AGENDA
Trust Board
Date

Friday 30 November 2018

Time

10.15 am – 1.00 pm

Location

Board Room, Derriford Centre for Health & Wellbeing

Setting the context
1

Welcome, apologies and declarations of interest

-

Richard Crompton

Verbal

2

Questions to the Board pertinent to the agenda

-

Richard Crompton

Verbal

3

Previous minutes, matters arising, action review

Information

Richard Crompton

Enclosed

4

Chief Executive’s report

Information

Ann James

Verbal

Enclosed

Reviewing our performance and risks
5

Board Assurance Framework

Review

Lee Budge

6

Committee Chair Updates

Review

Committee Chairs

7

Care Quality Commission Action Plan

Review

Ann James

Enclosed

8

Integrated Performance Report

Review

Executive Team

Enclosed

Approval

Kevin Baber

Enclosed

10 Leadership Development Proposal

Approval

Steven Keith

Enclosed

11 Appointment of Senior Independent Director

Approval

Chairman

Enclosed

Verbal

Agreeing our plans for the future
9

Winter Resilience Plan

Seeking assurance on delivery
12 Guardian of Safe Working Hours (Quarterly report)

Assurance

Dr Sophia Wrigley

Enclosed

13 Freedom to Speak Up Guardians (Annual report)

Assurance

Jamie Read

Enclosed

14 Learning from deaths (Quarterly report)

Assurance

Phil Hughes

Enclosed

15 Emergency Preparedness (Annual review)

Assurance

Nick Thomas

Enclosed

Closing items
16 Any other business

-

Chairman

Verbal

17 Key actions for Committees and Executives

-

Chairman

Verbal

18 Review and learning

-

Chairman

Verbal

19 Next meeting: Friday 25 January 2019

-

Chairman

Verbal

Supplementary papers for noting*
A
B
C
D

Audit Committee Minutes October 2018
Human Resources & OD Committee Minutes
October 2018
Safety & Quality Committee October 2018, including
approval of Terms of Reference*
Trust Seal Report

Assurance

Enclosed

Assurance

Enclosed

Assurance

Enclosed

Assurance

Enclosed

Members of University Hospitals Plymouth 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

•
•

•
•
•
•
•

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

•

Medical Director

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 Schools
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.
Director of Postgraduate Clinical Training University of Nicosia.
Associate, General Medical Council.

•

Philip Hughes

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

November 2018

Ann James

Chief Executive

•
•
•
•
•
•

Elizabeth Kay

Associate NonExecutive Director

•
•
•
•
•
•
•

Hisham Khalil

Non-Executive
Director

•
•
•

Chair, South West Leadership Academy.
Chair, Southwest Talent Board.
Member, One Plymouth.
Chair, National Institute Health Research Peninsula Partnership
Group.
Member, Plymouth Growth Board.
Vice Chair, Board of Governors, Devonport High School for Girls
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 BUPA Oasis Healthcare.
Chair of NICE Guideline Committee on Epilepsies
British Dental Association Health and Sciences Committee
member.
Board member, South West Academic Health Science Network.
Trustee and Vice Chair, British Medical and Dental Student
Trust.
Interim Dean, Faculty of Medicine & Dentistry, University of
Plymouth.
Consultant Surgeon, University Hospitals Plymouth NHS Trust.
Consultant Surgeon, Nuffield Health Hospital, Plymouth.

Steven Keith

Director of People

•

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

Neil Kemsley

Director of Finance

•

Brother-in-law is Partner at PWC (but has no involvement in UK
public sector).

Mike Leece

Non-Executive
Director

None.

Graham Raikes Non-Executive
Director

•
•

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.

Associate NonExecutive Director

•
•

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

Henry Warren

Chair of Governors, Plymouth Marjon University.
Trustee of the Tavistock Heritage Trust.

Member of GS1 UK Healthcare Advisory Board.

Item 3
University Hospitals Plymouth NHS Trust
Minutes of the Trust Board meeting
9.00 am on Friday 5 October 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 (part meeting)
Elizabeth Kay, Associate Non-Executive Director
Neil Kemsley, Director of Finance
Hisham Khalil, Non-Executive Director
Graham Raikes, Non-Executive Director
Estelle Thistleton, Non-Executive Director
Henry Warren, Associate Non-Executive Director
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In attendance: Lee Budge, Director of Corporate Business
Gill Hunt, Board Secretary
Steven Keith, Director of People
Apologies:

69/18

Mike Leece, Non-Executive Director
Nick Thomas, Deputy Chief Executive
Morris Watts, Livewell South West CIC
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. No declarations
were made.
The Chairman welcomed Mr Graham Raikes to the Board, Mr
Raikes having been appointed as a Non-Executive Director on 25
September 2018 for a four year term of office.

70/18

Questions to the Board pertinent to the agenda
Mrs Vera Mitchell welcomed the recent patient and public
involvement and engagement event hosted by the Trust’s
Research & Development team. Mrs Mitchell also welcomed the
inclusion on the Board’s agenda of the Trust’s Research &
Development Strategy.
Mrs Mitchell had noted comments in the Chief Executive’s report
for a “compassionate culture in every corner of our organisation,
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one in which all staff feel consistently supported and valued” and
that staff should be “front and centre of plans to redesign services”.
Mrs Mitchell had recently attended a Schwartz Round event at
which four staff stories had been shared. Mrs Mitchell reminded
the Board that Schwartz rounds were not a problem solving forum
but rather a forum for staff to receive support. The staff who had
shared their stories would very much welcome support from the
Executive team and Mrs Mitchell had sought their permission to
raise this issue at the Board today. Mr Baber stated that the
Executive team were aware of the issues and of the pressures this
group was staff were under.

D
R
A
F
T

There were no further questions.
71/18

Minutes of the previous meeting, matters arising and review of
Executive Actions Register (EAR)
The minutes of the previous meeting, held on 27 July 2018, were
agreed as a true and accurate record. There were no matters
arising.
The Board reviewed the following outstanding actions on the EAR:
Action 1286 Patient Story
Mr Keith stated that he had met this week with the Deputy Director
of Nursing and the CQUIN Programme Lead to take this action
forward.
Action 1287 Patient Story
There was no further update to that set out on the Register.
Action 1288 Board Assurance Framework
The refresh of the document was work in progress and Mr Budge
expected to discuss his approach at the next Audit Committee.

72/18

Chairman’s introductory remarks
The Chairman did not wish to make any remarks.

73/18

Why we are here … a patient story for the Board
At the Chief Executive’s request, representatives of the Organ
Donation Team attended to brief the Board on their nationally
recognised exceptional performance. Clinical Nurse Specialists
(CNS) Sharon Henry, Jacquie Parmenter and Sharon Brosnan
gave a presentation on the development, application and
successes of the ‘Plymouth Approach’ in changing perceptions of,
and attitudes to, organ donation. Despite much work, organ
donation remained a difficult subject for many and the team
encouraged people to make their family aware of their wishes in
life.
The team thanked Ms James for her support of Organ
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Donation Week.
At the conclusion of the presentation Professor Kay invited the
team to identify areas of good practice in their speciality from which
other teams might learn.
Professor Khalil would invite the team to talk to medical students
and encouraged them to liaise with training programme directors at
Health Education South West.

D
R
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Ms James thanked the team for attending. CNS Henry, Parmenter
and Brosnan left the meeting.
74/18

Gold Award Ward Accreditations
The Interim Head of Nursing, Medicine Care Group, Mr Ed Cox,
briefed the Board on the Trust’s annual Ward Accreditation review
system and the basis on which Bronze, Silver and Gold status was
awarded.
The Chairman presented Gold Awards to
representatives of Braunton, Pencarrow, Penrose and Shipley
wards, and to Torrington HDU and Torrington ICU.
At the conclusion of the presentations, Mr Dix invited Ms Beverly
Allingham, Deputy Director of Nursing, and Ms Anna Orrock,
Director of Clinical Professions, to give a short presentation on the
aims of the Nursing/Midwifery/Clinical Professions Framework to
be presented to the Board in November.

75/18

Chief Executive’s Report

Ms James’ report provided an update on key national, regional and
local developments.
In addition, there were several issues on
which Ms James wished to update the Board:
•

A visit to the Trust by the Right Honourable Matt Hancock
MP, Secretary of State for Health, and Johnny Mercer MP,
on 25 September 2018 to observe a night shift. Positive
social media for the Trust had resulted.

•

Two external Quality Assurance visits: Peninsula Allergy
Services and Breast Screening Services. Both had gone
well. Mr Baber added that Derriford Combined Laboratories
had received their accreditation in September 2018.

•

Receipt of a Silver Award in respect of the Armed Forces
Covenant. The Trust supported this Covenant as part of its
contribution to wider city life and in recognition of the military
personnel who served the Trust.

•

Ms Clare Murdoch, National Mental Health Director for NHS
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England, was visiting the Trust today. Ms James would be
meeting her and would stress the Trust’s commitment to
mental health as core business and support for staff in
maintaining their own health and wellbeing.
•

Progress with the development of the Trust’s new Cath Lab,
expected to open in March 2019.

•

Plans to extend paediatric/resuscitation areas and to
reconfigure bays for better patient flow in the Emergency
Department following receipt of £2.5m national capital
funding.

•

National media interest in the disposal of NHS clinical waste.
Ms James assured the Board that the Trust was not affected
by this issue.

D
R
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F
T

The Chairman invited questions. There were none.
The Board noted the Chief Executive’s Report.
76/18

Integrated Performance Report (IPR)
Ms Jo Beer, Interim Director of Integrated Urgent Care, attended
for this item.
The Board’s review of performance took place via a presentation
giving an overview of performance, national priorities and local
exceptions. These minutes do not repeat the content of the
presentation but record key messages for the record and to give
context to the Board’s discussions.
Mr Baber began with the operational context. Emergency
Department (ED) attendances had exceeded 300 for fourteen days
in July: historically, 300 was considered extraordinary. The Trust
had failed the ED performance standard in July and August, with
performance at 80.7% against an NHS Improvement (NHSI)
trajectory of 90.5%.
Implementation of the report of the external
review of the ED continued but pace was slow and the department
was experiencing considerable staffing churn. There was a focus
on improving performance in respect of ‘two hour patients’ and on
facilitating ward rounds earlier each day to effect prompt patient
discharges.
The Emergency Care Improvement Programme
support team had been invited to return to the Trust.
The Chairman asked Professor Hayden, Chair of the Safety &
Quality Committee, to review ED performance at the next meeting
and to come back to the Board with the Committee’s assessment
of assurance.

JH
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Ms Beer briefed the Board on the outcome of the Plymouth System
Review by the Care Quality Commission (CQC). This review had
taken place twelve months ago because the System was an outlier
in respect of delayed transfers of care.
Four areas for
improvement had been highlighted and accepted: leadership,
relationships and culture, system and process, and performance.
Ms Beer reported excellent progress with all four and there was
now a shared understanding of the issues and of the risks for the
forthcoming winter.
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The Chairman invited questions.
Ms Thistleton welcomed the progress made by Ms Beer. She
questioned the impact of the actions taken in response to the
Review in terms of the patient experience. How could the Board
assess this? Ms Beer identified a number of indicators, including
third party feedback. In addition, the System had requested
HealthWatch to undertake an independent assessment of the
impact on patients.
Mr Charnaud queried how the voluntary sector’s involvement was
funded. Ms Beer stated that organisations received support from
commissioners, including Plymouth City Council. Their contribution
to this work was valuable.
There were no further questions.
Mr Baber presented the Responsive domain.
Of the five
performance indicators, one was RAG rated red, four were RAG
rated amber.
The Trust had achieved an RTT Incomplete Pathway performance
of 79.5%, failing the NHSI trajectory of 79.8% and the national
standard of 92%. 26,205 patients were on a waiting list, 500 more
than plan, largely due to issues within ophthalmology. At the end
of September, 136 patients were waiting more than 52 weeks
against a target of 131. Central to mitigating these waits would be
the Trust’s partnership with Care UK. Mr Baber expressed
reasonable confidence that the 52 week wait position would be
maintained.
The Trust had achieved seven of the nine national cancer
standards in August but had failed the NHSI improvement
trajectory for the 62 day standard. 133 patients were waiting more
than 62 days, of which 104 of these had no treatment date. Mr
Baber detailed actions to improve performance and referred
colleagues to Annexes 1 and 2 in the Integrated Performance
Report for further detail.
The Chairman welcomed the improvement in performance against
cancer standards. He invited questions. There were none.
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Mr Baber continued to diagnostic performance.
Waits had
improved in August, with 20.1% of the waiting list (1,783 patients)
having waited more than six weeks, a reduction from 23.9% of
patients in June. Mr Baber presented a summary by modality.
The Chairman invited questions.
Mr Warren referred the Trust’s response to the CQC Warning
Notice for Diagnostic Imaging. Mr Baber stated that the required
Action Plan had been submitted to the CQC in the stipulated
timeframe. Mr Dix stated that the Plan was monitored weekly, with
a full update on a monthly basis to CQC. The Trust was on target
to deliver.

D
R
A
F
T

Ms James reminded the Board that the Trust had received two
Warning Notices from the CQC; for Diagnostic Imaging and for
Pharmacy.
She appreciated that some Board colleagues who
were not members of the Safety & Quality Committee may not feel
fully sighted of the issues and suggested bringing both Action
Plans to the Trust Board to enable colleagues to collectively
engage. Mr Charnaud stated that he had wanted to review the
Action Plans before submission to the CQC. Mr Baber stated that
this had not been possible at the most recent Safety & Quality
Committee due to timing.
[Post meeting note: the minutes of the Safety & Quality Committee
on 20 August 2018 refer to this issue and were included with the
meeting papers].
Noting that the Safety & Quality Committee would be reviewing the
Action Plans for Diagnostic Imaging and Pharmacy at its meeting
on 15 October 2018, the Chairman asked Professor Hayden to
come back to the Board with the Committee’s assessment of
assurance.

JH

Mr Dix spoke to the Caring domain of the presentation, all nine
elements of which were RAG rated green. Mr Dix briefed the
Board on themes arising from patient experience feedback.
Professor Kay and Ms Thistleton queried issues contributing to
negative feedback.
Mr Dix stated that these concerned
communication between teams caring for patients with multiple
long term conditions. Continuing care concerns were usually
associated with discharge or transport delays, or discharge to
another care environment. With regard to quality of care concerns,
Mr Dix stated that negative feedback was more prevalent in the
context of challenges with staffing and an over escalated bed base.
Ms Thistleton referred to the HealthWatch report mentioned earlier
in the meeting by Ms Beer and suggested this might help to
provide independent evidence of the patient experience. It was
agreed that this report would come to the Board so that the impact
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on patients could be better understood.
There was no further discussion of the Caring domain.
Dr Hughes presented key points from the Safe Care domain. Of
the ten elements, one was RAG rated red, four were RAG rated
amber and five were RAG rated green. Dr Hughes covered patient
safety incidents in detail. Questions were invited. There were
none.

D
R
A
F
T

Dr Hughes then presented key points from the Effective Care
domain. Of the seven elements, one was RAG rated red, four were
amber and two were green. There were no questions.
Mr Keith gave the Workforce overview. Professor Hayden asked
whether there was variability in appraisal and mandatory training
rates by staff group. Mr Keith confirmed there was and this was
shared with Service Lines to address.
Mr Warren noted sickness absence rates, particularly long term
sickness absence, and the requirement for the Board to maintain
oversight of this. Mr Keith stated that the Trust performance
conformed to the national trend and there were support packages
in place for managers and staff.
Finally, Mr Kemsley spoke to the Finance domain of the
presentation. There was a deficit of £3.98m in August, £3.35m
adverse to Plan. The year to date deficit was £13.45m, a £6.5m
adverse variance to Plan. Key variances were set out for the
Board. The Trust had not met the four hour wait performance
criteria for Provider Sustainability Funding (PSF) for the year to
date, or the financial criteria for months 4 and 5. Therefore the
Trust had recognised only £1.31m of PSF income to date against
the £3.53m available, £2.22m adverse to Plan.
The Chairman invited questions. There were none.
In concluding the Board’s review of performance, the Chairman
was pleased with turnaround in some areas, particularly against
national cancer standards. He remained concerned, however, by
ED performance. Ms James agreed; the Trust was a national
outlier against this standard. Achievement of this national
performance target would aid the achievement of others. It was not
unreasonable for the Board to expect improvements in ED
performance and in mandatory training and appraisal take up.
Mr Warren encouraged the Executive Team to articulate the
complex relationships between finance and operational challenges
as these must be resolved. He requested that, where possible,
national performance was included in the IPR to inform
comparison. Ms James agreed.
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This concluded the Board’s review of performance.
The Board noted the presentation.
No questions arose from the IPR included with the meeting papers.
There was a break between 11.15 am and 11.25 am.
77/18

D
R
A
F
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Nursing and Midwifery Establishment Review
Mrs Nicky McMinn, Senior Matron for Clinical Standards and
Patient Experience, attended to present this paper, which set out a
six monthly update on nursing and midwifery staffing levels, as
required of provider organisations. Matron McMinn highlighted the
following:
•

This review had demonstrated that in applying Care Hours
Per Patient Day (CHPPD) for adult inpatient wards, with bed
occupancy at 85% and no escalation beds open, wards are
safe.

•

The Birthrate Plus® analysis in November 2017 showed that
when midwifery staffing levels were fully established, staffing
levels were appropriate.

•

Most adult inpatient wards were suitably established for the
activity, dependency and occupancy of patients.

•

There were occasions when, although the wards were
suitably established, due to the number of vacancies across
the Trust the wards were not necessarily staffed to the
required demand.

•

When wards were in escalation, or above 85% bed
occupancy due to the high vacancy factor, patient safety
and staff well-being was, at times, compromised. In such
cases, actions were taken to mitigate the risk and recorded
for audit purposes. Bank and agency nurses were used to
cover the vacancy gap and therefore it was challenging to fill
further staffing gaps caused by escalation when wards were
85% or over.

