Business

4

3

12 Neil
Kemsley

NHSI oversight.
Programme Lead
established.

The Trust is actively engaged in the Carter, GIRFT and Model Hospital work
programmes and is in the process of appointing a clinical lead for these areas. A
Board Development Session was held on GIRFT, Carter and Model Hospital in July
PDU established with
2017. We must now develop clear plans for investigating and, where appropriate,
fortnightly meetings of TME addressing identified variations in performance and/or practice.
to drive progress.

Yes

Internal Audit review.
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Annex 3
Evidence to substantiate whether or not the risk is being effectively managed and further
mitigation plans, where appropriate

Last
review

Trust Board

Apr-18

The development of a long-term sustainable plan for the wider health community is
F&I
a key focus of the NEW Devon Success Regime and the Sustainability &
Committee
Transformation Plan (STP). The Trust has submitted a plan which meets notified
control totals for 2017/18 and 2018/19. The revenue plan and the required financial
improvement to achieve the 2017/18 control total deficit of £3.1m remains unchanged
but there are a number of significant risks to delivering this position. FIC and FIG will
focus on developing 2018/19 plan from Quarter 3 onwards. FIC will also have a
renewed focus on longer term key improvement projects. Meanwhile, the STP is
undertaking a system refresh.

Mar-18

Regular reporting to the FIC The age of the Trust's estate is making it more difficult to balance our spending
F&I
between the maintenance of our existing infratructure against those required for
Committee
Capital Procedures.
strategic growth and development. The demand for capital currently exceeds the
resources available. The Board has agreed agreed a capital strategy which uses
Investment Panel.
internally generated resources to spend on maintainenance and rolling replacement
priorities. All major investments are subject to a rigorous business case process to
Capital Steering Group.
ensure strategic alignment and affordability but clarification is needed on the longerterm funding implications.

Mar-18

Assurance

Assurance
Group

Controls in place to mitigate risk

Outcomes

Executive
Lead

ASSURANCE ASSESSMENT (by the Assurance Group)
Plan?

Source of
identified risk

Risk

Description of identified risk and potential
consequences

Impact

Ref.

CURRENT EFFECTIVENESS ASSESSMENT (by the Executive Lead)
Likelihood

RISK ASSESSMENT (by the Director of Corporate Business)

Further assurance or action
required to improve
assessment

Western System
Improvement Board.

5

4 20 Neil
Kemsley

NHSI oversight meetings.
FIC / Board oversight.
Internal & external audit
oversight.
GIRFT

S3 Long Term Capital Investment
Finance &
Lack of capital resources resulting in
Investment
inability to maintain assets in a state that Committee
is safe and fit for purpose or address our
agreed strategic priorities.

4

4

16 Nick
Thomas

Yes

Fundamental service transformation is needed if we are to meet the increasing
demands on health and social care within the finite resources available. The Trust
continues to work with partner organisations through the Devon Sustainability &
Transformation Plan (STP) and more locally within the Plymouth & Western locality
to provide high quality care. It has been announced that the unequivocal direction
of travel for both commissioners in Plymouth is a fully integrated health and care
organisation. Arrangements are being established with Livewell Southwest to
oversee this.

Neutral

Finance &
Investment
Committee
Reports

4 20 Ann James Sustainability &
Transformation Plan (STP).

Yes

S2 Financial Sustainability
Failure to develop a financial plan which
is consistent with commissioner
assumptions and regulatory expectations
leading to an inability to deliver services
on a continuing basis.

5

C We need to ensure that
an agreed plan to
manage integration and
related STP issues is in
place.

Negative

System Transformation
Director of
Insufficient leadership and/or focus
Corporate
leading to a lack of clear plans and pace Business
in delivering the level of transformation
required to address the operational and
financial challenges within the health and
social care community.

No

S1

E We need to develop and
deliver robust financial
plans for 2018/19 and
2019/20 and ensure that
the required structural
system changes are
implemented.
FIC to oversee increased
emphasis on strategic
vision and financial
expectations into the
medium term.

Negative

AIM 4: CREATE A SUSTAINABLE FUTURE

F We need to clarify the
funding available to
deliver the Trust's capital
strategy as part of
2018/19 and 2019/20
planning processes.
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Annex 3
Evidence to substantiate whether or not the risk is being effectively managed and further
mitigation plans, where appropriate

Assurance
Group

Last
review

Trust Board

Jan-18

The hospital estate is complex, both in terms of physical layout and use, and has in
place comprehensive fire saftey measures. Following the Grenfell Towers fire
additional measures were put in place pending testing of the cladding material used
on the TLB. Test results have confirmed that we are low risk. Some additional fire
compartmentalisation work was already in progress for TLB level 8 and this will be
completed this year.
The Trust Board received its annual Emergency Planning report in November 2017.
The Trust participated in a major incident exercise last year which was coordinated
across the South West.

Trust Board

Jan-18

Trust Board

Nov-17

A detailed update on this risk is included in the Information Governance report to
the Board in May 2018.

Trust Board

May-18

Assurance

4

Controls in place to mitigate risk

Outcomes

3

Executive
Lead

ASSURANCE ASSESSMENT (by the Assurance Group)
Plan?

Source of
identified risk

Risk

Description of identified risk and potential
consequences

Impact

Ref.

CURRENT EFFECTIVENESS ASSESSMENT (by the Executive Lead)
Likelihood

RISK ASSESSMENT (by the Director of Corporate Business)

Further assurance or action
required to improve
assessment

C Provide the Trust Board
with an update on in
progress in July 2018.

C The Trust Board will
receive its annual Fire
Safety report in January
2018.

A The Trust Board will
receive its next annual
Emergency Planning
report in November
2018.
C Review progress in
meeting national
standards in July 2018.

Yes

Neutral

Our overall arrangements: We have established robust overall arrangements for
managing the Trust’s health and safety responsibilities. This includes strong
leadership, clear governance, staff-side engagement, specialist management
resources, an annual plan and an innovative dashboard for monitoring health and
safety related incidents and outcomes.

Neutral

12 Lee Budge Health & Safety Committee

Yes

Director of
Corporate
Business

Positive

Health & Safety
Harm to staff, patients of visitors as a
result ineffective health and safety
arrangements.

Yes

G1

Neutral

CORPORATE GOVERNANCE

Our plan and current performance: We have developed a plan focuses our attention
on outcomes for staff, patients and visitors. Our overall aim is to reduce the
incidence and risk of harm to staff, patients and visitors. This aim is supported by the
following four objectives: reducing harm, promoting awareness, securing
compliance and improving systems. Our performance against each of these
objectives was reported to the Board in January 2018.
Priorities for 2018/19: Our priorities for 2018/19 are as follows:
• Reducing harm.
• Managing stress.
• Promoting awareness.
• Proactive audit and review.

G2 Fire Safety
Harm to staff, patients of visitors as a
result ineffective fire safety
arrangements.

Director of
Corporate
Business

5

2

10 Nick
Thomas

Designated Fire Officer
Fire Wardens
Mandatory Training

G3 Emergency Planning
Director of
Poor response to declared major incident Corporate
leading to potential patient harm.
Business

4

3

12 Nick
Thomas

Designated Emergency
Planning Officer

Yes

Further details on these can be found in the January 2018 report to the Trust Board.

Emergency Plan
G4 Cyber Security
Harm to staff, patients of visitors as a
result ineffective health and safety
arrangements.

Director of
Corporate
Business

4

3

12 Nick
Thomas

Business Continuity Plans
Timetabled Software
updates
Security Training

KEY TO ASSURANCE ASSESSMENT
Assurance Assessment Mitigation plan in place? Outcome evidence?
A Excellent
Yes
Positive
B Good
No
Positive
C Reasonable
Yes
Neutral
D Fair
No
Neutral
E Weak
Yes
Negative
F Inadequate
No
Negative
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University Hospitals Plymouth NHS Trust
Draft minutes of the Audit Committee meeting
1.00 pm on Monday 9 April 2018
Board Room, Derriford Centre for Health and Wellbeing
Chair’s Summary of Meeting
•
•
•
•
•

•

Positive assurance that the Internal Audit Plan 2018/19 to 2020/21 meets the assurance
needs of the Committee and that it is focused on the risks identified in the Board
Assurance Framework.
Positive assurance that the Finance team and the Trust’s External Auditor are working
effectively to meet the Board’s statutory duties for the 2017/18 accounts.
The Committee reviewed the draft Annual Governance Statement and made narrative
suggestions to reflect successful achievements despite sustained operational
pressures.
Extensive review of the Board Assurance Framework, with particular reference to
management capacity.
The Board and its Committees must pay closer attention to identifying the unintended
consequences of risks. The example of the impact of cancelled elective activity on
orthopaedic training was an example discussed. Non-Executive Directors were asked
to identify how links can be more easily identified between risks and consequences.
Positive assurance of the arrangements to performance monitor the Trust’s External
Auditors.

D
R
A
F
T

Present:

Elizabeth Raikes, Non-Executive Director, Committee Chair
Giles Charnaud, Non-Executive Director
Jacky Hayden, Non-Executive Director
Mike Leece, Non-Executive Director
Henry Warren, Associate Non-Executive Director

In attendance:

David Bray, Audit Manager, Grant Thornton
Lee Budge, Director of Corporate Business
Gill Hunt, Board Secretary
Neil Kemsley, Director of Finance
Jenny McCall, Director of Audit, Audit South West
Paul Thomas, Assistant Director of Audit, Audit South West
Tracy Wheeler, Local Counter Fraud Specialist

Apologies:

Elizabeth Kay, Associate Non-Executive Director
Jon Roberts, Engagement Lead, Grant Thornton
Estelle Thistleton, Non-Executive Director
Action
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14/18

Welcome, apologies and declarations of interest
The Chair welcomed those present and apologies were noted. There
were no declarations of interest.

15/18

Minutes of the previous meeting, matters arising and Chair’s opening
remarks
Minutes of the previous meeting
The minutes of the previous meeting, held on 15 February 2018, were
approved as an accurate record.
Matters arising
Previous minute 6/18 Counter Fraud Report
Mr Charnaud requested Mrs Wheeler to report directly to the corporate
trustee any future investigation within her remit that involved charitable
funds. Mrs Wheeler agreed to do so.
Chair’s opening remarks
The Chair had included a standing item on the agenda to facilitate
feedback from Committee Chairs on matters relevant to the Audit
Committee. This item the Chair would take prior to the review of the
Board Assurance Framework (BAF).

16/18

D
R
A
F
T

Review of Executive Actions Register
The Committee reviewed actions flagged as outstanding.
Action 910 Responsibilities of Trust/Audit Committee re external auditor
appointment
Included on meeting agenda and now complete.
Action 1080 Ward storage and fire related safety
Now complete. For ongoing assurance of fire safety, the Committee
noted that assessments were included in regular mock CQC inspections
and considered by the Head of Audit, Assurance and Effectiveness in
2018/19 planning. See also subsequent minute 19/18, page 5.
Action 1081 Theatre Information Management System Project: lessons
learned report
Mr Thomas advised that this report was being prepared by the
Programme Manager, with advice from Internal Audit. A timescale for its
completion would be ascertained and the Executive Actions Register
updated accordingly.

PT/GH

Action 1083 Board Assurance Framework Risk W9 Management Capacity
To be reviewed by the Human Resources & Organisational Development
Committee (HR&ODC) in depth at its April 2018 meeting. See also
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subsequent minute 27/18, page 9.
Action 1084 Board Assurance Framework Risk S1 System Transformation
Although the action was complete and the BAF updated to reflect the
Audit Committee’s discussion, the Chair requested that the action
remained open as the Board had not yet had sight of a project plan for
integration.
Actions 1085, 1086 and 1089 Board Assurance Framework updates
All completed.
17/18

STP
The issues on which Mr Kemsley wished to update the Committee were:
•

A recap of his briefing to the Trust Board on 6 April 2018
concerning the Trust’s submission of a compliant draft financial
plan for 2018/19 to NHS Improvement (NHSI) on 8 March 2018.

•

Changes to the senior leadership of the STP, also covered at the
Trust Board meeting on 6 April.

•

NHS England and NHSI were working together as one team in the
South. This would be a permanent arrangement and the Trust’s
Executive team welcomed this.

•

Ongoing discussions at STP level regarding the 2018/2019 financial
plan, the equity of resource distribution, and issues associated
with RTT performance and equity of access across the county.

•

With regard to integration between the Trust and Livewell
Community Interest Company, a helpful teleconference with
specialist NHSI mergers and acquisitions staff on the way forward.
This took into account the statutory basis on each organisation,
with NHSI’s expectations of timeframes, key milestones and next
steps. Also discussed with NHSI was service transfer, with no
intimation from NHSI that this would be prohibited. Whilst both
organisations had expressed a desire to integrate by April 2019,
the beginning of the next financial year, there was no reason why
integration could not take place mid-financial year.

•

The appointment of a Programme Director for Integration. An
announcement was imminent.

D
R
A
F
T

The Committee noted the STP update.
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18/18

Counter Fraud
Mrs Wheeler presented her update to the Committee, including
investigations in progress. Also made available to the Committee was the
Spring edition of the Fraud Counts newsletter. The main issues that Mrs
Wheeler wished to highlight were:
•

Completion of the NHS Counter Fraud Authority (CFA) Self Review
Tool, a self-assessment by the Trust on how it met the four key
counter fraud standards principles, with a RAG rating against each.
The self-assessment was completed, approved by Mr Kemsley, and
submitted by the required deadline.

•

The CFA Quality Assessment and commentary from the NHS CFA
Inspector on two standards: pre-employment checks and policy
review. Mrs Wheeler would work with the Trust to improve
performance against these two standards, currently RAG rated
amber, largely due to an inability to effectively measure the
required elements.

The Chair invited questions for Mrs Wheeler. There were none.

D
R
A
F
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The Committee noted Mrs Wheeler’s report and the Chair commended
her on its thoroughness and accessibility.
19/18

Internal Audit (IA) Report

Mr Thomas highlighted key points from IA’s report.
IA reports recently issued:
•

CQC Action Plan progress, with an assurance rating of ‘significant’.

•

Medical locum usage across Devon. No assurance rating was
attached to this report and the Committee noted the key
messages. The Committee’s discussion focused on the finding
that doctors across the county may regularly be breaching the 48
hour Working Time Directive. The Director of People, Steven
Keith, had welcomed the report and it was agreed that Mr Leece,
Chair of the HR&ODC, would discuss it with Mr Keith and then
liaise with Professor Hayden, Chair of the Safety & Quality
Committee (S&QC), to identify issues on which further assurance
was required.

•

ML

Data Quality, with an assurance rating of ‘significant’.

Project support updates were given on:
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•
•
•

National Safety Standards for Invasive Procedures.
Theatre Information Management and ePMA systems.
Electronic Prescribing and Medicines Management.

Other matters:
•

Internal Audit’s testing of Single Tender Actions (STAs): it was IA’s
opinion that the Trust continued to follow an appropriate
procedure to review and approve STAs and that the STAs
disclosed to the Committee for review at this meeting were
correctly classified.

•

A draft IA report had been issued to management in respect of
gifts and hospitality.

•

Follow up recommendations had shown good movement in the
period.

Mrs McCall introduced a precis of the new HFMA Audit Committee
Handbook, set out in Annex 3 to IA’s report. The Handbook invited
colleagues to consider the maturity of the Audit Committee’s
arrangements with regard to STP matters, particularly risks. The Chair
requested a copy.

GH

D
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Mrs McCall drew the Committee’s attention to the main points of the
March HFMA governance and Audit Committee Newsletter, including
preparation for the requirements of General Data Protection Regulation
(GDPR). Mr Budge, Senior Information Risk Owner (SIRO), gave the
Committee an update on the Trust’s preparations for this. Mr Thomas
stated that this Trust appeared to be well prepared. The Chair sensed also
that the Trust was making good progress with this complex issue. Mr
Budge would include a comprehensive report on GDPR in his next SIRO
report to the Trust Board.

LJB

Audit South West’s Internal Audit Charter
This was noted by the Committee.
Strategic Audit and Assurance Plan 2018/19
Mr Thomas presented the Plan for approval. The Plan, which reflected
contributions from the Executive team, was linked to the Board
Assurance Framework. In seeking the Committee’s approval of the Plan,
Mr Thomas asked the Committee to assess whether it met the
Committee’s assurance needs and, if so, whether there was sufficient
flexibility to meet emerging issues.
Noting the proposed coverage of fire safety in the Plan, Mr Leece queried
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assurance routes to the Trust Board. Mr Budge referred to his earlier
comments in Minute 16/18 and reminded the Committee that the Board
received an annual fire report, into which all audit and compliance issues
during the previous year were channelled. Mr Leece stated that, in his
opinion, an annual review at Board level was insufficient for fire safety. It
was agreed that Mr Budge would work with Mr Thomas to include
quarterly reviews as part of his regular Health and Safety Report to the
Trust Board.

LJB

There were no other questions and the Committee approved the Audit
Plan presented.
20/18

ISA240 Letters
Mr Kemsley presented for review completed responses to External
Audit’s ISA240 Letters to Management and to the Chair of the Audit
Committee.
At the Chair’s request, prior to the meeting drafts were circulated to NonExecutive Directors for comments and queries. The Chair advised that
matters raised included disclosures in the accounts of Plymouth Hospitals
Charity. In response, Mr Kemsley agreed that were two statements that
could be strengthened.

D
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Mr Bray stated that the Trust’s Chief Financial Account had queried the
Trust’s overall detail of responses in comparison with other organisations.
Having spoken with the Chief Financial Accountant, Mr Bray advised that
she felt comfortable that the level of detail contained in the Trust’s
responses.
The Chair queried External Audit’s reason for seeking this information;
how did they use the completed letters? Mr Bray stated that his firm
assessed responses against its collective understanding of the Trust and
how the Trust could evidence the statements made. Where an issue had
been flagged and his firm had no knowledge of it, the audit approach
would be altered accordingly. Mr Bray suggested that in considering the
role of the Audit Committee in the reviewing the completed letters, the
test to be applied was had the Committee’s intervention caused
responses to be changed? If the answer to this question was yes, then
the Committee had fulfilled its role appropriately.
The Chair stated that the Committee did not require sight of previous
year’s responses when 2018/19 letters were issued.
Mr Kemsley would amend the draft letters, as discussed, and circulate
them to the Committee.

NK
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21/18

External Audit
Audit Progress Report
•

Mr Bray stated that his firm’s interim audit work and testing was
complete and there were no issues he wished to raise. Since
drafting his report, a year end stock take had been completed,
again with no issues to raise.

•

In response to the Trust’s request, Mr Bray’s firm was working to
bring forward the charitable funds audit to the first two weeks of
August.

•

In respect of the audit of the Trust’s Quality Account, there had
been no change to national guidance issued in 2014/15 and no
change to the four indicators for audit, one of which was,
unfortunately, not auditable. The result of the Quality Account
audit would be reported to the May meeting. The Chair queried
whether, as part of this work, External Audit held a routine
conversation with the S&QC Chair. This had not previously taken
place and it was agreed it would be helpful. Mr Bray would liaise
with Professor Hayden accordingly.

DB

D
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Sector update
Six national publications were highlighted. Given the potential volume of
information in these reports and the requirement for assurance that the
contents of them had been reviewed and acted upon at the appropriate
level, it was agreed that Mr Budge and Mr Bray would maintain a suitable
Log.

DB/LJB

The Committee Chair suggested that the King’s Fund briefing What does
the future hold for integrated care systems? and NHS Clinical
Commissioners’ report Learning from Vanguards would provide helpful
background reading for the Boards of this Trust and Livewell prior to the
Board to Board on 27 April 2018. Mr Budge would review the contents.

LJB

There were no questions.

The Committee noted External Audit’s update.
22/18

Annual Accounts Timetable 2017/18
Mr Kemsley had nothing to add to Mr Bray’s earlier report on the
preparation of the Trust’s accounts.

23/18

Annual Governance Statement 2017/18
Mr Budge presented the draft Statement, approved by the Chief

7

Item A
Executive.
The format had been updated to reflect essential
requirements guidance and the content awaited the finalisation of one
issue, highlighted to the Committee. Mr Budge drew the Committee’s
attention to the three items listed in the Significant Issues section of the
report, each of which was known to Board colleagues via Board and
Committee oversight.
The Chair invited comments. There were none.
The Chair suggested it would be helpful to include a positive note within
the Significant Issues section to reflect that, despite operational
pressures, the Trust continued to performance well in certain areas, and
suggested an example. Mr Leece agreed and suggested references to
new clinical roles and numbers of preceptees in the section on workforce
challenges. Mr Budge would review the narrative.

LJB

Subject to these minor amendments and the inclusion of the awaited
content, the Committee were satisfied with the draft presented. The final
document would be presented to the Committee for approval at its May
meeting.
Mr Budge briefly outlined arrangements for the scheduled Board
Development Session on 4 May 2018 regarding the CQC’s Well-Led
Framework.
24/18

Single Tender Actions

D
R
A
F
T

The Committee reviewed the Single Tender Actions undertaken between
1 October and 31 December 2017.
There were no questions.

The Committee agreed that the STAs taken were appropriate.
25/18

Terms of Reference

These had been reviewed in accordance with the annual timetable and
were presented to the Committee for approval.
The Chair suggested amending paragraph 3.1 to specify that the NED
Chairs of the Finance & Investment Committee, Safety & Quality
Committee and the Human Resources & Organisational Development
Committee were core members of the Audit Committee. This proposal
was supported.
Subject to this amendment, the Committee approved the Terms of
Reference.
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26/18

Forward Work Plan
The Committee’s Forward Work Plan for 2018/19 was presented for
approval.
The Chair asked whether NED colleagues required any changes.
changes were suggested.

No

The Committee approved the Forward Work Programme.
27/18

Board Assurance Framework (BAF) Review
The Chair invited the Committee to review two sections of the BAF in the
context of the guidance set out on the agenda. The sections presented
for review were Develop our Workforce and Create a Sustainable Future.
The Chair invited comments from Committee Chairs.
Noting Risk W9 Senior Management Capacity, Mr Leece was concerned
by the ever-increasing demands on the senior management team.
Management capacity, in his view, extended to Care Groups and Service
Lines over which he had limited oversight of structure and individuals.

D
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There followed discussion on the definition of ‘management capacity’,
whether this included succession planning, the level and nature of data
required to provide assurance and whether this was an issue for this
Committee, the HR&ODC, or the Trust Board. Mr Kemsley suggested a
briefing on the corporate structure, setting out how senior staff were
deployed. The Chair stated that, ultimately, the Committee required
assurance of business continuity and of the health and wellbeing of staff.
It was agreed that consideration of management capacity and succession
planning at a Board Development session may be helpful in teasing out
the issues. It was suggested that Mr Kemsley and Mr Budge should
consider how the required assurances could be evidenced and report this
to the Audit Committee’s May meeting. However, in view of the
HR&ODC’s planned review of this new risk at it’s meeting on 19 April 2018,
Mr Leece he would discuss with Mr Keith the Audit Committee’s concerns
and together agree a way forward, reporting back to the Committee in
May.

ML

Professor Hayden, Chair of the S&QC, reminded colleagues of a discussion
at the Trust Board on 6 April 2018 regarding business continuity in the
context of the impact on junior doctors’ orthopaedic training resulting
from the cancellation of hip replacement activity. This, in her view, was a
serious risk. There followed a discussion on how the overarching Risk Q2
Operational Pressures and, in particular, the cancelled procedures
element of it as set out in the BAF, was linked to this issue. Mr Budge
stated that in using the BAF effectively, it was for all Board colleagues to
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consider the unintended consequences of failing to effectively mitigate
risks and to draw out these issues in the narrative. There followed a
discussion on NEDs’ comprehension of the BAF and how unintended
consequences, such as the training issue, could be better identified. In
drawing this discussion to a close, Mr Budge invited colleagues to share
their suggestions with him outside the meeting.

All NEDs

There were no further comments from Committee Chairs.
Risk S1 System Transformation
After discussion it was agreed that the narrative under the further
assurances section of this risk should refer to an ‘Agreed Plan’.
Risk S2 Financial Sustainability
The Chair sought confirmation that there was a conflict resolution policy
within STP governance arrangements. Mr Kemsley stated that there was
and that this also fell within the potential scope of IA’s role.
There followed a more general conversation on financial sustainability.
Much assurance would be inherent within the 2018/19 Plan but the further
the Trust was pushed financially, the thinner its efforts were spread. The
2018/19 Plan was expected for approval at the Trust Board meeting on 27
April 2018. The Chair requested Mr Kemsley to include, for Non-Executive
Directors, key points on how the Trust’s Annual Plan and the STP Annual
Plan were mutually beneficial. In concluding the Committee’s review of
Risk S2, it was agreed that financial sustainability was inherent in
successful System Transformation, Risk S1.

D
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The Committee agreed that Risks S1 to S3 were ‘work in progress’ and
requested Mr Budge to consider the narrative accordingly.
Mr Bray and Mrs Wheeler left the meeting.
28/18

External Audit Contract

Mr Budge’s report provided an opportunity for the Audit Committee to
review the contractual performance of the Trust’s external auditor, Grant
Thornton, following the transfer of responsibilities from Public Sector
Audit Appointments (PSAA) to the Trust.
Mr Budge offered a narrative assessment against each of ‘must do’ and
‘might have to do’ elements of the contract:
•
•
•
•

Contract agreement and monitoring.
Monitoring compliance issues.
Ensuring suitability of key members of the audit team.
Agreement of audit-related work.
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•
•
•

Agreement of non-audit work.
Agreement of additional fees.
Managing complaints.

Mr Budge had concluded that Grant Thornton were meeting their
contractual commitments to the Trust and that the firm’s performance in
discharging its responsibilities was adequate. He was satisfied, also, that
the Trust was adequately discharging its responsibilities in managing the
external audit contract. Should the Committee agreed with his
assessment, the next opportunity to formally review the contract would
be in two years’ time, when an extension to the contract was an option
for consideration.
The Chair invited colleagues to comment.
Mr Leece expressed his satisfaction with the service provided.
In response to a query from Mr Warren regarding the tenure of External
Audit leads, Mr Budge explained the requirement to change auditor
partners every seven years and why this was so.

D
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Mr Charnaud asked whether Grant Thornton’s remit covered the audit of
charitable funds. Mr Budge confirmed that it did.
The Chair queried key performance indicators. Mr Budge stated that
these concerned timeliness and, in his view, there was no cause for
concern.
The Chair asked Mr Kemsley whether Grant Thornton provided
appropriately qualified and experienced staff. Mr Kemsley confirmed
that they did and there was no issue in terms of candour from his
perspective.
On behalf of the Committee, the Chair confirmed satisfaction with the
performance of Grant Thornton, together with the arrangements
established to monitor this on a regular basis.
29/18

Chair’s summary for the Trust Board
The Chair invited colleagues to identify any issues they particularly wished
to highlight. No comments were made.
Mrs Hunt to draft on behalf of the Chair and to include, at the Chair’s
request, management capacity and unintended consequences.

30/18

GH

Review and Learning
The Chair invited colleagues to identify any issues they wished to raise.

11

Item A
No comments were made, other than colleagues felt the meeting to have
been positive.
31/18

Any Other Business
There was no further business and the meeting closed at 2.55 pm.

32/18

Date of next meeting
Thursday 24 May 2018.
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TERMS OF REFERENCE
Audit Committee

April 2018

1.

CONSTITUTION

1.1

The Audit Committee is a Committee of the Trust Board. It has no executive powers, other
then those specifically delegated in these Terms of Reference. As a Committee of the
Board, the Standing Orders for the Trust shall apply to the workings of the Committee. The
Committee’s Terms of Reference are aligned with the NHS Audit Committee Handbook
2014 published by the Healthcare Financial Management Association.

2.

CONDUCT OF BUSINESS

2.1

The Committee shall meet up to six times a year. The Chair of the Committee may call for
additional meetings should the need arise. The External Auditor or Head of Internal Audit
may request a meeting if they consider that one is necessary. Members are expected to
attend at least four meetings a year; if they are unable to do so their membership of the
Committee will be reconsidered by the Chairman of the Trust.

2.2

The Committee shall adopt a forward work programme that reflects the priorities agreed by
the Board.

2.3

The Committee is authorised by the Board to investigate any activity within its Terms of
Reference.

2.4

The Committee is authorised to seek any information it requires from any employee of the
Trust and all employees are directed to co-operate with any request made by the
Committee. The Committee is authorised by the Board to obtain outside legal or other
independent professional advice and to secure the attendance of outsiders with relevant
experience and expertise if it considers this necessary.

2.5

At least once a year the Committee will meet privately with External and Internal Auditors.

3.

MEMBERSHIP

3.1

The Committee shall be appointed by the Board from amongst the Non-Executive Directors
of the Trust and shall consist of up to five members. A quorum shall be two members. One
of the members will be appointed Chair of the Committee by the Board. The Chairman of
the Trust shall not be a member of the Committee. Core membership will be the NonExecutive Director Chairs of the Safety & Quality Committee, Finance & Investment
Committee and the Human Resources & Organisational Development Committee. NonExecutive members will be expected to attend in person and may not authorise a deputy to
attend on their behalf.

3.2

The following shall be expected to attend the Committee on a regular basis:
•
•
•

3.3

Director of Finance (or nominated deputy)
Director of Corporate Business
Representatives of Internal and External Audit

The Chief Executive and other Executive Directors are invited to attend and will be
expected to do so when discussing risks or assurances that are their responsibility.
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3.4

The Chief Executive should attend, at least annually, to discuss with the Audit Committee
the process for assurance that supports the Annual Governance Statement.

3.5

All members of the Trust Board shall be entitled to attend and receive papers to be
considered by the Committee.

3.6

The Director of Corporate Business will ensure that an efficient support service is provided
to the Committee.

4.

ACCOUNTABILITY

4.1

The Audit Committee is accountable to the Trust Board.

5.

DUTIES

5.1

The Audit Committee shall be responsible for:
Governance, Risk Management and Internal Control
•

The Committee shall review the establishment and maintenance of an effective system
of integrated governance, risk management and internal control, across the whole of
the organisation’s activities that supports the achievement of the organisation’s
objectives.

•

In particular, the Committee will review the adequacy of:

•

•

all risk and control related disclosure statements (in particular the Annual
Governance Statement and declarations of compliance with the Care Quality
Commission regulatory framework), together with any accompanying Head of
Internal Audit statement, External Audit opinion or other appropriate independent
assurances, prior to endorsement by the Board;

•

the underlying assurance processes that indicate the degree of the achievement of
the corporate objectives, the effectiveness and the appropriateness of the
management of principal risks and the appropriateness of the above disclosure
statements;

•

the policies for ensuring compliance with relevant regulatory, legal and code of
conduct requirements;

•

the policies and procedures for all work related to fraud and corruption as set out in
the Secretary of State Directions and as required by NHS Counter Fraud Authority.

•

In carrying out this work the Committee will primarily utilise the work of Internal
Audit, External Audit and other assurance functions, but will not be limited to these
audit functions. It will also seek reports and assurances from directors and
managers as appropriate, concentrating on the over-arching systems of integrated
governance, risk management and internal control, together with indicators of their
effectiveness. This will be evidenced through the Committee’s use of an effective
Assurance Framework to guide its work and that of the audit and assurance
functions that report to it.

The Committee will constitute a Local Auditor Panel to oversee the process of selection
and appointment of an External Auditor, in accordance with the Local Audit
Accountability Act 2014 and make a recommendation to the Trust Board.
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Internal Audit
•

The Committee shall ensure that there is an effective Internal Audit function
established by management that meets mandatory Public Sector Internal Audit
Standards and provide appropriate independent assurance to the Chief Executive
and Board. This will be achieved by:
•

consideration of the provision of the Internal Audit service, the cost of the audit
and any questions of resignation and dismissal;

•

review and approval of the Internal Audit strategy, operational plan and
programme of work, ensuring that this is consistent with the audit needs of the
organisation as identified in the Assurance Framework;

•

consideration of the major findings of Internal Audit work (and management’s
response) and ensure co-ordination between the Internal and External Auditors
to optimise audit resources;

•

ensuring that the Internal Audit function is adequately resourced and has
appropriate standing within the organisation;

•

annual review of the effectiveness of Internal Audit.

External Audit
•

In accordance with the Local Audit Accountability Act 2014, NHS Trusts are
required to procure and locally appoint their own external auditors for the year
2017/18 and subsequent financial years. The Audit Committee’s role will include,
but will not be limited to:
•

consideration of the appointment and performance of the External Auditor;

•

contract agreement and monitoring;

•

review the work and findings of the External Auditor;

•

ensuring the suitability of key members of the audit team

•

discussion and agreement with the External Auditor, before the audit
commences, of the nature and scope of the audit as set out in the Annual Plan,
and ensure co-ordination, as appropriate, with other External Auditors in the
local health economy;

•

discussion with the External Auditor of their local evaluation of audit risks and
assessment of the Trust and associated impact on the audit fee;

•

a review of all External Audit reports, including agreement of the Annual
Governance Report setting out the finding of the audit and the annual audit
letter before submission to the Board and any work carried outside the annual
audit plan, together with the appropriateness of management responses.

Other Assurance Functions
•

The Audit Committee shall review the findings of other significant assurance
functions, both internal and external to the organisation, and consider the
implications to the governance of the organisation.
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•

These will include, but will not be limited to, any review by Department of Health
Arms Length Bodies or Regulators/Inspectors (e.g. Care Quality Commission, NHS
Litigation Authority, now known as NHS Resolution, NHS Improvement),
professional bodies with responsibility for the performance of staff or functions (e.g.
Royal Colleges, accreditation bodies).

•

In addition, the Committee will review the work of other committees within the
organisation whose work can provide relevant assurance to the Audit Committee’s
own scope of work. This will particularly include:
•
•
•
•

Safety & Quality Committee
Finance & Investment Committee
Human Resources & Organisational Development Committee
Research Committee

Counter Fraud
•

The Committee shall satisfy itself that the organisation has adequate arrangements
in place for countering fraud and shall review the outcomes of counter fraud work.

Management
•

The Committee shall request and review reports and positive assurances from
directors and managers on the overall arrangements for governance, risk
management and internal control.

•

They may also request specific reports from individual functions within the
organisation as they may be appropriate to the overall arrangements.

Financial Reporting
•

•

The Audit Committee shall review the Annual Financial Statements before
submission to the Board, focusing particularly on:
•

the wording in the Annual Governance Statement and other disclosure relevant
to the Terms of Reference of the Committee;

•

changes in, and compliance with, accounting policies and practices;

•

unadjusted mis-statements in the financial statements;

•

major judgemental areas;

•

significant adjustments resulting from the audit.

The Committee should also ensure that the systems for financial reporting to the
Board, including those for budgetary control, are subject to review as to
completeness and accuracy of the information provided to the Board.

6.

REPORTING ARRANGEMENTS

6.1

The minutes of the Audit Committee shall be submitted to the Board.

6.2

The Chair of the Committee will prepare a report summarising the key issues arising from
each meeting and present this to the Trust Board. The report will cover the Committee’s
work in support of the Annual Governance Statement, specifically commenting on the
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fitness for purpose of the Assurance Framework, its completeness and the extent to which
risk management is embedded in the organisation; the integration of governance
arrangements; and the appropriateness of the self-assessment against the Care Quality
Commission regulatory framework. The Chair of the Committee shall draw to the attention
of the Board any issues that require disclosure to the full Board, or require Executive action.
6.3

The Committee will prepare an annual self-assessment report for the Board, considering
how it has performed its duties over the year and its overall effectiveness and compliance
with these Terms of Reference.

7.

REVIEW ARRANGEMENTS

7.1

The Terms of Reference and performance of the Audit Committee shall be reviewed by the
Board of Directors at least annually. In facilitating this, the Committee will submit an annual
report of its activities and performance to the Board.

Approved by Audit Committee
Approved by the Trust Board
Review date

April 2018
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Item B
University Hospitals Plymouth NHS Trust
Minutes of the Human Resources & Organisational Development Committee
10.45 am on Thursday 19 April 2018
Finance Meeting Room, Norwich Union Building

D
R
A
F
T

Chairman’s Summary of Meeting
•

An outstanding action regarding evidence of temporary doctors having in date
appraisals was carried forward to the June meeting when Mr Keith agreed to bring
forward details of a manual verification system which would remain in place until an
electronic system replaced it.

•

A number of risks on the Assurance Framework would require updating once the
outcomes of the Workforce Summit (held 26/04/18) were known. In particular, risk W9
was reviewed and Mr Keith and Ms Orrock provided a positive response to this item.
Progress was made against a number of the identified risks and the Committee agreed
with the changes proposed by Mr Keith. Post meeting reflection from the Chairman
suggests that a more granular approach may be required in future to improve assurance
and to define dependencies and actions necessary to provide greater assurance.

•

The issue of how senior managers live the values of the Trust and what metrics would be
appropriate to demonstrate compliance: it was agreed to pursue a number of items
defined in the People Strategy ahead of details of the NHSI Lean programme with
Livewell becoming available.

•

The workforce dash board was reviewed and it was agreed to review those departments
exhibiting staff turnovers greater than the Trust average to understand the reasons and
the actions necessary to initiate improvements.

•

The Terms of Reference were reviewed and the Committee agreed the reporting
arrangements required clarity, together with work plans and progress against them.
Mr Keith was requested to amend them to ensure this clarity was achieved.

Present:

Mike Leece, Non-Executive Director, Committee Chairman
Martin Bamber, Deputy Director of Human Resources
Steven Keith, Director of People
Anna Orrock, Care Group Manager
Estelle Thistleton, Non-Executive Director
Paul Youngs, Consultant Anaesthetist

In attendance: Bev Allingham, Deputy Director of Nursing
Bill Chapman, Workforce Development Manager
Gill Hunt, Board Secretary
Ann James, Chief Executive
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Claire Underdown, Head of Organisational Development (part meeting)
Apologies:

17/18

Vicky Brotherton, RCN Staff Side Representative
Greg Dix, Chief Nurse
Jemma Edge, Service Line Manager
Peter Rowe, Deputy Medical Director
Jamie Read, Freedom to Speak Up Guardian
Louise Shalders, Freedom to Speak Up Guardian
Ray Stewart, GMB Staff Side Representative
Sophia Wrigley, Consultant Anaesthetist/Guardian of Safe Working Hours

Welcome and apologies

D
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Action

Mr Leece, Committee Chairman, welcomed those present. The apologies
listed above were noted.
In order to accommodate colleagues arriving late, the Chairman took papers
in a different order to that set out on the agenda.
18/18

Minutes of the previous meeting and matters arising
The minutes of the previous meeting, held on the 15 February 2018, were
approved as a true and accurate record.
There were no matters arising.

19/18

Care Quality Commission (CQC) Compliance Assessment: Professional
Registration, Revalidation, Clinical Supervision, Codes of Practice and
Conduct (Nursing Midwifery/AHP/Healthcare Scientists)
This Committee had been invited by the Quality Assurance Committee to
scrutinise and assess compliance against those CQC domains with which its
Terms of Reference more appropriately fitted.
As part of its rolling programme to review the process to test assurance, Mr
Chapman presented this topic compliance assessment. He asked the
Committee to note that Clinical Supervision and Codes of Practice and
Conduct had been removed from this topic and re-assigned elsewhere. This
topic was currently assessed as ‘Compliant - Fully Met’ and Mr Chapman
explained the reasons for this assessment.
The Committee noted that staff were responsible for ensuring that their
personal professional registrations were maintained in a timely way. Mr
Chapman explained the process used by the Trust to support staff in doing
this and to identify staff working without a required valid professional
registration. After some discussion, and after hearing from Ms Allingham
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and Ms Orrock, who were themselves required to maintain their own
professional registrations and therefore experienced the Trust’s process,
the Committee concluded that the process for assessment was adequately
tested and supported the assessment made.
There was felt to be some benefit to providing Care Group Managers with
oversight of registration compliance within their respective groups and Mr
Chapman would work with Ms Allingham to take this forward outside the
meeting.

D
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Ms Thistleton, Mr Keith and Ms James joined the meeting.
20/18

Review of Action List

Action 2/18 Temporary doctors to present for employment with their most
recent appraisal: Mr Keith to establish if this was now Trust policy.
After discussion it was concluded that this was not yet Trust policy. Ms
James queried the actions being taken to resolve this fundamental
requirement. Mr Keith stated that a manual process would be necessary
until an electronic solution could be implemented. Mr Keith was requested
to put in place an appropriate manual system to give the required
assurance. The Chair requested that this action remained open on the
Action List as the Committee did not yet have the assurance it required.

SK

Action 9/18 Agree process by which issues arising from Guardian of Safe
Working Hours Exception Reports are addressed at Care Group meetings.
Mr Keith stated that he and Dr Wrigley had met to discuss this. They would
together produce a paper for the Trust Management Executive (TME) with
recommendations for a process for closing actions at a local level.
It was agreed that this action would remain open as Mr Keith had yet to
agree with Dr Wrigley how a management response to her independent
Guardian report could be drafted for submission to the Trust Board.
Action 12/18 Identify date on the Board Assurance Framework by which a plan
to mitigate Risk W4 Clinical Education would be produced.
Mr Keith stated that this would be picked up in a subsequent item. See also
minute 26/18.
21/18

Key messages from the Trust Board and Chairman’s expectations for the
meeting
The Chairman stated that this Committee had been requested by the Audit
Committee, as part of Audit’s review of the Board Assurance Framework, to
undertake an in-depth review of risk W9 Senior Management Capacity. The
Committee would consider this as part of the Director of People’s report.
Ms James stated that this review was important in order to identify any
risks that would impact on TME’s ability to deliver agreed strategic
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priorities.
The Chairman noted that two scheduled items had been deferred since the
agenda had been agreed:

22/18

•

The Trust’s Leadership Strategy.

•

The ‘Tea with Staff’ initiative.
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Implementation of the People Strategy and Managing our Workforce Risks
Mr Keith’s paper set out a position statement on the People Strategy
implementation plan and on the Trust’s Workforce risks.
Workforce Risks
Risk W2 Recruitment and Retention
Mr Keith proposed moving from an assurance rating of E Inadequate to D
Weak.
Risk W5 Staff Satisfaction
Mr Keith proposed moving from an assurance rating of C Neutral to A
Excellent.
Risk W1 Workforce Planning
Mr Keith proposed revising the risk score from 20 to 16.
Risk W3 Agency Staff
Mr Keith proposed revising the risk score from 16 to 12.
Mr Keith stated that the ability to produce a Workforce Plan had been
negatively impacted by the absence of an STP Workforce Plan. Ms James
stated that a local system Workforce Plan was required, in the context of a
shift away from the STP towards a local system, a shift reinforced by the
Care Quality Commission. Workforce planning would be a key component
of integration due diligence and the local system must understand the
baseline position before any workforce innovation could be taken forward.
The Chairman stated that the narrative of this risk required:
•

A timeline by which a plan would be produced.

•

The inclusion of narrative regarding integration.

SK

With regard to risk W3, Mr Keith stated that, in his view, the risk was no
longer as significant as it had been. The Chairman invited comments. There
were none. The Chairman stated that the financial improvement associated
with this risk had been positive and he was not aware of any adverse effects
to service delivery.
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The Committee made no decision on risk ratings at this stage.
People Strategy
Progress remained largely unchanged since the previous report to the
Committee in February 2018. Resourcing remained a factor in many areas of
delivery. The HR&OD business planning submission for 2018/19 included
cost pressures in respect of the potential costs associated with leadership
development.
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Ms Underdown detailed the action points of concern with regard to the
Great Place to Work element of the People Strategy. Whilst there had been
some movement, it was insufficient to move from an overall RAG rating of
red.
The draft Learning and Development Strategy had been re-presented to the
Learning and Education Group in March 2018 and, whilst broadly supported,
requests for revisions had been made by the Group’s Chair. Ms Thistleton
was concerned by the delay to this important Strategy and queried the
nature of the revisions requested. These were not detailed but Ms
Underdown stated that the Chief Nurse had chaired the meeting.
The success of the NHS Improvement Lean application presented an
opportunity to pause for review. Ms James acknowledged this but, given
the lead-in time for this initiative, she was keen to progress those elements
of the Strategy that could be taken forward now. It was agreed that Ms
James and Ms Underdown would meet to progress this.

AJ/CU

The Strategy would be re-presented the Learning and Education Group in
May and to this Committee in June.
As reported at the February meeting, a bid to the Charitable Funds
Committee to support culture change and coaching capacity, not yet
complete at that time, had still not progressed.
Ms Thistleton highlighted what she saw as a separate organisational
approach to coaching and suggested that this Committee must better
understand how the ‘coaching culture’ to which the Trust aspired would be
achieved. She was disappointed by the delay to the Learning and Education
Strategy and stated that the Committee required better assurance with
regard to behaviours. The main points of subsequent discussion were:
•

The difficulties in measuring metrics associated with culture.

•

How the narrative on culture could be developed.

•

How areas of known challenge could be supported as part of a
coaching culture.
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•

The benefits of being able to ‘take the temperature’ of the
organisation but not yet having a process in place to do this.

•

The requirement for greater confidence that there were established
principles regarding staff behaviours.

•

The differences between words and intonation.

•

The role staff induction played in setting expectations of culture and
behaviours through the Trust Values.

•

How staff lived the Trust Values ‘in the moment’, particularly when
challenging the behaviours of senior colleagues and holding
colleagues to account by not accepting poor behaviours.

D
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The Committee reviewed the People Strategy implementation plan included
with Mr Keith’s report, a document owned by Mr Bamber and Ms
Underdown. The Committee requested a more simplified and accessible
presentation of the integration plan, with dates and milestones included.

MB/CU

Risk W9 Senior Management Capacity
Discussion moved on to the Committee’s review of this risk, as requested of
the Audit Committee. The Chairman was a member of the Audit Committee
and had been present when this request had been made.
Mr Keith referred the Committee to the narrative on page 6 of his report.
The Chairman reiterated comments he made at the Audit Committee and
stated that he had little personal visibility of senior management. He asked
whether all senior managers had job current descriptions and were aware
of their objectives. He queried their personal development plans and access
to training.
Mr Keith gave a positive response to job descriptions and training. There
were currently very few vacancies for Service Line or Care Group Managers.
Ms Orrock explained the Care Group Manager appraisal process and the
training opportunities to which staff at this level had access.
This led to a more general discussion on:
•

Appraisal rates for all staff.

•

Whether the Trust should aim for an appraisal rate of 90%.

•

How other Trusts were able to achieve higher appraisal rates.

6

Item B

This concluded the review of Risk W9 Senior Management Capacity.
Discussion on this paper having concluded, Mrs Hunt asked the Chair to
confirm whether or not the Committee supported Mr Keith’s
recommendation to approve the proposed changes to the Workforce risks
set out in the paper.
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The Chair confirmed that the recommended changes were supported.
23/18

NHS Staff Survey 2017

Ms Underdown gave a presentation on the approach to addressing the
main themes arising from this national staff survey. These were:
•

Staff health and wellbeing – understanding how best to support
staff, together with a continued focus on supporting stress.

•

Speaking up and reporting errors and incidents.

•

Equality and diversity – a fair and just culture with attention to issues
associated with career progression.

•

Quality of care – understanding the ability to give good care, with a
focus on resources.

The main points of the Committee’s discussions were:
•

Noting the six week lead-in time for staff to access Occupational
Health (OH) stress counselling and the c15% cancellation rate for
appointments which, in turn, had an impact on sickness absence. Ms
Thistleton stated that a six week wait was too long. Mr Keith agreed
that more could be done to signpost staff to alternative sources of
support.

•

Understanding the staffing capacity within the OH Service.

•

Noting that the local questions for inclusion in the NHS National Staff
Survey 2018 must be agreed by June and that this Committee would
review these at the June meeting, together with an update on plans
to enable a regular, local staff ‘temperature check’ to be taken.

SK

The requirement to address the local gender pay. Mr Keith stated
the intention to engage with staff on ‘What does better look like?’ It
was agreed that the Committee would receive a paper at the next
meeting, including actions to ensure gender equality in all aspects of
the local Clinical Excellence Awards process.

SK

•
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The Committee noted Ms Underdown’s report and welcomed the improved
outcomes in the staff survey results.
Ms Underdown left the meeting.
24/18

Workforce Dashboard

D
R
A
F
T

The Chairman invited Mr Chapman to highlight key issues from his report.
Mr Chapman drew the Committee’s attention to:
•

Nurse safer staffing had fallen to 79% despite static nursing
workforce numbers.

•

The management of long term sickness had improved, although
there had been an increase in short term incidence.

•

Stress and anxiety were by far the most cited reasons for sickness
absence and showed an upward trend.

•

Annual turnover had decreased slightly in the last two months.

•

There were downward trends in mandatory training and appraisal
compliance.

In accordance with the Chair’s request at the previous meeting for evidence
of ‘staff stories’ associated with retention, Mr Chapman detailed two
anonymised examples from nursing.
A nurse-based Staff Retention Plan had been agreed and this would be
taken to Care Groups at the end of April.
The Trust was working with Livewell to streamline processes for staff
moving between organisations. Ms Allingham stated that the Trust’s
nursing website had been launched; this included an offer for rotational
placements, which had been well received.
There followed a discussions on:
•

How staff retention could be measured. Attention was drawn to
various workforce statistics routinely reported that could be
assessed to gauge this.

•

Whether there was an agreed desirable rate of turnover. No rate
was identified and no conclusion drawn. However, in reviewing
turnover, hot spots required identification and there may be learning
to be gained from those areas where turnover was both desirable
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and well-managed. Mr Chapman would include an update in the
relevant appendix to his next scheduled.

BC

The Committee noted the Workforce Dashboard.
25/18

THRIVE Report
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Dr Stuart Windsor, Director of Estates and Facilities, attended to present
this report on the activities of the Thrive Group, which led the Trust’s
response to the Plymouth Thrive and OneYou campaigns and drove
initiatives to improve staff health and wellbeing.
Dr Windsor apologised for two minor data errors in items regarding CQUIN
achievement. From his report, Dr Windsor highlighted:
•

The development of a Wellbeing Online Tool to capture snapshot
data on the status of staff wellbeing.

•

A Health and Wellbeing Day planned for 24 April 2018, with c35
exhibitors taking part.

•

Progress with two projects being undertaken by third year medical
students. These concerned staff engagement with wellbeing
services and seasonal flu uptake. Both would provide valuable
learning for the Trust.

•

The Trust was compliant with CQUINS associated with the offer of
healthy eating choices across all outlets.

The Chair invited comments on Dr Windsor’s report. Ms Thistleton was
pleased with the emphasis on change and felt assured that there was
genuine regard for the health and wellbeing of staff. Dr Windsor stated
that change had been effected by staff coming together rather than silo
working.
The Committee noted the report.

The Chair thanked Dr Windsor for attending and he left the meeting.
26/18

Assurance Framework
The Chairman invited comments on the Framework. Mrs Hunt suggested a
risk by risk review. No further comments were made.
The Chairman requested:
•

SK

Mr Keith to ensure that the narrative sections were updated to

9

Item B
reflect the Committee’s discussions.
•

LJB

The reinstatement of an indicator on the summary sheet which
recorded the RAG rating of each risk on a monthly basis to show
movement over time.

For Risk W4 Clinical Education, Mrs Hunt sought to close the outstanding
action raised at the February meeting by Ms Thistleton (see Minute 20/18,
page 3 – the identification of a date for the production of the required plan
to address trainee feedback and improve junior doctor satisfaction) as this
had not been picked up during the course of previous items. Mr Keith
stated that a report would be presented to the Committee’s June meeting.
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SK

No changes were made to the Assurance Framework and the Committee
did not request any additional actions to improve assurance.
27/18

Terms of Reference

Mr Keith presented the Committee’s Terms of Reference for review, stating
that:
•

No changes to the Committee’s membership were proposed.

•

No changes to sub-group reporting arrangements were proposed.

•

Review of these Terms of Reference was proposed every three years
rather than annually.

Ms Thistleton queried the inclusion of oversight of the OD process with
Livewell. Mr Keith stated oversight would sit with the Board in Common.
Ms James stated that she had requested Mrs Hunt to provide support to
TME corporate agenda setting to improve oversight and visibility of issues
such as this. The Trust’s governance processes would need to respond to
integration and the risks associated with it. Ms Thistleton agreed but
insisted that this Committee maintained, as a minimum, a watching brief on
this important issue. It was agreed that Mr Keith would make reference to
this in the Terms of Reference.

SK

Dr Youngs stated that he had little sense of the remits, work plans and
outputs of the three sub-groups which fed this Committee. Mr Keith stated
that each group was responsible for delivering an element of the People
Strategy; updates were included in his report to this Committee.
Ms James, Mr Keith and Ms Orrock left the meeting at this point.
The discussion continued as to how Dr Youngs could obtain the assurance
he sought. By way of illustrating how another Board Committee managed
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reporting from sub-groups, Mrs Hunt and Ms Allingham explained the
reporting mechanisms at the Safety and Quality Committee, at which the
Chairs of sub-groups attended the Committee and presented exception
reports from their respective group. Some reports contained RAG ratings
for ease of reference.
It was agreed that the existing reporting arrangements from this
Committee’s sub-groups required clarity in terms of the arrangements, and
their work plans and progress against them. Mr Keith was requested to
amend the Terms of Reference to ensure that this clarity was achieved.
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SK

The revised Terms of Reference would be submitted to the Committee in
June.
28/18

Forward Work Plan

SK

Mrs Hunt presented the proposed forward work plan for the Committee for
consideration. It was reviewed and approved.
The Chair requested a further review mid-year to ensure that the Committee
was sighted of relevant, emerging issues associated with integration.
29/18

GH

Equality and Diversity Policy

This was ratified by the Committee.
There was some further discussion regarding the Trust’s gender pay gap
and plan to address this (see also Minute 23/18). Ms Allingham suggested
an update from the Equality & Diversity Group, of which she was co-chair.
This was welcomed and would be taken at the June meeting.
30/18

BA

Chairman’s summary for the Trust Board
This item was not discussed.

31/18

Review and Learning

This item was not discussed.
32/18

Any Other Business
There was no other business and the meeting closed at 1.25 pm.