•

This Trust was at the lower end nationally for CHPPD, as set
out in Appendix 2 of Matron McMinn’s report.

•

The constant movement of staff between wards, and
escalation pressures, caused stress. The senior nursing
team made every effort to minimise the impact on staff.
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The Chairman invited questions. There were none.
The Chairman invited Matron McMinn to speak in more detail about
the impact of operational pressures on staff wellbeing. Matron
McMinn stated that some nurses became concerned if they were
asked to move between wards. In such circumstances matrons
explained why the move was necessary and stressed that staff
were moved only when it was safe to do so. Matron McMinn spoke
about the senior nursing team’s efforts to support staff in helping
them to develop resilience. The Trust’s nursing complement was
experienced and a low turnover rate enabled this experience to be
retained.

D
R
A
F
T

Professor Hayden asked how new nursing staff were welcomed.
Matron McMinn stated that whilst a process was in place for
agency nurses, arrangements for established staff were less
formalised. The technology associated with moving nurses
between wards had removed the personal touch, although matrons
tried to ensure staff were moved only within their specialty. A
return to a more personal approach may be appreciated.
Mr Charnaud asked whether, in moving staff, one problem was
solved but another was created elsewhere. Matron McMinn stated
this was not within the scope of the review. However, safeguards
were applied prior to admitting patients. For example, whilst
nurses had the same basic training and a shared skills set, a nurse
in one environment may not work comfortably in another. The
senior nursing team knew the workforce well and such issues were
always discussed and taken seriously.
The Chairman noted that the report contained six
recommendations, some of which were not appropriate for the
Board to consider. The Board therefore limited its engagement to
noting recommendations 1, 4 and 5.
Other recommendations
appeared to be for the Executive team to take forward. Mr Keith
agreed, stating that recommendations 2, 3 and 6 were part of a
previously agreed Nursing Plan.
The Board noted the Nursing and Midwifery Establishment
Review report.
Ms Thistleton welcomed hearing directly from a nurse about the
impact of staffing on her colleagues and in hearing how those
colleagues were valued. Ms Thistleton wanted to be confident that
this would continue. Mr Dix responded positively.
The Chairman thanked Matron McMinn for attending and, on behalf
of the Board, wished her well in her new role at another Trust.
Matron McMinn left the meeting.
Ms James left the meeting.
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78/18

Research and Development Strategy 2018-2023
Dr Gary Minto, Associate Medical Director for Research and
Development, attended to present this Strategy to the Board.
The strategic vision for research was ‘To improve the health and
wellbeing of our local population by conducting high quality, well
run research which is relevant to their needs.’

D
R
A
F
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The overall strategy was to embed research as part of the core
business of healthcare through six strategic intents:
•
•
•
•
•
•

Reflect the needs of the local population.
Reflect transformation in healthcare delivery.
Grow a research rich climate.
Involve a multidisciplinary workforce.
Ensure financial sustainability
Achieve Clinical Research Facility accreditation.

Dr Minto highlighted:
•

The importance of patient and public engagement in
ensuring that research was relevant to the needs of the local
population.

•

The requirement to acknowledge the different research
strengths of the Trust and Plymouth University and the
benefits of collaboration between organisations when this
was mutually beneficial.

•

The importance of continuing to focus on the Trust’s
traditional research strengths in order to maintain the
requisite income stream.

•

His ambition for the Trust to achieve National Institute of
Health Research accreditation.

The Chairman invited discussion.
Professor Khalil agreed with the principle of collaboration; he had
discussed with Dr Minto how synergies could be developed.
Professor Kay thanked Dr Minto for bringing the Trust’s Research
Strategy to life and for his collaboration with colleagues. She
agreed that the income stream must be maintained. She would
welcome the Strategy making a link to the national NHS 10 Year
Plan requested of NHS England. She also highlighted the
requirement to balance the research needs of clinical staff with the
needs of the local population.
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Professor Hayden would wish to see targets for integrated
academic training for a range of professions. Dr Minto supported
this view.
In welcoming this Strategy, Dr Hughes noted that Dr Minto had
captured the Board’s pragmatism. In turn, the Board must support
Dr Minto’s ask of the Board to treat research as core business and
give Dr Minto and his team their support to implement this Strategy.
Dr Hughes supported the creation of a clinical research facility.

D
R
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Mr Warren encouraged Dr Minto to consider how research could
translate into demand reduction and in achieving national
performance standards.
Mr Raikes, who stated he had a background in research funding,
gave this strategy his support.
There was no further comment.
The Board approved the Research and Development Strategy
2018-2023.
79/18

Education and Training Report
Ms Claire Underdown, Head of Organisational Learning and
Development, attended to present this report.
In setting the context for this paper, Mr Keith stated that the Board
had requested a timetable for the reporting of education and
training for all staff groups. Quarterly reporting of post graduate
and under graduate medical education was already in place.
Ms Underdown’s report provided an overview of the current
position of education and training across the Trust and proposed a
structure for their oversight by the Board its associated
Committees. This was:
Non-clinical and clinical training
Quarterly to the Human Resources & Organisational Development
Committee (HR&ODC) (new)
Bi-annually to the Trust Board (new)
Medical training
Quarterly to the HR&ODC (new)
Quarterly to the Trust Board (existing arrangement)
It was proposed that the bi-annual Trust Board report on nonclinical and clinical training covered educational developments and
the scope, quantity and quality of training. This approach would
provide structured assurance and oversight.
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A Learning and Development Framework, which set out the
strategic ambitions of the Trust, was appended to Ms Underdown’s
paper. Developed by the Learning and Education Steering Group
(LEG), it identified seven desired outcomes. It was proposed that
the LEG would be responsible for the implementation of the
Framework, with assurance to the Board via the HR&ODC.
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The Chairman thanked Ms Underdown for her report and invited
discussion.
Ms Thistleton welcomed Ms Underdown’s helpful paper. She
suggested that, for the Board of a University hospital, it raised
several issues:
•

That the Board should identify its ambition for staff learning
and education.

•

How the Board could present evidence of learning.

•

How the Board would ensure staff had the experience they
desired.

•

What were the interim arrangements required to achieve
these aims?

Mr Warren, referred to the vision of the Research Strategy,
presented earlier, in which ‘research was everyone’s business’.
Would education and training also be everyone’s business? Ms
Underdown responded positively, acknowledging that this would be
challenging. Mr Warren encouraged the provision of suitable
educational and training space.
Professor Hayden highlighted the importance of creating time in
the workplace for learning and suggested that, if it was not already
the case, learning should be included in ward accreditation. Health
Education England had a framework for measuring the quality of
learning: could the Trust measure against this? Ms Underdown
again responded positively.
Professor Khalil encouraged consideration of learning and
education in the wider sense, with a strategy for workforce learning
that was evidence based to enhance the learning and educational
culture.
Mr Charnaud asked whether there was a preparation programme
for manager, including clinical leaders who went into management.
He sought assurance that staff were well supported.
Ms
Underdown gave a briefing on the Manager’s Passport; there were
currently 300+ staff on this programme, which included
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competency testing.
Mr Keith gave a brief update on three matters:
national
discussions on the use of the Apprenticeship Levy; national
advertising for some senior management roles and the process for
systematic feedback as an aid to supporting staff development.
There were no further questions.
The Board:

80/18
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•

Noted the current position of education and training.

•

Agreed the proposed reporting schedule.

•

Supported the Learning and Development Framework at
Appendix 1.

•

Noted the risks raised in relation to education and
learning, particularly in relation to facilities.

Medical Appraisal and Revalidation
Dr Hughes, as Responsible Officer for Medical Appraisal and
Revalidation, presented this scheduled annual review of the Trust’s
performance against the medical appraisal and revalidation
requirements of the General Medical Council, all set out in an
annual Statement of Compliance. The Trust achieved a headline
appraisal rate of 90.9%, which was comparable with other
Designated Bodies overseen by NHS England. There were no
matters to which Dr Hughes wished to draw the Board’s attention.
The Chairman invited questions. There were none.
The Trust Board:

81/18

•

Noted the report.

•

Approved the ‘Statement of Compliance’ and in so
doing confirmed that the Trust, as a Designated Body,
was in compliance with the General Medical Council’s
regulations.

Information Governance Report
Mr Budge, Senior Information Risk Owner, provided the Board with
an update on the Trust’s compliance and performance in respect of
core information governance requirements. His report covered
briefings on national developments and on the NHS Digital Data
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Security and Protection Toolkit, effective April 2018.
Freedom of Information (FOI) compliance remained a continuing
challenge, although the benefits of integrating the FOI manager
with the Information Governance team were now evident.
The Chairman thanked Mr Budge and invited questions.

D
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Mr Charnaud asked whether information governance covered
patients and staff. It did.
Mr Raikes, newly appointed Chair of the Audit Committee,
suggested that the Audit Committee may review information
governance processes in due course.
There were no further comments.
The Board noted the report.
82/18

Items for information

The Board received the following papers for information and
assurance:
A. Draft Audit Committee minutes, August 2018.
B. Draft Human Resources & Organisational Development
Committee minutes, August 2018.
C. Draft Safety & Quality Committee minutes, August 2018.
D. Draft Research Committee minutes, September 2018.
No matters were raised in respect of these items.
83/18

Any Other Business

There was no other business and the meeting closed at 12.40 pm.
84/18

Date of next meeting
Friday 30 November 2018.

14

Executive Actions Register (EAR)
Ref.
1287

Date
Source
25-May-18 Trust Board
(Public)

1366

05-Oct-18

Trust Board
(Public)

1367

05-Oct-18

Trust Board
(Public)

Theme
Patient Story

Action
Lead
Ms James acknowledged that Mrs W had highlighted areas where the Lee Budge
needs of her daughter and her as a carer were not being met. Ms
James asked Ms Allingham to compose a list of things the executive
team could consider when undertaking their walkabouts.

Achievement of
national ED 4 hour
standard
Acheivement of
national cancer
standards

Chairman requested NED S&QC Chair to review plans at October S&QC Jacky Hayden
meeting and give assurance report to the next public Trust Board
(minute 76/18)
Chairman requested NED S&QC Chair to review plans at October S&QC Jacky Hayden
meeting and give assurance report to the next public Trust Board
(minute 76/18)

23 November 2018
Date Due
30-Aug-18



Status
Complete

Comments by action holder
A review of patient safety walkabouts has been
completed and reported to TME. There are no
immediate plans to change the focus of leadership
walkabouts as they are intended to engage staff and
patients in a conversation about the quality of care.
It is important therefore that this initiative doesn't
become constrained by an inspection type checklist.
Notwithstanding this, we will shortly be
implementing a tool to better triangulate
information from a range of different sources to
enable us to take a more rounded view on the
performance of our services. We will also be
reviewing our approach to working with carers in
response to a Plymouth City Council initiative being
reported to the Board in November 2018.

01-Nov-18

Complete

See Chair's Report from October S&QC meeting.

01-Nov-18

Complete

See Chair's Report from October S&QC meeting.
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Subject
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Approved by

Lee Budge, Director of Corporate Business
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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.

Our key risks and assurance ratings
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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Key issues for each assurance group
The issues that need to be overseen by each of the assurance groups are summarised below.
Trust Board

Safety & Quality Committee

•

Implement performance improvement
plans to secure delivery of agreed
trajectories.

•

Agree and implement plan to eliminate
time critical follow-up backlog.

•

•

Ensure that QIAs are in place for all key
areas where performance standards are
not being met.

Implement NHSI recommendations for
reviewing and enhancing quality
governance arrangements by
31/12/2018.

•

Clear plan from STP and commissioners
on its plans for transformation.

•

•

Clarify the funding available to deliver
the Trust's capital strategy.

Review assurance on Service Line
reviews of HMSR & SHMI to understand
anomalies as identified by recent CQC
inspection.

•

Agreement of clear actions to address
site capacity risks.

•

Develop and implement revised
approach to completing robust QIAs by
31/12/2018.

•

Review the H&S progress report in
January 2019.

•

•

Review an annual Fire Safety report in
January 2019.

Confirm all pharmacy related
recommendations from the CQC have
been fully implemented.

•

•

Review the annual Emergency Planning
report in November 2018.

Confirm that plans are in place to
mitigate equipment risks through capital
programme.

•

Review progress in meeting national
cyber security standards in January
2019.

HR&OD Committee

Finance & Investment Committee

•

•

Review revised forecast and consider
further mitigations.

•

Develop medium term financial plan.

•

Develop clear plans for addressing
variations in performance and/or
practice.

•

Approve a 5 year financial plan by 31
March 2019.

•

Review compliance with NHSI's
'Developing Workforce Safeguards' and
develop an action plan to address any
gaps identified.
Develop and implement a robust plan to
address risks associated with medical
and ward staffing particularly for the
Winter months.

•

Complete F2SU self- assessment and
develop plan to address any identified
gaps.

•

Development and agreement of clear
plan for improving compliance with
appraisal and mandatory training
requirements.

•

Review the results of the latest GMC
survey and ensure that robust plans are
in place to address any issues of
concern.
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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. 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 confirm that appropriate
further action or information it requires in relation to each risk.
3. Agree the issues to be overseen by each of the assurance groups.
Next Steps
The Board will continue to be provided with regular updates on the Board Assurance Framework.

3
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Summary
Ref.
Risk Title
Executive Lead
AIM 1: IMPROVE QUALITY
Q1
Operational Pressures
Kevin Baber
Q2
Follow-up Backlogs
Phil Hughes
Q3
Quality Governance
Greg Dix
Q4
Medicines Management
Phil Hughes
Q5
Medical Equipment
Phil Hughes
Q6
Infection Control
Greg Dix
Q7
Clinical Administration
Kevin Baber
AIM 2: DEVELOP OUR WORKFORCE
W1 Safe Staffing
Steven Keith
W2 Culture & Staff Experience
Steven Keith
W3 Core Requirements
Steven Keith
W4 Clinical Education
Steven Keith
AIM 3: IMPROVE OUR FINANCIAL POSITION
F1
Financial Performance
Neil Kemsley
F2
Capital Programme
Nick Thomas
F3
Use of Resources
Neil Kemsley
F4
Financial Sustainability
Neil Kemsley
AIM 4: CREATE A SUSTAINABLE FUTURE
S1
System Transformation
Ann James
S2
Physical Infrastructure
Nick Thomas
AIM 5: MAINTAIN STRONG GOVERNANCE
G1
Health & Safety
Lee Budge
G2
Fire Safety
Nick Thomas
G3
Emergency Planning
Nick Thomas
G4
Cyber Security
Nick Thomas

Risk

Group

Last Review

Assurance

25
15
15
15
12
12
12

Trust Board
S&Q
S&Q
S&Q
S&Q
S&Q
S&Q

Nov-18
Apr-18
Oct-18
Oct-18
Jun-18
Jun-18
Oct-18

Weak
Weak
Reasonable
Weak
Reasonable
Excellent
Reasonable

25
15
12
16

HR&OD
HR&OD
HR&OD
HR&OD

Oct-18
Nov-18
Oct-18
Oct-18

Weak
Reasonable
Reasonable
Reasonable

20
8
12
20

FIC
FIC
FIC
FIC

Oct-18
Oct-18
Oct-18
Oct-18

Weak
Reasonable
Fair
Fair

20
16

Trust Board
Trust Board

Oct-18
Jun-17

Fair
Fair

12
10
12
12

Trust Board
Trust Board
Trust Board
Trust Board

Jan-18
Jan-18
Nov-17
May-18

Reasonable
Reasonable
Excellent
Reasonable
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Board Assurance Framework
Outcomes

Assurance

Weak

Plan?

Further assurance or
action required

Negative

25

Key evidence to substantiate whether or not the risk is being effectively
managed

Last Review

5

Summary of key controls that are
in place to help mitigate the risk

ASSURANCE ASSESSMENT
Group

Risk

Lead

5

Kevin Baber

Description of identified risk and potential
consequences

Impact

Ref.

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

Implement
performance
improvement plans
to secure delivery of
agreed trajectories.

(a) National Standards: Failure to achieve
key national standards leading to poor
quality care to our patients and/or criticism
from regulators such as NHSI and the CQC.

Monthly Care Group
Performance Reviews.
Monthly Cancer
Performance Review.
Imaging Board.

(b) Delayed Diagnosis: Delay in diagnosing
patients leading to an avoidable
deterioration in their condition.

Elective care
Overall the numbers of patients waiting at Derriford has
increased to 26,399, it should be noted that this doesn’t include
796 patients who will be added to the list from Care UK. At the
end of October 115 patients waited over 52 weeks for their
treatment compared to a trajectory of 109. The trend
continues to reduce.

Weekly quality governance Incidents
review meetings.
The incident reporting rate continues to place the Trust in the
national upper quartile and demonstrates a positive reporting
culture. The percentage of incidents resulting in harm, loss or
Regular REACT Bulletins.
damage is below the national average. There were 6 new
Incident reporting system. Serious Incidents reported in October 2018. These are all being
subject to detailed SIRI investigations. As part of the November
board paper we are reporting the lesson learned from
Mortality Review Group.
incidents.
Quality Assurance
Mortality
Committee.
Our current HSMR is at 118. SHMI is at 114. HMSR and SHMI
information has been available as part of the Service Line
Quality Improvement
dashboards for some time but the Mortality Review Group
Committee.
(MRG) only concentrated on the Trust Wide position. MRG now
also monitor Service Line performance. We are working closely
with NHSI to validate our initial findings into the review of our
data who will be visiting on Monday 10th December.

(c) Inquests: Failure to act on findings
resulting from inquests undertaken from
HM Coroner.
(d) QIA: Failure to undertake adequate
Quality Impact Asssessments for major
issues or projects.