33/18

Date of next meeting
Thursday 21 June 2018.
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Item C
University Hospitals Plymouth NHS Trust
Minutes of the Safety and Quality Committee meeting
12.30 pm on Monday 16 April 2018
Conference Room, Derriford Centre for Health and Wellbeing
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Present:

Jacky Hayden, Non-Executive Director, Committee Chair
Giles Charnaud, Non-Executive Director
Greg Dix, Chief Nurse
Phil Hughes, Medical Director

In attendance:

Beverley Allingham, Deputy Director of Nursing
Cathryn Briggs, Officer Commanding Nursing, DMGSW
Simon Polak, Deputy Chief Nursing Officer, NEW Devon CCG
Anthony Gravett, Healthwatch Representative
Gill Hunt, Board Secretary
Paul McArdle, Assistant Medical Director for Quality
Vera Mitchell, Chair of the Patient Experience Committee
Julie Morgan, Head of Audit, Assurance and Effectiveness (part meeting)
Steve Mumford, Head of Quality Governance (part meeting)
Colin Sampson, DMGSW, shadowing Cathryn Briggs
Sarah Zanoni, Associate Director of Nursing, NEW Devon CCG,
shadowing Simon Polak

Apologies:

Kevin Baber, Chief Operating Officer
Lee Budge, Director of Corporate Business

15/18

Action

Welcome, apologies and declarations of interest
The Committee Chair welcomed those present and apologies were noted.
There were no declarations of interest.
In order to accommodate colleagues attending only for certain items, the
Chair took papers in a different order to that set out on the agenda.

16/18

Thoracic Surgical Service Review
Mr Yousaf Awan, Consultant Thoracic Surgeon, and Ms Collette Wells,
Service Line Cluster Manager, attended for this item. Mr Adrian
Marchbank, Consultant Cardiothoracic Surgeon, had previously attended
the Committee in October 2017 to present a progress report on actions to
address the findings of an external review by the Royal College of
Surgeons (RCS) of the Trust’s thoracic surgical service, in particular
variations in lung resection rates across the peninsula. Mr Awan’s and Ms
Wells’ attendance had been invited to review progress six months on. An

1

Item C
updated RCS Action Plan was appended to their report and Mr Awan
detailed progress with:
•

Monitoring resection rates: processes had been streamlined and
further data collection was under way. Data was presented six
monthly to the Peninsula NSSG.

•

MDT surgical attendance and decision making: a cost neutral
solution had been identified to provide job planned cross cover.

•

Team working and capacity issues: consultant meetings and high
risks MDTs were introduced in September 2017, although
subsequently put on temporary hold due to the requirement for
radiology input.

•

A locum consultant had been appointed and, enabling a consultant
presence at every MDT. Dr Hughes stated that there should be a
substantive appointment in post to cover the rota and he had
taken this up with North Devon’s Chief Executive/Medical Director.
This action remained work in progress.

•

Discussions continued on the creation of common referral
pathways. Mr Awan described work in progress with other
hospital trusts to progress sharing expertise and audit.
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The Chair invited discussion. The main points were:
•

Understanding why resection rates were different across the
peninsula and the requirement to implement standardised data
collection to inform meaningful comparison.

•

Noting that the RCS’s report was based on data that was two
years old, understanding this delay, and its implications for a
timeframe for comparison purposes and, ultimately, assurance
that the action plan had been robust. Dr Hughes stated that there
was anecdotal evidence that thresholds had changed significantly.

•

Professor Hayden queried benchmarking survival data. Mr Awan
stated that there was not yet a meaningful comparison due to old
data; more recent data was awaited to determine this. Dr Hughes
stated that GIRFT data outcomes were good but this may be a
reflection of the Trust not accepting high risk cases.

•

The requirement to clean data and what this involved.

•

Mr McArdle sought assurance that the Trust was now engaged in
prospective data collection. It was.
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•

Mr McArdle asked whether radiology support for high risk MDTs
was in place. It was.

The Committee noted the report.
The Chair thanked Mr Awan and Ms Wells for attending and they left the
meeting.
17/18
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Minutes of previous meeting, matters arising and review of Action List
Minutes of the previous meeting
The minutes of the previous meeting, held on 19 February 2018, were
agreed as a true and accurate record.
Matters arising
None.

Review of Action List
Completed actions were noted.

Actions 1008, 1099, 1100 and 1101 were now complete.
Ms Allingham sought clarity on Action 1095 to the Patient Experience
Committee in respect of patients with a learning disability. Minute 6/18,
page 4, included with the meeting papers, set this out in more detail.
18/18

Key messages from the Trust Board
There were three items the Chair wished to raise:
•

In progressing integration, the first Board in Common of Livewell
of Southwest CIC and University Hospitals Plymouth NHS Trust
had taken place that morning.

•

At its meeting on the 6 April 2018 the Trust Board had received a
routine update on postgraduate medical training from the Director
of Medical Education. As a result of issues arising from that
report, the Trust Chairman had requested the Safety & Quality
Committee Chair to monitor any associated patient safety. The
Chair stated that she would work closely with the Chair of the
Human Resources & Organisational Development Committee to
avoid duplication of focus.

•

An inspection by the Care Quality Commission was about to
commence.

The Chair invited questions. There were none.
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Care Quality Commission (CQC) re-inspection, July 2016: review of action
plan progress and briefing on CQC Quality Insight Dashboard
Ms Morgan stated that 93% of the Action Plan had been completed. As
reported at the previous meeting, the biggest challenges remained: the
Follow Up Backlog (FUB) and ED performance.
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CQC inspectors would arrive at the Trust on 17 April 2018 to commence
their inspection of core services. Staff and teams had been fully briefed.
Numerous requests for information by the CQC had been, and continued
to be, actioned. Welcome packs had been completed. The CQC would
review performance against the Well-Led Framework in May. The
Director of Corporate Business would brief senior colleagues in this
regard.
The Chair invited questions. There were none.
The Committee noted the report.
Ms Morgan left the meeting to continue preparatory work for the CQC
visit.
20/18

Integrated Safety & Quality Report: April 2018
Mr Mumford briefed the Committee on two issues.
Further to the review of Risk Q14 Stroke at the February 2018 meeting
and to minute 8/18 which detailed this, the Acute Stroke Lead had
discussed with the Sentinal Stroke National Audit Programme the method
by which the Trust measured stroke performance against the four hour
element of the national standard. It had been agreed that the Trust’s
method required revision and there may be an improvement in reported
performance as a result. The underlying actions to improve stroke
performance, described at the previous meeting, continued and the Chair
noted the intention to address some of these through business planning.
Mr Mumford briefed the Committee on a recent Never Event in theatres.
The incident had been reported, as appropriate, and concerned a failure
of process. There was learning to be derived from this and a lead
investigator and supporting manager had been identified to take this
forward.
There followed an unminuted discussion regarding the
procedure during which the Never Event had occurred.
Mr Mumford referred to the issue he had raised at the previous meeting
regarding adapting process with no loss of safety during periods of
intense operational activity. He had met with the Clinical Governance
lead for the Emergency Department and would report the results of
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process mapping work to this Committee in due course.
The Committee did not review the Integrated Safety & Quality Report and
no questions arose from it. However, the Chair noted good performance
against compliance with the WHO Surgical Safety Checklist standard.
Mr Charnaud asked whether the Executive Summary of the Safety &
Quality Report could be replicated or adapted for reports from subcommittees at agenda item 13. Mr Mumford stated that, where relevant,
reports within item 13 offered RAG rated summaries.
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Mrs Hunt would circulate to the Committee a link to the summary ‘plan
on a page’ of another Trust, referred to in an unrelated discussion at the
Trust Board in February 2018. This link had been previously provided to
NEDs.
21/18

GH

Annual Report of the Safety & Quality Committee Chair to the Trust
Board
The Committee’s Terms of Reference required it to produce an annual
report of its activities to demonstrate how it had fulfilled those Terms of
Reference. This was now presented for the Committee’s review and
approval. The Chair invited comments.
Mr Charnaud felt the report was clear. However, regarding the table of
risk scoring and assurance ratings set out on page 4, he queried why risk
scores could remain constant over time yet the overall assurance rating
could improve.
There followed a discussion on the Committee’s use and interpretation of
the Board Assurance Framework in driving its agenda, including risk
scoring, assessment of assurance levels, the existence of plans to
mitigate risks and how the expected and actual outcomes of plans must
be considered to take an objective view of assurance ratings. It was this
Committee’s responsibility to assess risks and to identify actions to
mitigate them.
It was agreed that as the intended audience for this report was the public
via the Trust’s Board, an explanatory note on assurance ratings would be
included in the report. Subject to this, the report was approved by the
Committee. This would be presented at the next public Trust Board in
May 2018.

22/18

GH

Risk Q5 Medical Staffing
Dr Hughes gave a presentation on the Trust’s medical staffing position.
This covered:
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•

The national context: the role of Health Education England (HEE),
the National Audit Office Report of February 2016, the King’s Fund
Report of April 2015 and, more generally, NHS Providers’
reporting.

•

The Trust’s current position: a three year profile of medical
vacancies, investments in medical staff over the last five years, the
work of the former Medical Workforce Improvement Group (now
Clinical Workface Improvement Group), actions taken to improve
rigour in the identification of rota gaps and the production of
junior doctors’ rotas that were contract complaint.

•
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Actions taken in respect of management arrangements, the
pursuit of sustainable solutions, managing conflicting tensions in
rotas, current junior doctors rotas in medicine and the ‘historic’
calculation of appropriate rota cover.

In summary, whilst the Trust was not unique in experiencing medical
workforce problems, retrospective work had provided a better
understanding and visibility of the issues. What was required now was a
clear plan to retain existing staff, recruit new staff and re-design the
medical workforce. A workshop would take place in April to take these
issues forward.
At the conclusion of the presentation the Chair invited questions.
Referring to difficulties in recruiting GPs into primary care, Mrs Mitchell
queried the impact on the STP and on the Trust’s potential future
operational pressures. Dr Hughes stated that if no action were taken, the
impact would be evident in the increasing number of patients presenting
in the Trust’s Emergency Department and in a further deterioration in
health inequalities across Plymouth. Financial incentives to train GPs had
had proved effective elsewhere and individuals had been retained. There
were several initiatives being pursued, including exploring new works of
working with primary care, supporting patients to better manage their
own conditions, greater involvement of the third sector, and addressing
the follow up backlog – but actions taken in isolation would not solve the
problem.
Mr Charnaud queried whether, when appointing an additional consultant,
consideration was given to the additional resources required to support
the individual. Dr Hughes stated that a business case was required to
support an application for appointment.
There followed a discussion on past national policy and historic decisions
regarding the allocation of trainee distribution. Mr Polak asked whether
Dr Hughes felt that the STP, or the system more widely in Devon, had
grasped the issues. Dr Hughes stated that the Medical Cabinet had made
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recommendations to the PDEG but he was unsure whether there was a
clear ask of HEE by the STP to seek redress of the perceived imbalance of
junior doctors numbers in the south west.
The Chair suggested that learning might be gained from the awardwinning workforce planning work undertaken by the NHS in Cumbria.
Locally, the Trust must be ready to accept graduates from Plymouth
University’s Medical School and work with Livewell to open up mental
health opportunities.
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Ms Allingham stated that there was a requirement to look more broadly
across the workforce to facilitate career progression for all clinical
professions and to take a holistic approach to workforce planning.
The Chair asked Dr Hughes how often this Committee should review this
risk. Dr Hughes suggested on a six monthly basis.
Mr Charnaud asked how the Trust ensured that junior doctors’ training
was not compromised by new initiatives. Dr Hughes responded in detail.
Any compromise would become evident though a number of routes
within the organisation, including the GMC survey.
Ms Allingham suggested, for a future meeting, a combined report on
Risks Q4, Q5 and Q6. It was agreed that Mr Dix and Ms Allingham would
consider how this could be taken forward.

GD/BA

[Note: the Safety & Quality Committee’s focus is on the patient safety
elements of these risks, not workforce planning – see previous minute
10/18, page 8].
There was no further discussion.
The Committee noted Dr Hughes’ presentation.
23/18

Assurance Framework

The Chair invited the questions on the Assurance Framework.
were none.

There

Risk Q4 Staffing (Nursing)
It was noted that the biggest challenge from a safety perspective was
rota gaps resulting in the requirement to deploy discretionary staff.
Risk Q5 Staffing (Medical)
Mr McArdle stated that he felt assured by the actions being taken to
address this risk, although as yet there was no evidence of positive
outcomes to warrant any change of the current assurance rating.
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Risk Q6 Staffing (AHPs)
The main concern was a shortage of radiographers and pharmacists.
Risk Q8 Infection Control
In considering the three cases of hospital apportioned MRSA against a
target of zero for 2017/18, Mr Dix referred to a report made to the
Committee in December 2018 regarding screening of staff to identify a
possible carrier.
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Risk Q11 Medicines Management
Dr Hughes would update the narrative of this risk to reflect pharmacy
issues and review the assurance rating.

PH

There followed a further discussion regarding the Committee’s
engagement with the Board Assurance Framework, including how
colleagues could determine the existence of a plan to mitigate each risk
and how assurance assessments were made on the evidence of negative,
neutral or positive assurances arising from the implementation of such
plans. These issues were explained by Mr Mumford and Mrs Hunt.
No additional actions to improve assurance were identified.
Mr Mumford left the meeting.
24/18

Forward Work Plan

Mrs Hunt presented the proposed annual work plan for approval.
Having regard to Ms Allingham’s earlier suggestion for a combined paper
regarding Risks Q4, Q5 and Q6, the Chair asked how the work plan would
cover such an item. Mrs Hunt stated that this would be covered in the
routine review of Quality risks scheduled for each meeting of the
Committee.
The Committee approved the forward work plan.
25/18

Reports from Chairs of Sub-Committees
The Chair invited colleagues to present key points from their reports.
Clinical Effectiveness Group Chair’s Report
Mr McArdle drew the Committee’s attention to the topics and outcomes
summarised in this report, in particular:
•

NICE quarterly update, including revised processes to improve
assurance of compliance.

•

Medical Utilisation and Assurance Committee, with concerns
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regarding pharmacy clinical governance. The Chair stated that she
had received a briefing from the Chief Executive and was aware of
the issues. It was agreed that the Committee would receive an
assurance report at its June meeting.
There were no questions for Mr McArdle.
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The Clinical Audit Report and the Clinical Effectiveness Group’s Annual
Report were not discussed.
This item was concluded under minute 27/18 below.
26/18

Risk Q12 Follow up Backlog

Ms Sue Cook, Outpatient Follow Up Programme Manager, attended for
this item and reported on the current status of the backlog position. Key
points were:
•

The overall backlog position at March 2018 was 35,130 patients,
compared with 30,710 patients at March 2017, an increase of 13%.

•

The number of time critical patients was 2,331 higher in the same
period and currently stood at 8,063 patients.

•

Whilst paediatrics continued to report an improving position over
the period, there had been deteriorations across all other
specialties, most notably ophthalmology. 17% of the total backlog
lay in this specialty and paragraphs 12 to 19 of Ms Cook’s report set
out more on actions to address this position.

•

The overall number of patients recorded as time critical had
increased since March 2017 by 18%.

The main points of discussion were:
•

The objectives of a forthcoming workshop with Service Lines to
help them, with oversight from the Medical Director, manage their
own backlogs.

•

Feedback from NHS Improvement’s quality lead who felt that the
Trust was, potentially, under-reporting harm events in the at risk
group. Mr Dix queried whether there was an appropriate
mechanism in place to identify and mitigate harm. After further
comment by Dr Hughes, it was concluded by Dr Hughes and Mr
Polak that the Trust and its commissioners struggled with this
question. Mr Polak stated the CCG would monitor the Trust’s
work in this regard.
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•

How and why patients were in follow up. Mr McArdle explained
the process he used in this regard. The patient outcome form did
not require a reason for follow up and the more junior the doctor
the more unlikely it was that the detail would be recorded.
However, most patients would fit within an algorithm and the
Trust should look at this more closely to promote consistency.
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No actions were identified to improve assurance.
The Chair requested a further report at its June meeting.
The Chair thanked Ms Cook for attending and she left the meeting.
27/18

Reports from Chairs of Sub-Committees - continued
The Chair invited colleagues to present key points from their reports.
Patient Experience Committee (PEC) Chair’s Report
Mrs Mitchell stated that patient administration was a recurring theme for
the PEC and gave examples. Mr Polak agreed: he was aware of this from
other sources. It was agreed that PEC would seek data from PALS on the
frequency of patients complaining that they had not received
correspondence and review any emerging themes to determine
appropriate actions. Mr Dix agreed to action this with PALS.
Generally, Mrs Mitchell believed that PEC was functioning well.
Noting that other Committees had produced Annual Reports for this
meeting, she queried whether the Committee required this of PEC. It was
agreed that none was required.
Quality Assurance Committee (QAC) Chair’s Report
Mr Dix reported on behalf of Mrs Morgan. He drew the Committee’s
attention to the only issue flagging red, access to services, and to related
actions being taken.
The Committee did not discuss QAC’s annual report.
Quality Improvement Committee Chair’s Report
There were no matters that Dr Hughes wished to highlight from this
report.
An incomplete recommendation on page 2 was identified.
Mr McArdle gave a brief update on the Trust’s acceptance into NHS
Improvement’s Lean programme for quality improvement.
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The Committee noted the reports from the Chairs of Sub-Committees.
28/18

Chair’s summary for the Trust Board
The Chair concluded that:
•

Consideration should be given to moving the assurance rating for
Risk Q5 Medical Staffing from inadequate to an unspecified shade
of amber.

•

There was a plan to reduce the follow-up backlog.
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Mr Charnaud referred to the earlier mention of data cleansing under
Minute 16/18 and queried the circumstances under which this might take
place. Mr McArdle gave an explanation.
29/18

Any Other Business

There was no other business and the meeting closed at 3.10 pm.
30/18

Date of next meeting

12.30 – 3.00 pm on Monday 18 June 2018.
Calendar invitations had been issued for the 2018/19 meeting round.
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INTRODUCTION
The Safety & Quality Committee is a Committee of the Trust Board. This Annual Report
sets out for the Trust Board how the Committee has discharged its responsibilities and
fulfilled its Terms of Reference during 2017/18.
ROLE OF THE SAFETY & QUALITY COMMITTEE
Terms of Reference
The Safety & Quality Committee of Plymouth Hospitals NHS Trust has been established
under Board delegation.
The Committee’s principal role is to monitor the effectiveness of the Trust’s quality
governance processes, including the systems of risk and incident management, and to
provide assurance to the Trust’s Board that Quality Risks are being effectively managed.
The Committee has Terms of Reference approved by the Trust Board and these are
reviewed annually, the most recent update taking place in October 2017.
Membership and Attendance
The Terms of Reference require that the Committee shall meet six times per year and
that a quorum will be three members, one of whom must be a Non-Executive Director.
The Committee met six times during 2017/18 and was quorate on every occasion.
Membership of the Committee comprises:
•
•
•
•
•

Two Non-Executive Directors
Medical Director
Chief Nurse
Director of Corporate Business
Chief Operating Officer

In addition, the following are expected to attend the Committee on a regular basis:
•
•
•
•
•
•
•

Associate Medical Director for Quality
Deputy Director of Nursing
Head of Quality Governance
Head of Audit Assurance and Effectiveness
Lay representation from Healthwatch Plymouth
Lay Chair of the Patient Experience Committee
Senior representation from NEW Devon CCG

Safety & Quality Committee Annual Report 2017/18

Page | 2

Attendance
Attendance during 2017/18 is recorded in the table below.
Core members
Jacky Hayden
Giles Charnaud
Kevin Baber
Lee Budge
Greg Dix
Phil Hughes

Role
Non-Executive Director, Committee Chair
Non-Executive Director
Chief Operating Officer
Director of Corporate Business
Chief Nurse
Medical Director

Attendance
6/6
5/6
2/6
4/6
4/6
3/6

All members are expected to attend at least 75% of scheduled meetings (>4) per year.
The Committee Chair is aware of extenuating circumstances regarding the attendance of
the Executive Directors who have not met this requirement. Deputies for the Chief Nurse
and the Medical Director have been present on each occasion when these Executives
have been unable to attend.
Expected attendees
Paul McArdle
Bev Allingham
Steve Mumford
Julie Morgan
Anthony Gravett
Vera Mitchell
Simon Polak/Laura
Collingwood Burke
Cathryn Briggs

Role
AMD Quality
Deputy Director of Nursing
Head of Quality Governance
Head of Audit, Assurance and Effectiveness
HealthWatch
Lay Chair Patient Experience Committee
Senior CCG representative
Defence Medical Unit South West

Attendance
6/6
6/6
4/6
6/6
2/6
6/6
6/6
3/6

Reporting arrangements
Committee meeting minutes are presented at the next scheduled public Trust Board
meeting and include a summary report from the Committee Chair.
Six Committees or Groups report to the Safety & Quality Committee:
•
•
•
•
•
•

Clinical Effectiveness Group
Mortality Review Group
Patient Experience Committee
Quality Assurance Committee
Quality Governance and Learning Group
Quality Improvement Committee

Each Committee or Group Chair attends Committee meetings and presents a
retrospective summary of activity. No reports have been missed during the year.
Safety & Quality Committee Annual Report 2017/18

Page | 3

The Infection Prevention Sub-Committee provides twice yearly reports, presented by the
Director of Infection Prevention and Control.
The Committee receives a twice yearly report on Antimicrobial Stewardship presented by
the Antimicrobial Stewardship lead Consultant.
The Committee receives a Clinical Audit Report three times per year.

PRINCIPAL DUTIES
Domain 1: Safety & Quality
The Committee oversees ten of the fourteen Quality risks within the Board Assurance
Framework. The table below sets out these risks, together with their assurance ratings
at the beginning and end of 2017/18.
Risk
Q4
Q5
Q6
Q7
Q8
Q10
Q11
Q12
Q13
Q14

Staffing (Nursing)
Staffing (Medical)
Staffing (AHPs)
Avoidable deaths*
Infection control
Medical equipment
Medicines management
Follow-ups
Clinical administration
Stroke

Score
April 2017
20
20
12
15
12
15
15
12
12

Assurance
Rating
Weak
Inadequate
Reasonable
Excellent
Reasonable
Reasonable
Weak
Weak
Reasonable

Score Feb
2018
20
25
12
15
15
12
6
15
12
12

Assurance
Rating
Reasonable
Inadequate
Reasonable
Excellent
Reasonable
Reasonable
Reasonable
Weak
Weak
Excellent

Assurance Assessment Mitigation plan in place? Outcome evidence?
A Excellent
Yes
Positive
B Good
No
Positive
C Reasonable
Yes
Neutral
D Fair
No
Neutral
E Weak
Yes
Negative
F Inadequate
No
Negative

*Note: biannual reports are now made to the Trust Board in compliance with new regulations introduced
in-year.
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The table below sets out the meetings at which the Committee received a paper setting
out a detailed review of each risk.
Month reviewed by Committee
Risk
Q1
Q4
Q5
Q6
Q7
Q8
Q9
Q10
Q11
Q12
Q13
Q14

Apr 17
RTT
Staffing (Nursing)
Staffing (Medical)
Staffing (AHPs)
Avoidable deaths*
Infection control
Site capacity
Medical equipment
Medicines management
Follow-ups
Clinical administration
Stroke

Jun 17
√

√
√
√
√
√

√

Aug 17

Oct 17

√

√
√

√
√

Feb 18

√
√
√

√

Dec 17

√
√

√
√

In addition to in-depth risk reviews, at each meeting the Committee is presented with the
Quality section of the Board Assurance Framework to review under the following terms:
•

Is the Committee satisfied that all key risks to patients, staff and the Trust have
been recorded on the Framework?

•

Are identified risks supported by good evidence that the risk is being effectively
mitigated including, where appropriate, numerated outcomes?

•

If not, has the relevant assuring Committee clearly identified what specific action
is to be taken against each risk, including clear accountabilities and timescales for
completion?

•

In overall terms, is the Committee assured that a robust system of internal control
is in place which effectively identifies, records and mitigates key quality risks?

The Committee has made no changes to the Assurance Framework during the course of
the year.
Other risks reviewed by the Committee during 2017/18 were:
•

Former Risk Q10 Radiation Protection reviewed in April 2017 and subsequently
removed from the Assurance Framework.

•

Former Risk Q13 18 Week RTT Performance reviewed in June 2017 (now part of
Risk Q1 with the Trust Board as the assuring group).
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•

Risk Q17 Site Capacity was reviewed in June 2017 and at the Committee’s
recommendation was subsequently transferred to the Trust Board as the assuring
group.

Referrals from the Trust Board and other Committees
During the course of 2017/18 the Committee received one referral:
•

From the Audit Committee in December 2017: as a result of a briefing from the
Trust’s legal advisors, the Safety & Quality Committee was asked to seek
assurance of the process by which the Trust identifies and disseminates learning
from incidents and inquests. The Committee received a presentation in February
2018 and has communicated a good level of assurance via meeting minutes
circulated to the Board.

Intelligence to the Committee
At each meeting the Committee receives a comprehensive Integrated Safety & Quality
Report which contains relevant quantitative data reported under the Safe, Effective
Caring and Responsive domains. This report includes, inter alia, serious incidents and
complaints, a thematic review of incidents, inquests of concern, patient safety alerts, and
FFT benchmarking data.
The Committee is particularly appreciative of the richness of detail included in the reports
from the Chair of the Patient Experience Committee.
Domain 2: Compliance and Reporting
A standing item on the Committee’s agenda is to review, on behalf of the Trust Board,
progress with delivery of the Trust’s Action Plan arising from recent Care Quality
Commission inspections. The Committee has overseen good progress over the year:
•
•

Actions complete in April 2017 – 50%
Actions complete in February 2018 – 93%

On behalf of the Trust Board, the Committee reviews compliance with hospital standards
for patients with learning difficulties and received reports in June, October and February.
On each occasion the Committee was able to declare continuing compliance.
During the course of the year the Committee has reviewed:
•

The South West Clinical Senate’s Emergency General Surgery Review Report
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•
•
•
•
•
•

The Sentinel Stroke National Audit Programme
The Royal College of Surgeons’ Thoracic Surgical Service Review
Public Health England’s report on their Quality Assurance Visit to South Devon
Bowel Cancer Screening Centre, September 2016
The Trust’s Nutrition Annual Report
Quality Account 2016/17 and approved this on behalf of the Trust Board.
The Committee approved the Trust’s Mortality Review Policy in October 2017.

CHAIR’S COMMENTARY
This report concludes my first year as Chair of the Safety and Quality Committee. I am
extremely grateful to the team who provide first rate data and analysis and who
prepared for the forthcoming CQC visit at very short notice. We have reviewed each of
the risks assigned to the Committee and have an action plan to address each of them.
This year we welcomed representatives from the CCG to the Committee in order to
consider and review shared risks.
It has been pleasing to see the issues raised by the CQC in 2016 have been addressed. We
retain a watchful eye on each of the risks and consider some in more depth when it is
necessary, for example this year we reviewed the action taken to ensure that each duty
period had sufficient junior doctors working across the Trust.
CONCLUSION
The Safety and Quality Committee has continued to ensure that risks assigned to the
Committee are monitored and addressed. More detailed analysis of some of the issues
has identified new approaches to managing the identified risk. Particular attention has
been paid to those presenting highest risk. The Committee has received regular reports
to ensure that the action plan resulting from the 2016 CQC report has been implemented.
At a request from the Audit Committee, we received an informative briefing from the
Head of Quality Governance outlining the information that underpins the reports from
each of the subcommittees.

Jacky Hayden
Non-Executive Director
Chair of the Safety & Quality Committee
April 2018
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Item D

SUMMARY REPORT
Trust Board

25 May 2018

Subject

Infection Prevention and Control Annual Report, 2017-18

Prepared by

Dr Peter Jenks, Director of Infection Prevention and Control

Approved by

Greg Dix, Director of Nursing

Presented by

Dr Peter Jenks, Director of Infection Prevention and Control

Purpose
To present to the Board the Annual Report of the Infection Prevention and
Control Team for the year ended 31 March 2017.

Decision
Approval
Information



Assurance



Corporate Objectives
Quality Care

Inspired People

Healthy Organisation



Innovate & Collaborate



Executive Summary

For 2017-18, the Trust reported three MRSA bacteraemias against an objective of zero cases.
For 2017-18, the Clostridium difficile objective was fewer than 35 cases of (13.2 per 100,000
bed days). The Trust reported 43 cases of which 3 were avoidable and 40 non-avoidable.
In addition, the Trust reported the following in 2017-18:
•
•
•
•
•

22 new MRSA infections (compared to 18 the previous year)
25 MSSA bacteraemias (compared to 46 the previous year)
56 Escherichia coli bacteraemias (compared to 67 the previous year)
21 Klebsiella spp. bacteraemias (first year of mandatory surveillance
5 Pseudomonas aeruginosa bacteraemia (first year of mandatory surveillance).

There were no ward closures due to norovirus during the year.
The management of invasive medical devices significantly improved over the last 12 months,
and the reduction of 72% in urinary catheter-related bacteraemias was a particularly impressive
achievement.
There is a national target to reduce healthcare-associated (contact with the healthcare system
within the last 4 weeks) Gram-negative bacteraemias by 50% by 2010-21 using January to
December 2016 as the baseline year. A programme of work has been drawn up to address
those cases with a link to Plymouth Hospitals NHS Trust.
The Trust has robust infection prevention and control plans for the next 12 months.
Quality Impact Assessment
Healthcare-associated infections have a significant impact on patients. Monitoring of the 2017-18
programme of work will be through the monthly Service Line infection control reports, the Infection
Control Committee and the Infection Prevention Subcommittee.
Financial Impact Assessment
Failure to maintain compliance with specified standards or meet certain national/local objectives
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may incur financial penalties.
Regulatory Impact Assessment
Legal or regulatory compliance issues:
• Meeting local and national Healthcare-Associated Infection reduction objectives
•

Compliance with the Code of Practice on the Prevention and Control of Infection and
Related Guidance (latest version December 2010)

•

Compliance with the Care Quality Commission’s key lines of enquiry for the Safe Care
domain
Compliance with the NICE guidelines for the prevention and control of HCAIs.

•

Equality and Diversity Impact Assessment
Wherever possible, the cultural, religious and gender needs of an individual will be considered, but
there may be situations where patient safety requires infection control issues to take priority.
Key Recommendations
There are no specific recommendations.
Next Steps
Description of proposed follow-up arrangements:
• Ongoing monthly review of trajectory against local and national Healthcare-Associated
Infection reduction objectives through the monthly Service Line infection control reports and
reports to the Infection Prevention Board
•

Ongoing monthly review of compliance with Code of Practice and CQC Outcome 8 though
reports to the Infection Prevention Board
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Purpose
To present the Infection Prevention and Control Annual Report, 2016-17.

Background
The Trust aims to prevent all avoidable Healthcare-Associated Infections.

Executive summary
Over recent years, the Infection Prevention and Control Team (IPCT) at University Hospitals
Plymouth Hospitals NHS Trust (UHPNT) has significantly modernised the service it provides
in order to meet the challenging agenda being set at both local and national levels. This has
led to improvements in clinical practice, with concomitant reductions in healthcare-associated
infections.
For the period 2017-18, the Trust reported three hospital-apportioned Meticillin-Resistant
Staphylococcus aureus (MRSA) bacteraemias. The number of new cases of MRSA
(infections at all sites) was maintained at a low level with 22 cases. The Trust only reported
three ‘avoidable’ hospital-apportioned cases of Clostridium difficle against an objective of
fewer than 35 cases. The Trust made significant progress in reducing hospital-apportioned
MSSA bacteraemias, recording the lowest figure on record after a fall of 46% on the previous
year. Continues progress was also made in reducing hospital-apportioned E. coli
bacteraemias, with a reduction 16% compared to the previous year and 42% over the last 2
years. The management of invasive medical devices significantly improved over the last 12
months, and the reduction of 72% in urinary catheter-related bacteraemias was a particularly
impressive achievement.
The management of outbreaks of vomiting and diarrhoea in clinical areas continued to be of
a very high standard and despite considerable norovirus activity in the community and
neighbouring hospitals, there were no ward closures at UHPNT. The ‘Five Moments’ hand
hygiene awareness campaign continued across the Trust and hand hygiene compliance was
97%. Considerable work has gone into meeting compliance with national guidelines and
standards, including the Code of Practice for the Prevention and Control of Healthcare
Associated Infections, relevant guidance and quality standards from NICE and Clinical
Negligence Scheme for Trusts (CNST). Considerable Trust-wide effort will be required to
meet next year’s objectives, particularly the new ambition to reduce E. coli and other Gramnegative bacteraemias, and to maintain a zero tolerance approach to preventable
healthcare-associated infections.
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Key achievements
The key achievements for the year April 2017-March 2018 were as follows:
•
•
•
•
•
•
•
•
•

Clostridium difficile - only 3 ‘avoidable’ hospital-apportioned cases against an
objective of fewer than 35 cases
Meticillin-Susceptible Staphylococcus aureus (MSSA) – there were 25 hospitalapportioned MSSA bacteraemias, a reduction of 46% and the lowest figure on record.
Escherichia coli – there were a 56 hospital-apportioned E. coli bacteraemias, a
reduction 16% compared to the previous year and 42% over the last 2 years
Urinary catheter-related bacteraemias – there were 7 bacteraemias secondary to
urinary catheter infections compared to 25 the year before, a fall of 72%
Peripheral vascular catheter-related bacteraemias – there were 4 bacteraemias
secondary to peripheral vascular catheter infections compared to 3 the year before
and 10 for each of the two years before this
Norovirus – there were no ward closures due to norovirus
Hand Hygiene compliance – compliance of 97%
Excellent compliance with Saving Lives High Impact Interventions
Full compliance with the Code of Practice (July 2015), NICE guidance and quality
standards relevant to prevention and control of HCAIs, and the Care Quality
Commission’s key lines of enquiry for the Safe Care domain.

Conclusion and recommendations
There are no specific recommendations.

Infection Prevention and Control
Team
Annual Report
April 2017 – March 2018

Plymouth University Hospitals
NHS Trust

Dr Peter Jenks
Director of Infection Prevention and Control
May 2018
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Key achievements
The key achievements for the year April 2017-March 2018 were as follows:
•
•
•
•
•
•
•
•
•

Clostridium difficile - only 3 ‘avoidable’ hospital-apportioned cases against
an objective of fewer than 35 cases
Meticillin-Susceptible Staphylococcus aureus (MSSA) – there were 25
hospital-apportioned MSSA bacteraemias, a reduction of 46% and the lowest
figure on record.
Escherichia coli – there were a 56 hospital-apportioned E. coli bacteraemias, a
reduction 16% compared to the previous year and 42% over the last 2 years
Urinary catheter-related bacteraemias – there were 7 bacteraemias secondary
to urinary catheter infections compared to 25 the year before, a fall of 72%
Peripheral vascular catheter-related bacteraemias – there were 4 bacteraemias
secondary to peripheral vascular catheter infections compared to 3 the year
before and 10 for each of the two years before this
Norovirus – there were no ward closures due to norovirus
Hand Hygiene compliance – compliance of 97%
Excellent compliance with Saving Lives High Impact Interventions
Full compliance with the Code of Practice (July 2015), NICE guidance and
quality standards relevant to prevention and control of HCAIs, and the Care
Quality Commission’s key lines of enquiry for the Safe Care domain.

Executive summary
Over recent years, the Infection Prevention and Control Team (IPCT) at University
Hospitals Plymouth Hospitals NHS Trust (UHPNT) has significantly modernised the
service it provides in order to meet the challenging agenda being set at both local and
national levels. This has led to improvements in clinical practice, with concomitant
reductions in healthcare-associated infections.
For the period 2017-18, the Trust reported three hospital-apportioned MeticillinResistant Staphylococcus aureus (MRSA) bacteraemias. The number of new cases of
MRSA (infections at all sites) was maintained at a low level with 22 cases. The Trust
only reported three ‘avoidable’ hospital-apportioned cases of Clostridium difficle
against an objective of fewer than 35 cases. The Trust made significant progress in
reducing hospital-apportioned MSSA bacteraemias, recording the lowest figure on
record after a fall of 46% on the previous year. Continues progress was also made in
reducing hospital-apportioned E. coli bacteraemias, with a reduction 16% compared
to the previous year and 42% over the last 2 years. The management of invasive
medical devices significantly improved over the last 12 months, and the reduction of
72% in urinary catheter-related bacteraemias was a particularly impressive
achievement.
The management of outbreaks of vomiting and diarrhoea in clinical areas continued to
be of a very high standard and despite considerable norovirus activity in the
community and neighbouring hospitals, there were no ward closures at UHPNT. The
‘Five Moments’ hand hygiene awareness campaign continued across the Trust and
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hand hygiene compliance was 97%. Considerable work has gone into meeting
compliance with national guidelines and standards, including the Code of Practice for
the Prevention and Control of Healthcare Associated Infections, relevant guidance
and quality standards from NICE and Clinical Negligence Scheme for Trusts (CNST).
Considerable Trust-wide effort will be required to meet next year’s objectives,
particularly the new ambition to reduce E. coli and other Gram-negative bacteraemias,
and to maintain a zero tolerance approach to preventable healthcare-associated
infections.
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Progress towards achieving Key Targets, April 2017 – March 2018
The Key Objectives for the IPCT for April 2017 – March 2018 were:
•

To reduce MRSA bacteraemias in line with agreed local and national targets.
The Trust reported three MRSA bacteraemias.

•

To reduce Clostridium difficile in line with agreed local and national targets.
The Trust reported 43 cases of hospital-apportioned Clostridium difficile,
of which 3 were considered avoidable and 40 non-avoidable

•

To reduce Escherichia coli bacteraemias in line with agreed local and national
targets (there is a national objective to reduce E. coli bacteraemias by 50% by
2020). The Trust reported 56 E. coli bacteraemias, compared to 67 in
2016-17 and 97 in 2015-16.

•

To reduce infections associated with urinary and peripheral and central venous
catheters. Data available on Balanced Scorecard.

•

To maintain the mean ward closure time due to epidemic gastroenteritis below
7 days. There were no ward closure due to norovirus.

•

To reduce other infections according to national and local priorities.
Complete.

•

Comply with current and new national mandatory surveillance requirements.
Compliant.

•

Support and assist in the screening of high-risk patients for meticillin-resistant
and susceptible S. aureus (MRSA and MSSA). Complete.

•

Continue to follow local and national guidance to control and reduce Resistant
Gram-negatives including Carbapenemase-Producing Enterobacteriaceae
(CPE). Complete.

•

Support and assist in the screening of high-risk patients for CPE. Complete.

•

To continue to perform surgical site surveillance, including post-discharge
surveillance, on all major procedures. Complete.

•

For all wards to perform at least a monthly Hand Hygiene audit with
compliance of at least 95%. Between April 2017 and March 2018, the
overall Trust hand hygiene compliance was 97%.

•

For all wards to perform at least monthly Saving Lives High Impact
Intervention audits for in use medical devices and score at least 95%. Data
available on Balanced Scorecard.
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•

For all wards to achieve compliance with Infection Prevention and Control
(IPC) audits. Data available on Balanced Scorecard.

•

For the availability of alcohol hand gel in clinical areas to be maintained as
close to 100% as possible Data available on Balanced Scorecard.

•

To continue to develop and update the IPC website. Complete.

•

To comply with national legislation and guidance including the latest Code of
Practice (July 2015), which includes an expanded section on antimicrobial
stewardship, NICE guidance relevant to infection prevention and control, and
the Care Quality Commission’s key lines of enquiry for the Safe Care domain,
NHS Litigation Authority, Winning Ways and national guidance on the
management of MRSA and C. difficile. Compliance is reviewed and evidence
updated on a monthly basis to ensure that the Trust maintains strong
compliance in this area. There are currently no outstanding issues.
Compliance reviewed and evidence folders updated.
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Introduction
This Annual Report details the activities undertaken by the Infection Prevention and
Control Team (IPCT) during the period 1st April 2017 to 31st March 2018 and should
be read in conjunction with the Infection Control Annual Programme of Work and
quarterly reviews for the same period. The report has been compiled according to
guidelines issued by the Department of Health and will be presented to the Trust
Board in May 2017.
The aim of the IPCT, through the compilation and achievement of a robust Annual
Programme of Work, is to devise, implement and evaluate strategies to reduce
hospital-associated infection by working in collaboration with each Directorate. The
IPCT performs a number of activities that minimise the risk of infection to patients,
staff and visitors, including:
1.
2.
3.
4.
5.
6.
7.

Providing advice on all aspects of infection control
Managing outbreaks of infection
Conducting programmes of education
Undertaking audit and targeted surveillance
Formulating policies and procedures
Interpreting and implementing national guidance at local level
Involvement with refurbishment, new building and equipment projects.

The IPCT now has a far more proactive approach, with a greater emphasis on clinical
work and the direct management of patients with hospital-associated infections. The
enhanced presence of the IPCT in the clinical environment has greatly increased their
accessibility for guidance and advice and has improved the management of hospitalassociated infection across the Trust.

Reporting line to the Trust Board
The IPCT meets on a daily basis to discuss current infection control issues and
formulate the day-to-day working programme for the Team. A formal weekly meeting
allows review of these issues and monitors progress of control processes, as well as
progress against objectives. The Infection Control Committee (ICC) meets quarterly,
is chaired by the DIPC, and reports via the Safety and Quality Board to the Trust
Board. There is representation on the ICC from members of each clinical Service
Lines and senior management, as well as external groups such as the Public Health
England, community organisations, as well as patient and public involvement groups.
External links are well maintained with the Consultants for Communicable Disease
Control for Devon and Cornwall, who are also members of the ICC. The IPCT
collaborates extensively with other Trusts across the South-West Peninsula and
participate in the activities of local and national groups (e.g. Healthcare Infection
Society and Infection Prevention Society). The lead Consultant Medical
Microbiologist for Antimicrobial Stewardship is a member of the Drugs and
Therapeutics Committee.
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Significant infection control issues are also dealt with at the monthly Infection
Prevention Subcommittee, which is chaired by the Director of Nursing and reports via
the Safety and Quality Board to the Trust Board. All MRSA bacteraemias, cases of C.
difficile and other serious Healthcare-Associated Infection (HCAI), as well as recent
audit results are reviewed at this meeting. The results of Root Cause Analyses (RCAs)
and Post-Infection Reviews (PIRs) are reported to the Subcommittee and appropriate
recommendations made. Action Plans arising from RCAs are reviewed at subsequent
meetings. Matrons report on infection control to the Infection Prevention
Subcommittee on a quarterly basis.
The Board member with responsibility for infection control is the Director of Nursing,
Greg Dix, and the non-executive member is Jacky Hayden. The Department of Health
document ‘Winning Ways’ states that the DIPC will ‘report directly to the Chief
Executive and the Board and not through any officer’. The DIPC meets regularly with
the Chief Executive and reports directly to the Trust Board as required.
Trust-wide reporting of HCAIs is through a balanced scorecard of reporting that is
produced and circulated to all clinical areas, Service Lines and the Trust Board. This
includes surveillance and outbreak data, audit results, compliance with policy, and
uptake of Infection Prevention and Control training. The scorecard is produced on a
monthly basis for Service Lines and quarterly for Departments, and is incorporated
into the Trust Board and Service Line performance management process.
The IPCT is represented on the following committees:
a)
b)
c)
d)
e)
f)
g)
h)
i)
j)
k)

Clostridium difficile Vigilance Meeting
Water Safety Group
Ventilation Safety Group
Decontamination Action Group
Patient-led Assessment of the Care Environment Team
Cleanliness Assurance Group
Serco/Facilities Operational Group
Harm Free Care
Safety and Quality Committee
Safer Sharps Group
Clinical Procurement Group.

Infection control arrangements
1. Budget and staffing
The IPCT provides an infection control service for UHPNT (~1000 beds) and last
year had annual pay and non-pay budgets of £555,183 and £34,159 respectively.
Income of £60,541 was generated through service level agreements with other local
healthcare providers (approximately 500 community beds).
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2. Team development
Dr Peter Jenks, Director of Infection Prevention and Control provides Trust wide
leadership on the provision of infection prevention and control and Claire Haill,
Consultant Nurse, manages a team of Registered Nurses and Practitioners, Health
Care Assistants (HCAs) and Administration, Surveillance and Data Analyst staff to
provide day to day support and guidance through education and clinical advice,
monitors infection control practices through a programme of audit and investigates
acquisition of infections with robust surveillance and monitoring processes.
The team has an establishment of 15.40 whole time equivalent personnel including
Registered Nurses and Practitioner, Health Care Assistants, and Administration and
Clerical staff, this year the team was fully established for eight months and held
vacancy for Administration and Data Analyst post for four months.
The training requirements and personal development of individual team members
remains a key priority. Training includes regular clinical supervision sessions to
reflect and discuss the management and approach to recent clinical issues for postregistration healthcare professionals and local supervision and bespoke training has
been provided for the HCA’s. All members of the Team received Individual
Performance and Development Reviews last year and personal objectives have been
integrated into the Annual Programme of Work to develop ownership of Trust
objectives and facilitate achievement of key outcomes.
Members of the Team are actively involved with the Infection Prevention Society
(IPS) Specialist Practitioner Tamasin Davis attended the Southwest IPS quarterly
meetings held across the Peninsular building on networking opportunities and sharing
thoughts and practices. Specialist Practitioner Sharon Warne and Bio-Medical Nurse
Specialist Joanne Hope attended the National IPS conference held in Manchester as
delegates as well as presenting three posters outlining the approach the Trust has
taken to improve the management of patents with Bio-Medical devices with the
introduction of the Bio-Medical Device Nurse Specialist role, ‘Preventing infections
from invasive devices’. The local implementation of a Public Health Took kit,
‘Implementation of the Carbapenemase-producing Enterobacteriaceae Action plan’
and the use of the patient passport for infections and medical devices, ‘Innovation and
improvement in practice – Patient Passports’. Two posters were also chosen to be
presented in the poster talk sessions. The posters and abstracts were presented at the
Infection Prevention Sub-Committee and Infection Control Committee and placed on
public display.
Consultant Nurse, Claire Haill was elected as a Co-opted Council Member of the
Healthcare Infection Society and attended regional infection prevention and control
meetings chaired by the Clinical Commissioners Group Infection Prevention and
Control lead and NHSI. Lead Specialist Practitioner Catherine Ford attended a
regional ICNet workshop sharing our experiences of the surveillance and clinical
management system used by IPCT to support all aspects of the service. Lead
Specialist Practitioner Jan Cox attended a Virology meeting supported by Public
Health England. All Registered practitioners and Surveillance Administration staff
received training on the use of the DATIX incident reporting system and follow up
supervision training on the system which is incorporates the Situation, Background,
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Assessment, Recommendation (SBAR) process to investigate hospital apportioned
infections. Specialist Practitioner Sharon Warne received investigations training for
Root Cause Analysis. Magdalena Wasiluk, Team Administrator successfully achieved
Level 4 NVQ in Business Studies and has undertaken further specific training on
Project Management and the art of successful delegation this has enable her to support
and/or lead the delivery of a variety of projects and campaigns.
Each member of the team has been offered the opportunity for personal development
either in the form of formal training, study sessions or local informal training. Lead
Specialist Practitioner Dawn Hoole provides supervision, guidance and training for
the HCA’s, and Lead Specialist Practitioner Cathy Ford is responsible for education
for the Registered Nurses delivering the Management in Infection Prevention module
in partnership with Plymouth University. The Registered Nurses and HCAs have their
hand hygiene technique assessed and Cathy Ford and Health Care Assistant Lesley
Lees have received Train the Trainer training for mask fit testing, and have assessed
staff up-date this ensures the clinical team are competent in the skills they are
teaching, assessing and providing instruction on. Cathy Ford, Jan Cox, Sharon Warne
and Joanne Hope are Student Nurse Mentors. All registered nurses due to revalidate
have done so successfully. In preparation of the eNotes project implementation the
team attended training.
In 2017 the team we said “farewell, thank you and good luck” to Lead Specialist
Practitioner Jan Cox, Specialist Practitioner Sally Fletcher, Bio-Medical Device Nurse
Specialist Jo Hope, Health Care Assistant Lisa Dyer and Data Analyst Stephen
Bennett. We welcomed Health Care Assistant Naomi King, Specialist Practitioners
Tracey Hambridge and Eve Tune, and two Royal Naval colleagues Robert Chambers
to gain practical experience of IPC and whilst undertaking an infection Control course
and Emma Vincent to experience acute Trust infection control and maintain her
knowledge and skills as an experienced infection prevention specialist. In addition,
Tamasin Davis was promoted to Lead Specialist Practitioner.
During the year, Dr Peter Jenks completed a three-year Fellowship from the National
Institute for Health and Care Excellence (NICE). He is a member of Expert Adviser
panel for the NICE Centre for Clinical Practice (Medical Microbiologist with
responsibility for infection control) and also a Standing Member of the NICE Public
Health Advisory Committee which is producing guidelines on the Management of
Common Infections, including Acute Sinusitis (published October 2017), Acute Sore
Throat (published January 2018) and Otitis Media (published March 2018). He was
appointed as a Specialist member of the NICE Surgical Site Infections (SSI) guideline
update committee in December 2017. He has been Honorary Secretary of the
Healthcare Infection Society (HIS) since November 2015 and has also been a member
of a HIS Working Party on the surveillance of infections following neurosurgery
which published their national guidelines in February 2017. He has also been part of
the NHS Improvement Expert Advisory Group on Gram-negative bloodstream
infections.
The IPCT continued to receive requests from several other teams across the country to
visit and observe our strategy, working practices and share from our experiences or
share our work through networking. An Infection Prevention Practitioner from the
Nuffield Health spent a day with the team who received the following feedback “It
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was a really positive experience and meet such a dedicated and engaged team”. Ruth
May, Executive Director of Nursing, Deputy Chief Nursing Officer National Director
for Infection Prevention and Control sent a letter acknowledging the excellent
contributions on reducing Escherichia coli blood stream infections and a request to
share our improvement plans and work. The team have also received
acknowledgements for the support, guidance and the quality of the reporting of
information by Consultants, Matrons and Service Line Managers.

Surveillance
1. Background
Surveillance of healthcare-associated infection can be defined as the systematic
recording of infections using agreed definitions, with analysis, interpretation and
dissemination of the results so that appropriate action can be taken. Surveillance is
necessary to monitor trends in infection rates over time, detect outbreaks, provide
information for the planning of services and allocation of resources, and to evaluate
the impact of any interventions aimed at reducing infection risks. By targeting
appropriate interventions, surveillance contributes significantly to reducing rates of
infection and is recognised as an important contributor to good infection control
practice.
In October 2000, the Department of Health announced that some aspects of
surveillance would be compulsory. In April 2001, a mandatory scheme for reporting
Staphylococcal bacteraemias (including MRSA) commenced and the results of that
surveillance are published regularly. In an attempt to account for variations in hospital
activity, absolute numbers of MRSA bacteraemias are converted into a rate using the
bed availability and occupancy (KH03) annual return. From 1st September 2003,
Acute Trusts have also had to report bacteraemias due to glycopeptide resistant
enterococci (GRE) and since January 2004, alert organism surveillance was extended
to C. difficile. Reporting of bacteraemias due to Meticillin-Sensitive Staphylococcus
aureus (MSSA) was added to the scheme in January 2011 and bacteraemias due to
Escherichia coli were reportable from 1st June 2011. The national surveillance scheme
also includes orthopaedic surgical site infections and the reporting of ‘serious
untoward incidents associated with infection’. The infection rates for UHPNT are
published in comparison with other Teaching Hospital Trusts.
2. Mandatory surveillance reporting
University Hospitals Plymouth NHS Trust complies fully with the mandatory
surveillance system for healthcare-associated infections including staphylococcal
(including MRSA and MSSA) and E. coli bacteraemias, C. difficile and orthopaedic
surgical site infections. All ‘serious untoward incidents associated with infection’ are
reported to commissioners and Public Health England. Monthly surveillance reports
are circulated to all clinical areas, Service Lines and the Trust Board, and reports are
also produced on a quarterly basis for Departments. The reports include surveillance
and outbreak data, audit results and compliance with policy. As well as being
incorporated into the Trust Board and Service Line performance management process,
they are also reviewed at the ICC and Infection Prevention Subcommittee. In addition,
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the IPCT also produces monthly reports that include surveillance data on new cases of
MRSA, MRSA bacteraemias, all other hospital-acquired bacteraemias, C. difficile,
gentamicin-, cefpodoxime and quinolone-resistant gram-negative infections, GRE,
ESBL-producing coliforms and Carbapenemase-producing Enterobacteriaceae. From
January 2012, these reports have also included cases of Pseudomonas aeruginosa
from Augmented Care Areas.
3. New clinical cases of MRSA
As well as mandatory reporting of MRSA bacteraemias, all new cases (‘first isolates’)
of MRSA are also recorded. These can be divided into ‘infections’, where MRSA is
isolated from clinical specimens, and ‘colonisation’, where MRSA is isolated from
screening swabs from patients who are harmlessly carrying the organism. Many
hospitals use such data as a useful marker of the overall burden of MRSA.
Patients admitted to UHPNT who are known to be colonised with MRSA are
identified by an alert on their electronic record and in their clinical notes. These
patients, as well as all newly identified inpatient cases, are visited by the IPCT who
ensure appropriate infection control measures and that topical MRSA suppression
therapy has been prescribed.
In line with the latest guidance from the Department of Health (Implementation of
modified admission MRSA screening guidance for NHS (2014)), high-risk elective
and emergency admissions to UHPNT are screened for MRSA. A local risk
assessment has been performed by the IPCT based on local prevalence data to identify
those at high risk of poor outcome from MRSA infection and those most likely to be
colonised (i.e. high prevalence groups). Targeted screening is performed on the
following groups:
•

•

•
•

High- and medium-risk elective patients. Patients admitted for the following
procedures should be screened: cardiac surgery, thoracic surgery, upper GI
surgery, vascular surgery, orthopaedics neurosurgery, including spinal
surgery, colorectal surgery), hepato-biliary surgery, plastic surgery, breast
surgery, general surgery, renal transplant surgery, cardiology, haemodialysis
(quarterly) and pre-insertion of central line (ad hoc as required)
Admission to ward (if not screened pre-admission or during current
admission). Patients admitted to the following wards who have not been
screened pre-admission or during current admission should be screened:
Bickleigh, Bracken, Braunton, Brent, Clearbrook, Crownhill, Marlborough,
Lynher, Mayflower, Moorgate, Sharp, Shaugh, Stannon, Stonehouse,
Torcross, Torrington CICU/CHDU and Wolf
Admission to ward (regardless of previous screens) Patients admitted to the
following wards should be screened regardless of previous screens: Penrose,
Pencarrow and Stannon
High prevalence (Elective and Emergency). Patients in the following groups
should be screened on admission to any ward: patients previously colonised
with MRSA, nursing/residential home residents, transfers from another
hospital, healthcare worker, patients with a wound, ulcer or indwelling device
that was present before admission to hospital.