Inquests
We will include the lessons learnt from inquests in the report to
the Trust Board. The Coroner has issued one Regulation 28
report in 2018/19. This relates to a lack of available CT
resources to deal with two simultaneious emergencies. A
update is provided in the Learning from Deaths report to Trust
Board.

Weak

15

Reasonable

3

Negative

5

Agree and
implement plan to
eliminate time
critical follow-up
backlog.

Neutral

Q3 Quality Governance
Failure to adopt robust quality governance
arrangements resulting in avoidable harm
to patients. There are a number of more
specific risks including:B5

Yes

Monthly performance
report to Trust Board.

Yes

15

S&Q

3

Apr-18

5

S&Q

Q2 Follow-Up Backlogs
Patients' may come to harm as result of a
failure to provide timely follow-up
appointments.

Phil Hughes

Diagnostics
At the end of October 882 patients waited greater than 6 weeks
which is 12.3% of the waiting list. This continues the good
progress made in recent months with the Trust now ahead of
its improvement trajectory.
There are 8,080 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 1,031. The Medical Director is
overseeing a programme of work to review thos areas with
thighest backllog and develop alternative systems to improve
performance in this area.

Phil Hughes

(d) ED crowding: Crowding in the
Emergency Department could compromise
our ability to provide safe and effective
patient care.

(b) Mortality: Failure to examine,
understand and explain mortality rates

Ensure that QIAs are
in place for all key
areas where
performance
standards are not
being met.

Cancer
At the end of October the Trust achieved 6 of the 9 national
cancer standards and continues to make a strong improvement
against the 2ww standard. Performance against the 62 Day
standard remains an issue due to the fact that the Trust is
clearing a backlog of patients who have waited longer than 62
days.

(c) Delayed Treatment: Delay in treatment
due to insufficient capacity and/or the
cancellation of planned procedures.

(a) Incidents: Failure to report, investigate
and learn from incidents.

Yes

Urgent care
The Trust’s performance against the A&E 4 hour standard (all
types) has plateaued to just under 80% with October's
performance being 79.6%.

Nov-18

Daily operational site
management meetings.

Oct-18

Q1 Operational Pressures
Operational pressures may affect our
ability to treat patients safely. There are a
number of more specific risks including:

Trust Board

AIM 1: IMPROVE QUALITY

Implement NHSI
recommendations for
reviewing and
enhancing quality
governance
arrangements by
31/12/2018.
Review assurance on
Service Line reviews
of HMSR & SHMI to
understand
anomolies as
identified by recent
CQC inspection.
Develop and
implement revised
approach to
completing robust
QIAs by 31/12/2018.

Quality Impact Assessments (QIAs)
A new approach to undertaking robust and consistent QIAs is
being developed and implemented.
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Board Assurance Framework

3

12

Q7 Clinical Administration
Ineffective or inefficient clinical
administration arrangements leading to
typing delays and delayed or missed
treatment.

4

3

12

Kevin Baber

Monthly Care Group
Performance Reviews

5

5

25

Steven Keith

Daily ward staffing review
meetings.

Nick Thomas
Greg Dix

Infection Prevention &
Control Sub-Committee

Weak Assurance

4

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.

Reasonable

Q6 Infection Control
Failure to meet national infection control
targets or maintain a clean hospital and/or
comply with the requirements of the
Hygiene Code.

Medical Devices Steering
Group.

Yes Plan?

12

Negative Outcomes

3

See detailed CQC action plan.

Neutral

4

Medicines Governance
Committee

S&Q Group

Q5 Medical Equipment
Insufficient or inadequate medical
equipment leading to poor care provided
to patients.

Key evidence to substantiate whether or not the risk is being effectively
managed

Oct-18 Last Review

15

Q4 Medicines Management
Failure to protect patients from the unsafe
use and management of medicines, by
means of the arrangements for obtaining,
recording, handling, using, safe keeping,
dispensing, administration and disposal of
medicines. There are a number of sub-risks
including:

Summary of key controls that are
in place to help mitigate the risk

S&Q

3

Description of identified risk and potential
consequences

ASSURANCE ASSESSMENT

Jun-18

Risk

5

Ref.

Phil Hughes Lead

Impact

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

Further assurance or
action required

Confirm all pharmacy
related
recommendations
from the CQC have
been fully
implemented.

(a) Compliance: Failure to meet regulatory
requirements leading to loss of
accreditation / certification to provide
service.
(b) Staffing: Failure to maintain sufficient
pharmacy staffing leading to gaps in cover
and/or service.
(c) Allergies: Failure to operate sufficient
controls to prevent patients from being
prescribed medicines which they are
allergic.

Confirm that plans
are in place to
mitigate equipment
risks through capital
programme.

Reasonable
Weak

Excellent

Yes
Yes

Positive

Yes

Neutral

Yes

Oct-18

Negative

Jun-18

S&Q

Oct-18

HR&OD

No major cleanliness issues were identified in the CQC
inspection or the most recent internal audit inspection. Periodic
updates are provided to the Safety & Quality Committee from
Matron & SERCO reviews of the Infection Prevention Sub-Committee. In December 2017,
the Director for Infection Prevention & Control reported to the
cleanliness.
S&Q Committee: that, in general terms, performance against
Independent internal audit Infection Control targets was good. A key focus this year on line
related infections.
reviews.

S&Q

(d) E-precribing: Failure to implement an
effective electronic prescribing system.

AIM 2: DEVELOP OUR WORKFORCE
W1 Safe Staffing
Failure to ensure that we have the
sufficient staff leading to potential harm or
poor clinical outcomes for patients. There
are a associated number of sub-risks
including:
(a) National Requirements: Failure to
comply with national requirements on
maintaining safer staffing.
(b) Medical Staffing: Failure to maintain
sufficient medical staff or provide
appropriate medical rota cover.
(c) Nurse Staffing: Failure to maintain
sufficient ward staffing levels leading to
potential harm to patients.
(d) AHPs: Failure to maintain sufficient
Allied Health Professionals leading to poor
patient flow through hospital.

Recruitment process in
place with weekly
monitoring of performance.
Guardian of Safe Working
Hours
Weekly forward look on
ward rota gaps to inform
temporary staffing plans.

National Requirements
In October 2018, NHSI published new requirements in a report
titled 'Developing Workforce Safeguards' . The Trust must
review its compliance in this area and agree a plan to address
any gaps identified.
Medical Staffing
Current vacancy level is 12.27%. There are particular risks
asscoiated with some service areas and professional grades.
This includes maintaining general medical rotas and medical
registrar vacancies.
Nurse Staffing
Current vacancy level is 12.57%. The impact of the arrival of
preceptees is expected to reduce vacancy levels although there
are significant risks associated with shift fill rates for Registered
Nurses and Healthcare Assistants, particularly over the winter
months when we will need to open more beds.
14 point plan agreed to support capacity and assurance on
ward staffing over winter. 'New Deal' winter recruitment
campaign launched in November 2018 - this is overseen via
weekly Care Group meetings with Chief Operating Officer and
Director of People.

Review compliance
with NHSI's
'Developing
Workforce
Safeguards' and
develop an action
plan to address any
gaps identified.
Develop and
implement a robust
plan to address risks
associated with
medical and ward
staffing particularly
for the Winter
months.

Allied Health Professionals
There are particular staffing risks in some areas including
radiologists, pharmacists and radiation protection.
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Board Assurance Framework
Nov-18 Last Review

Neutral Outcomes

Reasonable Assurance

Oct-18

Yes

Neutral

Reasonable

Annual GMC Survey.

The Director of Medical Education provided updates to the
Trust Board in September & November 2017 outlining the
Periodic report to the Trust results of the 2017 GMC survey and a small number of
Board from the Director of 'triggered' visits to key specialties. The Trust had achieved an
overall satisfaction mean score of 77.9% compared to 79.4% in
Medical Education.
2016 with the Trust continuing to score within accepted
outcomes across all domains with the exception of ‘feedback’.
Service Line Plans.

HR&OD

Oct-18

Yes

Neutral

Reasonable

Review the results of
the latest GMC
survey and ensure
that robust plans are
in place to address
any issues of
concern.

Monthly finance report to
Trust Board and NHSI.

Yes

Negative

Weak

Review revised
forecast and consider
further mitigations
at FIG, FIC and the
Trust Board.

Summary of key controls that are
in place to help mitigate the risk

Annual Staff Survey.
'Your Voice' Sessions

3

4

12

Steven Keith

(a) Staff Engagement: Failure to engage
with and/or act upon feedback from staff
including from the annual staff survey.

Monthly performance
report to Trust Board.
Monthly Care Grup
Performance Reviews.

(a) Appraisals: Failure to ensure that staff
receive a timely and meaningful annual
appraisal leading to staff lacking clear
direction and not feeling valued.

(c) Absence Management: Failure to
manage staff sickness appropriately leading
to inefficiences and the possibility of unfair
treatment.

Further assurance or
action required

Complete F2SU selfassessment and
develop plan to
address any
identified gaps.

Freedom To Speak Up Guardians
The Trust has a very visible and active team of Guardians. The
Trust was required to undertake a self-assessment of its current
arrangements using an NHS Improvement Tool and to report
the results to Trust’s Board of Directors. This has been
considered by the HR&OD Committee and will be reported to
the Board in January 2019.

Appraisals
Appraisal compliance rates for Agenda for Change staff have
increased from 84% in June 2018 to 88% in October 2018. HR
continue to support service lines with their improvement plans
Mandatory Training
Current performance against the 95% target is as follows:
l Basic Life Support - 78%
l Manual Handling - 88%
l Trust Upate - 88%
l Child Protection - 91%
Service Line compliance continues to fluctuate and the holding
of line managers to account for compliance within service lines
is challenging when operational pressures are heightened.

(b) Mandatory Training: Staff may not
receive appropriate mandatory training
leading to the lack of critical skills and
knowledge amongst staff.

W4 Clinical Education
Failure to develop an appropriate
education strategy, influence others in
delivering this strategy and capitalise on
our status as a teaching hospital resulting
in a loss of Junior Doctors and
unsustainable rotas.

Staff Engagement
The Trust has a number of mechanisms for both formally and
informally engaging with staff. This includes leadership
walkrounds and 'Your Voice' Sessions.

F2SU Guardians
Leadership Walkrounds

(b) F2SU Guardians: Failure to maintain
effective F2SU arrangements and/or act
upon their feedback.
W3 Core Requirements
Failure to ensure compliance with core HR
requirements. There are a number of more
specific risks including:

Key evidence to substantiate whether or not the risk is being effectively
managed

Yes Plan?

HR&OD Group
HR&OD

Development and
agreement of clear
plan for improving
compliance with
appraisal and
mandatory training
requirements.

FIC

15

Oct-18

Risk

3

Steven Keith Lead

5

Steven Keith

W2 Culture & Staff Experience
Failure to provide an open and rewarding
environment in which to work leading to
staff dissatisfaction, the potenital loss of
key staff and a negative impact on the
Trust's culture.

ASSURANCE ASSESSMENT

Neil Kemsley

Description of identified risk and potential
consequences

Impact

Ref.

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

Absence Management
Annual sickness absence has increased slightly over the past 12
months. In view of the rising sickness absence rate, a number of
additional interventions to help improve wellbeing and reduce
sickness absence have been identified.

4

4

16

4

20

AIM 3: IMPROVE OUR FINANCIAL POSITION
5

(a) Activity: Failure to deliver planned
activity resulting in unplanned variations in
income.

Budget sign off letters &
financial controls guidance.
SFIs and Scheme of
Delegation.

(b) Cost improvement plan: Failure to
identify or deliver cost improvements
plans.

Internal & external audit
reviews of our financial
management
arrangements.

(c) PSF funding: Failure to earn assumed
PSF funding.

FIG review of FIP delivery
and recruitment.

The PSF financial criterion has been met for Q1, but not for
months 4-7. Therefore the Trust has recognised only £1.31m of
the £5.60m PSF available for the year to date.

Develop medium
term financial plan.

Currently the Trust has a shortfall in forecast savings plans so is
working to develop and implement further plans and mitigating
actions to ensure financial delivery.
The Trust formally submitted a Q2 revised year-end forecast
position of a £29.6m deficit as agreed with the Board to NHS
Improvement on the 15th October 2018.

12

PDU.
Fortnightly TME meetings
to oversee programme.
CQC Use of Resources
Assessment.

The Trust has been assessed as 'Requires Improvement' for its
Use of Resources by NHSI / CQC. The Trust is actively engaged
in the Carter, GIRFT and Model Hospital work programmes. We
must now develop clear plans for addressing the identified
variations in performance and/or practice.

Reasonable

4

Fair

Use of Resources
3
Failure to respond to Carter Report, GIRFT
and Model Hospital programmes leading to
poor productivity and use of resources.

Neutral

F3

Annual Capital Programme At the end of Month 7, the Trust has spent £5.73m, £0.84m
below plan of £6.57m. The most significant underspend is due
to delays in minor projects in service line programmes
(£0.62m). The Trust’s Capital Expenditure Plan total is likely to
reduce from £20.8m to £19.3m. The revised £19.3m
programme includes £2.0m MRI finance lease and £1.6m salix
loan. The Trust is discussing additional winter capital funding
with NHSI.

Neutral

8

Yes

2

No

4

FIC

Capital Programme
Failure to effectively manage or deliver the
agreed capital programme leading to nondelivery of critical investments and/or
inefficient use of resources.

Oct-18

F2

Nick Thomas

The cash balance at month 7 was £1.7m, £0.7m above plan.

Neil Kemsley

(d) Cash: Adverse variances could lead lead
to an inability to meet monthly outgoings.

The Trust originally planned for a deficit of £3.8m in 2018/19.
The year to date deficit is £19.61m, £12.61m adverse to plan.
Underperformance on contract income continues to be driven
largely by elective activity of £9.88m under plan YTD.

FIC

Financial Performance
Failure to generate the income or control
expenditure to deliver the agreed budget.
There are a number of key sub-risks
including:

Oct-18

F1

Develop clear plans
for addressing
variations in
performance and/or
practice.
Report progress to
FIC and NHSI.
4
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FIC oversight.
Trust Board oversight.

The Trust is developing a financial outlook / plan for the next
five years. Progress with this was presented to the Trust Board
in October 2018. Further Board time will be devoted to
considering this over the coming months once the 10 year NHS
Plan and national planning guidance for 2019/20 have been
published.

Fair Assurance

NHSI oversight.

No Plan?

20

Neutral Outcomes

4

Key evidence to substantiate whether or not the risk is being effectively
managed

FIC Group

5

Summary of key controls that are
in place to help mitigate the risk

ASSURANCE ASSESSMENT
Oct-18 Last Review

Risk

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.

Neil Kemsley Lead

F4

Description of identified risk and potential
consequences

Impact

Ref.

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

(a) Capital resources: Insufficient capital
resources resulting in an inability to
maintain assets in a state that is safe and
fit for purpose or address our agreed
strategic priorities.
(b) Site Capacity: Lack of physical capacity
leading to unsuitable or insufficient
facilities and accomodation for patients,
staff and visitors.

No

Fair
Fair

Regular reporting to the FIC Capital Resources
The age of the Trust's estate is making it more difficult to
Capital Procedures.
balance our spending between the maintenance of our existing
infratructure against those required for strategic growth and
Investment Panel.
development. The demand for capital currently exceeds the
resources available. The Board has agreed agreed a capital
Capital Steering Group.
strategy which uses internally generated resources to spend on
maintainenance and rolling replacement priorities. All major
investments are subject to a rigorous business case process to
ensure strategic alignment and affordability but clarification is
needed on the longer-term funding implications.

Neutral

16

No

4

Clear plan from STP
and commissioners
on its plans for
transformation.

Neutral

4

Oct-18

Physical Infrastructure
Inadequate physical infrastructure and / or
resources leading to inadequate care being
provided to patients.

Trust Board

S2

Sustainability &
Fundamental service transformation is needed if we are to
Transformation Plan (STP). meet the increasing demands on health and social care within
the finite resources available. The Trust continues to work with
Western System
partner organisations through the Devon Sustainability &
Improvement Board.
Transformation Plan (STP) and more locally within the Plymouth
& Western locality to provide high quality care. We are awaiting
further clarification from the STP and commissioners on its
specific plans for transformation.

Jun-17

20

Trust Board

4

Ann James

5

Nick Thomas

System Transformation
Insufficient leadership and/or focus leading
to a lack of clear plans and pace in
delivering the level of transformation
required to address the operational and
financial challenges within the health and
social care community.

Review progress at
Board Development
Session in December.
Approve a 5 year
financial plan by 31
March 2019.

AIM 4: CREATE A SUSTAINABLE FUTURE
S1

Further assurance or
action required

Clarify the funding
available to deliver
the Trust's capital
strategy.
Agreement of clear
actions to address
site capacity risks.

Site Capacity
The Corporate Risk Register includes a number of serious site
capacity risks. From an 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.

Yes

Neutral

Reasonable

Yes

Neutral

Reasonable

Review an annual
Fire Safety report in
January 2019.

Yes

Positive

Excellent

Review the annual
Emergency Planning
report in November
2018.

Reasonable

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.

Review the H&S
progress report in
January 2019.

Yes

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.

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

Jan-18

Periodic report to Trust
Board.

Trust Board

Health & Safety
Committee.

Jan-18

12

Trust Board

3

Nov-17

Health & Safety
4
Harm to staff, patients of visitors as a result
ineffective health and safety arrangements.

Trust Board Trust Board

G1

Lee Budge

AIM 5: MAINTAIN STRONG GOVERNANCE

Review progress in
meeting national
cyber security
standards in January
2019.

2

10

G3

Emergency Planning
Poor response to declared major incident
leading to potential patient harm.

4

3

12

G4

Cyber Security
4
Harm to staff, patients of visitors as a result
ineffective health and safety arrangements.