13

Additional screens may be requested by the IPCT on a case-by-case basis, for
example as part of the management of individual or clusters of infection.
University Hospitals Plymouth NHS Trust reported a total of 22 new ‘infections’ due
to MRSA between April 2017 and March 2018, compared to 18 the year before.
New cases of MRSA, April 2003 – March 2018

The total number of new MRSA isolates (i.e. those isolated form screening samples as
well as clinical specimens) was 123, compared to 123 cases recorded during the
previous year and 190 the year before that. It is difficult to interpret the significance
of this result due to the change in screening policy.
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All MRSA isolates (infections and screens), April 2007 – March 2018

4. MRSA bacteraemias
The objective for UHPNT for 2017-18 was to record zero Trust-apportioned MRSA
bacteraemias (cases occurring 48 hours or more after admission to the Trust).
University Hospitals Plymouth NHS Trust reported three MRSA bacteraemias
between April 2016 and March 2017.
MRSA bacteraemias attributable to Trust, April 2003 – March 2018

Post-Infection Reviews (PIRs) are carried out on all MRSA bacteraemias at UHPNT
and is performed by the clinical team caring for the patient with support from the
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IPCT. The results of these investigations are reported to the Infection Prevention
Subcommittee and series of recommendations made. Monitoring of actions arising
from PIRs is also monitored by the Infection Prevention Subcommittee.
To continue to minimise the risk of any infection due to MRSA at UHPNT, the
following strategies are planned:
1. Targeted MRSA screening of admissions will continue
2. Compliance with the decolonisation of MRSA will continue to be reported on
the monthly balanced scorecard to improve the management of these patients
3. A Post-Infection Review will be performed on all MRSA bacteraemias, with
the results of these investigations and their recommendations monitored by the
Infection Prevention Subcommittee
4. The surveillance of post-operative wound infections, including post-discharge
follow up, will continue for most surgical procedures performed at UHPNT
5. There will be continued effort to reduce the number of infections associated
with medical devices, including intravascular and urinary catheters.

5. Meticillin-Sensitive S. aureus (MSSA) bacteraemias
Between April 2017 and March 2018, UHPNT recorded 113 total bacteraemias due to
MSSA, compared to 119 the previous year. Reporting of MSSA bacteraemias became
mandatory on 1st January 2011 and cases are now apportioned as hospital or
community acquired. During 2016-2017, UHPNT recorded 25 hospital-apportioned
bacteraemias due to MSSA, compared to 46 the year before, a reduction of 46% and
the lowest figure on record. The fall in MSSA bacteraemias is likely to be due to the
reduction in infections associated with peripheral and central intravascular catheters
and also the introduction of screening and suppression of MSSA before targeted
surgical procedures
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Hospital-apportioned MSSA bacteraemias, April 2010 – March 2018

Over the last 12 months, there has been a fall in the number of peripheral and central
venous catheters in general and also specifically due secondary to MSSA. The
contribution of line-related bacteraemias to the overall total of MSSA bacteraemia
since April 2014 is shown below:

17

Peri-operative suppression of MSSA is currently performed for cardiothoracic,
invasive cardiology, orthopaedic, neurosurgical and breast implant/reconstruction
procedures. Those undergoing haemodialysis are screened for MRSA and MSSA on a
quarterly basis. The following categories of patients undergoing insertion of a central
venous catheter are also screened for MRSA and MSSA: any tunnelled line (including
Portacaths and lines used for dialysis), dedicated lines used for Total Parenteral
Nutrition, lines used in Haematology or Oncology and lines put in by the Line
Insertion Service.
6. Escherichia coli bacteraemias
Reporting of E. coli bacteraemias became mandatory on 1st June 2011. Between 1st
April 2017 and 31st March 2018, UHPNT recorded 353 bacteraemias due to E. coli,
compared to 344 the previous year. During the same period, there were 56 hospitalapportioned bacteraemias compared to 67 the previous year and 97 the year before
that. This represents a fall of 42% over this period.
Hospital-apportioned Escherichia coli bacteraemias, April 2010 – March 2018

7. Klebsiella spp bacteraemias
Mandatory surveillance was extended to include bacteraemias caused by Klebsiella spp. in
April 2017. Over the last 12 months, UHPNT recorded 76 bacteraemias due to

Klebsiella spp., of which 21 were hospital-apportioned.
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8. Pseudomonas aeruginosa bacteraemias
Mandatory surveillance was extended to include bacteraemias caused by Pseudomonas
aeruginosa in April 2017. Over the last 12 months, UHPNT recorded 24 bacteraemias
due to Pseudomonas aeruginosa, of which 5 were hospital-apportioned.

9. Carbapenemase-producing Enterobacteriaceae
Enterobacteriaceae are a large family of bacteria that usually live harmlessly in the
gut of all humans and animals. However, these organisms are also some of the most
common causes of opportunistic urinary tract infections, intra-abdominal and
bloodstream infections. They include species such as Escherichia coli, Klebsiella spp.
and Enterobacter spp. Carbapenems are a valuable family of antibiotics normally
reserved for serious infections caused by drug-resistant Gram-negative bacteria
(including Enterobacteriaceae). They include meropenem, ertapenem, imipenem and
doripenem. Until recently, Gram-negative bacteria have been usually been susceptible
to carbapenems and these have been the agents of choice for the treatment of multidrug-resistant Gram-negative infections. Carbapenemases are enzymes that destroy
carbapenem antibiotics, conferring resistance. They are made by a small but growing
number of Enterobacteriaceae strains. There are different types of carbapenemases, of
which KPC, OXA-48, NDM and VIM enzymes are currently the most common.
Rapid spread of carbapenem-resistant bacteria has potential to pose an increasing
threat at a local and national level.
Over the last five years, there has been a rapid increase in the incidence of infection
and colonisation in patients in the UK by multi-drug resistant carbapenemaseproducing organisms. In addition, a number of clusters and outbreaks have been
reported in England. The threat of the spread of CPEs has resulted in a Public Health
England (PHE) Incident and Emergency Response Plan Level 3 (national
implications) and NHS England issued a Patient Safety Alert on 6th March 2014. In
December 2013, PHE produced an acute trust toolkit for the early detection,
management and control of CPEs which recommended that acute trusts produce a
CPE Management Plan. A local Plan was produced in April 2014. The majority of
recommendations made in the PHE toolkit were already in place at UHPNT, but some
additional measures were implemented following publication of the Pan.
To date there have been 17 cases at UHPNT:
•
•
•
•
•
•
•
•
•

three imported from the liver Unit at King’s College Hospital
one imported from a hospital in Crete
two imported from a hospital in Egypt
one imported form a hospital in France
one imported form a hospital in Bangladesh
one imported form a hospital in Malta
one imported form a hospital in Turkey
one from a visitor to India
six de novo cases.

The number of screens and cases of CPE for 2017-18 are shown below:
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Month (2017/18)
April
May
June
July
August
September
October
November
December
January
February
March

Number screened
27
26
31
35
31
31
33
23
25
30
19
24

Number colonised
0
1
1
0
0
0
0
1
0
0
0
0

Number infected
0
0
0
0
0
0
0
1
1
0
0
0

10. Hospital-Acquired Bacteraemias
Over the last 12 months, there has also been surveillance of all hospital-acquired
bacteraemias. Patients with a bacteraemia were identified by daily review of all
positive blood cultures, followed by clinical confirmation using standard definitions.
The main criterion for a bacteraemia to be recorded as hospital-acquired is that it was
taken more than two days after admission. Information from patients with bacteraemia
was collected by the IPCT, reviewed by a Consultant Microbiologist and included
demographic, infection and risk factor data.
Between April 2017 and March 2018, 23,018 blood culture sets were taken at
UHPNT. Once repeat isolates were removed, 226 patients were considered to have
developed one or more episodes of hospital-acquired bacteraemia, compared to 226
the previous year. The majority of hospital-acquired bacteraemias occurred in the
Critical Care, Haematology and Oncology, Gastroenterology, Medicine and
Cardiothoracic Directorates. This is likely to reflect factors that influence risk of
bacteraemia such as severity of illness, immunosuppression and invasive devices.
The underlying sources of hospital-acquired bacteraemias for the whole hospital are
shown in below. Intra-abdominal infections were the commonest source.
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Sources of hospital-acquired bacteraemia, April 2017-March 2018

Information on the micro-organisms causing hospital-acquired bacteraemias is given
below. The commonest individual species was Escherichia coli, which accounted for
25% of cases. Other coliforms were responsible for a further 30% of cases.
Staphylococci accounted for 30% of cases, with 9% due to MSSA.
Micro-organisms causing hospital-acquired bacteraemia, April 2017-March 2018
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11. Cases of Clostridium difficile
Between April 2017 and March 2018, UHPNT recorded 43 Trust-apportioned cases
C. difficile (cases occurring 72 hours or more following admission), of which 3 were
considered ‘avoidable’, against an objective of fewer than 35 avoidable hospitalapportioned cases with a rate of 13.2/100,000 bed days. This compares to 37 hospitalapportioned cases last year, of which 3 were non-avoidable.
Trust-apportioned cases of Clostridium difficile infection, 2008-18

The total number all cases of C. difficile occurring at any time during admission to
UHPNT is also recorded and this allows comparison with a longer historical period.
Over the last year, there were 118 cases, compared to 107 cases the year before.
Total cases of Clostridium difficile infection, 2002-18
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Further efforts to reduce C. difficile will be made through ongoing multidisciplinary
review of all cases, fogging of single rooms vacated by C. difficile-colonised patients
and continuing antibiotic and proton pump inhibitor stewardship.

12. Orthopaedic and other surgical site infections
The Surgical Site Infection Surveillance Service (SSISS) assesses speciality-specific
surgical site infections on a quarterly basis. University Hospitals Plymouth NHS Trust
has participated with this scheme since its introduction in 1997. Standard case
definitions and surveillance methodology are provided to enable comparable rates to
be produced. Although the reporting of orthopaedic surgical site infections has
recently become compulsory, other components of this scheme remain voluntary.
Over the last year surgical site surveillance has been performed on all major surgical
procedures carried out at UHPNT. Post-discharge surveillance is carried out for some
procedures using a standard questionnaire that is returned 28 days after the procedure
with telephone follow up of selected cases. Reports are produced and fed back to
individual surgical teams on a quarterly basis. Feeding back infection data is a crucial
component of a quality improvement programme and is known to reduce postoperative wound infection rates. Significant reductions in surgical site infections have
been achieved at UHPNT in those surgical procedures for which surveillance has been
established for some time (notably in cardiac and vascular surgery). There were no
MRSA bacteraemias associated with surgical site infections and there have been
reductions in all hospital-acquired bacteraemias (i.e. not just due to MRSA)
attributable to surgical site infections since the service commenced.
The cumulative infection rates at UHPNT for all surgical specialities for the last 5
years to September 2017 are shown below. Caution should be use in interpreting the
national comparator figure. A number of published studies have concluded that poorquality data, the inclusion of data that does not comply with standard protocols or
definitions, and variations in data collection methods make the national surveillance
rate unsuitable for benchmarking purposes.
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Untoward incidents including outbreaks
1. Outbreaks of Diarrhoea and Vomiting
Between April 2017 and March 2018, no wards were closed due to outbreaks of
vomiting and diarrhoea at UHPNT. There were therefore no ward-closure days due to
norovirus over the year. A comparison with other years is given below.
Outbreaks of diarrhoea and vomiting, September 2004 – March 2018
Year
2004-05*
2005-06
2006-07
2007-08
2008-09
2009-10
2010-11
2011-12
2012-13
2013-14
2014-15
2015-16
2016-17
2017-18

Wards
43
60
9
14
5
24
7
10
23
1
2
1
3
0

Patients
658
878
150
204
84
410
135
176
431
11
38
18
47
0

Staff
208
168
52
36
25
123
13
44
106
7
24
4
10
0

Norovirus positive
28
35
7
12
5
24
7
10
23
1
2
1
3
0

* Note this is a part year (September 2004 – March 2005)
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Days
252
320
48
69
26
124
45
55
134
6
14
5
8
0

Mean days
5.9
5.3
5.3
4.9
5.2
5.2
6.4
5.5
5.8
6.0
7.0
5.0
2.7
0

The management of outbreaks has been greatly facilitated by the introduction of rapid
diagnostic technology (Polymerase Chain Reaction, PCR) and controlling spread by
cohorting patients in side rooms and bays with doors. As a result, the number of ward
closures has been dramatically reduced, with substantially less disruption to the
operational running of the hospital.

Outbreaks of norovirus are controlled by containment, enhanced infection control
procedures, and environmental cleaning and decontamination. The following control
measures are taken:
1. Outbreak meetings are convened and are generally attended by ‘key players’,
including representatives from the cleaning contractor, affected wards, the
operational team as well as the IPCT. The IPCT regularly attends the daily
operational meetings
2. Information is disseminated throughout the Trust via daily ‘Ward Closure’ and
‘Outbreak Update’ emails.
3. Symptomatic patients are isolated or cohorted
4. Staff movements are restricted
5. Enhanced infection control measures are implemented
6. Symptomatic staff remain off work until 48 hours after their last symptoms
7. Enhanced environmental cleaning and decontamination is implemented in
affected areas. Wards are deep-cleaned 48 hours after the last symptoms are
reported.
During the year, there continued to be effective collaboration between the Operational
and IPCT which led to prompt and successful containment.
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2. Influenza
Preparedness for influenza commenced in August 2017 and was led by Lead
Specialist Jan Cox who reviewed our advice, processes and documentation against the
up-dated information presented at the Virology meeting hosted by Public Health
England. In view of the practice of early isolation and clinical assessment of exposed
patients, the IPCT took the decision not to close bays to cohort potentially exposed
patients, this was managed on a case-by-case basis. The October Infection Prevention
and Control week allowed staff the opportunity to have refresher training on viral
swabbing, correct PPE use and Droplet Isolation. A surprising concern came to the
attention of IPCT when teaching good cough etiquette the availability of tissues was
inconsistent across the wards, this was resolved very quickly, and Ward Sisters were
asked to check they had supplies of surgical masks. Training was provided to the
admission areas on the correct viral swab technique. The microbiology laboratory
staff provided IPCT with a list of patients being tested each day. This enabled IPCT
to contact the wards and advise on Droplet isolation precautions if they had not been
initiated.
In total, there were 708 cases of influenza, of which 265 were influenza A and 443
were influenza B. There were two ward closures due to influenza, suggesting patient–
to–patient transmission, and bay closures were directed and managed when patients
confirmed with influenza were unable to be isolated in single rooms. The number of
influenza cases escalated very quickly from 20th December although bays were closed
to new admissions there was only one bed day lost in each of December and January.
During February and March there was one ward closure in each of these two months
and 22 bay closures which accounted for 31 and 45 lost bed days per respective
month. All symptomatic patients were prescribed anti-viral treatment and contacts of
the positive patients were assessed and offered prophylaxis as clinically indicated.
The clinical areas received increased environmental cleaning and staff and visitors
provided with Personal Protective Equipment when entering the areas under increased
infection control monitoring.
The IPCT nurses maintained their usual on call system to provide clinical advice and
monitored compliance in the controls implemented, although increased their
availability in the hospital to respond to the increase processing of samples and
clinical advice, provide the Operational Site Manager with accurate situation reports
to support the operational flow of patients, and provide daily figures for external
performance reporting. The Microbiology laboratory responded by increasing the
frequency of viral testing from 5 days a week to 7 days, and up to four testing runs per
day. In addition, Occupational Health and Wellbeing continued to offer nonimmunised staff the seasonal influenza vaccine.

3. Other infection-related incidents
There were 37 other infection-related incidents dealt with by the IPCT between April
2017 and March 2018 and these are outlined below. All ward closures and other
Serious Untoward Incidents are reported to the Health Protection Agency and
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Strategic Health Authority as part of the mandatory surveillance of Healthcare
Associated Infection. Reports on these incidents are available from the IPCT.
Infection-related incidents, April 2017 – March 2018
Month
May 2017
March-May 2017
May 2017
May 2017
May 2017
June 2017
May-June 2017
June-July 2017
May-July 2017
June-July 2017
July-August 2017
July-August 2017
June-August 2017
July-August 2017
April-August 2017
July-August 2017
July-August 2017
July-August 2017
August 2017
September 2017
Sep-October 2017
Sep-October 2017
Sep-October 2017
Sep-October 2017
October 2017
October 2017
Sep-November 2017
Aug-November
2017
November 2017
December 2017
Oct-December 2017
December 2017January 2018
Dec 17-January 18
January 2018
January-February 18
February 2018
January-February 18
February-March 18

Incident
Clostridium difficile on Brent
MRSA on Burrator ward
Clostridium difficile on Honeyford
Clostridium difficile on Monkswell
Potentially Infectious TB on Thrushel and Tamar
Clostridium difficile on Hexworthy
Clostridium difficile on Lynher
Clostridium difficile on Stonehouse
Clostridium difficile on Wolf
Group A Streptococcal disease on Lynher
Clostridium difficile on Bracken
Clostridium difficile on Mayflower
Clostridium difficile on Malboroug
Clostridium difficile on Hexworthy
Clostridium difficile on Merrivale
MRSA on Clearbrook
MRSA on Moorgate
Clostridium difficile on Lynher
Potentially Infectious TB on Crownhill
Clostridium difficile on Sharp ward
Clostridium difficile on Brent ward
Clostridium difficile on Honeyford
Clostridium difficile on Hexworthy
Clostridium difficile on Bracken
MRSA on Honeyford
Clostridium difficile on Wolf
Clostridium difficile on Merrivale
MRSA on Penrose

Response
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard

Clostridium difficile on Penrose
Clostridium difficile on Birch, Bracken and
Brent wards
Clostridium difficile on Stonehouse
Clostridium difficile on Shipley

Standard
Standard

Clostridium difficile on PIU-Norfolk
MRSA on Meldon and Merrivale
Clostridium difficile on Bracken and Birch
Clostridium difficile on Wolf
Clostridium difficile on Mayflower
Clostridium difficile on Clearbrook

Standard
Standard
Standard
Standard
Standard
Standard
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Standard
Standard

4. Look-back exercise for cardiac surgery patients
In March 2017, there was a national patient notification exercise for patients who had
undergone cardiac surgery and considered to be at the highest risk of Mycobacterium
chimaera infection from heater cooler units used for cardiopulmonary bypass. Around
1500 patients who underwent valve replacement or repair surgery on cardiopulmonary
bypass in Plymouth from January 2013 were written to as part of this process.
There have not been any infections due to M. chimaera in patients who have
undergone cardiac surgery in Plymouth. This organism has been specifically looked
for in patients with deep infection (e.g. endocarditis, sternal wound infection) since
May 2015. The Trust’s heater-cooler units are manufactured by LivaNova (Sorin).
There are 6 units which are rotated, with four in use and the other two in dry storage.
These machines have been and are decontaminated using processes recommended by
the manufacturer. In line with recommendations from Public Health England (PHE),
water from these units has been sampled on a monthly basis since July 2015.
In September 2017, Mycobacterium chimaera was grown from a routine water sample
from a heater-cooler unit used for cardiopulmonary bypass surgery. This machine has
been removed from clinical service. The risk to patients undergoing cardiac surgery
was considered low. After consultation with NHE England and Public Health
England, a total of 678 patients who had undergone valve replacement or repair
surgery on cardiopulmonary bypass since March 2017 were contacted to inform them
of the risk and of the clinical signs of infection with this organism. All patients will
now be informed of the risk of M. chimaera at the point of consent for surgery and
will are also given information regarding M. chimaera at the point of discharge.
Monthly decontamination and sampling of the heater-cooler units will continue. The
diagnostic algorithm for the investigation of patients for M. chimaera has been
updated.

Hand hygiene and aseptic protocols
1. Audit of compliance with hand hygiene
During the year, all clinical areas were audited on a monthly basis. The wards,
Critical Care Units, Theatres and Clinical Department Infection Prevention and
Control Link Practitioners (ICLPs) perform the audits. Each audit involves
observation of the frequency and quality of hand hygiene in clinical areas. The pass
mark for hand hygiene audits was 95% and clinical areas failing to achieve this are
expected to perform weekly audits until they consistently achieve this standard.
Between April 2017 and March 2018, monthly results ranged between 33–100%
achieving an overall Trust compliance of 97%, The Trust’s overall mean Hand
Hygiene compliance for the year compared to previous years is shown below. This
sustained compliance in hand hygiene reflects the high priority given to hand hygiene
by the IPCT as well as the impact of the ongoing commitment under the direction of
the World Health Organisation and the adoption of the my ‘Five Moments’ campaign.
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Annual hand hygiene compliance, 2004-18

Each clinical area also received a qualitative audit that examines hand-washing
technique using the GloBox. This activity concentrates not so much as the ‘when’ to
decontaminate hands, but on the ‘how’. It demonstrates how effective an individual
applies hand gel and how effective their hand washing technique is. It promotes the
Alyffe technique, a seven-step guide to decontaminating hands and incorporates
promoting the importance of drying hands thoroughly. These training and assessment
sessions are provided by the IPCT HCA’s and have also been used to raise staff
awareness of contact dermatitis. All audit results have been reported back to medical,
nursing and clinical professional staff working in the areas in order to improve
practice and are also included on the balanced scorecard for reporting and on the
IPCT display cabinets on Level 7. Immediate verbal feedback is given at the time of
the audit and areas also receive a written report. The clinical areas are encouraged to
display the results of hand hygiene and other audits at their ward entrance or on a
dedicated infection control notice board. The activity has identified an increase in
wearing of stoned rings, nail products and demonstrates how wearing of hand and
wrist jewellery or clothing compromises the ability to decontaminate hands
effectively. The GloBox has played an active part in many successful Infection
Prevention and Control Awareness activities including in the main hospital foyer and
used by IPCT staff and other hospital staff in community activities there by promoting
hand hygiene as a public health message in schools and groups.

2. My ‘Five Moments’ for hand hygiene
The World Health Organisation’s (WHO) campaign ‘Five Moments’ was developed
to reduce unnecessary hand hygiene, to stress the importance of the correct location
and time for hand hygiene, and to ensure the chain of transmission is broken by hand

29

hygiene and thus prevent the transmission of infection. ‘Five Moments’ linked with
the cleanyourhands campaign in the following ways:
•
•
•

The WHO guidelines on hand hygiene in healthcare formed the central clinical
source for the campaign
Within the campaign, the ‘Five Moments’ approach to hand hygiene formed
the framework for informing staff when and why hand hygiene should be
performed
This will ensure other information, about how to perform hand hygiene for
example, will have an impact on practice

The IPCT continue to promote the ethos set out in this. The hand hygiene policy
reflects the requirement for all staff entering clinical areas are ‘bare below the elbow’.
Compliance is monitored during audits, undertaken by matrons, external auditing
bodies and is integral to the annual Patient Led Assessment of the Clinical
Environment with evidence of good compliance. Three questions are audited monthly
in all clinical areas:-Are hands decontaminated 1) before/after contact, 2) after glove
removal and 3) after dealing with bodily fluids /clinical procedure; based on 19,060
observations the Trust has achieved 99% compliance. Included in the Matrons
environmental audit are two questions relating to the promotion of good hand
hygiene: 1) Is Hand gel visible and available outside the ward- achieving between 92 99%, 2) Are the monthly hand hygiene audit results displayed for staff and visitors achieving 85- 95%, The Team have also taken responsibility for developing other
strategies around promotion of effective hand hygiene practice and will continue to
deliver the message of the ‘Five Moments’.
3. International Hand Hygiene Day 5th May 2017
World Hand Hygiene day on the 5th May launched this year’s World Health
Organisation ‘Fight Antibiotic Resistance – It’s in your hands’ campaign. All wards
and departments were sent a card celebrating World Hand hygiene day and the
Infection Prevention and Control Link practitioners were asked to promote good hand
hygiene amongst their teams. A point prevalence Hand Hygiene observational audit
was undertaken on 5th May across all wards with Children’s Assessment Unit,
Torcross and Torrington ICU achieving 100% compliance.
.
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4. Clinical hand-wash basins should be used for hand washing only
Previously, the Trust has successfully implemented the Department of Health
recommendations that clinical hand wash basins in augmented care areas should be
for hand washing only. In 2013, the Water Safety Group recommended this to be
adopted Trust wide. A distinct yellow label was made available for the clinical areas
to identify clinical hand wash basins and limit the use to hand washing. This year
compliance with that recommendation of how clinical wash hand basins are used is
monitored jointly with representation from IPCT, Estates and Clinical areas on an
annual Water Walk Around. The joint approach serves to monitor the condition,
cleanliness, access to and how the Clinical hand-wash basins are being used, along
with providing an opportunity to provide teaching on safe water management. Staff
knowledge with the correct use of Clinical Hand Wash Basins is good and clinical
areas are compliant with flushing regimes for low use outlets. During ward
refurbishment projects include advice and recommendations for water outlets and
appropriate provision.
5. Provision of alcohol-based hand rub
The IPCT continue to deliver the message of the ‘Five Moments’ and ‘At the Point of
Care’. This included the availability of alcohol hand rub sited appropriately at the
point of care. Alcohol hand rub is also available at the ward/department entrances and
the ‘self-check in’ systems used by patients when they arrive in the clinical
departments for pre-booked appointments.
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6. Talking poster frames
To further raise awareness of the importance of hand hygiene, talking poster frames
are installed at the main entrance and outside all wards in the hospital. The frames
contain a hand-washing poster and are triggered by a motion sensor that immediately
plays an audio track, reminding staff and visitors to decontaminate their hands. They
are designed to grab the attention of the passer by, making sure they take notice of the
poster and also use the hand sanitiser which is also available at the ward entrances.
Signs have been installed in the hospital reception, outside wards and in other key
locations across the Trust reminding staff, patients and visitors of the importance of
hand hygiene and asking them to use the alcohol sanitiser outside the ward areas. The
signs are activate intermittently to maximise the effect of their impact.

Management of medical devices and Saving Lives (Report by Jo
Hope and Claire Haill)
The appointment of Jo Hope, Bio-Medical Device Specialist Nurse in June 2016 has
contributed greatly to the management of patients with indwelling devices. Jo has led
the investigations and established the root cause of the bacteraemia, and has been able
to identify the themes allowing a clear programme of works; initially locally with the
ward, and then the learning is taken to the Harm Free Care meeting for wider
discussion and action. There is clarity on the areas of practice that would support
improvements in care of, and reduce the risk of infections associated with vascular
and urinary catheters. Following an investigation a tailored programme of remedial
actions involves some or all of the following resources: audit and feedback, teaching,
product review or training, advice sought from other specialists, communications
between primary care teams as necessary. Patient information relating to their central
line has been produced within Renal and Oncology and Haematology by the Senior
Nurses supported by Jo Hope.
All clinical areas completed monthly audits, with close monitoring by the Matrons.
Observational audits from wards and clinical department on the management of
patients with peripheral and central lines and urinary catheters are reported Trust-wide
in monthly balanced scorecard. The Safety thermometer approach for monthly point
prevalence data on urinary tract infections and catheter-associated infections has been
adopted for Peripheral Venous Cannula and Central Venous Catheters locally. Each
data set has a nominated Matron responsible for scrutinising the data and requests
further clarity on any information that indicates a bio-medical device infection. The
data is presented in a rolling 12-month graph showing number of devices, assessment
of on-going need, documentation and compliance with associated clinical monitoring.
The data and key learning is presented monthly to the Infection Prevention Subcommittee
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The Clinical Educators have continued their support for the nursing staff to be
reassessed on their Aseptic Non-Touch Technique (ANTT), and the Vascular Access
Nurse has delivered training for staff required to access CVC. ANTT has been
incorporated in to block mandatory annual training across most service lines. Care of
patient with these indwelling devices is depicted in a set of nine guidelines available
on Staffnet for reference and as teaching resources.
The surveillance on Central Venous Catheters indicated patients with Peripherally
Inserted Central catheters (PICC) used for parenteral nutrition were at higher risk of
developing a bacteraemia. A co-ordinated approach involving the Nutritional Nurse
Specialists in the assessment for treatment, the Vascular Access Nurse to schedule
line insertion and for this patient group to be screened for staphylococcus aureus and
pre insertion suppression therapy administration, along with a Chlorhexidine
Gluconate impregnated dressing and the use of the surgical ANTT procedure for all
line management.
The Vascular Access Nurse for the Acute Care Team (ACT) has maintained a process
where every patient who leaves theatre with a Central Venous Catheter (CVC) has the
line assessed within 24 hours generally by the ACT HCA’s. These patients are
followed by the ACT providing support in managing patients with CVC.
•

Urinary catheters

Bacteraemias associated with urinary catheters have decreased and exceed the
reduction objective set at 11 to record a record low of 7. The success is attributed to
the co-ordinated approach lead by Jo Hope and Matron Timmins Promoting: Avoid,
Assess, Remove. Focusing on the hydration of patients and if a catheter is required a
clinical decision is documented as to it remaining in-situ or referral to the Urology
specialties. A Urinary Catheter Awareness week incorporated every ward reviewing
the patients with a urinary catheter in-situ, assessed the ongoing need, relevant
documentation and clinical practice against guidelines. Ward Sister were presented
with certificates detailing the date of their last urinary catheter bacteraemia.
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•

Peripheral vascular catheters

The management of patients with Peripheral Venous Cannula (PVC) has generally
been maintained as reflected in the number of bacteraemias, there were four in the last
year, continued vigilance to best practice remains imperative to reduce the incidence
of harm. Early identification and removal of pre-hospital PVC has been advocated,
when clinically appropriate, as the pre-hospital cited PVC had been implicated in one
and lack of monitoring and delayed removal was deemed the contributory factor in
three of the four cases.
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•

Central vascular catheters

The Vascular Access Clinical Nurse Specialist, as part of the Acute Care Team
(ACT), is to support the Trust in its mission to reduce the incidence of Central Line
Associated Bacteraemia (CLABSI) and other CVAD-related complications.
Education and training is offered to enable healthcare professionals to care for
patients with a CVAD safely and effectively, and support and advice is to increase
patient satisfaction and confidence with their care. There has been work to improve
communications between specialist teams such as the Nutritional, Cystic Fibrosis and
Renal Access specialist nurses and their associated teams. The wider team have
worked to produce a training package and competency for staff who manage patients
with Totally Implantable Vascular Devices (TIVAD). There is an increase in the use
of this device and the staff across the trust are required to receive training and
assessed as competent to safely provide patient care
All health care professionals involved in caring for a patient with a CVAD must
undergo theoretical and practical training and be assessed as competent in using, and
consistently adhering to current guidelines. Once fully assessed, the individuals name
should be entered on the Workforce Development Oracle Learning Management
(OLM) system and added to their personnel records.
Assessor training to Ward based assessors in small groups and one-to-one sessions.
There are now six expert assessors, and assessors and staff assessed as competent will
be registered on the OLM system and reports can be generated for wards to monitor
skill mix requirements
•

Coordination of line insertion

The daily nurse-delivered ultrasound guided Peripherally Inserted Central Catheter
(PICC) and Midline insertion service introduced in May 2009 continues.
Complication rates are low, and successful cannulation rates are high compared to
other techniques. This service is now available daily, supported by an ACT support
worker.
The main aims of this aspect of the service are:
•

•

•

To replace short-term central venous catheters with PICC or midline catheters,
which are associated with a reduced risk of infection, are more acceptable to
the patient, and can facilitate early discharge or prompt transfer to onward care
and avoid missed doses
To reduce the numbers of tunnelled lines (e.g. Hickman lines) placed for
medium term intravenous therapy. PICC lines have a number of advantages
over Hickman lines, including fewer resources required for insertion (staff and
theatre time), involve a less invasive insertion technique, and with fewer
potential complications. Also, unlike a tunnelled line, there no requirement for
minor surgery to remove the line when treatment completed.
Education, training and assessment
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Quarterly CVAD half day update sessions have been run, free to attendees throughout
the year. An e-training package, based on the areas of concern generated from RCA
reviews of CLABSI is now uploaded and available for use. Matrons, Ward Managers
and Department Leads will be requested to identify all staff involved in the
management of central vascular access devices. Following initial training and
assessment, these staff should complete an annual CVAD update, either on line or an
attended session. This should be recorded on OLM.
•

Advise and support

This support includes providing advice and support to enable healthcare professionals
to care for patients with a CVAD safely and effectively, with the aim to minimise any
infectious or other complication associated with these high risk devices, and to
increase patient satisfaction and confidence with their care. The service includes
provision of a line insertion service, and advice on catheter selection as well as
specialist line placement. A daily specialist nurse led clinic provides Midline and
PICC line placement, while a regular weekly Clinical Nurse Specialist and Consultant
led clinic list offers a Tunnelled and short-term CVAD insertion service.
The ACT HCA’s are now placing Midline catheters in patients where multiple
cannulations would previously have been required. Benefits include provision of
reliable access (reduced missed doses of medication), improved vessel health due to
less frequent cannulation, and increased patient satisfaction. The ACT HCA’s are also
now trained in CVAD dressing changes and blood sampling (in line with Trust
policy) to reduce manipulation by untrained staff.
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Despite the input there continues to be a concern relating to the number of CVC
associated bacteraemia there were two clusters of infections relating to renal patients
and paediatrics which contributed to 5 and 4 cases respectively. A thematic approach
was undertaken the to look at the cases as clusters in collaboration with the respective
service lines and practices altered to improve the care and management of patients
where issues were identified relating to their CVC, and the third group of patients
who have contributed to the high incidence of bacteraemia is those with parenteral
nutrition. 17 patients have developed a bacteraemia associated with this therapy.
Continued vigilance to best practice remains imperative to reduce the incidence of
harm and a programme of work is being led by the Nutritional team under the
direction of the Deputy Director of Nursing as the chair of the Nutritional steering
group.

Audit
1. Audit of clinical areas (report by Claire Haill)
In order to demonstrate compliance with the Health and Social Care Act: Hygiene
Code, the IPCT undertake a programme of audit every year. The audit programme is
designed to demonstrate that IPCT policies and guidelines facilitate the promotion of
patient safety at all levels within the trust: i.e. board to ward.
This year’s programme of audit focused on responding to audits undertaken across the
Trust that have an impact on infection prevention and control practice. This approach
led to more teaching to facilitate continuous quality improvement. All audit results are
factored into post infection reviews which provided a balanced picture of the ward
and are included in the reports discussed at the Infection Prevention Sub-committee.
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On a programme of monthly ward rounds the Specialist Infection practitioner is able
to view the ward as a whole. The management of the infectious patient is monitored
and compliance reported in the monthly balanced scorecard including patients who
should be isolated in side rooms are being managed based on a clinical risk
assessment in a bay. The data indicates compliance is variable across the trust and
often reflects the demand for side rooms. The management of patients with diarrhoea
is generally good which is in contrast with patients re-admitted with a history of
MRSA. With the introduction of the SALUS system has seen some awareness of
patients with a clinical alert although this is not routinely observed universally; there
was an expectation of an improvement in the acknowledgment of patient with an
infectious alert and the corresponding isolation controls. Local discussions and
ownership of actions have seen a response although this does remain inconsistent
despite several areas deciding to training nursing staff as competent to issue and
administer topical suppression therapy on a Patient Group Directive to drive an
increase in compliance with topical suppression therapy being prescribed within 24
hours of admission.
The introduction of the dedicated Actichlor dilution bottle in 2015 has been
maintained has produced good results with the solution being readily available to
clean commodes. 1260 Matron’s environmental audits have shown 92% of commodes
are visibly clean.
The care and management of all in-patients diagnosed with C. difficile is monitored
daily by IPCT which provides the opportunity to discuss infection control practices
and associated care issues with either the patient or the staff. IPCT and the ward staff
monitor practice using the saving lives audit tool. Trust–wide compliance based on
754 submitted observations has achieved 97%. Post Infection Reviews are issued for
all reportable cases and when there has been a deviance to guidelines during this year
there were very few detailed investigations undertaken due to the improved
management of patients with diarrhoea.
In 2015 a colour coded Isolation Care Plan was introduced which replaced all other
infection control care plans. The colour coding matches the door signage, and the
information provides guidance on the correct selection of cleaning products and
personal protective equipment. The Isolation care plan is generated by the ward staff
to manage a patient with a suspected infection and either annotated or issued by IPCT
on confirmation of an infection due to an ‘alert’ organism. The Isolation care plan was
approved as a trust document and available from the printers; so available in colour to
support the message.
Robert Chambers, RN lead on an audit to establish staffs knowledge regarding the
correct application of Topical suppression therapy for patients with MRSA. The
results were reported to the relevant committees and Clinical Educators to improve
knowledge and ensure consistent and appropriate application was happening.
In addition, the IPCT collaborated with supply companies to perform audits on behalf
of the trust. In 2017-18 the IPCT were supported in performing the following audits.
1. Correct use of sharps containers – Daniels Healthcare
2. Observational audit on how Actichlor plus was being diluted – Ecolab
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3. Provision and location of urinary catheter products and availability of
secure devices

Other audits undertaken and formal audit reports issued:
• Cleanliness of Arterial blood Gas analysers Second Audit showed an
improved position, further targetted training was provided and, 6 monthly
auditing will continue led By Matron Frame supported by Cath Roberts,
Facilities.
• Trust wide Hand Hygiene audits and Glo box assessments
• Gap Analysis Compliance against 15 criteria set out in the WHO (2016)
Global Guidelines for prevention of Surgical Site Infections
• Management of Bio-Medical devices using the Saving Lives tools and local
assessments
• Audit of cleaning and decontamination products in association with
Decontamination Lead.

2. Compliance with policies and procedures
A number of audits have been performed by various disciplines within the trust to
assess compliance with the comprehensive range of infection control policies and
procedures, including:
a) Compliance with the ‘My 5 Moments for Hand Hygiene’ and hand washing
technique using the Glo box.
b) Availability of alcohol hand gel in clinical areas
c) Compliance with MRSA policy
d) Compliance with Clostridium difficile policy
e) Compliance with Resistant Gram-Negatives policy
f) Compliance with Glycopeptide-Resistant Enterococci policy
g) Management of intravascular catheters
h) Management of urinary catheters
i) Management of Diarrhoea and Vomiting in a Clinical Area/Outbreak Policy
j) MRSA screening
k) Antibiotic use
l) Use of isolation facilities.
The results of the audits undertaken by the IPCT are available from the IPCT office.
The programme of audit for the next 12 months is outlined in the Annual Programme
of Work for April 2018-March 2019.

Training and education
Education is essential to promoting safe practice, and is integral to the overall delivery
of an effective infection control service. Each year, an Annual Education Programme
is produced to outline Trust-wide training programmes for medical and nursing, allied
health professional, cleaning and estates, as well as administrative, clerical and
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managerial staff, and volunteer staff. The Plan includes an assessment of the training
needs of different staff groups and is designed to meet local and national educational
needs and requirements.
Infection control was included as an integral part of Induction Training, as well as
Mandatory Update Training. The Care Certificate was introduced for all nonregistered staff appointed to patient–facing roles (porters, phlebotomists, HCA,
support workers) is now in its third year with the delivery supported by IPCT.
Links with the Trust’s Learning and Development department continues with the
inclusion of the subject of infection control in the Trust Preceptorship and HCA Level
1, 2, and 3. The IPCT also advised on the content of education sessions for Serco staff
on infection prevention and control, with special reference to cleaning the
environment and appropriate use of cleaning products. Dr Greig Antimicrobial
Stewardship lead and Lead Specialist Practitioner, Dawn Hoole led on the Infection
Control assessments for the F1 Doctors. A total of 58 F1 Doctors completed the
assessments as part of their induction to taking up their posts in the Trust.
Consultant Nurse Claire Haill met with 8 newly appointed consultants for 1:1
inductions to the Trust. Covering the objectives set for the trust, their role and
responsibilities pertaining to infection prevention and control.
The IPCT has been recognised by the University of Plymouth healthcare faculty as a
joint placement with Tissue Viability for student nurses in years 2 and 3. A preplacement introductory email an introductory has been sent to the student nurses
detailing the expectations of this placement and supporting information, this had been
well evaluated and served to allay concerns about the value of the placement. Five
student nurses have had a four-week placement and a further 6 have spent a day based
with the Infection Control Nurse linked with the ward they are on placement.
Feedback from the student placement: “very supported and privileged to have a
placement … which will set me up for my future practice” “ Brilliant placement 4
weeks too short to allow students to show their full potential” “ Mentors were
accommodating and could not do enough to help me along the way”. IPCT has also
been involved in the development of staff inductions for new joiners to Microbiology
labs and student Bio-Medical Scientist
For the fourth successive year IPCT were able to run the Principles and Practice of
Infection Prevention HEAB236 and Management of Infection Prevention HEAC334
modules in academic partnership with University of Plymouth, Faculty of Health,
Education and Society. Cathy Ford as module teacher designed the programme and
supported 8 students to complete the module for students submitting an assignment
and course work.
The IPCT continues to provide education in different ways to meet the needs of a very
busy organisation. It is often difficult to release staff from their duties and to this end
the IPCT are increasingly delivering training at ward and department level. Every
Service Line was supported to run Infection Prevention and Control events to increase
awareness of infection control issues and practices. The approach taken for
decontamination and the assessment of patients at risk Carbapenemase Producing
Enterobacteriaceae, Droplet isolation and viral swabbing was in a series of tool box
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talks in the appropriate clinical areas with the aim that this will be rolled out further
by the IPCLP’S Several Drop in sessions were planned and delivered by Jo Hope in
collaboration with Learning and Development Jo Hickey, and clinical experts
Nutritional Nurses, Continence nurses management of bio-medical devices, these
were informal sessions and attended well, the feedback was that these were useful and
not intimidating.
Information for relatives and visitors is also provided on a notice board in the
concourse and Level 7, and on the infection control website.

Infection Prevention and Control Link Practitioners (IPCLPs –
report by Claire Haill)
Infection prevention and control link practitioners (ICLP’s) are nominated by each
clinical area to be the link between the IPCT and that clinical area. Many areas have
chosen to have more than one staff member sharing the role. A range of different
clinical disciplines is now represented as ICLP’s thus successfully reinforcing the
message that infection control is everyone’s responsibility.
The link practitioners are a vital resource for the trust in the overall strategy to reduce
infection. A requirement of the role is that protected time of at least 2 hours per week
is allocated to them in order that they are able to carry out their infection control
related duties.
The ICLP’s play a key role to inform, educate and support their colleagues in their
clinical areas. They also undertake frequent audits of key aspects of clinical practice.
Where audit scores are less than optimal the ICLP will instigate an action plan to
address areas needing improvement.
The annual Infection Control Link Practitioner study day was held on the 5th July
2017 the theme of the day was Gram-negative Escherichia coli bacteraemias – 50%
less by 2020!” and linked topics held in the Postgraduate Medical Centre, Derriford
Hospital. The day was a great success and our thanks go to all the delegates for
attending, the Company Representatives for helping support the day, and the speakers
who provided such interesting and thought provoking sessions. The Plymouth
Hospital NHS Trust Infection Prevention & Control Team held the annual Infection
Prevention and Control Liaison Practitioner study day on the 5th July 2017. Sixty
seven delegates from a wide range of clinical areas attended the day. 10 companies’
representatives from our most used products displayed impressive exhibition stands
which were very well received by the delegates. All the exhibition stands supported
the focus of the day, many interesting discussions were raised and micro teachings
were delivered to increase the awareness of devices and products that we use every
day.
The focus of the morning sessions was on the new objective to reduce Gram Negative
Bacteraemia cases across the whole healthcare community. Our keynote speaker was
Dr Peter Jenks, Consultant Microbiologist and Director of Infection Prevention and
Control, who gave a presentation on, ‘Can we really achieve a reduction in E coli
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bacteraemia?’ The feedback received from delegates was very positive. Delegates
particularly enjoyed the afternoon workshops, which focused on safe glove removal,
choice of PPE, side room risk assessment and infection control knowledge; Dr Jenks
presentation on E Coli Bacteraemia, Catheter Chaos and Hydration sessions

Delegates were placed into teams at the beginning of the day and there were many fun
opportunities to gain points throughout the study day.

Above is the winning team: Team names – Holly Sibbick-Ferrar, Jane Taylor, Aris
Galvez, Kath Singleton, Jenny White, Roz Brimacombe, Matt Gosling,Dawn Oxley,
Rebecca Mason and Lynda Martinez
A total of £158 was raised by the cake stall and presented to the Keep me close
Charity for Neonatal Intensive Care Unit
The IPCT designate specific team members to link with individual clinical areas so
that a consistent level of support can be provided to them. As well as this individual
support, bi-monthly ICLP meetings are held. These serve both an educational purpose
and as a means to keep the ICLP’s updated with relevant issues. This year sessions
were delivered by subject matter experts from within the trust covering a broad
subject base, including Correct procedure for diluting Actichlor plus, Day in the Life
of Specialist Bio-Medical Scientist Luke Spiller and a visit to the microbiology Lab to
see behind the scenes, Prepare for ‘flu season, updates on infections associated to
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invasive device and what best practice looks like and What is like to prepare and
present a poster on behalf of PHNT at a National conference. This forum also
provides an opportunity for exchanging ideas and for discussion around key issues.
The meets are not well attended and the programme will be reviewed for 2018.
Several bespoke sessions and infection control awareness days/weeks have been led
by the ICLP’s and supported by IPCT across Service lines in response to an infection
concern or to improve audit results.
The electronic resource on Staffnet is being used across all staff groups. Staff are
using this improve their knowledge on different infections and can locate PHNT
policies as well as links to specific documents from Public Health England and other
references. With ongoing support from the communications team a new page has
been added which Cathy Ford, Lead Specialist Practitioner has maintained and
refreshed the information regularly. This has been extremely well received and we
have received comments from on call managers, Matrons, Ward clerks and medical
secretaries who have used the resource and found it to be useful and easy to navigate.
This resource continues to be populated and updated monthly.
The ICLP’s are provided with a professional portfolio, which they maintain as
evidence of their commitment to the prevention and control of infection. This enables
them to document and reflect on their activities in order to develop within the role.

Compliance with National Guidance and Standards
The Health Act approved by Parliament in October 2006 contains a Code of Practice
for the Prevention and Control of Health Care Associated Infections (HCAI). The
Code places a statutory duty on Trusts to ‘ensure patients are cared for in a clean
environment, where risk of HCAI is kept as low as possible’. A revised version of the
Code of Practice on the Prevention and Control of Infections and Related Guidance
was published in 2008 and was updated in December 2010 and again in July 2015,
with the latest version including an expanded section on antimicrobial stewardship..
The Trust is compliant with the latest Code of Practice (July 2015), NICE guidance
and quality standards relevant to prevention and control of HCAIs, and the Care
Quality Commission’s key lines of enquiry for the Safe Care domain. The IPCT has
collated documentary evidence for the assessment of compliance and these files are
available for external assessment when required. Compliance is reviewed and
evidence updated on a monthly basis to ensure that the Trust maintains strong
compliance in this area. There are currently no outstanding issues.
The documentary evidence for the assessment of compliance of infection control
within the CNST standards (level 1) has previously achieved the required standard
during an external review. The evidence files are held electronically by the IPCT and
will be updated as required for any future assessments.
As part of the process of assessing compliance with the Code of Practice, the self
assessment tool of Saving Lives has been completed. The IPCT has the required
policies, procedures and processes in place to meet the required standards.
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Decontamination (report from Nick Thomas, Peter Wright, and
Mark Lavery)
The Sterilisation and Disinfection Unit (SDU) is part of the Directorate of Health
Care Science and Technology (HSCT). Consequently, ultimate responsibility for the
SDU lies with Peter Wright who replaced Andy Nevill in late 2017 as HCST Director.
Nick Thomas is the Executive responsible for Decontamination. Nick is an Ex Officio
member of the Decontamination Action Group and provides a link to the Executive
Team for decontamination related issues
Mark Lavery was appointed as Substantive Trust Decontamination and SDU
(Sterilization and Disinfection Unit) Lead from April 2016, having previously
provided support to the Trust as part of an inter trust collaborative agreement with the
Royal Cornwall Hospitals NHS Trust where Mark had been Trust Decontamination
Lead and Head of Sterile Services since 2009.
The SDU at Derriford is staffed by a dedicated team which provides a certified
centralised service for the decontamination of medical instruments both within the
Trust and to other clients. The Unit supports all clinical pathways where reusable
medical devices need to be reprocessed including the reprocessing of all flexible
endoscopes within the Trust.
The Decontamination Lead chairs the Decontamination Action Group (DAG), which
reports to the Infection Prevention and Control Subcommittee. The DAG is the
corporate clinical reference group for decontamination and oversees an improvement
programme for the decontamination of medical devices within the Trust.
Following retirement from his former role, Peter Heard, formerly SDU Manager has
been supporting the SDU as Quality Lead, however a substantive Quality Manager is
identified an essential role within the new SDU structure. It is hoped that an
appointment to that post will be made during the summer of 2018.
Whilst the vast majority of reprocessing across the Trust is carried out by the SDU,
there are also a small number of service lines which are responsible for their own
local reprocessing. Work is currently underway to identify all those medical devices
that are reprocessed in non-centralised locations. A register of such devices is
constantly being updated and maintained, and this will be developed to include
instructions for the compliant decontamination of these items.
Serious consideration is being given to the introduction of a validated compliant
process for the local decontamination of US probes. These devices are extremely
delicate and very expensive. Whilst SDU have the processes to decontaminate the
probes, there is considerable risk of damage during transit between the SDU and user
departments.
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The alternative process involves exposure to Hydrogen Peroxide in a sealed unit, with
a cycle time of 7 minutes. The process has been shown to repeatedly achieve the
required 5 log 10 reduction against HPV. A demonstration of the system to key
stakeholders is planned for May 2018.
The process of Decontamination Risk Assessments are now incorporated into the pre
procurement checks that are carried out prior to purchasing reusable medical devices
to ensure that such devices are able to be effectively decontaminated between uses.
The following detail a number of initiatives and activities that were undertaken during
2017/18;
•

Continued development of a Decontamination Action Plan (DAP) to include
Corporate, Facility (SDU), Local Processing, Governance, and IPG196 related
activities. The DAP is managed through the Decontamination Action Group
(DAG) which includes Executive and Consultant Microbiologist membership,
and who monitor progress on the various initiatives detailed

•

The SDU has been successfully accredited by our notified body S G Yarsley,
as being compliant with ISO EN 13485 2016. The revised being far more
challenging than the super-ceded 2012 version.

•

The new SDU staffing structure designed to improve staff retention, support
succession management, provide career opportunities and facilitate the
movement of SDU staff into the Health Care Science professional group as
recommended by the Department of health was approved and is now
undergoing implementation. As of 13/04/2018, 23 SDU staff have attained an
NVQ in Decontamination Science at level 2, 11 staff have attained an NVQ
level 3 and 11 staff have attained the BTEC Diploma in Decontamination
Science. This is in addition to the three who have staff qualified as Authorised
Persons (Decontamination) and the three staff members who qualified as
Chartered Members of the Institute of Decontamination Sciences during
2016/17.

•

Infrastructure costs have been calculated to support the refurbishment of the
Special Equipment Processing facility within the SDU. The refurbishment
incorporates the replacement of the existing ISIS Endoscope Washer
Disinfectors (EWDs) which have reached the planned end of their lives, with
newer more efficient alternatives. In addition to the decontamination of
flexible endoscopes the new EWDs will allow for the fully compliant
automated decontamination of TOE probes. A duplex RO water treatment
plant to support the new EWDs is planned within the refurbishment which will
future proof the service.

•

The new Porous Load Sterilizer purchased in 2017 is now fully commissioned
and is in use, however, the new Instrument Washer Disinfector also installed
in 2017 is performing badly with a 63% cycle fail rate. The machine in
question has been taken out of service. This has temporarily reduced
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operational capacity. There is ongoing dialogue with the manufacturer, and
various options including machine replacement are under consideration.
(Further investment in infrastructure (replacement of 2 washer disinfectors and
a sterilizer) are planned for 2018./19 subject to final Business case approval).
•

A V-Pro Hydrogen Peroxide Sterilizer was purchased in 2017 to replace one
of the Sterrad gas plasma sterilizers.. The new sterilizer passed all
commissioning tests, and has been in general use since May 2017.
The machine has performed very well and has proven to be extremely reliable.
Support from the manufacturer has been excellent, and consideration is being
given to replacing the remaining Sterrad with another V Pro sterilizer in the
future. Note the V Pro sterilizer is equipped with a vacuum pump to facilitate
more effective air removal from long lumens (ideal for flexible endoscopes)
thus eliminating the need for hydrogen peroxide boosters as required by the
Sterrad system.

•

During 2017/18, the SDU (as part of the re-structuring referred to above),
introduced specific quality related roles and responsibilities in order to fully
embed quality systems, carry out investigations into defects, determine trends
and address training needs across all shifts. A Quality Supervisor was
appointed in 2017 to lead and co-ordinate the activities of the Senior
Technicians (Quality) on each shift. In addition to investigations into
complaints and non-conformities, water sampling, protein detection, process
challenge testing etc’ a number of research topics are under consideration and
these may be initiated subject to resource availability during 2018/19.

•

As recommended by HTM0101 (issued July 2016), The SDU is now routinely
using a Pro Reveal protein detection system to identify levels of proteins
including prion related proteins on washed surgical instruments. A baseline
has been established, and initial results show that we are routinely achieving
post wash prion levels that comply or better the target levels identified in the
HTM. Further to this, it is intended that the system will be used for research
purposes, possibly to include a study to establish the rate of prion removal
from surgical Instruments that have been used in High Risk Procedures (as
determined by IPG196) after successive washes in compliant washer
Disinfectors, and to identify best practice in loading and operating washer
disinfectors in order to get repeatable satisfactory results.

•

The SDU continues to be involved in benchmarking activities with other
Sterile Services Departments in the South West, and the Decontamination
Lead is a member of the National Performance Advisory Group (NPAG
Decontamination).

•

The Decontamination Department facilitated the formation of a regional
(South West) Decontamination Workshop in 2016. The group includes a
membership drawn from Microbiologists, Engineers, Infection Prevention and
Control Nurses and Decontamination Professionals, and has become an
established forum for discussing topical items and identifying and
implementing best practice regionally.
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Current issues include prion removal and detection, benchmarking through the
Eric process, and the impact of HTM0101 and 0106, which have replaced the
now archived CFPP decontamination guidelines. Issues arising from the
implementation of the revised ISO EN 13485 (2016) are also of current
interest, with those departments that have undergone internal audit to that
standard sharing their experiences, particularly in the interpretation of some of
the requirements.
•

By maintaining and strengthening links regionally, nationally and
internationally, the SDU will remain at the forefront of Decontamination
process and systems technology

•

The SDU are engaged with colleagues from across the Trust in the
development of the proposed GS1 initiative and it is highly likely that the
SDU will be one of the pilot areas to incorporate RFID tracking in order to
better manage our inventory of surgical equipment. This will enable inventory
related efficiencies, better asset management, improved track and tracing of
instrument trays.