3

12

Designated Fire Officer
Fire Wardens

Designated Emergency
Planning Officer

Mandatory Training

Emergency Plan
Business Continuity Plans
Timetabled software
updates

A detailed update on this risk is included in the Information
Governance report to the Board in May 2018.

May-18

Fire Safety
5
Harm to staff, patients of visitors as a result
ineffective fire safety arrangements.

Nick Thomas

G2

Nick Thomas Nick Thomas

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.
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Purpose
The purpose of this report is to provide the Trust Board with an update on the
progress being made in response to the 2018 Care Quality Commission (CQC)
inspection report.

Decision
Approval
Information
Assurance



Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

Create Sustainable Future


Executive Summary
Background
University Hospitals Plymouth NHS Trust was inspected by the CQC in April – May 2018. In addition
to the Inspection Report which contained a number of Requirement Notices, the Trust received two
Warning Notices, one for Pharmacy and one for Diagnostic Imaging.
We were required to make significant improvements in addressing the issues highlighted in the
Warning Notices by Friday 26th October 2018 although it is important to recognise that key work
streams to address these areas of concern had already started before receipt of the report, and in a
number of cases had started before the inspection itself.
Headline messages
•

Improvements have been made in both Pharmacy and Diagnostic Imaging.

•

The programme of improvement for both services continues and will do so until and beyond any
re-inspection by the CQC.

•

The key work streams to address these areas of concern had already started before receipt of
the report, and in a number of cases had started before the inspection itself.

•

An Action Plan has been developed in response to the Quality Report which addresses the
Warning Notices together with the ‘Must Do’ and ‘Should Do’ areas for improvement.

•

26% of the actions have already been completed.

•

Delivery of the completed Action Plan is subject to a process of internal and external monitoring
and reporting.

•

Delivery of the Action Plan is being overseen by a monthly CQC Post Inspection Project Group
monthly.

•

Ongoing assurance will be reported internally to Safety and Quality Committee at each meeting
and externally to the CQC, NEW Devon Clinical Commissioning Group and to NHS
Improvement until completion.

•

Any concerns with lack of delivery of actions or lack of desired impact of the actions will be
escalated to Trust Management Executive and Trust Board as required.

Warning Notice (Pharmacy)
The Warning Notice states that “Significant improvement is required to ensure that systems and
1
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processes for safely managing medicines are operating correctly both within the pharmacy services
and across the Trust, and are effectively governed so that people are given the medicines they
need, when they need them and in a safe way“.
Good progress has been made in supporting a positive cultural shift and with the recruitment to
current vacancies. Ongoing work remains to ensure that all systems are robust and sustainable.
Warning Notice (Diagnostic Imaging)
The Warning Notice states that “Significant improvement is required to ensure that patients
suspected of having cancer have timely access to initial assessment, test results and diagnosis in
diagnostic imaging”. The one area that has been a long standing challenge for Diagnostic Imaging
has been in progressing the e-referral system implementation to reduce risks to patient safety,
particularly around unnecessary exposure, and incorrect referrals.
One of the key issues has been to find a way forward for the management of ED requests. Progress
is now being made with a four week pilot in Ultrasound and MRI due to commence in ED on 28
November. The previously held concern that clinicians would need to duplicate the request on EDIS
has been addressed with the assurance that iCM can auto populate EDIS. If the trial is successful
then it will be extended to CT in January, and if that is successful, to Plain Film.
CQC Quality Report
An Action Plan has been developed in response to the CQC’s Quality Report which addresses the
‘Must Do’ and the ‘Should Do’ areas for improvement; this includes the Warning Notices (pages 3 –
24). A copy of October’s Action Plan monitoring report is at Appendix 1. 26% of the actions have
already been completed. The following is a summary of the content:
•

Urgent and Emergency (pages 25 - 37): All actions are progressing in accordance with
agreed timescales. The most significant issue relates to the redesign of the Emergency
Department for which there is currently no timescale for the capital required to progress this.
The works for the interim redesign of the paediatric and resus areas are progressing well.

•

Medical Care (pages 38 - 47): All actions are progressing in accordance with agreed
timescales. The most significant issues relate to nurse staffing, scrutiny of mortality data and
training.

•

Surgery (pages 48 – 56): All actions are progressing in accordance with agreed timescales.
The most significant issues relate to waiting times for treatment and training. Whilst ‘Project
Persist’ continues with the aim to ensure that all available theatre time is optimised to an
85% opportunity, this continues to be compromised by the non-elective admissions to the
hospital which is contributing to the cancellation of elective procedures.

•

Maternity (pages 57 - 63): Seven actions were due for completion by the end of October;
achievement of these actions will be assessed with the November update of the action plan.
The most significant issues relate to training and competency, document control, equipment
cleaning and maintenance, medicines management and security of records.

•

Outpatients (pages 58 - 65): All actions are progressing in accordance with agreed
timescales. The most significant issue relates to mandatory training – this needs to be
addressed by service lines so has been merged into the relevant core service sections.

•

Trustwide (pages 64 – 84): Most actions are progressing in accordance with agreed
timescales. The most significant issue relates to achievement of operational standards for
which ongoing pressures and staffing issues remain the key challenges. Action timelines
have slipped for the two ‘Should’ Do actions related to Equality and Diversity There is,
however, a clear plan to complete these two actions by 14th December 2018.

•

Use of Resources (pages 85 – 88): All actions are progressing in accordance with agreed
timescales. The most significant issues relate to readmissions and non-elective preprocedure bed days which are both ongoing workstreams.

Quality Impact Assessment
Failure to comply with the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014
2
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results in the provision of services to patients that fails to meet fundamental standards.
Financial Impact Assessment
A number of the actions require financial investment to support delivery; the most significant of
these is the redesign of the Emergency Department. Failure to maintain compliance may incur
financial penalties as part of any regulatory action taken by the CQC.
Regulatory Impact Assessment
Failure to comply with the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014
has resulted in the issuing of two warning notices.
Equality and Diversity Impact Assessment
Equality and diversity issues identified by the CQC are being addressed in our action plan.
Environment & Sustainability Impact Assessment
Environment and sustainability will be considered with each action where relevant.
Key Recommendations
The Trust Board is asked to note the progress being made in addressing the issues highlighted in
the CQC’s warning notices and quality report.
Next Steps
The next monthly update will be submitted to CQC, NHSI and NEW Devon CCG by 30th November
2018.
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CQC Action Plan Monitoring
October 2018

Item 7, Appendix 1

Purpose
The purpose of this report is to update the Care Quality Commission (CQC), Clinical
Commissioning Group and NHS Improvement with the progress that we are making in
delivering the action plan designed to address the Warning and Requirement Notices arising
from the CQC’s inspection of University Hospitals Plymouth NHS Trust in April – May 2018.
The open actions in the action plan have been transferred into this action plan monitoring
report which encompasses the outstanding actions (arranged by theme/core service) and
performance data that will allow us to monitor the impact of the actions that we are taking.
Where relevant, ongoing monitoring of compliance with the closed actions is derived
through the performance indicators included within this report. The report will be presented
to, and monitored by, the Safety and Quality Committee.
Update October 2018
The table below gives an indication of progress with our actions. Further detail of the
completed actions can be found in Annex 1.
Actions are marked as completed based on the updates provided by the action leads but are
only marked as closed on receipt and review of appropriate evidence.
Action Status
Completed and closed on receipt of
appropriate evidence
Completed – evidence to be submitted and
reviewed
In Progress
Total:

Number of Actions

Percentage of total

12

6

40

20

147
199

74
100

Next Update
The next planned update will be on 30 November 2018.
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Diagnostic Imaging
MUST DO: Address and resolve the issue of unrecognised or unaddressed risks in the diagnostic imaging teams
connected with patient safety, staff pressures, performance, and governance failings.
Planned Action
Ref

Action

Lead
A Orrock &
D Edwards

Deadline
Complete

6.1.1

Risk Owners to review and update risks on the Risk Register.

6.1.2

Updated Risk Register to be reviewed by Care Group Manager CSS and
Project Director.

A Orrock &
D Edwards

Complete

6.1.3

Governance Manager to review Never Event actions to establish current
status of implementation. Summary report to be produced for Project
Director.

A Orrock &
D Edwards

Complete

6.1.4

Governance Manager to review implementation of Safer Surgery
Checklist. Summary report to be produced for Project Director.

A Orrock &
D Edwards

Complete

6.1.5

Governance Manager to review patient improvement action plan to
establish current status of implementation. Summary report to be
produced for Project Director.

A Orrock &
D Edwards

Complete

6.1.6

Review status of radiation protection audit plan to establish current
status of implementation. Summary report to be produced for Project
Director.

A Orrock &
D Edwards

28/09/2018

6.1.7

Review all severe risks.

K Glynn, D Edwards
& M Walker

Complete

6.1.8

Review all risks graded 'low'.

K Glynn

Complete

Update on actions
6.1.1/6.1.2 – Risks owners reviewed and updated their risks during August 2018. Moderate and serious risks were further
reviewed by the Care Group Manager (Anna Orrock) on the 20/08/18. Work to maintain the risk register has continued
throughout September and October and the total number of open risks as of 18/10/2018 was 55. At the time of the report
included below, there were no risks overdue for review and of the open 91 risk actions, 2 were overdue for review. These
have both been escalated to David Edwards, Project Director and an update from the action owner was requested on
15/10/2018. Please see current risk position report.

Imaging Open Risks
and Actions (October

6.1.3/6.1.4 - The Never Event action plan has been reviewed and updated. WHO checklists continue to be collected for
the qualitative audit on a daily basis. Failed checklists are returned to the Governance Manager and since 15/08/18, these
have been distributed to those involved in each case with a request to provide feedback. Quality compliance audit results
for September 2018 were 100% for general anaesthetic cases (8 checklists, all of which were compliant) and 97.2% for
non-general anaesthetic cases (107 checklists, 3 of which failed).
Key outstanding actions include implementation of the observational audit within all interventional modalities.
Finalisation of site marking processes within Imaging which will be included in the overarching Trust site marking policy
and an action plan which will be developed when the results of the SCORE survey have been collated. The SCORE survey
was closed on 20/09/18 and results are expected to be received within the next week (results chased on 15/10/2018). The
REACT bulletin was shared across the Trust via the daily email on 07/09/18.
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6.1.5 – Patient Improvement action plan reviewed and completion dates for some actions revised as per updates
included. Summary report provided to the Project Director and Service Line Manager on 20/09/18 and discussed during
meeting on 03/10/18. Action plan was circulated to all modality leads on 24/09/18 to include any new actions and
updates.

Imaging Patient
Improvement Action P

6.1.6 – Radiation protection plan to be reviewed by Governance Manager and Radiation Physics to ensure historical
actions are still relevant, duplication is removed and improvement actions from 2018 are included within the plan.
Revised action plan provided to the Project Director on 12/10/18. A further update regarding Imaging’s progress against
interventional radiology actions was presented to the Radiation Safety Committee on 04/10/18 as this had been
highlighted as an area of concern. The next Radiation Safety Committee is due to be held on 08/01/19 and identified
modality leads will attend the committee meeting to provide updates regarding progress against actions.

Overarching
Radiation Protection A

6.1.7/6.1.8 – See update under 6.1.1/6.1.2. All severe risks are within review date and have current action plans. Review
of all risks graded low has been completed.
Assurance that actions have been addressed
See documents embedded above.

MUST DO: Make significant improvements to meeting the needs of patients in the diagnostic imaging departments in
terms of timeliness of their appointments.
Planned Action
Ref

Action

Lead

Deadline

6.2.7

Implement plans to further increase scanning capacity.

D Edwards, M Walker,
D King, L Barnes

Substantial improvement
in WT by 26/10/2018

6.2.8

Update scanning trajectories based upon latest plans.

D Edwards, M Walker,
D King, L Barnes

Substantial improvement
in WT by 26/10/2018

6.2.10

Agree proposal to increase reporting capacity with
Consultant Radiologists.

D Edwards

Substantial improvement
in WT by 26/10/2018

6.2.11

Agree plan to provide protected access to beds for
Imaging (PIU, Norfolk or Lynd,Postbridge).

D Edwards

Substantial improvement
in WT by 26/10/2018

6.2.12

Secure approval for x3 additional Booking Clerk posts
(FTC).

D Edwards

Substantial improvement
in WT by 26/10/2018

Update on actions
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6.2.7 Plans which have been put in place are delivering the additional scanning capacity required to reduce the backlog
position.
•

In CT, the department had reduced capacity from the temporary reduction of staffing to enable training on the new
scanner which was then shortly followed by a planned loss of another scanner whilst it was being upgraded. Both
scanners have returned to provide their planned and additional capacity at the start of September 2018. Further
capacity from a mobile van to reduce backlogs has also been realised and this is reflected in the reduction of the
waiting lists and this is evident in the graph below.

•

In U/S additional capacity has been provided with a new room, new equipment and additional Sonographer capacity
through locum Sonographers. The return from maternity leave of two key members of staff will commence in
November, so sustainability of this reduction is expected to continue.

•

In MRI additional scanning is continuing through a private provider and Trust has signed off capital investment to
upgrade an existing old scanner. This will provide specialist scanning once the upgrade is complete (April 2019).
Weekly meetings are diarised to ensure that the project does not slip the timelines. Additional capacity is also being
sought at two local sites to mitigate any loss of capacity with these projects.

6.2.8 Please see document below for current trajectories for modalities against current project positions and capacity
gained/lost through them.

Diagnostic DM01
Breach Trajectory.xls

6.2.10 The Project Director and the Medical Director in conjunction with the Radiology Consultant body have agreed an
‘Insourcing’ arrangement with the Radiologists based upon a fee per scan payment. This arrangement has been agreed
between the Trust and the consultant body and capacity is being reviewed against the expected take up from the
consultants. Additional reporting has also been secured from outsourcing companies and will form part of the capacity
report for next month’s report. In addition a number of other options to increase reporting capacity are being reviewed
e.g. additional reporting at the Radiology Academy and home reporting
6.2.11 The Project Director has met with the Service Line Manager for Surgery and Theatres to secure additional recovery
capacity (beds) for radiology patients. There is an agreement to support 1-2 additional beds per day on Postbridge ward
for radiology. The Service Line is now working on the patient pathway including requirements for nursing support/pre
assessment etc. A proposed pathway has been suggested in conjunction with Hepatology for discussion at the Imaging
performance meeting that will see Imaging patients pre-assessed by the Hepatology clinic, where they will be clerked and
have blood tests to reduce delays on the day of the procedure. This will allow for the lists to begin on time, reducing the
possibility of an overnight stay. The document below shows a high level view of the proposed pathway and identifies key
stakeholders and outstanding issues.

Liver Biopsy Pathway
and Action Plan (3).pd

6.2.12 Financial approval has been secured to provide 3 WTE additional bookings clerks. Discussions have been held with
the Outpatient Appointment Centre (OAC) to support the Imaging Admin team. An agreement has been reached that will
see the booking of Plain Film radiographs transferred to the OAC. The 3 WTE posts will be recruited directly into the OAC
along with another 0.93 WTE from the Service Line budget. The staff who currently undertake this role will remain within
the Service Line and will be redeployed to the benefit of the remaining modalities. Following a workforce review it was
agreed that the redistribution of CT Colonography booking would be beneficial for the performance of the CT service and
the CTC service and would share the operational pressures more evenly across the Admin team.
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Performance against the 7 day 2ww cancer standard in MRI, CT and Ultrasound has steadily improved with the increased
capacity over the past 10 weeks as shown in Table 2. A detailed review of demand was undertaken and the capacity
allocated for 2ww patients in CT has been increased from October. Adjustments have also been made to the sub-specialist
MRI capacity which will also provide a further upturn in 2WW MRI scanning performance and reduction of the 2WW
waiting list which is shown in Table 1.
Table 1: 2WW Waiting List

Table 2: 7 Day 2WW Performance
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Table 3:Waiting List – All Urgencies

The increase in volume of Imaging acquisition has resulted in a significant reduction in the waiting lists and can be seen
above in Table 3. This has however created an additional reporting requirement as illustrated in Table 4. The Service Line
is exploring a number of potential opportunities to manage this including outsourcing to third party providers, an
insourcing agreement with UHP Radiologists and more innovative solutions such as home reporting workstations
Table 4: Reporting position.
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Assurance that actions have been addressed
All identified actions have commenced. See documents and charts embedded above.

MUST DO: Ensure the leaders within the diagnostic imaging departments have the capacity to lead and provide
assurance of the quality, safety, and responsiveness within the service.
Planned Action
Ref

Action

Lead

6.3.2

Service Line Manager & Superintendent Radiographer to identify
proposals to address the shortfall identified via the self-assessment of
capacity versus responsibilities.

Update on actions

Page 8 of 97

M Walker &
Di Nicholson

Deadline
Complete
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A questionnaire was sent to all Radiographic leads within the department requesting a self-assessment of the time they
currently have to deliver their non-clinical tasks and they were asked to identify what time they needed within their
timetables. An email was circulated to the South West Radiology Managers to gain a wider appreciation of other hospitals
st
capacity for their leads. Both Mark Walker and Di Nicholson visited Royal Cornwall Hospital NHS Trust on the 1 October
to discuss their approach to allocating non clinical time for Radiographers.
The attached report will now be shared with the Radiographic Leads to ensure that it captures the key issues and actions.

Improving Capacity
to Lead in Diagnostic

Assurance that actions have been addressed
Self assessments have been completed. Other Acute Trusts have been contacted and asked about the management time
allocated to their Leads. See report embedded above.