•

Collaboration between UHPNT and neighbouring NHS Trusts continues
although present arrangements are informal. Current initiatives include shared
training resources (BTEC Verifier) and assistance between Trusts in further
development of the Q Pulse Quality Management Tool.

•

The SDU was successful during 2017 in a bid to provide a significant third
party contract for the provision of decontamination services to the theatres at
the Peninsula Treatment Centre. Services commenced in November 2017 with
activity stabilising at circa 350 theatre trays per week.

Hotel Services (report by Stuart Windsor)
1. Governance chart
The governance chart below shows the various Groups and Committees that are
involved in providing Assurance on Hotel Services. The reporting arrangements to
IPSC are also shown.
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Trust Board

Linen & Laundry
Contract Review
Group

Patient Catering
Assurance Group

Linen & Laundry

Food Quality &
Safety

Senior
Management Team

Infection
Prevention Sub
Committee

Quality & Safety
Committee

Hotel Services
Contract Review
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Commercial

Infection Control
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Alongside the formal Groups and Committees, there are a range of other routes which
bring together those involved in Cleanliness and Infection Control.

Daily

Daily
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Monthly

Monthly

Monthly

Quarterly

Day to Day
issues, sign-off
& audit results

Unresolved /
ongoing Day to
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Review of
Operational
performance

Review of
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review of PIRs
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Housekeepers /
Serco
Supervisors

Serco Patient
Services
Managers

Facilities, IPCT
& Serco Patient
Services
Managers

Facilities, IPCT,
& Serco Patient
Services
Managers

Facilities

Facilities,
Serco Contract
Manager

Facilities, Serco
Contract
Manager

Ward Staff

Ward
Managers /
Matrons

Matrons with
responsibility
for cleanliness

Senior Matrons

Clinical &
Medical
Stakeholders

All Clinical and
Medical
Stakeholders

Wider
Stakeholders

2. Standard of cleanliness
The Trust continues to exceed the National Specification for Cleanliness in the NHS
target performance with a score of 97.8% compared to a target of 96.3%, which is a
slight (0.3%) decrease from last year. The overall performance across the year is
shown below.
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During 2017-18 Serco carried out 2005 cleanliness audits compared to the 2028 the
year before. A number of the audits were carried out jointly with members of trust
clinical and facilities teams.
The audits cover all elements requiring cleaning
regardless of where responsibility lies.
Overall Audit Performance

Serco Audit Performance
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99.0%

98.0%

98.5%

97.5%

98.0%

97.0%

97.5%

96.5%

96.5%

97.0%
96.0%

96.0%
95.5%

Target

95.5%

Target

Actual

95.0%

Actual

95.0%

94.5%
Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Mar-18

Jul-17

May-17

Feb-18

Jun-17

Jan-18

May-17

2.9%
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Apr-17
2.0%
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1.4%
1.2%
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Shown below are the equivalent charts for the elements maintained by Facilities
(external window cleaning), and those maintained by Clinical staff.
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Facilities Audit Performance

Clinical Audit Performance
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Examples of typical trend charts, which are presented as statistical process charts, are
shown below.

Clinical Trolleys

High Level Dust

Beds

Toilets
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The continued use of the single National Specification for Cleanliness audit tool gives
timely feedback for clinical staff who have access to the meridian desktop and can
drill down to investigate audit results, issues raised and emerging trends. The system
generates emailed Completion Reports which detail the overall result and the
highlighted issues. This is provided to the relevant Ward Managers within a very
short time of the audit process.
Now that all of the audits are measuring all elements, the Trust is able to report results
that are fully aligned to the National Specification for Cleanliness in the NHS, or the
new PAS standard for cleanliness.
The Cleanliness Assurance Group, which comprises members from Matrons, Serco,
Facilities and Infection Control, continues to meet monthly to discuss trends in
cleanliness standards, and track action plans that are in place. The group also
discusses and actions any issues that have arisen in the month that have not been
resolved either locally, or through the weekly Hotel Services Operational Reviews.

3. Environmental decontamination
Hydrogen Peroxide Vapour (HPV) treatment is proven as effective against a wide
range of pathogens including Clostridium Difficile spores and methicillin-resistant
Staphylococcus aureus (MRSA). The technology has been used to help bring
outbreaks under control and reduce the incidence of C. difficile infection for a number
of years.
The Department of Health guidelines for the control of C. difficile in the UK includes
the recommendation for Trusts to consider the use of Hydrogen Peroxide
Decontamination. This recommendation followed a study commissioned in 2012 by
the Department for Health, which was carried out by the NHS Technology Adoption
Centre (NTAC). The resulting Briefing Pack demonstrated the effectiveness of HPV
decontamination, and also presented the financial case for investment in this
approach.
The published evidence (2014) of the effectiveness of HPV decontamination on
HCAIs has suggested a 37% to 39% reduction in C. difficile infection rates.
Within the Trust, HPV decontamination continues to be routinely carried out in any
side room vacated by a patient who has tested positive for C. difficile. To ensure side
rooms are available as quickly as possible after discharge, this service is delivered by
Serco, with the service being 7 days a week, between 8 am until 10 pm. Over the past
12 months 498 room decontaminations have been carried out, an increase from the
previous year (461). The trust purchased 2 new suites of HPV equipment during the
year. This replaced aging equipment and is smaller and more mobile enabling a
quicker response to requests.
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4. Adenosine tri-phosphate swabbing
During 2017-18, the Trust has continued to deliver a programme of Adenosine triphosphate (ATP) swabbing as an adjunct to traditional cleanliness auditing. ATP is
present in all living matter, and therefore the presence of ATP on a surface is an
indication of how clean is the surface. ATP swabbing is used extensively in the
catering industry as an indicator of the cleanliness of food preparation surfaces. The
extension into other markets is more recent, and UHPNT is just one of several Trusts
who are using the technique to assess environmental cleanliness.
Over the course of the year 5,596 swab tests were taken, compared to 5,557 last year.
These were carried out as part of routine swab testing of side rooms being used to
nurse patients with C. difficile, as part of routine swabbing across the wards in
outbreak status and also as part of side wide testing to check for cleanliness of clinical
equipment as well as the environment. An empirical target of less than 1,500 Relative
Light Units is assessed to pass the swab test, and greater than 3,000 Relative Light
Units to fail the swab test. A summary of the results over the course of the year are
shown below.
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Overall ATP test results: (top) Overall pass rate; (bottom) Number of swab tests
taken
The ATP results are now analysed in the same way as other audit data, and Statistical
Process Charts are tracked for the most commonly measured elements. Examples of
the trends are shown below.

Blood Pressure Machine

Drugs Trolley

Dressings Trolley

Bedside Table Top
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Whilst the ATP results are generally satisfactory, there continues to be some issues
from time to time with particular items of clinical equipment. Poor ATP swabbing
results from some blood gas analysers prompted a review of the cleaning process in
2016-17 by a nominated Matron. In 2017-18, further swabbing campaigns of this
equipment has shown the review of the cleaning process has been largely successful
but with some ongoing issues.

5. Deep Cleaning Programme
During 2017-18, the delivery of the Ward and Department Deep Clean programme
has continued. All but three Departments have received an annual deep clean; the
Emergency Department being one of the three. Whilst access to departments for the
purpose of deep cleaning does not present many problems, the annual deep clean of
ED is a lot more challenging. During 2017-18, the annual deep clean was started on
ED but due to the extreme operational pressures, the deep clean was unable to be
completed. Seven wards received a deep clean during the year (compared to 12 last
year). The low number of ward deep cleans completed continues to reflect the severe
operational pressure that the Trust has been under over the past 12 months, and the
continued lack of an available decant ward. The target for 2018/9 remains to carry out
a deep clean of all Wards over the course of the year although, in the absence of a
decant ward, this will need to be carried out with patients in situ following a bay by
bay approach. We continue to require the assistance of the Operational site team.to
enable this to happen.
Schematics showing the last full deep clean for wards and departments are shown
below.
In addition to the planned deep clean programme, a number of wards and bays
received a deep clean following closure for infection.
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Mar-18

Department Deep Clean Programme - 2017/18
Maternity

Level 12

Level 11

Level 10

Level 9

Level 8

Level 7

Level 6

Level 5

Level 4

Level 3

Level 2

Level 1

Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean

Tower / Podium
CYPOD
Sep-17
Sep-18

< 12 months
12 - 18 months
> 18 months

Birch OPD
Mar-18
Mar-19

Lancaster
Apr-17
11
Apr-18
Antenatal
Apr-17
11
Apr-18

Ocean Suite
Nov-17
3.9
Nov-18
Day Assessment
Apr-17
11
Apr-18

Neurophysiology
Oct-17
5
Oct-18
OT
May-17
10
May-18
ED
Sep-16
18
Sep-17
X-Ray West
May-17
10
May-18
Cardiology
Oct-17
5
Oct-18
Lyd
Apr-17
11
Apr-18
Fal
Dec-17
3
Dec-18
Hydrotherapy
Aug-17
7
Aug-18
Oncology
Aug-17
7
Aug-18

Dental / MaxFax
Jul-17
8
Jul-18
Eden
Jan-18
1.9
Jan-19
AAU
Nov-17
3.9
Nov-18
Chest Clinic
May-17
10
May-18
Pacing Theatre
Oct-17
5
Oct-18

Erme
Dec-17
Dec-18
New REI
Jul-17
Jul-18

Mar-18

3

Dietetics / SALT
Mar-18
0
Mar-19
Physiotherapy
Dec-17
3
Dec-18
Nuc Med
Dec-17
3
Dec-18
Main OPD
Feb-18
0.9
Feb-19
ECG
Oct-17
5
Oct-18

Postbridge
Jun-17
Jun-18

Level 11

Level 10

Level 9

Level 8

Level 7

Level 6

Level 5

Level 4

Level 3

Level 2

Level 1

Haemodialysis
Feb-17
13
Feb-18
Rowans
Mar-17
12
Mar-18
Ortho OPD
Nov-17
3.9
Nov-18

0

ENT / Audiology
Jul-17
8
Jul-18
Chestnut
Oct-17
5
Oct-18
X-Ray East
Mar-18
0
Mar-19
Diabetes
Nov-17
3.9
Nov-18

MRI Scanners
Aug-17
7
Aug-18
YSHIP
Nov-17
Nov-18
Vascular
Feb-18
Feb-19

9

Primrose
Jun-17
9
Jun-18
Endoscopy
Sep-17
6
Sep-18
Fracture Clinic
Feb-18
0.9
Feb-19

Lind
Nov-17
Nov-18

3.9

3.9

0.9

8

Ward Deep Clean Programme - 2017-18
Maternity

Level 12

Off Site

Non Clinical

Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean

Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean
Ward
Last Clean
Next Clean

TLB

6

Tower / Podium
Wildgoose
Sep-17
6
Sep-18
Stannon
Jan-17
14
Jan-18
Marlborough
Sep-16
18
Sep-17
Hembury
Apr-12
71

I = In situ Deep Clean
D = Decant Deep Clean
< 12 months
12 - 18 months
> 18 months

Brent
Jul-13
Argyll
Oct-12

65

I
I

Norfolk
Aug-16
19
Aug-17

I
I

Departments
TCW
Aug-17
Aug-18
CDS
Jul-11

7

80

I
I
I
I

NICU
Aug-11

79
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Stonehouse
Feb-17
13
Feb-18
Tamar
Aug-14
43

I
I
D
D

D
I

CAU
Jul-15
Jul-16
Sharp
May-15
Dec-15
Meldon
Jun-16
Jun-17
Hartor
Sep-12

I
I

34
D
21

66

D
I
I
I

D
D

D
I
I

Wolf
Mar-17
Mar-18
Tavy
Sep-11
Lynher
Aug-17
Aug-18

I
I
Moorgate
Oct-12
65

32

12

I
I

78

I
I

7

I
I

TLB

Childrens HDU
Jul-15
32
Jul-16
Shaugh
Apr-15
35
Apr-16
Merrivale
May-13
58
May-14
Hexworthy
Apr-17
11
Apr-18
Bracken
Apr-13
59
Hound
Aug-16
19
Aug-17
Thrushel
Sep-11
78
Meavy
Dec-17
Dec-18
0

I
I
Mayflower
Nov-11
76

3

I
I

D

D
I
D
D

Woodcock
Jul-15
32
Jul-16
Shipley
Jun-16
21
Jun-17
Monkswell
Oct-12
65
Honeyford
Jul-11
80

I
I
D
I
D
D
D
I

Burrator
Oct-16
17
Oct-17

D

CDU
Apr-11
May-14

D
I

D
I
I
I
D
D
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Non Clinical
Bickleigh
Never
20
Aug-14
Crownhill
Jul-16
20
Jul-17
Torcross
Nov-14
40
Nov-15

I

I
I
I

Braunton
Jun-12
69
Aug-14
Clearbrook
Nov-17
3.9
Nov-18
Torrington
Mar-18
0
Mar-19

I
I

I
I
I

Departments
Penrose
Mar-17
12
Mar-18

I
I

Pencarrow
Mar-17
12
Mar-18

I
I

I
I
No Wards

6. Linen and Laundry
Laundry services for the Trust continue to be delivered under contract by Royal
Devon and Exeter (RD&E) Hospital.
To operate commercially, laundry facilities must achieve a British Standard (BS EN
14065) and this requires providers to meet the requirements of Health Technical
Memorandum HTM 01-04. The RD&E laundry meets all of the Essential Quality
Requirements of Health Technical Memorandum HTM 01-04 but to achieve best
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Practice standards, laundry facilities should only accept linen that is contained in bags
that are not permeable, and therefore, RD&E Laundry was required to stop accepting
the washable cotton skips that this Trust used. The Trust underwent a linen skip
holder replacement programme during 2017-8 and are now able to use the colour
coded, plastic impermeable bags.
RD&E Laundry were audited for compliance with BS EN 14065 standard in 2017 and
have now achieved accreditation which means that the Royal Devon and Exeter NHS
Foundation Trust, Linen Decontamination Unit can now claim to be working to Best
Practice standards of the Health Technical Memorandum 01-04. Certification lasts
for 3 years and within this period the Laundry will be subject to two annual
surveillance visits to ensure that they continue to fulfil the requirements of the
standard, with a full re-certification audit prior to the renewal date
Assurance is provided through the quarterly Contract Review meetings and reports.
Laundry X-Pert by Christeyns is the monitoring system used by EHLS to verify
crucial washing process steps (CCPs). Textiles are monitored in real time, providing
the Trusts with assurance that they are decontaminated by the various operations
taking place in the machines. This verification process is designed to guarantee
specified performance parameters, targets and tolerances necessary for achieving
disinfection in the wash process, for each batch prior to safe product release. Process
validation is regularly challenged through RABC risk assessments, control point
observations, process audits, microbiological test results and temperature validation
loggers, providing historical data of evidence proving process assurance of a safe
product.
Audits of compliance of linen services within the Trust are carried out on a monthly
basis. 18 ward audits were carried out over the course of the year and this has
identified the main areas of non-compliance to be clean linen being left uncovered on
the ward and in some cases where clean linen is stored on trolleys, rather than in a
dedicated room, soiled linen skips being left in close proximity to clean and linen
storage rooms being used to store items other than linen.
7. Food Hygiene and Safety
During 2017-18, 71 audits were carried out on the ward meal service and in the main
Central Production Unit and retail outlets to assure compliance with Food Safety
legislation and specifically with local HACCP (Hazard Analysis & Critical Control
Points) management controls.
All minor non-compliances identified during these
audits were addressed.
Externally, there has been one inspection visit carried out by the Local Authority
Environmental EHO in January 2018. This visit was made under the Food Safety &
Hygiene (England) Regulations 2013, Food Safety Act 1990/Food Information
Regulations 2014 and included an inspection of the main production kitchen on level
2 and the main restaurant kitchen on level 7.
No change was made to the Trust’s maximum food hygiene rating of 5 following the
inspection.
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8. Internal Audit
Internal Audit completed an out of hours audit in August 2017. The audit was carried
out in 3 parts, individual ward inspections using the NCA audit tool, deep dive
inspections of 4 key elements and more general CQC type observations and
comments. The overall conclusions were as follows:
Unannounced Ward Hygiene Inspections
Unannounced Ward Hygiene Inspections
The results of the inspection were generally found to be satisfactory, with the main
areas of significant non-compliance being the cleanliness of high level surfaces in
non-patient areas and External Glazing.
There were also individual failings for significant areas including ‘Kitchen Cabinets’
and kitchen equipment including a ‘Microwave’ and ‘Fridge’. In addition there were a
few isolated examples of toilets being left in an unhygienic condition.
A small number of isolated failures were also recorded with regards to; a macerator,
shower and a dispenser. The overall ward scores from the audit were as follows:

Target
Audit Score

Brent
98.00 %
100.00 %

Hexworthy
98.00 %
96.89 %

Marlborough
98.00 %
94.66 %

Internal Audit were able to provide assurance that the Trusts own Audit scores are
reflective of their independent findings. As a result they confirmed that the trust can
take assurance that the internal monitoring of cleanliness is an accurate reflection of
performance in this area.
Deep Dive Inspections
Overall the ‘deep dive’ produced positive and consistent findings across the Trust,
with a small number of failings in two of the four themed areas.
Patient Fans: A small number of failings were identified with regards to patient fans.
29% of fans tested failed to meet the accepted cleanliness standard. These were
primarily old bladed fans that had collected dust on the blades and cage.
High Surfaces: were found to meet cleanliness standards in Kitchens, Sluice and
Patient Bays, however there were common failures in the cleanliness standard in the
‘Nurses’ Station’ and atop Salus Whiteboards in Corridors.
Trolleys: A number of drug trolleys on the wards failed to meet cleanliness standards.
Consistent failings were found on low surfaces, with sticky residue present on low
level bars and rails. No issues were found regarding linen or patient note trolley
cleanliness; however a small number of failings were identified for some cleaning
trolleys where debris and dust had collected around the rim and lower edges of some
units.
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Curtains: All patient bay curtains were found to be within the correct date parameters,
and met the observable cleanliness standard.
CQC type observations and comments
The wards visited were busy but appeared calm and well organised with a friendly
atmosphere. A good level of interaction was observed between staff and patients,
with the latter appearing generally happy and well cared for in all visits.
Ward Teams were quick to ask for identification at all wards visited, with the vast
majority of staff being prompt with both their welcome and challenge. Staff badges
were clearly visible at all wards visited.
Both patients and visitors were generous with their praise of ward staff, the overall
cleanliness of the hospital and the level of care received. Particular praise was also
given regarding meals on the ward, with many comments praising the variety and
temperature of menu selections.
Overall conclusion
Overall, the results of the inspection were positive with a small number of isolated areas
of non-compliance with cleaning standards identified. These include some toilet areas, a
kitchen cupboard, a microwave, a shower plughole, and a macerator.
Internal Audit also identified areas of more common and therefore significant noncompliance with cleaning standards which included; the collection of dust on high
level surfaces within non patient areas, particularly in the nurses’ station and in
corridors on SALUS Whiteboards. They also found consistent failings with regard to
external glazing, which was highlighted in their previous ‘Hospital Cleanliness’ audit:
PHT 0517.
Internal Audit reported that their general observations of wards revealed a calm and
relaxing atmosphere. Both patients and visitors were generous with their praise of ward
staff, the overall cleanliness of the hospital and the level of care received. Particular
praise was also given regarding both the quality and variety of hot food available to
patients on the wards.
9. Patient-Led Assessment of the Care Environment (PLACE)
The Trust’s fifth PLACE Assessment was carried out in May 2017.
The PLACE assessment is designed to provide a non-technical view of building and
non-clinical services based on a visual assessment. Assessors are asked to rate a range
of environmental aspects against set criteria and must reflect only what is seen on the
day. A degree of judgement by the assessors is required. A crucial component of the
inspections is the high degree of patient involvement with patient assessors making up
at least 50% of the inspection teams and leading the visits and the scoring.
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The assessment was conducted across three days in mid-May (9th, 17th and 18th). A
team of 20 patient assessors from members of Healthwatch Plymouth, the Trust’s
Patient Council, shadow governors and volunteers who were supported by clinical and
non-clinical teams from the Trust, visited ten wards, seven departments and
completed an internal assessment of communal areas and an external assessment of
the building and grounds. The groups also sampled patient food on fourteen wards.
Although all wards and departments were made aware of the PLACE inspection
dates, all of the inspections were unannounced.
The scores for the Trust were made available in June 2017 with the national results
released in August 2017. The results for cleanliness have consistently improved from
2015-16 and 2016-17 and were 0.03% below national average. The results for
Condition, Appearance and Maintenance improved from the two previous years but
remain 4.24% below national average.

Cleanliness
Condition, Appearance &
Maintenance

Trust
Result

National
Average

Trust V
Average

98.08%
89.78%

98.38%
94.02%

- 0.30%
˅ 4.24%

Acute
Trust
Average
98.38%
93.80%

Trust V
Acute Ave
- 0.30%
˅ 4.02%

Some of the headline influences within the Cleanliness and Condition, Appearance &
Maintenance categories were as follows:
Cleanliness:
Generally cleaning was rated extremely well, issues raised:
•
•
•

Isolated cleanliness issues in a few areas (e.g. Barium shower room in X
Ray West, Parent’s kitchen on Woodcock);
Some inconsistent clinical equipment clean labelling;
Hand gel not available in a few areas.

Privacy, dignity and wellbeing:
Feedback was generally good, but issues raised in previous years remain:
•
•
•

Lack of day rooms on some wards;
Where 6 bedded bays lack of privacy around beds;
No lockable section on ward patient lockers for patient belongings (on all
wards).

.
Condition, appearance and maintenance:
This domain was where there were consistent findings across many of the areas
visited, including:
•

Dirty external windows;
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•
•
•
•
•
•
•

Cosmetic damage to walls, doors and door frames;
Broken pull cords and lights;
Some damage to ceiling tiles, floors and floor skirtings’;
Sanitary ware black staining;
Lack of high visibility nosing on internal stairs.
Damage to chairs in a few areas;
A couple of areas were felt to be in need of refurbishment.

Action Plans
A corporate action plan was developed drawing together the key overarching themes.
This action plan is managed by the PLACE Working Group who meets monthly.
All the wards and departments were required to submit localised action plans to the
PLACE Working Group.
Serco developed an action plan drawing together any cleanliness and housekeeping
issues. This plan is reported to the PLACE Working Group monthly.
Estates issues were reported directly to the estates management team. Low level
maintenance issues were addressed according to priority. Major estates issues will be
reviewed and prioritised by the relevant Care Group.
A programme of mini PLACE assessments was arranged to run from July 2017 to
March 2018 providing ongoing training for PLACE assessors and ensuring the profile
of PLACE was maintained throughout the year.
10. National Inpatient Survey
A national survey is carried out annually across patients who have used inpatient
services at English Hospitals. For the 2017 survey, 587 patients responded about their
stay in University Hospitals Plymouth NHS Trust. There is now only one question
concerning cleanliness which covers the general cleanliness of the Ward. Alongside
the PLACE inspections, we track the outcome of this survey. This represents a
relatively small number of patients, but it does allow benchmarking to other Trusts.
The Trust has seen a slight decrease in the perceived cleanliness standard of the ward
environment. Benchmarking information was not available at the time of preparing
this report.
In addition to the National Inpatient Survey, the trust carries out adult inpatient
surveys with help from volunteers. The surveys include similar questions to the
National survey. The overall result for the question how clean is the hospital room
or ward you are staying on are shown below:-
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Overall Meridian score for this question: 94.28% (based on 728 responses)

Alongside this data, we also monitor the Friends and Family survey feedback which is
received monthly. Generally the feedback is positive, and areas of concern raised
through this route are investigated where possible.

Antimicrobial Stewardship (report by Dr Rosie Fok)
1. Antimicrobial Stewardship Team
The Antimicrobial Stewardship Team (AST) consists of Dr Rosie Fok (Consultant
Microbiologist, trust lead for Antimicrobial Stewardship), Dr Robert Tilley
(Consultant Microbiologist, microbiology lead for Sepsis) and Anna Kampa
(Antimicrobial Stewardship Pharmacist).
•
•
•

Dr Fok was appointed to the trust in May 2017 and took on the lead for
antimicrobial stewardship (AMS) in July 2017.
Dr Tilley had an extended period of absence from the trust from January 2017
and is expected to return to his role as microbiology lead for sepsis and a
member of the antimicrobial stewardship team from April 2018.
The antimicrobial stewardship pharmacy post was vacant from April 2017 to
October 2017. The current post holder is 0.8 WTE in the stewardship role and
0.2 WTE general pharmacy duties.

Of note, there have been significant staffing issues within the pharmacy department
during this year, with predictable impact on the ability of the pharmacy department to
support AMS activities across the trust.
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2. Antimicrobial Steering Group
The Antimicrobial Steering Group (ASG) is chaired by the AMS lead. The group met
five times in 2017-2018, although the September 2017 meeting was not quorate due to
a lack of pharmacy representation. The ASG has trust board representation via the
medical director, who was able to attend one meeting in 2017-2018. Attendance at the
ASG is variable, with one meeting having no service line champions present, three
meetings with 3-4 champions present and one meeting with 8 service lines
represented. Administrative support for the ASG is provided by the Infection
Prevention and Control team, for which the AST continues to be grateful.
3. Antimicrobial Champions
All trust service lines providing in-patient medical care now have a nominated
antimicrobial champion. In some cases, this role has fallen to the clinical governance
lead by default due to a lack of volunteers. The role is not specifically recognised in
consultant job plans; something which is certain to contribute to the poor engagement
with the antimicrobial stewardship programme. The AMS lead continues to advocate
for this to be changed.
4. Governance and reporting structure
The AMS lead is responsible to the Director of Infection Prevention and Control. The
AST reported monthly on antimicrobial CQUIN performance to the Infection
Prevention Subcommittee (IPSC), and quarterly to the same on the antimicrobial
stewardship programme.
The AMS lead is a member of the Medicines Utilisation and Assurance Committee
(MUAC) and provided a report of AMS activities regarding drug shortages and alerts
to this committee in July 2017 (piperacillin-tazobactam) and November 2017
(gentamicin).
The AST reports biannually to the Safety and Quality committee, and presented
reports in June 2017 and December 2017.
On a regional basis, the AST has attended meetings of the Devon and Somerset
Antimicrobial group (October 2017), and the Devonwide Antimicrobial Resistance
Group (June 2017, September 2017 by teleconference, December 2017 by
teleconference, and March 2018)
5. Clinical guidance
Clinical advice is available on a 24h a day 7 days per week basis via the on-call
Consultant Microbiologist. The Antimicrobial Stewardship Pharmacist provides
guidance to trust pharmacists about appropriate antibiotic use.
Empirical antibiotic treatment and prophylaxis guidelines are available via Staffnet
and a mobile device app. All but a few trust antimicrobial guidelines have now been
migrated to the app platform, and new sections on influenza and paediatric malaria
have been added. A “dosing and monitoring” section has been added, with the
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gentamicin guidance now hosted on the app. A “what’s new” section, covering new
sections added and date and details of sections that have been amended, has been
added to enable users to see at a glance what has been updated or changed.
The AST continues to regularly review guidelines, working with the relevant service
lines.
The AST have reviewed and contributed to authorship of several patient group
directives (PGD), ratified via MUAC. These include:
•
•
•
•

Minor injuries unit Penicillin V for sore throat
Minor injuries unit Nitrofurantoin for UTI
Minor injuries unit Topical gentamicin for otitis externa
ENT specialist nurse Topical gentamicin for otitis externa
6. Formulary and antibiotic supply

The AST has supported the application via MUAC for azithromycin eye drops to be
added to the trust formulary.
The AST continues to work with stakeholders in the CCG and Acute Care at Home
team to develop a community cellulitis treatment pathway and facilitate GP prescriber
access to linezolid. This work is not complete.
Since Spring 2017 there have been international piperacillin-tazobactam supply
shortages and the AST has responded to this with introduction of alternative first line
empirical treatment guidelines when the trust is unable to obtain piperacillintazobactam in sufficient quantities to meet historical needs, and widespread
communication to prescribers.
Since early 2018 there have been IV aciclovir supply shortages and the AST has
communicated with prescribers to remind them of the appropriate use of this agent.
7. Safety issues
A MHRA alert about potential high levels of histamine in gentamicin products was
issued in October 2017. The AST communicated this to all relevant service lines and
were vigilant for any instances of histamine toxicity. No such incidents were reported
to the AST or via the Datix incident reporting system.
The AST has set up a specific antibiotic alert within the Datix system, so that
reporters can indicate if an incident has involved an antimicrobial agent, and the AST
will be notified of this. The antimicrobial stewardship pharmacist reviews all such
reports and collates them for presentation to the ASG looking for systematic problems
or trends.
8. Antimicrobial Consumption
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The AST intended this year to regularly review antimicrobial consumption data for
the trust. However, the system in place in pharmacy to enable such review was found
to have multiple and significant data mapping errors. All time within the AST
available for antimicrobial consumption review has been taken up with identifying
these errors and ensuring that the system is now correctly mapped so that meaningful
data can be accessed.
9. Antimicrobial resistance and sepsis CQUIN 2017-2018
The AST has been responsible for Part 2d of the antimicrobial resistance and sepsis
CQUIN 2017 – 2018 (with the Sepsis team responsible for Parts 2a, 2b and 2c).
Data were submitted by quarterly deadlines, and once the antimicrobial consumption
data errors (see above) were noted, data for past quarters were reviewed, revised and
resubmitted. All corrected data were submitted by the year-end deadline.
Of the three parts to this CQUIN 2d, it is anticipated that the trust will have failed to
meet two of the targets, but finalised figures from Public Health England utilising
Hospital Episode Statistics data as the denominator (as opposed to local trust
admissions figures) are awaited*.
Specification
Total antibiotic usage
(in-patients and outpatients) in DDD/1000
admissions
Carbapenem usage
(in-patients and outpatients) in DDD/1000
admissions
Piperacillintazobactam usage (inpatients and outpatients) in DDD/1000
admissions

Target

Performance against
2016 calendar year
consumption

Specification
achieved*

2% reduction against
2016 calendar year
consumption

4% increase from 2016
baseline

No

2% reduction against
2016 calendar year
consumption

2% increase from 2016
baseline

No

2% reduction against
2016 calendar year
consumption

31% decrease from 2016
baseline

Yes

10. Audits
In December 2017, the AST introduced a monthly ward pharmacist audit looking at
the quality of documentation on the drug charts of patients receiving antibiotics.
Although the number of metrics reviewed in these audits is limited, the results have
been positively received by service lines and the reports now form a standing agenda
item on many of their clinical governance meetings. The performance in these audits
is also included in the matrons’ quarterly reports to IPSC. Pharmacy staffing levels
have made sustaining these audits problematic, and the AST time required to collate
and report these data is considerable. In March 2017, the monthly ward pharmacist
audit was moved from paper based data collection to electronic data entry via the
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Meridian survey system with instantaneous performance results available to service
lines.
The AST has introduced a “5 patients per ward per month” service line led audit of
patients treated with antimicrobials. This audit is based on the Start Smart then Focus
toolkit metrics. There has been slow uptake of this audit, although the Clinical
Effectiveness Group has set antimicrobial stewardship audits as a corporate priority
for 2018-2019. AST staff time to collate and present these data is limited, and the plan
for the coming year is to develop a Meridian survey tool for this audit too.
A plan has been developed for audit of surgical antibiotic prophylaxis within the
theatres service line. Progress on implementing this is awaiting the purchase of tablet
devices for the anaesthetic rooms to allow data entry via a Meridian survey tool.
In February the AST led the trust’s participation in the regional antibiotic point
prevalence survey. The results of this will be presented and discussed at ASG in May
2018.
11. C. difficile management
The AST has continued to contribute to the investigation and management of cases of
C. difficile infection. The AST has overseen review of antibiotic and proton pump
inhibitor use for all C. difficile cases. The antimicrobial stewardship pharmacist
attended the case meetings and outbreak meetings held on the wards, and since late
2017 periods of leave were covered by the ward pharmacists, where available.
The AST has responded to C. difficile outbreak status being applied to wards by
conducting audits of antibiotic usage on 15 wards during 2017-2018. The results of
these were fedback to the service line stakeholders and reviewed at the C. difficile
vigilance meetings and IPSC. In March 2018 a new approach was trialled, with a
multidisciplinary review of all patients on the ward receiving antibiotics and
immediate interventions and feedback.
12. Education
Teaching on AMS has been delivered teaching to service lines on twelve occasions
during 2017-2018. In addition, the AMS lead delivered a session on AMS to trust
non-medical prescribers at their trust update in December 2017, and presented at the
medical grand round during World Antibiotic Awareness week November 2017.
The antimicrobial stewardship pharmacist delivered face to face teaching for all
pharmacists starting with the trust.
A session on antimicrobial stewardship was delivered to the F1 and F2 junior doctors
during their teaching programme.
There is AMS content within the Infection Prevention and Control mandatory annual
trust e-learning.
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13. Summary
This has been a challenging year for the AST, due to change in personnel and periods
without a pharmacist in post. However, many positive things have been achieved,
including instigating new audit programmes and assuring the ongoing quality of
antimicrobial consumption data whilst continuing to raise the profile of antimicrobial
stewardship across the trust at all levels. The staffing issues within the pharmacy
department have a direct impact on the ability to deliver a robust antimicrobial
stewardship programme, and it is ever more important that service line antimicrobial
champions have their important role in lending clinical leadership to the AMS efforts
and driving necessary change recognised.

Other activities
1. Policies and procedures
The IPCT recognises the importance of evidence-based policies and procedures in
ensuring effective compliance with national infection control standards. All policies
comply with the Trust Policy on Policies and are available on StaffNet
At
(http://staffnet.plymouth.nhs.uk/DocumentLibrary/TrustDocuments.aspx).
renewal, all policies are examined to ensure compliance with the National Service
Framework for Children and the Trust’s Equality and Diversity Policy.
All policies are updated in accordance with a continuous process of rolling policy
review. The following policies were reviewed and updated during 2016-17:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Prevention of contamination injuries (OH)
Guidelines the management of central venous catheters
Guidelines for the management of the infected patient
Roles and responsibilities for infection prevention and control
Water Management Policy
Decontamination guidelines
Guidelines for the cleaning of respiratory equipment
Guidelines for glycopeptide-resistant enterococci
Guidelines for PVL-Staphylococcal infections
Guidelines for Clostridium difficile
Guidelines for aseptic technique
Guidelines for novel coronaviruses
Guidelines for handling cadavers
Guidelines for pets I hospital
Guidelines for IPCT/Estates liaison.

.
2. Communication with staff, patients and relatives (report by Claire Haill)
Communication with staff at PHNT is facilitated by a quarterly IPCT Newsletter,
Dawn Hoole co-ordinates the publication of The Link supported by Team
Administrator Maggie Wasiluk. The Link is circulated electronically to the Infection
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Prevention and Control Link Practitioners (IPCLP) throughout the trust; in their role
they can use this to discuss updates, changes and other available resources. The
message promoted throughout last year was: ‘To promote Standard Precautions for
Every Patient Every Time’ Updates on ward closures due to outbreaks is provided
through Trust-wide emails and on the main infection control notice board positioned
on Level 7 on the approach to the restaurant. All infection control policies are now
available on the Staffnet and the infection control website has been further developed
over the last year. The display on the main infection control notice board is changed
on a regular basis and includes education and surveillance data as well as reflecting
national and world campaign days. There were regular infection control contribution
to the daily bulletin, weekly electronic newsletter (Vital Signs) and the quarterly
magazine (Cascade) that are distributed to all staff at PHNT.
Inter-National Infection Control Week held in October was led by Sharon Warne,
Specialist Nurse Practitioner IPCT. The week focused on the Clinical departments and
use of Standard Precautions Every Time – Every Patient. Each day was supported by
the Product Representatives attending many different areas and guiding staff on the
correct use of the products. There were 8 LPCLP nominated for the Star Award. A
coffee morning hosted by IPCT celebrated the nominees who all received a certificate
and goody bag, and the Winner selected by Professor Greg Dix was Anna Hoyle,
Staff Nurse Braunton ward.
The Infection Prevention and Control Website has been populated with current
information although there is more to do in this area, we are currently working with
the communications team for their expertise to improve communication with patients
and relatives to optimise electronic technology. We have delivered updates to
volunteer staff and patient groups as well as being available to discuss infections and
controls with patients on a one-to-one basis.
Since the launch in 2014 we continue to issue a ‘Patient Passport’ for patients with
indwelling long term bio-medical devices or those who are or have been colonised
with MRSA or Clostridium difficile or Multi Drug Resistant Organisms (MDRO).
The aim was to improve communication between patient, hospital and community,
thus improving patient safety. The patient will be encouraged to take the passport with
then to hospital, GP and Outpatient appointments or show it to their district/palliative
or specialist nurse. Patients, carers and Healthcare professionals will be encouraged to
use and annotate the passport. Some patients have brought their Passport with them on
return to the hospital. The concept has been embraced by staff and is being sponsored
by the Heads of Nursing through the Bio-medical device group. The Passport has
been included in the tool kit for the reduction of Gram negative bacteraemia, and as
such a re-launch was supported by providing a resource box file to all wards, refresher
training and order codes, when issuing a passport a register will be completed and
IPCT will monitor the issue, and intervene with further support to continue the
promotion.
Encouragement of patient participation in infection prevention and control is endorsed
by both the Hygiene Code (2008) and the latest NICE Quality Improvement Guidance
published in 2011. The IPCT already publish patient information leaflets for
Norovirus, MRSA, Clostridium difficile, and Extended Spectrum Beta-lactamase
(ESBL)-producer and Carbapenemase-producing Enterobacteriaceae (CPE) and have
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continued to provide teaching sessions to staff supported by information posted on
Staffnet. The patient leaflets are available on all wards and departments and are given
to individual patients when a diagnosis is made and are available electronically on the
website for patients or their relatives. The Patient Passport compliments the belief that
reducing infections requires the efforts of all healthcare participants, staff and patients
alike.
3. Design, construction and renovation (report by Claire Haill)
The IPCT continues to contribute to the design, construction and renovation projects
across the Trust, particularly the significant environmental initiatives across the Estate
such as the replacement of taps and clinical wash hand basins, and ward and
department refurbishment project; advising on product approval and room
specifications. For each project, method statements have included dust control
measures as advised by IPCT and compliance has been monitored throughout the
works. Surveys of the clinical environment have been undertaken prior to works
commencing and have been most successful when performed together with clinical
staff, the Estates Department and planning teams.
There have been several significant projects along with many smaller projects
throughout the Trust; Refurbishment of Central Delivery Suite, Hybrid theatre project,
Merrivale, Malborough and Hexworthy wards have had small works in occupied
wards works, reconfiguration of Cardiothoracic theatre sluice to accommodate a
dedicate area for the decontamination process of the Heater –cooler units, Torrington
floor replacement, Relocation of Orthopaedic OPD and modular unit, reconfiguration
of Ambulatory Assessment Unit, Relocation of PAL facility, Toilet replacement
project and Radiology CT facility in Emergency Department. These works were
designed to provide improved facilities and service to patients were completed
without significant disruption to the day-to-day running of co-located clinical areas,
reflecting the effective working relationship with the Project Team, which included
contractors, the Estates Department, relevant Matron and staff from the Departments
and Serco as well as the IPCT. Additionally advice has been provided on projects that
have yet to be approved or progressed.
The Estates and IPCT have continued a programme of Water Walkabouts
accompanied by Matron or clinical representative were possible. This incorporates all
aspects of Safe Water management across the PHNT. This year each ward has been
visited and all clinical departments including theatre areas have been assessed. The
water outlets in the theatres were included in the visual inspection during the annual
closures. The schematic drawings have been up-dated, under used water outlets have
been removed, remedial Estates works have been actioned, teaching with regards the
correct method of use for the Optotherm taps has been given, as well as correct
cleaning and maintenance programmes for water coolers, and promoting the Water
management policy.
The IPCT continued to advise on Ventilation systems and are part of the annual recommissioning process of the Theatres and performed microbiological testing for 22
theatres included advice regarding dust controls and cleaning during additional theatre
maintenance such as the replacement of doors and operating lights.
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The IPCT continues to advise and monitor dust controls during all building works
across the Trust working closely with the design teams and work with Estates on their
pre-planned maintenance programme.
The policy for Infection Control Input into Design, Construction and Renovation
Projects was reviewed in 2017 there was no significant change to the detailed risk
assessment added in 2012.

4. Procurement
The IPCT is a core member of the newly established Clinical Procurement group that
aims to formalise the process of reviewing products and establish a measured
approach to the introduction of new products, or trials. IPCT has evaluated hover
mattress, low profile beds, considered the proposed alternative to an intravenous
dressing and concluded the current IV 300 dressing is the most appropriate and should
continue, We have been involved in a range of products from the introduction of safer
sharps project, linen skips, alternative waste steams project and utilisation of Tiger
bags, review of decontamination products, to furnishings for the ward and
departments.
5. Water Safety Group (report by Phillip Tarbuck)
The IPCT is actively involved in the work of the Water Safety Group which oversees
the provision of safe water at the Trust.
Over the past 12 months, this group has continued to work hard to strengthen
Legionella and Pseudomonas aeruginosa controls at the Trust, resulting in significant
improvements to water quality and a continued reduction in positive sampling results.
The Water Management Policy continues to be implemented alongside a scheme of
control action plan, with key work areas including:
•
•
•
•
•
•
•
•
•

Ongoing Implementation of the Trust’s Legionella Risk Assessment
Ongoing Implementation of the Trust’s Pseudomonas aeruginosa Risk
Assessment
Delivery of actions arising from the Pseudomonas and Legionella action plan
Testing of all outlets in augmented care areas for P. aeruginosa (and
subsequent 6-monthly testing)
Continuing replacement tap and basin programme
Programmed weekly water assurance walkabouts, performing condition
checks on taps, sinks, showers, sanitary ware and outlets and to review risk
assessments, flushing, testing and monitoring regimes for departments.
Continued implementation of safe water use on the Neonatal Intensive Care
Unit
Surveillance of patients in augmented care areas for P. aeruginosa.
Testing and surveillance of heater cooler units.
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Capital investment upgrades delivered in the last 12 months include the following
works:
•
•

Ongoing replacement tap and basin programme.
Ongoing upgrade of level 6 public facilities.

6. Ventilation Systems Action Groups (report by Phillip Tarbuck)
The IPCT is involved with the work of the Ventilation Systems Assurance Group who
monitor the ventilation systems used across the Trust to ensure provision of a safe and
comfortable environment for patients and staff.
Specialist ventilation is provided in operating departments, critical care areas and
isolation units. Increased health risks to patients will occur if ventilation systems do
not achieve and maintain the required standards. The links between surgical site
infection and theatre air quality are well established.
The Trust has a statutory duty to inspect, service and maintain theatre ventilation
systems to ensure that they are performing effectively and achieving the required airchange rates. The Ventilation Systems Assurance Group oversees the annual
Operating Theatre Maintenance Programme which manages this process, with IPCT
performing the microbiological commissioning of theatres after work has been
completed on their ventilation systems.
Over the past 12 months, this group has continued to report the successful delivery of
essential ventilation system maintenance and the delivery of a number of ventilation
system capital upgrades including the following:•

Installation and commissioning of the CT scanner in the ED upgrade.

7. Infection Control ward round
All new patients with MRSA, C. difficile, Norovirus, GRE, Serratia spp,
Acinetobacter, Multi-drug resistant organisms and Carbapenemase–producing
Enterobacteriaceae are visited individually. All patients with MRSA are subsequently
reviewed once a week and those with C. difficile every day. On a programme of
fortnightly ward rounds the specialist infection practitioner is able to view the ward in
terms of general infection control practices and review the management of patients
colonised with GRE, Serratia spp, Acinetobacter, ESBL-producing coliforms, Multidrug resistant organisms and Carbapenemase-Producing Enterobacteriaceae. This
approach has improved the management of these patients as well as compliance with
infection control policies and procedures. In addition, the enhanced presence of the
IPCT in clinical areas greatly increased their availability for advice and guidance and
improved communication with patients and relatives. The introduction of the Isolation
care plan has reduced the variability of practice providing clear and concise
information which can be initiated by the ward staff or IPCT.
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The approval and implementation of a Patient Group Direction allows prescribing of
MRSA eradication therapy by the Infection Control Nurses since 2004 has been
extended to Cardiology pre assessment, Neurosurgical ward, and surgical assessment.
8. Infection Control Nurse Service Line working
The IPCT has worked hard to maintain a clinically-orientated service, with each
Service Line having a designated team of Infection Prevention and Control Nurses.
This system facilitates communication between the IPCT and Service Lines and
allows a ‘tailor-made’ service to be developed for each area. By working closely with
the ward manager and ICLP to improve practice and feedback of surveillance data, it
is hoped that individual area will develop ‘ownership’ of infection control. The
programme has been extremely successful in improving practice and reducing rates of
hospital-associated infection areas. Infection control is a standing item on the
Agendas of most Service Line meetings which can be attended by the IPCT.
9. Research
The IPCT has been involved in a number of research projects and has also
collaborated in various national studies. The following articles have been published
by the IPCT:
Humphreys H, Jenks PJ, Wilson J. Comparison of rates of drain-related ventricultits
according to definitions used. Infection Control and Hospital Epidemiology 2017; 38:
1268-69.
Jenks PJ, Bennett S, Haill CF, Keenan J. National surveillance of surgical site
infection. Journal of Hospital Infection 2017; 97: 100-101.
Gordon NC, Pichon B, Golubchik T, Wilson DJ, Paul J, Blanc DS, Cole K, Collins J,
Cortes N, Cubbon M, Gould FK, Jenks PJ, Llewelyn M, Nash JQ, Orendi JM,
Paranthaman K, Price JR, Senn L, Thomas HL, Wyllie S, Crook DW, Peto TE,
Walker AS, Kearns AM. Whole-genome sequencing reveals the contribution of longterm carriers in Staphylococcus aureus outbreak investigation. Journal of Clinical
Microbiology 2017; 55:2188-2197
Jenks PJ, Bennett S, Haill CF, Keenan J. National surveillance of surgical site
infection. Journal of Hospital Infection 2017; 96: 20-21.
Abernethy J, Guy R, Sheridan EA, Hopkins S, Kiernan M, Wilcox MH, Johnson AP,
Hope R, on behalf of the E. coli bacteraemia sentinel surveillance group. E. coli
bacteraemia sentinel surveillance group. Epidemiology of Escherichia coli
bacteraemia in England: results of an enhanced sentinel surveillance scheme. Journal
of Hospital Infection 2017; 95:365-375. Member of the E. coli bacteraemia sentinel
surveillance group.
Humphreys H, Jenks P, Wilson J, Weston V, Bayston R, Waterhouse C, Moore A;
Healthcare Infection Society Working Party on Neurosurgical Infections. Surveillance
of infection associated with external ventricular drains: proposed methodology and
results from a pilot study. Journal of Hospital Infection 2017; 95: 154-160.
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Brown C, Livermore DM, Otter JA, Warren RE, Jenks P, Enoch DA, Newsholme W,
Oppenheim B, Leanord A, McNulty C, Tanner G, Bennett S, Cann M, Bostock J,
Collins E, Peckitt S, Ritchie L, Fry C, Hawkey P, Wilson AP. Multidrug-resistant
(MDR) Gram-negative bacteria information leaflets. Journal of Hospital Infection
2016; 96: 86-7.
Wilson AP, Livermore DM, Otter JA, Warren RE, Jenks P, Enoch DA, Newsholme
W, Oppenheim B, Leanord A, McNulty C, Tanner G, Bennett S, Cann M, Bostock J,
Collins E, Peckitt S, Ritchie L, Fry C, Hawkey P. Guidelines: Prevention and control
of multi-drug-resistant Gram-negative bacteria: recommendations from a Joint
Working Party. Journal of Hospital Infection 2016; 92:S1-S44.
Humphreys H, Jenks PJ. Surveillance and management of ventriculitis following
surgery. Journal of Hospital Infection 2015; 89:281-286.
Jenks PJ, Laurent M, McQuarry S, Watkins R. Clinical and economic burden of
surgical site infection (SSI) and predicted financial consequences of elimination of
SSI in an English hospital. Journal of Hospital Infection 2014; 86: 24-33.
Haill C, Fletcher S, Archer R, Jones G, Jayarajah M, Frame J, Williams A, Kearns
AM, Jenks PJ. A prolonged outbreak of meticillin-resistant Staphylococcus aureus in
a cardiac surgery unit linked to a single colonized healthcare worker. Journal of
Hospital Infection 2013; 83: 219-225.
Cox J, Haill CF, Jenks PJ. Patient narratives of surgical site infection: implications for
practice. Journal of Hospital Infection 2013; 84: 92.
Haill C, Jenks P. Norovirus Outbreaks: containment or closure? Nursing Times 2013;
109: 16-17.
Haill C, Newell P, Ford C, Whitley M, Cox, J, Wallis M, Best R, Jenks PJ.
Compartmentalization of wards to cohort symptomatic patients at the beginning and
end of norovirus outbreaks. Journal of Hospital Infection 2012; 82: 30-35.
Gray RA, Williams PL, Dubbins PA, Jenks PJ. Decontamination of transvaginal
ultrasound probes: review of national practice and need for national guidelines.
Clinical Radiology 2012; 67:1069-1077.
Whitley M, Haill CF, Phillips N, Williams A, Jenks PJ. Screening of healthcare
workers in response to a group A streptococcal outbreak in a maternity setting.
Journal of Infection 2012; 64: 636-637.
Fletcher S, Haill, C, Jenks PJ. Escherichia coli bacteraemia: how preventable is it?
Journal of Hospital Infection 2012; 80: 355-356.
Humphreys H, Coia JE, Stacey A, Thomas M, Belli A, Hoffmann P, Jenks P,
Mackintosh C. Guidelines on the facilities required for minor surgical procedures and
minimal access interventions. Journal of Hospital Infection 2012; 80: 103-109.
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Haill C, Allwood A, Kearns AM, Jenks PJ. Staff-to-patient transmission of MRSA:
do bacterial factors play a role? Journal of Hospital Infection 2011; 79: 275-277.
Jones G, Matthews R, Cunningham R, Jenks P. Comparison of automated processing
of flocked swabs for the detection of nasal carriage of Staphylococcus aureus. Journal
of Clinical Microbiology 2011; 49: 2717-18.
Jenks PJ. Nitroimidazoles. 2010. In R.G. Finch, D. Greenwood, S.R. Norrby and R.J.
Whitley (ed.), Antibiotic and Chemotherapy, 9th ed.. Elsevier Saunders, Edinburgh.
Jenks PJ. Nitroimidazoles: metronidazole, ornidazole and tinidazole. 2010. In J.
Cohen, W.G. Powderly and S.M. Opal. (ed.), Infectious Diseases, 3rd ed.. Mosby
Elsevier, London.
Jog S, Cunningham R, Cooper S, Wallis M, Marchbank A, Vasco-Knight P, Jenks PJ.
Impact of preoperative screening for MRSA by real-time PCR in patients undergoing
cardiac surgery. Journal of Hospital Infection 2008; 69: 124-130.
Cunningham R, Dial S. Is over-use of proton pump inhibitors fuelling the current
epidemic of Clostridium difficile associated diarrhoea? Journal of Hospital Infection
2008; 70: 1-6.
Greig J, Edwards C, Wallis M, Jenks P, Cunningham R, Keenan J. Carriage of
meticillin-resistant Staphylococcus aureus among patients admitted with fractured
neck of femur. Journal of Hospital Infection 2007; 66: 187-189.
Cunningham R, Jenks P, Northwood J, Wallis M, Ferguson S, Hunt S. Effect on
MRSA transmission of rapid PCR testing of patients admitted to critical care. Journal
of Hospital Infection 2007; 65: 24-28.
Brown NM, Lee SD, Duerden BI, Gillanders SA, Cookson B, Neville L, Jenks P,
Catchpole C, Wright P, Spencer RC. MRSA in non-clinical areas of hospitals. Journal
of Hospital Infection 2006; 64: 402-403.
Greig J, Jenks P. Treatment of MRSA in community acquired pneumonia. British
Medical Journal 2006; 332: 1334.
Cunningham R. Antibiotic prescribing in the ICU. Anaesthesia and Intensive Care
Medicine 2006; 7: 147-8.
Cunningham R. Proton pump inhibitors and the risk of Clostridium difficileassociated disease: further evidence from the community. Canadian Medical
Association Journal 2006; 175: 757-8.
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Conclusions and priorities for 2018-19
The infection prevention and control service at UHPNT has made significant progress
towards modernising the service it offers and meeting the challenging new agenda
being set at both local and national levels. The IPCT has dramatically changed the
way it has worked in order to deliver a more clinically-orientated and relevant service.
Over the last 12 months, there was a marked reduction in MSSA and E. coli
bacteraemias. Infections due to MRSA and C. difficile remain at a low rate. There was
a significant improvement in the management of invasive medical devices, and the
reduction of 72% in urinary catheter-related bacteraemias was a particularly
impressive achievement. There is an ambition for Clinical Commissioning Groups
(CCGs) to deliver a 10% or greater reduction in all Escherichia coli bacteraemias
over 2017-18, using January to December 2016 as the baseline year. With an ultimate
objective is to reduce all Gram negative bacteraemias by 50% by 2010-21.
Considerable Trust-wide effort is required to address these issues and to achieve the
infection prevention and control reduction objectives for 2018-19.
Priorities for the following year include:
•
•
•
•

•
•
•
•
•
•
•
•

Achieve the local and national targets as outlined in the Annual Programme of
Work, April 2018-March 2019
Comply with national mandatory surveillance requirements
Continue to deliver a high-class Surgical Site Surveillance Programme
Ensure continued compliance with Code of Practice (July 2015), NICE
guidance and quality standards relevant to prevention and control of HCAIs,
and the Care Quality Commission’s key lines of enquiry for the Safe Care
domain
Coordinate Post-Infection Reviews on all serious HCAIs
Sustain the use of the ‘Saving Lives’ HII across the Trust
Continue the reduction of medical device-related infections across the Trust
Contribute to the reduction of MSSA bacteraemias across the Trust
Contribute to the reduction of E. coli and other Gram-negative bacteraemias
across the Trust
Implement appropriate strategies to limit the introduction and spread of
Carbapenemase-Producing Enterobacteriaceae
Continue to embed infection control at all levels across the Trust
To continue to provide up-to-date information available on the Infection
Control website.
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