MUST DO: Support and improve the culture and wellbeing for the diagnostic imaging staff.
Planned Action
Ref
6.4

Action

Lead

Develop Action Plan to support and improve culture and wellbeing. Key actions:
- Reinstate HR Leadership Meetings fortnightly with Clinical Leads w/c 03.08.18.
- Actions to support the development of Senior Leads.
- Implement Communication Boards.
- Ensure regular senior management Walkabouts.
- Implement 'SCORE' in Interventional Radiology.
- Ensure that musculoskeletal risks are on the risk register and are being adequately
managed

M Walker

Deadline

26/10/2018

Update on actions

Imaging CQC
Plan.xls

The Service Line Manager (SLM) and HR Business Partner have reinstated the fortnightly meetings with leads with the
attached agenda. The SLM has linked with the Organisational Development Facilitator and there are dates in the diary for
October, November and December for the facilitator to meet with the leads of the department. Sessions on Coaching and
Difficult Conversations, Promoting Positive Manager Behaviour and Leadership have been identified as the key topics to
start with.

Imaging Service Line
performance review a

Staff Communication Boards have now been put up in 11 areas within the department. These have been updated with
recent information and data. Senior Manager walk arounds have commenced and an ‘aid memoire’ of these saved for
reflection and to capture any actions from these discussions. A record of the most recent walk around can be found
below. The SCORE survey was distributed to staff within the department in late August 2018 and this was closed on
20/09/2018. We are awaiting a copy of the results from this survey before an analysis can be undertaken to establish
what actions need to be taken.
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Leadeship
Leadeship
Walkaround 05-10-18 Walkaround 14-09-18

In the previous update report it was highlighted that there were two risks on the risk register which related to the
potential for musculoskeletal injuries to occur within the workplace. However, following an email to modality
radiographer leads on 09/10/2018, a further two have been added and one has been reopened.
One of the risks already included related to the MRI modality and the second to the Interventional Radiology modality
(specifically rooms 5 and 6). Within MRI all possible controls have been put in place to minimise the risk of injury to staff
and incidents continue to be monitored however, there is an additional action to procure new scanners with undockable
tables and this is due to be completed in May 2019. The risk for rooms 5 and 6 within Interventional Radiology has been
graded as residual from 11/09/18. An into prone manual handling device was purchased to help with moving patients and
staff within this area have received training during CME sessions. Staff will continue to receive annual update training and
incidents relating to manual handling will be monitored.
The risk which has been reopened relates to Nuclear Medicine. However, as all possible controls have been put in place,
this has been marked as residual with an action to monitor incidents for any issues relating to MSK injuries. This is also the
same scenario for one of the new risks which has been added in relation to Ultrasound.
The second new risk which has been added to the register relates to staff who mobilise the portable machines within
theatres. Following a risk assessment which involved the Health and Safety Team, it was identified that the mechanisms
for manoeuvring the equipment needed to be reviewed. This assessment was discussed at the Health and Safety
Committee in October 2018 and an action plan has been agreed; progress will be monitored as a part of the review of
open risks within Imaging.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Replace imaging equipment which is beyond its ‘end of life’, and continue to develop and act upon in a
timely way, the imaging capital replacement programme, to increase business continuity and minimise risks of harm to
patients.
Planned Action
Ref
6.5.2
6.5.3

Action
Governance Manager to cross check with Risk Register any
equipment nearing or beyond 'end of life' to ensure that all such
items have been risk assessed.
Assess/update risk and assign prioritisation for replacement.

Lead

Deadline

M Walker, K Glynn &
Imaging Project Manager

Complete

M Walker, K Glynn &
Imaging Project Manager

Complete

Update on actions
6.5.2 - The Service Line has a replacement plan for all equipment which is RAG rated as per age and vulnerability and this
has been shared with the Capital Steering Group. Due to the amount of equipment requiring replacement, the Service
Line has appointed a substantive member of staff into the post of Project and Equipment Manager and they will be joining
the department on the 29/10/18. The post holder will, working closely with the Service Line, review the replacement plan
and co-ordinate the projects on the equipment replacement programme. In recent weeks the Trust Board has signed off
the replacement of an existing old MRI Van owned by UHP which will be refurbished and upgraded and returned in a
modular build in March 2019. Thus the oldest MRI scanner at the hospital has also been replaced to provide further
resilience to our MRI capacity.
Equipment due for replacement within Nuclear Medicine has been included within the replacement plan (see document
below) and a column added which identifies the risk ID number if a piece of equipment has been added to Imaging’s risk
register. Once the Project and Equipment Manager is in post, this plan will be reviewed in conjunction with the
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Governance Manager to review the content of the itinerary to ensure it is fit for purpose and the relevant information is
included.

Overarching Imaging
Replacement Program

There is one piece of equipment on the itinerary (Mobile Unit GE AMX4 Mob 11 NICU) which is highlighted as a very high
risk but this is not currently documented on the risk register. Therefore, the Governance Manager contacted the
Paediatric Radiographer on 19/10/2018 to ensure that a risk assessment is completed as a matter of urgency. This will be
added to the Imaging risk register by 31/10/2018.
6.5.3 – All risks relating to the replacement of equipment were reviewed and updated with the Service Line Manager in
August 2018 and continue to be managed and updated as required. There is a risk relating to the overall backlog of
imaging equipment replacement however, the revised replacement plan has been attached to the risk register. There is
one serious risk which relates to the replacement of x-ray equipment in rooms 3 and 4 and this is highlighted as very high
risk on the equipment replacement plan and has been highlighted as a priority. There is a moderate risk which relates to
the equipment within MRI East however, the grading of this risk will be reviewed following the outcome of an engineer’s
survey which was carried out on 17/10/2018.
Assurance that actions have been addressed
See document embedded above.

MUST DO: Make sure all patients of child-bearing age have the appropriate pregnancy checks recorded.
Planned Action
Ref
6.6

Action

Lead

1.Assess and deliver any training & communication needs.
2.Audit compliance and take appropriate action.

Di Nicholson

Deadline
Complete

Update on actions
A PowerPoint training package produced by Medical Physics on protocol I2 Procedure for females of child bearing age (12
to 55) and form F2 Diagnostic examinations of women of reproductive capacity information sheet, was circulated to all
radiologists and radiographers in imaging. A record check has been carried out to ensure that all staff have acknowledged
the training information. Lead radiographers have been communicated with to ensure that staff in their areas follow the
correct practice regarding the use of the pregnancy form in their areas. An audit sample was been obtained and the
results reviewed.
The audit has demonstrated that further work is required to clarify the use of the form and the recording of LMP (last
menstrual period) information on CRIS in the plain film department. Work is ongoing to clarify the current policy
documentation which will include screen shots demonstrating how LMP should be recorded on CRIS and scenarios
detailing how the policy and form apply. Staff meetings are being utilised to talk through the documentation with the staff
to ensure compliance with the process.
There is a further work stream looking at LMP forms and policy in use elsewhere in the region. Once this information is
collated a decision will be made regarding broadening the use of the LMP form in low dose examinations. Feedback from
junior staff indicates they favour use of the form for all exams where the LMP requires consideration. The service line will
re audit in the second half of November for compliance.
Assurance that actions have been addressed
To be determined.
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MUST DO: Progress the e-referral system implementation to reduce risks to patient safety, particularly around
unnecessary exposure, and incorrect referrals.
Planned Action
Ref

Action

Lead

6.7

1. Review e-referral risks on Risk Register.
2. Project Director to meet with Director of IM&T & CSS Care Group
Manager to agree next steps.
3. Service Improvement to be commissioned to process map the process in
ED. Next steps will be decided once this is complete.

A Blofield
A Orrock

Deadline

30/09/2018

Update on actions
The entire Trust risk register has been reviewed and a report containing details of IT and e-referral risks provided to
Project Director on 23/08/18.
The Project Director commissioned Service Improvement to undertake a process map of the current ordering process
(paper referrals) together with the ordering of Imaging via ICM in the Emergency Department. The process mapping
process has been completed and was written up on 10 October 18. The Project Director has requested a meeting with the
Service Line Lead for ED, the I.T. lead for Imaging and the Director of IM&T. The meeting has been requested for the last
week in November.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO (Outpatients): Make sure all staff within the outpatient departments have undertaken mandatory training
updates in line with trust policy.
SHOULD DO: The service needs to improve compliance rates for mandatory training, to ensure all staff are up to date
with the latest practices and processes to keep patients and themselves safe.
Planned Action
Ref
5.1
OP
6.8
Imaging

Action

Lead

1. Obtain list of staff with outstanding mandatory training.
2. Confirm course availability, ensure that staff are booked to
attend training and have supportive conversations with staff
where required.

M Walker

Deadline
26/10/2018

Update on actions
The Service Line has sent email reminders to leads of areas where dates are either out of date or proactively reminding
leads to book in advance. The service line has also created a specific dashboard to individualise specific matrixes on
performance which will be shared with leads week commencing 22/10 18. One to one meetings with leads have an
adjusted agenda to discuss further monthly positions and formulate plans if required.
The table below shows the position as at:
July

Aug

Sep

Trust Update

93.5%

92.1%

92.5%

BLS

81.8%

87.3%

84.16% (Sessions previously booked
were cancelled due to sickness )

Manual Handling

91.3%

90.4%

88.01%
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•

For Trust update:

292 staff with 23 required to be booked.

•

For BLS :

233 staff with 50 required of which 32 are booked in the next 2 months

•

For Manual Handling: 292 staff with 34 required of which 26 are booked.

Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Complete paperwork associated with infection prevention and control and that it is appropriately
countersigned by a senior radiographer.
Planned Action
Ref
6.9

Action

Lead

1.Review and address existence and suitability of SOP.
2.Assess and deliver any training & communication needs.
3.Audit compliance and take appropriate action.

Di Nicholson

Deadline
28/09/2018

Update on actions
A review of the cleanliness audit templates in the imaging x-ray rooms has been completed. To ensure there is a
consistent approach all cleanliness audits have “audit completed by” added to the templates. The fortnightly matrons
cleanliness audit has had a question added (“check that the equipment cleanliness sheet is completed”) to ensure and
record compliance (question 6 on audit template below). Senior Radiographers have been reminded of their
responsibilities. A monthly audit of compliance will be undertaken.

Matron Mini Audit Pilot B.docx

Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Improve compliance with audits such as the hip fracture audit and the trauma audit.
Planned Action
Ref
6.10

Action

Lead

This is assessed as part of ISAS accreditation and is not considered to
be an issue. Evidence to be provided.

R Lavis & ISAS
Lead

Deadline
26/10/2018

Update on actions
Dr Lavis and Dr Wotton (ISAS Lead) have reviewed the previous audits. Repeat audits are being arranged of which we will
also correlate with TARN/Peninsula Trauma Network data with regard to Trauma. Below is the most recent audit of the
Trauma audit with an action plan within it.

Snapshot Trauma CT
Audit August 2018.do
The previous hip audit will be reviewed and then re-audited with an action plan by the end of November 2018 by the MSK
lead Radiologist.
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Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure that all staff receive, annually, an up to date appraisal.
Planned Action
Ref
6.11

Action

Lead

1. Obtain list of outstanding appraisals.
2. Obtain summary of outstanding job plans for Service Line Clinical
Director.
3. Address outstanding appraisals and job plans.

R Lavis

Deadline
Complete

Update on actions
Appraisals - email reminders are sent out to leads and organised accordingly. An entry on the current position has been
added to the new dashboard that will be shared with the leads to monitor performance and status. Current performance
as at 07/10/18 is 96.5% compliance.
Job Plans – Job planning complete at SLCD and consultant level, 30/9/18.
Assurance that actions have been addressed
See above.

SHOULD DO: Improve privacy and dignity for patients in the diagnostic imaging department. Particularly in plain film Xray, MRI and nuclear medicine.
Planned Action
Ref
6.12

Action

Lead

Undertake privacy & dignity assessment and develop an Action Plan.

Di Nicholson &
K Richardson

Deadline
Complete

Update on actions
An audit template was designed to consider privacy and dignity in all areas on imaging. Special consideration being given
to waiting areas, design of the area, male/female, privacy, bed patients and areas where procedures were being
undertaken. The audit was completed on a walk around the department by the Principal Radiographer and Matron. An
action plan has been drawn up which will be discussed at the forthcoming clinical governance meeting. Actions will then
be worked up and implemented.

Privacy and Dignity
Action Plan..xlsx
Assurance that actions have been addressed
See document embedded above.
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SHOULD DO: Ensure that targets set in diagnostic imaging are achievable, realistic, and encourage the service to
improve.
Planned Action
Ref
6.13

Action

Lead
D Edwards,
M Walker &
M Hollow

Agree KPI's and Performance Standards.

Deadline
Complete

Update on actions
Both the Service Line Manager and the Clinical Director have met with the Deputy Head of Performance to discuss
internal professional standards on scan and report timings for in patients. Dashboards are being adjusted accordingly and
once completed they will be monitored. The KPI’s are as follows:
•

Very urgent (category 5) scans will be scanned within 1 hour and reported within 1 hour

•

Urgent (category 3) scans will be scanned within 12 hours and reported within 2 hours

•

Routine (category 1) scans will be scanned within 24 hours and reported within 4 hours

Assurance that actions have been addressed
To be provided.
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Pharmacy
MUST DO: Address and resolve the issue of unrecognised or unaddressed risks in the pharmacy teams connected with
patient safety, staff pressures, performance, and governance failings.
Planned Action
Ref

Action

7.4.1

Complete Gap Analysis against Royal Pharmaceutical Society Hospital
Pharmacy Standards to identify and manage unrecognised areas of
risk.

Sally Mayell

Complete

Review and update Pharmacy Risk Register to include items identified
in the recent CQC inspection for example theft of medicines with no
timescales of actions.

Sally Mayell

Complete

7.4.2

Lead

Deadline

Update on actions
7.4.1: The Gap Analysis has been completed as a collaborative work-stream involving the Interim Chief Pharmacist, Senior
Clinical Pharmacists, Pharmacy Service Line Manager, Senior Nurse, Lead Governance Manager, Lead Service
Improvement Manager and Senior HR Manager. Additionally the Pharmacy Team as a collective have supported the
sourcing of evidence and development of future actions to develop continuous improvement and assurance.
The Gap analysis was completed using the Royal Pharmaceutical Society’s Professional Standards (RPS) for Hospital
Pharmacy and is now being used as a ‘continuous development’ and assurance tool to inform the Medicines Utilisation
and Assurance Committee, Safety and Quality Committee, Pharmacy Board and Trust Board.
Multi-stakeholder work programmes are currently being undertaken to develop a three year Pharmacy Strategy for UHP
to ensure safety and quality improvement becomes normal practice. The overarching strategy will include and be
informed by:
•

A Workforce strategy (training, education, recruitment and retention)

•

A Medicines Governance Strategy

•

A Service Development Strategy

•

A Efficiency and Productivity Strategy (including digitalisation, finance and resources)

•

A ‘Patient Experience’ Strategy

•

An Integrated Pharmacy Strategy (system)

An example piece of work currently underway includes the review of pharmacy services to haematology and oncology
services. Activities completed to date include vision forming, Stakeholder, PESTLE and SWOT analysis. Next actions will
include stakeholder engagement (including patient representative), gap analysis and service improvement planning
leading to business case for necessary human and other resources. Pharmacy employees have been fully involved and
leading on this piece of work, facilitated by the Interim Chief Pharmacist (additionally the process supports cultural
change, empowerment and personal development for employees).
An additional example includes an improvement project within Aseptic (Production) Services including value mapping
process from prescribing through to receipt of chemotherapy (or other product) at patient level. This has been a fully
engaging process for pharmacy personnel across the skill-mix resulting in improved productivity and reduction in delays in
delivery of final product, in some instances achieving 100% ‘success’ for delivery on-time. This piece of work is continuing
and will link with the above example for haematology and oncology service development.
7.4.2: Risk identification and mitigation is now supported by the RPS Standards – informing and management of the Risk
Register. Risk will be discussed at Medicines Utilisation and Assurance Committee, Safety and Quality Committee,
Pharmacy Board and Trust Board.
The Risk Register will be pro-actively managed in accordance with the Trust’s Risk Management Policy, reviewed and
updated monthly. Training for relevant staff is being provided by the Trust Risk Management Team to ensure competence
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in the management of risk and use of IT system to record and manage risk.
Additionally broader training will be provided to develop the foundational knowledge about ‘risk in healthcare’, how to
identify, measure, mitigate and manage, with understanding of when risk becomes an ‘issue’ and the management
through contingency planning of these situations.
Contingency planning: A whole day event is scheduled to begin formalising contingency plans for pharmacy services. This
process will include multi-stakeholder engagement to develop scenarios and solutions. Plans will be developed for
obligations and services within the Trust, and also at an STP level to include what action can UHP pharmacy services take
to support other Trusts or organisations within the STP should they experience a ‘crisis’ in workforce, such as our own
experience in May of this year. Our understanding is that this will be the first such plan for pharmacy in the Devon STP and
shall look to engage with our peers and NHSI Chief Pharmacist to ensure a consistent approach across the STP.
With specific reference to Theft of medicines: UHP have a policy relating to theft and conduct. A piece of work is currently
underway exploring specifically how to manage the theft of medicines to ensure that where appropriate a supportive
process is in place to enable the employee to access support from multi-agencies. This piece of work includes the Interim
Chief Pharmacist as that and the Controlled Drug Accountable Officer, and in this role has engaged with the Local
Controlled Drug Intelligence Network and local Counter Fraud Officer to inform policy. Due to the complexity of issues
being reviewed (to note other NHS organisations do not have such a policy), a completion date has not yet been agreed
nor is it certain that we will require an additional policy. Therefore, this process is very much in the consultation phase.
Assurance that actions have been addressed
Table 1. Screen Shot of front page of RPS Hospital Standards – Gap Analysis
Key: RED – Gap identified, Yellow – Actions in process, Green – Assurance complete (as of x date)
Please note that red does not indicate Risk Level.

An example entry for a red rating (Gap Identified)
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Example of value mapping work within production services:

MUST DO: Address and resolve the cultural, wellbeing, staffing, resource, and workload issues within the pharmacy
service and as they affect both the service and the wider trust.
Planned Action
Ref

Action

Lead

7.5.4

Implement a series of leadership and team development days planned
to support staff.

Sally Mayell

Ongoing

7.5.6

Recruit to current vacancies as identified in establishment review.

Sally Mayell

30/04/2019

7.5.7

Conduct a workforce review in line with the planned pharmacy
integration with Livewell.

Sally Mayell

01/04/2019

Update on actions
7.5.4: Leadership Development Days – delivered over a single day.
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Attendance achieved 76% (n=23). Content for the day included:
• Personal disclosure from Interim Chief Pharmacist on personal drivers / motivations for achieving the best she
can for the patient.
• Defining ‘leadership’.
• Purpose.
• ‘Perception is real’.
• What Pharmacy needs is… hope… consistency.
• Clear expectations of behaviour, aligning to organisational values and HR policy.
Further actions/follow-up:
• Individuals attendance on combined leadership academy and post-graduate pharmacy course.
• Monthly in-house CPD for leadership team lead by Interim Chief Pharmacist, supported by OD team.
Team Development Days – delivered as a single day.
7 days delivered so far with 93% (n= 140) attendance and included:
• Personal disclosure from Interim Chief Pharmacist – personal drivers.
• Learning about each other.
• Civility.
• Human factors.
• Team building exercise.
• Clear expectations of behaviour, aligning to organisational values and HR policy.
Further actions/follow/up:
• Rolling programme of development sessions for all staff, to include development of shared purpose, mission and
vision.
Additional actions underpinning the cultural change programme:
Adoption of an Organisational Development Change Strategy (transformational and collaborative approach to
improvement programme) focussing on capabilities within the team including:
• Commitment and trust.
• Co-ordination and team work.
• Competence – technical and leadership.
• Open communications.
• Creativity and capacity for constructive conflict.
• Learning .
…with an emphasis on the importance of shared purpose, developing a strong culture, bottom-up change rather than
utilising extrinsic incentives as motivators for change. Generating an environment where employees can self-motivate
(intrinsic motivation), through leadership support, self-determination and empowerment.
Trust
Trust is essential for patient safety and underpins all that we need to achieve in Pharmacy throughout our improvement
programme, and to ensure sustainability for the future. Reciprocity of trust plays an important role in the building of
trusting relationships – Pharmacy leadership are developing an environment where leadership exhibit trustworthy
behaviours and exhibit trust in employees, and so enabling reciprocal effect through development of the antecedents of
trust, ability, benevolence, integrity and predictability. Re-establishing trust in Pharmacy will contribute to improved
wellbeing of employees, improved performance, reduction in costs associated with increased productivity, less wastage
and lower staff turnover.
Building early credibility in the change process through quick-win activities
Quick-wins were identified through 1:1 meetings with the Interim Chief Pharmacist and team meetings and included:
• Enabling employees to volunteer to attend mental health first aider training to support wellbeing of peers within
the department.
• Removal of artefacts which are not aligned to core values of the organisation.
• Introducing an open-door policy.
• Enabling change through empowerment and trust of employees through ‘small change leads to big
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improvements’ (Kaizen Philosophy).
• Providing opportunities for every member of the team to meet with interim Chief Pharmacist 1:1.
In addition to development days, employees have been enabled to access post-graduate courses for personal
development and enhancing service delivery. Courses include the Clinical Pharmacy Diploma, Non-medical Prescribing and
Advanced Practitioner training.
A full mentorship programme is underway for clinical pharmacists, with a developing programme for Pharmacy
technicians and assistants and the leadership team with a goal that every member of staff will have access to an
appropriate mentor.
Outstanding appraisals are booked with a targeted drive to ensure that these are completed to a high quality by 1st
December 18. Simultaneously an appraisal audit is underway with analysis of data week commencing 22nd October 2018.
Data will inform training for managers and leadership with a bespoke course to shift to transformational leadership – a
move away from task focused appraisal objectives to SMART value based. Training will also be provided to all Pharmacy
employees to enable and empower individuals to achieve what they need from their appraisal.
Within the leadership development and appraisal process we shall be actively looking at succession planning and allowing
the development of staff for future career opportunities. To support the formal annual appraisal process we are
developing a 1:1 programme for peer/mentorship/leadership to enable continuous personal improvement and review
throughout the year with the appraisal becoming ‘a celebratory’ point for the years personal progress.
The 2018 NHS Staff Survey results will be used to measure improvements and identify areas for further work.
7.5.6: Recruitment to Pharmacist Vacancies
Establishment
2018
WTE
May
25.8
August
33.05
October
33.05

Vacancies WTE
13.32
6.07
6.07

Recruitment of Governance and Education Leads is in process:
-Training and Education – system post. Uplifted to deliver training and education across secondary and primary care, to
include general practice, care homes and community hospitals. Responsibilities include developing a sustainable pipeline
of pharmacy resource. High level of confidence to recruit to this post.
-Deputy Medication Safety Officer.
Outstanding vacant posts:
-Formulary and Medicines Information
-Neurology.
2 WTE Pre-registration Pharmacists (remain vacant for 2018/2019). Reduced to 4 (from 6) pre-registration posts for the
year 2018/2019 to accommodate onboarding of large numbers of new staff.
Latest clinical staff – incoming
Paediatric Pharmacist currently undergoing induction.
th
Hepatology Pharmacist planned start date 29 November 18.
Of worthy note is the increase in interest for the Student pharmacy technician posts offered by UHP Pharmacy.
Traditionally there has been one post per annum, with an average of three applicants year on year. In the summer of 2018
we received twelve applications – ten of these were internal. This is perhaps representative of early cultural shift and
employee’s confidence to form a career within UHP Pharmacy. We were able to increase the posts available to two and
plan to utilise other training forms such as ‘Buttercups’ on a 6 monthly rotational basis alternating with traditional training
methods to permit a 6 monthly programme of Pharmacy Technicians qualifying and joining the register – this will be
managed through the developing workforce strategy.
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st

Inpatient Clinical Pharmacy Service Pharmacists returned to the inpatient wards on 1 October 2018 with new staff
integrating at ward level with support from senior pharmacists.
7.5.7: Workforce review/system stakeholder analysis will commence in December 2018 with a plan to submit business
case by the end of 2018/19 financial year.
Early work streams are forming with the first review in haematology and oncology – SWOT analysis, PESTLE, Local and
National drivers etc. to inform business planning and strategy.
See 7.4.2 for detail relating to early workforce development programmes.
Integration of pharmacy services, building collaborative practice with community pharmacies, primary care and
community hospital pharmacy will form an integral part of the workforce review over coming months with a strong focus
on the development of a resilient system workforce with fulfilling, portfolio job plans with patients accessing the right
pharmacy professional at the right time – whether in the community or in hospital.
Assurance that actions have been addressed
7.5.4: Pulse-Survey planned for October 2018 ahead of NHS Staff Survey 2018.
Snapshot Received feedback:
“…a boost in morale, I have fallen back in love with my job...I was considering handing in my notice to leave, I have been
given confidence that this department can and will be a wonderful place to work...I have been shown that you don’t need
to be a mean or nasty person to get to the top step in this department. I thought that my management style was a dying
breed… I have been shown this is not the case. [Without the change] I’m not confident I would still be in my position, the
department or even the Trust today!”
Pharmacy employee
“I have worked in pharmacy for 15 years, I am only realising now how bad things have been here in regard to culture. I
have been led to believe that the way the culture was in the past was normal…for the first time we have a voice. I have
been allowed to lead my area of the department the way I would like them led and it’s proving a fantastic working
environment… [the change] has made me realise that we are all one big team within the pharmacy and here to support
each other…I found the leadership development days fantastic… into perspective how a good leader should behave… our
new leader was open and honest why all of us were there… I felt trusted… I am excited about my future within pharmacy…
for the first time in a long time I feel valued.”
Pharmacy employee
It is appreciated that the above is not representative of the whole team, and that cultural shift will take time to fully
achieve, nonetheless early progress has been achieved with some employees forming a ‘guiding coalition’ for change, and
others as expected a little behind on the change curve. It is fully recognised that to ensure sustainability of cultural change
momentum must be maintained therefore requiring ongoing investment in time and resource to support employees
through the change, with periodic evaluation of progress.
Other Metrics.
Absenteeism: Early measurements show initial reduction in sickness rates falling to the lowest over a 12 month period in
April and May of this year, at 4%. June and July show a gradual increase to 4.2 and 4.3% respectively. During significant
change programme a spike in sickness might be expected as a reaction to change, or other more formal processes which
underpin the conduct and performance improvement work stream.
Absenteeism April 2017-August 2018

Long term absenteeism is associated with internal HR processes.
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Staff Retention: No significant difference can be identified in the early phase of improvement for overall pharmacy staff
retention. However, our pharmacist turnover has slowed with only two members of the team leaving – one for promotion
elsewhere in the county, the second to attend medical school.
The expectation is to see an improved staff retention score over the next 12 months. However, early increase may be
explained by the change programme not suiting all employees in relation to their personal values and behaviours not
aligning to those desired by the Trust. During any large change programme there may be natural attrition – this will be
kept under review.
Turnover April 2017-August 2018

MUST DO: Urgently produce standard operating procedures to ensure patients leave the hospital with critical
medicines, and attend or are made aware of any critical follow-up appointments.
Planned Action
Ref

Action

Lead

7.6.1

To implement a system to monitor TTAs returned to pharmacy containing
critical medicines.

Sally Mayell

Complete

7.6.2

Any critical medicine that is returned without a valid reason will be
escalated.

Sally Mayell

Complete

7.6.3

Develop a system to enable and encourage ward staff to state a reason
for the return of TTAs containing critical medicines to pharmacy.
An electronic tracking system which could help with this is due to go live
over the summer of 2018 (subject to capacity of the Software
Development Team). Obtain update on progress with implementation.

Sally Mayell

28/02/2019

Lynher Ward Manager (part of Pharmacy Tiger Team) to meet with
Dispensary Supply Manager and Head of Nursing for Medicine with a view
to unpicking the ward process around discharge and TTAs to make this
process more robust. Appropriate actions will then be developed.

Lin Nicholls

26/10/2018

Sam
Sheridan

30/11/2018

7.6.4

7.6.5

1. Undertake a review of the confirmation letter process – both content
of letter and adherence to process.
2. Undertake a review of the ward admin process relating to follow up
appointments related to discharge process review.

Deadline

Update on actions
7.6.1, 7.6.2, 7.6.3: A system to safeguard against discharge without critical medication was developed in collaboration
between pharmacy and nursing personnel. A pilot has been completed over a two week period to capture patients who
were discharged without critical medicines. One patient was discharged without antimicrobials – this was captured within
24hours of discharge with medication sent to patient post-discharge.
Aligned to the daily controlled drug check, a ‘sweep’ of the ward for TTA’s is conducted to ensure that no medications
remain in hospital following discharge. To safety-net Pharmacy has a process in place should TTA medicines be returned
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to pharmacy without the local check for appropriateness at ward level.
The process is currently being rolled out through the organisation.
EPMA is delayed until February 2019; incorporating additional safety measures here will support safe discharge.
Completed Action – to maintain continuous review of process for assurance and learning. Audit and review for critical
medicine TTA’s will be reported to MUAC. Medicines Management Policy amended to include TTA process for critical
medicines; to be ratified through normal process within MUAC.
7.6.4: A review of the discharge process is underway between the lead in Pharmacy for supply and a senior nurse. This
project is aligning to a broader improvement project reviewing the discharge process as a whole. Initial scoping work
completed. Now needs to form part of the bigger work programme in managing safe discharge across the Trust.
7.6.5: We are currently scoping out the automation of confirmation of addition to the follow up waiting list letter through
our electronic outcome system. Advice is awaited from our ICT integration team, however initial correspondence
indicates that this will not be too problematic. A reminder to send confirmation letters to those being added manually
will be sent shortly. The content of these letters has been reviewed. A proposal has been drafted and is being considered.
The Chair of the Ward Admin Forum (who sits in the Patient Access Team) is working constantly to ensure that Ward
Administrators follow the correct process in relation to the booking of follow-ups. This will be reiterated at, and reminder
sent out after the next forum in October.
The Director of Corporate Business is also reviewing ward admin support and processes at a higher corporate level to
ensure that the ward admin function is fit for purpose. A forum will be set up to reiterate roles and responsibilities.
Assurance that actions have been addressed
Screen shot of pharmacy flow chart for TTA’s returned to pharmacy

MUST DO: Ensure effective governance within the pharmacy service to provide a high quality and safe service.
Planned Action
Ref
7.7.1

Action

Lead

Undertake a review of the current pharmacy governance framework and make
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7.7.2

recommendations to Trust Management Executive for a revised structure.

Mayell

Additional review and redesign of the Medicines Utilisation and Assurance
Committee (MUAC) with recommendation to Safety and Quality Board for revised
reporting.

Sally
Mayell

Complete

Update on actions
It has been agreed that MUAC will report to Safety and Quality Committee and Pharmacy Board will report to Trust
Management Executive. All recommendations agreed by Trust Board. Relevant strategies will inform work programmes
and ambitions for the next 3 years – these are in development.
Assurance that actions have been addressed
New Governance reporting Structure for Pharmacy:

SHOULD DO: Improve documentation of when liquid medicines are opened to ensure they are not administered when
they have expired.
Planned Action
Ref

Action

Lead

2.19

1. Review Medicines Management Policy to ensure that liquid
medicines are included.
2. Ensure that liquid medicines are part of the medicines management
audit.

Sally Mayell

Deadline

30/11/2018

Update on actions
Medicines Management Policy amended to include liquid medicines preparation, awaiting ratification at October MUAC.
Audit redesign programme underway as informed by RPS Standards Gap Analysis.
Assurance that actions have been addressed
Not applicable at this stage.
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Urgent and Emergency
MUST DO: Urgently progress the redesign of the emergency department to ensure there is adequate space to care for
patients safely and that patient needs are met.
MUST DO: Ensure the privacy and dignity of patients is always maintained.
Planned Action
Ref
1.1 &
1.10

Action

Lead

1.HM Treasury approval of capital monies required for the
progression of the written Strategic Outline Case.
2. Full project management to deliver strategic plan. Project Board
to be developed.

Stuart Windsor

Deadline
31/03/2023

Update on actions
Awaiting response from Treasury; no indicated timescale for monies, however design team progressing with clinical teams
for overall design and flow with a full project team and Board formalised. Clinical lead Dr C Bosanko, project lead Cath
Atkins. Minutes of meetings and latest designs can be accessed via Peter Caton, site services for audit purposes.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Provide sufficient equipment to monitor patients at all times.
Planned Action
Ref

Action

Lead

1.2

1. Project plan and manage the expansion of the resus capacity into
majors once minors has been relocated to provide a step down
monitored area.
2. Purchase or arrange short term loan via Medical Equipment Library of
essential mobile observation equipment for those patients held in the
central area when crowded.

Stuart Windsor
for Estates.

Deadline

01/12/2018
Iain Yearling for
equipment

Update on actions
•

Paediatric expansion and reconfiguration commenced initially in car park / ambulance bay w/c 15 October.

•

Ortho outpatient in fracture clinic destination yet to be confirmed with Service Line but in preparation, Estates and
lead for minors, Charge Nurse Booth have scoped the necessary works for relocating minors; likely timescale mid
January 2019.

•

Resus expansion dependant on the move of minors to fracture clinic; designs in progress with project team but not
yet finalised.

•

Matron has confirmed that there is sufficient medical equipment for observation; it is the nursing staff support for
the undertaking of the hourly safety rounds (SHINE tool) that can be insufficient. Point 2 therefore closed.

Assurance that actions have been addressed
Not applicable at this stage.
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MUST DO: Ensure patients are observed, or at least have the means to call for assistance, when waiting outside X-ray.
Planned Action
Ref

Action

Lead

1.3

1. Install fixed alarm call bells in the waiting area outside ED imaging
department.
2. Collaborate with Imaging to write a Standard Operating Procedure
(SOP) detailing roles and responsibilities between ED and ED Imaging for
observing and monitoring patients.
3. Scope ability to revise the department's fundamentals of care or
Matrons audit to enable differentiation of auditing observations for
patients who are allocated cubicles and patients not allocated
cubicles/bays in Majors area.

Iain Yearling

Deadline

31/12/2018

Update on actions
•

Fixed call bells not feasible for installation and difficult for patient use therefore not progressed.

•

Matron will undertake a joint SOP with the lead radiographer and Imaging Matron that will eradicate patients being
left alone in the corridor outside of x ray for all those majors patients by 31/12/18.

•

SHINE tool to be used for all majors patients regardless of physical location (point 3) and audited via fundamentals of
care.

Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Ensure all equipment is serviced as required, and put in place appropriate monitoring systems to provide
oversight of equipment servicing.
Planned Action
Ref
1.4

Action

Lead

Department Action: Revise department fundamentals of care audit to
monitor equipment service dates: equipment in daily use and
equipment not in daily use.

Iain Yearling

Deadline
31/12/2018

Update on actions
•

Jayde Fletcher to undertake a departmental wide sweep of all medical devices to provide a baseline for compliance
and subsequent escalation to MEMS for action where failure to comply noted , deadline 31/10/18

•

Subsequent compliance to be monitored via fundamental of care audit process.

Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Ensure patients have regular observations completed and documented, with easy to recognise trigger points
for increased regularity of observations.
Planned Action
Ref

Action

Lead
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Introduction and pilot of NEWS 2 started on 1/8/18.
Process and intervention changes to be made as part of a continuous
PDSA project; with Service Improvement support.

1.5

Iain Yearling

31/10/2018
Quality Improvement
work will be ongoing.

Update on actions
•
•

NEWS 2 pilot complete in ED and is now being rolled out across the Trust, currently in MAU for level 1 patients; this is
being led by the Matron for Harm Free Care.
Matron to provide evidence of success and demonstrate the use of the SHINE tool (safety brief).

Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Ensure the data reported in relation to time to initial assessment is an accurate record from arrival at the
emergency department, not using the ambulance service’s observations.
SHOULD DO: Review the front loaded initial care (FLIC) model to ensure it provides appropriate timely decision-making
and treatments.
Planned Action
Ref
1.7 &
1.22

Action

Lead

Continue with process change as part of a recurrent PDSA
improvement cycle relating to the FLIC initiative; with Service
Improvement support.

David Wise

Deadline
This is part of a
Quality Improvement
programme so is
therefore ongoing

Update on actions
Jayde Fletcher to update FLIC performance as there has been a decline in ambulance handover times, deadline 31/10/18.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Urgently review nursing and medical staffing numbers to ensure there are always sufficient numbers on duty
to keep patients safe.
MUST DO: Ensure the privacy and dignity of patients is always maintained.
MUST DO: Put in place appropriate escalation processes that ensure a timely response to supporting the emergency
department to keep patients safe and improve patient flow.
Planned Action
Ref
1.8,
1.10
&
1.11

Action

Lead

1.Undertake a staffing review as part of an external review completed.
2.Take action on recommendations made within the external review.
3. Paediatric area to be incorporated in to the level 12 paediatric
nurse rostering practice - completed.
4.Agree and sign off the escalation policy across the Trust.

Anne Hicks/ Iain
Yearling

Deadline

30/04/2019

Update on actions
•

Consultant posts at advert; no applicant for paed post so this will be re-advertised November 2018.

•

Mid-grade and junior doctors at advert as a continuum.

•

Nurse consultant at advert. Band 7 and 6 RNs at advert.

•

Paeds posts appointed plus 6 band 6 posts all pending start dates.

•

Escalation policy agreed by Medical Director for ED to utilise appropriately and for the Trust to respond.
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Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Ensure medicines are always stored securely to prevent unauthorised access.
Planned Action
Ref

Action

Lead

1.9

1. Review and improve current process and compliance with storage of
medicines.
2. A secure drug prep area is to be an integral feature of the
department's reconfiguration works.

Deadline
1. 01/10/2018

Iain Yearling
2. 31/03/2023

Update on actions
Current monitoring practice is for Duty band 7 to undertake checks as part of a daily 07:30 inspection. The Matrons' full
audit (Meridian) requires a check on locked medicines cupboards. Review of current Meridian highlights that between
Aug 2017 and Aug 2018, 8 Matrons full audits have been undertaken with 100% compliance.
Locked cage for entonox scoped pending insertion and locks placed on drug cupboard doors.
Plan for new treatment room to have external lock;need to check the requirement for inner cupboards to still be locked:
access by authorised but non-clinical staff needs to be considered, e.g. cleaners.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Ensure an external review takes place as soon as possible to identify the risks in the department and then
take the actions recommended to reduce them.
Planned Action
Ref
1.12

Action

Lead

External review completed.
Take actions to address identified risks: in progress.

Anne Hicks

Deadline
30/04/2019

Update on actions
•
•
•
•
•

Redesign of paeds area in progress see ref 1.1 and 1.2.
Relocation of minors to fracture clinic pending.
Expansion of resus pending on above works.
Recruitment of staffing across all levels both nursing and medical ongoing see ref 1.8.
Escalation policy to be enacted when > 18 in majors, no resus capacity, lack of critical staffing > 25 minors or
significant patient safety concerns.

Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure all staff are up-to-date with mandatory and safeguarding training.
Planned Action
Ref
1.13

Action

Lead

1. Corporate remit: All staff that require level 2 safeguarding to be
booked onto the relevant e-learning course to complete when their
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current training expires.
2. Service line manager to produce annual forward planner detailing
protected time for named medical staff to undertake all e-learning
requirements, as part of their PA time.
Matron to oversee production of an annual forward planner detailing
protected time for named nursing staff to undertake all e-learning
requirements and embed this into rostering practice. Traceable
reasons to be inherent for non attendance/compliance.
Update on actions
Child Protection Level 3 remains a city wide capacity issue. There is an issue with BLS in that all staff are ILS compliant
which is a 2 year programme but all staff still need to do annual BLS. Monthly monitoring via dashboards and at 1: 1 with
Matrons and Managers. Jayde Fletcher to provide monthly planner to Service Line Manager for approval by 31/10/18.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure the kitchen in the clinical decision unit is secure when unattended to prevent patients gaining
access.
Planned Action
Ref
1.14

Action

Lead

Reconfigure the Clinical Decision Unit to relocate the kitchen within
the department; security features to be inherent in design.

Iain Yearling

Deadline
Complete

Update on actions
10/10/18 - Kitchen complete.
Assurance that actions have been addressed
Reconfiguration complete.

SHOULD DO: Repair or replace the flooring in the clinical decision unit toilets/shower rooms to enable effective
cleaning and minimise infection control risks.
Planned Action
Ref
1.15

Action

Lead

Submit new works request to assess, replace or repair the floor.

Iain Yearling

Deadline
31/10/2018

Update on actions
10/10/18 separate works request submitted as unable to complete as part of the kitchen project.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Review the security arrangements for the paediatric department to prevent unauthorised entry and exit.
Planned Action
Ref

Action

Lead
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1.16

1. Create modular extension to paediatric area; ensuring security
features are inherent in design.
2. Engage with the Trust Security Team to review security
requirements within the current footprint, including secure access,
CCTV monitoring and electrical safety.

Stuart Windsor
31/12/2018
Iain Yearling

Update on actions
1.

In progress.

2.

CCTV scoped, quote approved, pending installation.

Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure children in the paediatric department do not have access to electrical sockets.
Planned Action
Ref

Action

Lead

1.17

1. Create modular extension to paediatric area; ensuring safety
features of electrical sockets are inherent in the design, e.g. height of
electrical sockets.
2. Engage with Trust Estates Team to review the requirement for
electrical sockets in the existing footprint.
3. Long Term: Progress the redesign of the emergency department.

Deadline

Stuart Windsor
31/12/2018
Iain Yearling

Update on actions
04/09/2018 Reminder that protective electrical socket inserts were removed as part of an NHS Estates and Facilities alert
issued June 2016. "In certain circumstances, the use of plastic 13A electrical socket inserts (sold as safety accessories), can
overcome the safety features designed into socket outlets".
Modular extension in progress.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Provide training and/or guidance to reception staff that enables them to recognise ‘red flag’ symptoms.
Planned Action
Ref
1.18

Action

Lead

Undertake a scoping exercise that includes the following hierarchy:
- Ascertain what other Trusts' practice is around this issue.
- Explore the professional scope of practice and patient safety
considerations in relation to providing training and/or guidance to
reception staff that enables them to recognise ‘red flag’ symptoms.
- Create appropriate list of 'red flags'.
- Produce Standard Operating Procedure that builds safeguards into
decision making steps commensurate to staff job descriptions and
their professional and legal boundaries.
Action to incorporate the Minor Injury Units.

Update on actions
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Jayde Fletcher to ensure that all staff have adequate induction training for calling for assistance with appropriate list of
urgencies as guidance.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Consider how patients arriving by ambulance can be protected from the weather while being transferred
to the department.
Planned Action
Ref

Action

Lead

1.19

1. Review Care Group risk register. Due to reconfiguration of paeds
and resus plus proposed rebuild, there is unlikely to be a timely
resolution to this issue in the immediate future.
2. Implement process change as part of a recurrent PDSA
improvement cycle relating to the FLIC initiative; with service
improvement support.
3. Long term: Subject to securing the Treasury capital funds, progress
the redesign of the emergency department.

Wendy Colley

Deadline
Risk register:
01/10/2018
FLIC: this is part of a
Quality Improvement
programme so is
ongoing.
Redesign:
31/03/2023

Update on actions
The initial risks will be mitigated by the current expansion being undertaken. Ambulance arrivals will be part of the overall
redesign in the new build and therefore not to be further considered in the short term.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Make sure clinical waste bins are emptied before becoming over-full.
Planned Action
Ref

Action

Lead

1.20

1. Review the service level agreement with hotel services to ensure
that there is the ability to flex the service provided according to Trust
escalation status.
2. Consider including in the Trust Escalation Policy.

Wendy Colley

Deadline
31/10/2018

Update on actions
We are utilising the facilities from CDU. It is now considered that this does not need inclusion in the Trust Escalation Policy
as it is considered in the SHINE safety form. Monitoring continues as part of the Matrons Audit.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Review the security arrangements for storing patient records in the clinical decision unit.
Planned Action
Ref
1.23

Action

Lead

Reset the expected practice and discipline around keeping patient
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records:
- in folders at the foot of the patient’s bed, ensuring only essential
nursing records e.g. observations, drug charts and risk assessments
are accessible and kept together.
- medical records are filed complete and locked in a secure dedicate
notes trolley when not in use.
Update on actions
•

Dedicated ward clerk for CDU in place for timely filing and security.

•

Staff reminded of the need for safe placing of medical / nursing documents from Ward Manager / Matron.

•

Lockable notes trolley in use.

•

Spot monthly audit compliance to commence October 2018 and findings reported to governance pillar for any
necessary actions.

Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Make sure incident reporting, learning and feedback is given sufficient priority to encourage improved
incident reporting from staff.
Planned Action
Ref

Action

Lead

1.24

1. Review the current PA time for the clinical governance lead.
2. Review the division of labour, roles and responsibilities among the
service line's clinical, management and administrative support teams.
3. Implement PDSA approach related to incident reporting in
conjunction with the Medical Assessment Unit: producing a
standardised format for reporting recurring high volume themes
related to incidents within the Datix reporting system.
4. Scope the feasibility of developing a block review feature within
the Datix system for an agreed type of incident (external incidents)
with support from the Head of Quality Governance.

Matt Warner
and Iain
Yearling

Deadline

31/01/2019

Update on actions
Project related to secretarial support for administrating governance meetings started overseen by the Service Line
Support Manager and Care Group Quality Manager.
Ref streamlined review, initial discussions have taken place with the Head of Quality Governance; this needs to be
revisited and progressed.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Make sure allergy information is recorded on all relevant paperwork.
Planned Action
Ref

Action

Lead

1.25

1. Undertake awareness campaign related to managing and recording
allergy status.
2. Scope the reconfiguring of the Fundamentals of Care audit in ED to
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include a Multidisciplinary focus. This would aim to include a question
related to clinical and nursing record keeping with regards to allergy
information.
Update on actions
This is evident in the SHINE tool.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure staff always clean their hands between patient contacts.
Planned Action
Ref
1.26

Action

Lead

1. Undertake an awareness campaign related to decontaminating
hands including resources and standards expected during periods of
escalation when patients are being placed in the central corridor.
2. Procure as department stock individual hand gel dispensers with
clips for staff to carry and use during periods of escalation.

Iain Yearling

Deadline

31/12/2018

Update on actions
Actions have not yet commenced.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Make sure patients waiting in the department for long periods are not left without access to drinks and
food, where appropriate.
Planned Action
Ref
1.27

Action

Lead

1. Review the service level agreement with hotel services, ensuring
there is the ability to flex the service provided according to Trust
escalation status.
2. Consider including in the Trust Escalation Policy.
3. Revise Fundamentals of Care audit to include whether the patient
has access to fluids and been offered food.

Iain Yearling

Deadline

31/12/2018

Update on actions
Food is provided by the CDU and the housekeeper discusses who may eat/ drink with the Nurse In Charge for breakfast,
lunch and dinner.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Record patients’ pain scores routinely and make sure pain relief is provided promptly when required.
Planned Action
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Ref

Action

Lead

1.28

1. With support from Service Improvement progress the current PDSA
test change of NEWS2 within the department to recognise the
frequency of observations required on a patient by patient basis
depending on clinical presentation.
2. Long Term: Progress the redesign of the emergency department to
eliminate the need to place patients in the central corridor during
crowding.

Deadline

NEWS2: 31/12/2018
Iain Yearling

Redesign:
31/03/2023

Update on actions
NEWS2 live in ED.
See 1.1 re redesign of ED.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure staff working in resuscitation as part of a team wear the correct tabards to help with role
identification.
Planned Action
Ref

Action

Lead

1.31

Internal professional standard to be written outlining the requirement
to wear the correct labelled tabards to help with role identification
during Trauma care.

Matt Warner

Deadline
Complete

Update on actions
An Internal professional standard is not considered necessary. Staff have been reminded of the need to wear the correct
attire for their role and it is the responsibility of the resus lead to ensure that the team members are correctly identified.
Assurance that actions have been addressed
To be determined.

SHOULD DO: Review how patients can be better supported to manage and support their own healthcare.
Planned Action
Ref
1.32

Action

Lead

1. Engage with Patient Experience Manager to review the range of
discharge information provided.
2. Review how to ensure easy access to promotional materials within
the department, e.g. leaflets, electronic adverts.

Anne Hicks
Iain Yearling

Deadline

31/01/2019

Update on actions
New Patient Experience Manager in post w/c 8 October 2018; will engage with him to complete this action.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Consider providing nursing staff the skills required to undertake mental capacity assessments.
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Planned Action
Ref

Action

Lead

1.33

1. Preferred action is to increase uptake in medical staff trained to
undertake mental capacity assessments.
2. Matron and Head of Nursing to scope the feasibility of nursing staff
of an appropriate seniority to support completion of mental capacity
assessments: factoring in professional scope of practice.

Anne Hicks
Ed Cox

Deadline

31/12/2018

Update on actions
Trust to pursue option 1.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Provide patients requiring the toilet with appropriate facilities without undue delay.
Planned Action
Ref

Action

Lead

1.34

1. Increase in establishment across all disciplines approved. Recruit to
establishment.
2. Reinvigorate intentional rounding format
3. Long Term: progress the redesign of the emergency department to
improve access to toilet facilities and eliminate delays.

Iain Yearling

Deadline

1 & 2. 31/12/2018
3. 31/03/2023

Update on actions
Patients who are in the corridor are often dressed and therefore are assisted to the toilet outside x ray. For those who
require assistance the FLIC cubicle or another will be used with a commode.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Keep patients in the corridor up-to-date with their care and treatment plans.
Planned Action
Ref
1.35

Action

Lead

1. Engage with the Patient Experience Manager to review a range of
options: consider seeking patient feedback on solutions.
2. Review intentional round template: include update on patient's
awareness of their care plan.

Iain Yearling

Deadline

31/12/2018

Update on actions
New Patient Experience Manager in post w/c 8 October 2018; will engage with him to complete this action.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Communicate current estimated waiting times to patients arriving at the department.
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Planned Action
Ref
1.36

Action

Lead

Obtain a quote for a wall mounted screen in waiting areas (Main,
minors and paediatric areas) to display wait times, this must be able
to be an automated system.

Jayde Fletcher

Deadline
31/12/2018

Update on actions
Feasibility to be scoped.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Look to make the environment more suitable for patients with dementia.
Planned Action
Ref
1.37

Action

Lead

1. Replenish dementia resources (dementia box).
2. Design in dementia friendly features as part of the department's
interim reconfiguration in majors and minors areas: consideration to
be given to dementia friendly colours, materials, signage and a
centrally located multiface clock.

1. Iain Yearling
2. Stuart
Windsor

Deadline
1. Complete
2. 31/03/2019

Update on actions
Dementia box replenished 30/9/18. Matron attends the design meetings and will ensure that dementia friendly colours
etc are used.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Agree and record a clear vision for the emergency department, and produce a strategy that enables the
vision to be achieved.
Planned Action
Ref

Action

Lead

1.38

The department has a clear vision contained in each governance pillar
and the Strategic Outline Case for the service.
The service line's priorities are integral to the Medical Care Group's
overarching strategy.

Anne Hicks

Deadline

31/10/2018

Update on actions
The service line's operational strategy is integral to the Medical Care Group Strategy which was ratified at Care Group
Board in September 2018.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Improve minutes and action tracking for team meetings.
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Planned Action
Ref
1.39

Action

Lead

1. Adopt the Medical Care Group's branded suite of meetings'
templates and meetings' standard operating procedure (part of
governance tool kit); Terms of Reference for the meeting to be
written.
2. Provide commensurate administrative support to the meetings;
training on meetings administration to be provided if required.

Wendy Colley

Deadline

31/10/2018

Update on actions
Project related to secretarial support for administrating governance meetings started overseen by the Service Line
Support Manager and Care Group Quality Manager.
Initial discussions have taken place with the Head of Quality Governance; this needs to be revisited and progressed.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Review how the provision of psychiatric liaison services is monitored to ensure performance meets
patients’ needs and improvements can be identified if needed.
Planned Action
Ref
1.40

Action

Lead

24 hour, 7 day psychiatric liaison service is in place.
Formalise referral reporting.
Plan to feed into Strategic Command.

Anne Hicks

Deadline
Complete

Update on actions
•

ED has a good service with 24/7 Psychiatric Liaison Nurse cover ensuring our patients have timely access to services.

•

Strategic Command no longer operates.

•

We monitor complaints, compliments and incidents and the learning actions are discussed via the governance
framework.

Assurance that actions have been addressed
To be determined.

SHOULD DO: Identify ways of obtaining feedback from the public to develop and improve services.
Planned Action
Ref
1.41

Action

Lead

Supported by the Trust Patient Experience Manager write a local
patient engagement strategy outlining approaches for seeking
feedback from patients attending the department.

Iain Yearling

Deadline
31/12/2018

Update on actions
New Patient Experience Manager in post w/c 8 October 2018; will engage with him to complete this action.
Assurance that actions have been addressed
Not applicable at this stage.
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Medical Care
MUST DO: Ensure nursing staffing levels meet the nursing establishment on the endoscopy unit to enable planned
investigations can be carried out and not to hamper service improvement projects.
Planned Action
Ref

Action

Lead

2.1

Establishment review to be undertaken in the context of demand and
capacity planning: including future workforce requirements to meet the
predicted growth in screening and diagnostic services.

Ed Cox

Deadline
30/12/2018

Update on actions
Review process has commenced. In consultation with finance regarding funding models. The review will look at different
models of care and a review of the service to see where efficiencies can be made and how we could potentially
reconfigure and develop the service to meet the challenging service demands. A five year plan is being factored in.
Assurance that actions have been addressed
Too early to provide this currently. Progress is being monitored via the Service Line to Care Group risk and assurance and
performance review forums.

MUST DO: Ensure that all patients are assessed for venous thromboembolism (VTE) as soon as possible after admission,
or by the first consultant review and that this is re-assessed within 24 hours in line with national guidance.
Planned Action
Ref
2.2

Action

Lead

Scope IT solution using SALUS whiteboard with use of an icon tracking
completion of VTE risk assessment.

Dr Ian Higginson

Deadline
31/12/2018

Update on actions
Salus icon solution is progressing. Lead VTE nurse is providing guidance on the criteria needed to inform practice and
reporting.
Assurance that actions have been addressed
Too early at this time. The table below is July 2018 data for VTE risk assessment as reported in the National Return. This
shows that the target was exceeded based on current data collection methodology.
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MUST DO: Review processes for effective systems to scrutinise morbidity and mortality (M&M) data. Standardise the
format of minutes of M&M meetings to ensure effective sharing of information with those who were unable to attend.
Review and improve the format M&M data was presented to ensure it is transparent, and can allow for challenge.
Planned Action
Ref

Action

Lead

2.3

1.Process of quarterly service line reporting into Care Group
performance meeting (started May 2018). Service lines will submit a
written summary report covering mortality screening compliance,
arrangements for conducting mortality screening, scrutiny of HSMR and
SHMI; subject judgement reviews, and how the outputs of screening
feed into Service Line governance meetings.
2. Revise Service Line meetings' toolkit to ensure scrutiny of
HSMR/SHMI and screening compliance is undertaken and recorded in
the relevant forum; be that embedded in a clinical governance meeting
or standalone M&M meeting. Engage with clinical governance leads in
design and format, as part of the Medical Care Group's 2018/19
governance plan of which reinvigorating and revamping the clinical
governance leads meeting forum is inherent.

Dr Ian Higginson

Deadline

31/12/2018

Update on actions
1. First test of planned 4 tests of change completed, with a report presented to the Care Group Risk and Assurance
meeting in September 2018. This same report has been submitted with a request for review at the October 2018
corporate mortality review panel meeting.
rd

2. Clinical Governance Leads meeting reconvened on 3 October 2018. Terms of Reference agreed – see action 2.24. Toolkit under review currently.
Assurance that actions have been addressed
Medical Care Group Mortality Review Report. Meeting minutes for Risk and Assurance Meeting.

MUST DO: Improve training compliance for medical staff undertaking mental capacity assessment.
SHOULD DO: Improve training compliance with Mental Capacity Act and Deprivation of Liberty Safeguards.
MUST DO (Outpatients): Make sure all staff within the outpatient departments have undertaken mandatory training
updates in line with trust policy.
SHOULD DO (Medicine): Improve compliance with mandatory training for medical staff to meet the trust target.
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Planned Action
Ref

Action

Lead

2.5,
2.9,
2.12
Med &
5.1
OP

1. Corporate remit: All staff that require level 2 safeguarding to be
booked onto the relevant e-learning course to complete when their
current training expires.
2. Service Line Managers to produce annual forward planners
outlining protected time for named medical staff to complete elearning and mandatory face to face training relevant to the scope
of their practice. Traceable reasons to be inherent for non
attendance/compliance.
3.Negotiate with Workforce/Performance Manager the ability to
determine medical staffing % compliance as a subset report within
service line dashboards.

Dr Ian Higginson
/ Caroline Dawe

Deadline

31/10/2018

Update on actions
An opportunity has been identified to scope the potential to further develop the current centralised oversight and
reporting mechanism. This would aim to provide a more robust forward planning, and recording of compliance as well as
build in the logging of reasons for non-compliance for all aspects of statutory and mandatory updates. This could see a
solution towards delivering actions across Care Groups for action reference numbers: 1.13; 2.5; 2.8; 2.9; 2.12; 3.2; 3.10;
4.2 and 5.1; underpinned by a Standard Operating Procedure.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Improve arrangements and work with the wider healthcare system to reduce delayed transfer of care.
Patients who were medically fit for discharge were unable to leave hospital, which put them at risk of deconditioning
and deterioration.
Planned Action
Ref
2.6

Action

Lead

The reporting process is integrated so that issues to flow can be
monitored and addressed system wide. The same approach will be
applied to intermediate care placements and reablement.

Jo Beer

Deadline
Complete

Update on actions
The system has been working together for the last 18 months to improve Delayed Transfers of Care. As a result complex
discharge pathways have been reviewed and reframed and the integrated hospital discharge team redesigned. The
national target for DToCs is 3.5% and NHSI benchmark all trusts weekly. Figure 1 below outlines UHP’s performance
against all South Trusts. It demonstrates a consistent level of performance with UHP performing around the 3.5% mark
th
but also better than the ‘South’ consistently since 30 April. Thematic analysis of constraints is reviewed regularly to
inform on-going improvements and developments.
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Delayed Transfers of Care in acute are recorded per occupied bed. Delayed Transfers of Care for Social Care are counted
per 100,000 population. Significant progress has been made improving social care delays.

Assurance that actions have been addressed
Complete – however this subject has constant focus. See charts above.

SHOULD DO: Review the nursing establishment to ensure safe nursing staff levels on inpatient wards based on data
collected to ensure this meets national guidance.
Planned Action
Ref

Action

Lead

2.7

Undertake a review into establishment covering nursing and care
support roles; including future workforce requirements to meet the
predicted growth in specialist treatments and include a target turnover
rate.

Ed Cox

Deadline

Complete

Update on actions
The data collection for the nursing and midwifery inpatient establishment review was undertaken in July / August 2018
and the data period reviewed was from the 1st June 2017 to 30th May 2018.
Assurance that actions have been addressed
th

th

Presented at Nursing and Midwifery Operational Board 4 October 2018. Reported at Trust Board 5 October 2018.
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SHOULD DO: Review the level of child protection training and compliance for staff providing care and treatment for
young adults under the age of 18 years.
Planned Action
Ref

Action

Lead

2.8

1. Trust level: Trust lead to scope the suitability and feasibility of
providing enhanced level 2 face to face training to ensure that senior
staff have a greater understanding than basic level 2 in child protection,
MCA and DoLS.
2.Care Group level: Service Line Managers to produce annual forward
planners detailing protected time for named medical staff to undertake
face to face training relevant to the scope of their practice. Matrons to
produce annual forward planners detailing protected time for named
nursing staff to undertake face to face training relevant to the scope of
their practice. Traceable reasons to be inherent for non
attendance/compliance.

Deadline

Alison O'Neil
31/03/2019
Caroline Dawe

Update on actions
•

Face to face training is available to complement the mandatory training for children and adults. This can be arranged
through co-ordination from the corporate team or wards and departments can contact the Safeguarding team and
request face to face training. This is in addition to mandatory training and can be adapted to meet the specific needs
of staff in clinical areas.

•

Meetings have been held with the training department and Trust lead to scope the suitability and feasibility of
providing enhanced Level 2 face to face training to ensure that senior staff have a greater understanding than basic
Level 2 in child protection, MCA and DoLS.

•

Training to supplement current process is available on request and micro-teaching has been delivered to senior
groups and specific ward areas. This will continue to be part of delivery programmes.

•

Service Line Managers have been accommodating in ensuring that staff have time allocated to attend training.
Training is planned and part of mandatory training for general ward areas.

•

An opportunity has been identified to scope the potential to further develop the current centralised oversight and
reporting mechanism. This would aim to provide a more robust forward planning, and recording of compliance as
well as build in the logging of reasons for non-compliance for all aspects of statutory and mandatory updates. This
could see a solution towards delivering actions across care groups for action reference numbers: 1.13; 2.5; 2.8; 2.9;
2.12; 3.2; 3.10; 4.2 and 5.1; underpinned by a Standard Operating Procedure.

Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Review arrangements for the safe administering of intravenous fluids for patients receiving
haemodialysis.
Planned Action
Ref
2.10

Action

Lead

1. Dialysis machines on Mayflower ward to be upgraded to online
priming which allows fluid to be given as part of the dialysis
programme, when required.
2. Staff to receive training as part of the upgrade.
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3. Standard Operating Procedure to be written for staff to follow in
the rare event that intravenous fluids are required in an emergency
situation; supported by a patient group directive (PGD).
Update on actions
1. There is now a different way of lining and priming the machines with an extra attachment to the dialysis lines.
2. Staff training in progress – almost complete. The majority of staff who have had training are those who are dialysing
daily. Staff that have not yet had training are using the old way of lining and priming until training is completed and
emergency flushes continue to be given by the registered nurse.
3. Standard Operating Procedure being drafted.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Improve emergency equipment daily checks in line with national guidance. This was highlighted in a
previous CQC inspection and we did not find this had been improved adequately.
Planned Action
Ref

Action

Lead

2.11

1. Matron Audit (Meridian) to include the need to escalate omissions
in any aspect of environment safety or equipment checking.
2. Declarations from Matrons outlining the routines in place within
each clinical area within their remit related to daily emergency
equipment checks. Standardised proforma to be designed, completed
and submitted to the Care Group management team.
3. Feedback to Care Groups via Nursing & Midwifery Board from
annual audit undertaken by the Resuscitation Team.

Ed Cox

Deadline

31/12/2018

Update on actions
1. Meridian audit question to be amended.
2. Proforma for declaration drafted for Matrons reporting into October/November Service Line to Care Group
performance reviews. Summary report will be written and review via the Care Group’s Risk and Assurance meeting.
3. Annual audit outstanding.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure substances hazardous to health are stored in line with regulations.
Planned Action
Ref
2.13

Action

Lead

1. Conduct awareness campaign related to safe storage of Actichlor
Plus tablets (COSHH).
2. Obtain declarations from Service Line Managers confirming the
presence of a COSHH cupboard within the sluices of their clinical
areas. Standardised proforma to be designed, completed and
submitted to the Care Group management team.
3. Review of Matrons environment audit; to revise the dedicated
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question related to checking secure storage of disinfectant tablets to
definitively evidence compliance that Actichlor Plus tablets are in a
'locked COSHH cupboard'.
Update on actions
Awareness campaign run via daily e-mail and vital signs- completed. Need to progress with procurement plan with the aim
to bulk buy for areas that need a COSHH cupboard.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Monitor, record and audit air pressure levels in positive and negative air pressure rooms in line with
national guidance.
Planned Action
Ref

Action

Lead

2.14

1. Install analogue pressure gauges to the 2 Bracken ward negative
pressure isolation rooms A & B and lobby; also the following 10
negative/positive pressure rooms throughout the Terence Lewis
Building.
• L4 Penrose Rm11 & 12
• L6 Torrington Rm 11 & 12
• L6 Torcross Rm 20 & 21
• L7 Clearbrook Rm H
• L7 Crownhill Rm K
• L8 Bickleigh Rm H
• L8 Braunton Rm K
2. Estates Team to create a daily check sheet to be used by ward staff
to record the room pressures (once the gauges have been installed) in
accordance with guidance.
3. Write an SOP to provide details on how to undertake and record
the daily isolation room pressure checks.

Phil Tarbuck

Deadline

31/12/2018

Update on actions
Areas visited during September and discussed with Infection Prevention & Control Team at the September 2018
Ventilation Safety Group meeting. First site visit with contractor planned for 03/10/2018 to discuss installation options.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Consider more innovative ways to recruit to consultant vacancies in the medical care group.
Planned Action
Ref

Action

Lead

2.15

1.Care Group Strategy to include the development of robust 3-5 year
workforce plans within Medicine Care Group services.
2. Recruitment strategy and a plan to be written with consideration
towards:
- Baseline position;
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- Review of benefits and perks for each specialty;
- Staff ambassador roles;
- Tapping into existing staffs' networks for referral and
recommendations;
- Targeted approach: trade press, professional associations and
university departments;
- Overseas recruitment options to be explored;
- Review recruitment perks with existing consultants to retain existing
staff: aim for parity in terms and conditions of employment with the
incentive benefits to recruitment drives.
Update on actions
1.

Care Group overarching strategy approved by the Care Group Board – interim review scheduled for 6 months.

2.

Recruitment plan being drafted.

Assurance that actions have been addressed
Care Group Board minutes 14-09-2018 approving overarching strategy.

SHOULD DO: Review the suitability of Postbridge ward to accommodate inpatients and overnight.
Planned Action
Ref

Action

Lead

2.16

Complete risk assessment to determine suitability of Postbridge ward
to accommodate inpatients during periods of operational escalation:
incorporate option appraisal of not using Postbridge.

Lee Johns

Deadline
31/10/2018

Update on actions
Agreed via Head of Operations that the Matron for operational site team and Matron for Postbridge will be asked to
undertake the risk assessment. Aim to review and approve through Emergency Planning Group. It is likely that Postbridge
will not be a viable option for escalation long term as the Lightwell project will be utilising this space.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Improve documentation to easily identify when patients were moved to a different ward and document
the reasons for doing so.
Planned Action
Ref
2.17

Action

Lead

1. Scope enhanced utility of an electronic solution (IPMS & SALUS) to
enable 24/7 traceable recording that identifies when patients are
moved to a different ward and document the reasons for doing so.
2. Based on the identified solution develop a Standard Operating
Procedure

Lee Johns

Deadline

31/03/2019

Update on actions
Agreed via Head of Operations that the Matron for operational site team will communicate with the Salus team: review
descriptors already in Salus and the hierarchy of the list of options.
Assurance that actions have been addressed
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Not applicable at this stage.

SHOULD DO: Ensure nursing care plans are individualised and hold sufficient information to ensure safe and effective
care can be delivered by all staff.
Planned Action
Ref
2.18

Action

Lead

Nursing and Midwifery Strategic Priorities for 2018-2021 to include a
review and renewal of all nursing care plan documentation.

Deadline

Bev Allingham

31/03/2019

Update on actions
th

The nursing framework was presented to the Nursing and Midwifery Operational Committee on 4 October 2018. The
Chief Nurse and Deputy Chief Nurse will be presenting a Briefing on the nursing framework to the Trust Board week
st
commencing 1 October 2018. The finalised framework is being aligned with the clinical professions and healthcare
sciences. The full document will be presented to Trust Board in November. There are 3 streams of work: risk assessment,
care planning and discharge planning. The updated risk assessment booklet is with the printers.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Review clinical guidelines on the trust intranet to ensure they are all current and reflect the most up-todate national guidance.
Planned Action
Ref
2.20

Action

Lead

Service Lines' Clinical Governance Leads to oversee review of clinical
guidelines where the document owner sits within their service and
ensure these are acted upon through their departmental clinical
governance structures and submitted to the Audit, Assurance and
Effectiveness team for publication on Trustnet.

Dr Ian Higginson

Deadline

31/01/2019

Update on actions
The Care Group Director has e-mailed all service line clinical leads requesting that clinical guidelines are brought up to
date or to confirm those to be decommissioned and archived. There are currently 32 (44%) expired pieces of clinical
guidelines of which 15 (47%) are under review.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Improve documentation from treatment escalation plans to ensure these are completed to demonstrate
patients’ choices are considered.
Planned Action
Ref

Action

Lead

2.22

Corporate Level: 1. Implement awareness campaign related to roll out
of version 11 TEP forms (completed).
2. Ensure that all resuscitation training programmes have TEP
education as integral to the curriculum (completed).
3. Undertake monthly audit of TEP via emergency call data collection

Sian Dennison
Dr Ian Higginson
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(ongoing).
4. Continue ongoing bi-annual hospital audits of TEP forms via
Meridian system undertaken by the Resus and End of Life (EoL) teams
with results sent to Care Groups for action and further audit as
appropriate (audit due by 31/10/2018).
5. Review at End of Life Committee and Resuscitation Committee the
provision of guidance on a percentage achievement related to
accurate completion of TEP forms; and how this will be formally
monitored.
Care Group:
6. Clinical Governance Leads to lead on TEP improvement plan for
their services based on baseline audit results (October 2018 audit).
Update on actions
Central TEP audit due this month; results awaited.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Develop a standard operating procedure to provide guidance for staff about the safe use of escalation
areas including safe staffing levels.
Planned Action
Ref

Action

Lead

2.23

Review the Trust's escalation framework to ensure that a standard
operating procedure is an inherent feature that:
- ensures suitable patients and maximum numbers of patients are
transferred to the designated area.
- provides guidance and a checklist for staff about the safe use of the
designated area including safe staffing levels.

Lee Johns

Deadline

31/10/2018

Update on actions
Agreed via Head of Operations that the Matron for operational site team and Matron for Postbridge to be asked to work
together on writing the SOP. To cross reference with Surgery action Ref 3.12 to include preserving the privacy and dignity
of patients. Aim to review and approve through Emergency Planning Group.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure regular scheduled clinical governance meetings are held and attended.
Planned Action
Ref
2.24

Action

Lead

Clinical Governance Leads meetings to be held within Medicine Care
Group bi-monthly. Revised arrangement to start October 2018.

Dr Ian Higginson

Update on actions
nd

Clinical Governance Leads meeting held 2 October. Terms of Reference Approved at Board Level.
Assurance that actions have been addressed
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Terms of Reference. Draft minutes of meeting held 02/10/2018 – to be reviewed and approved at December meeting.

SHOULD DO: Evaluate training needs for training in mental health conditions to enhance staff’s understanding and
ability to care for patients admitted to the acute trust and who suffer from mental health conditions.
Planned Action
Ref
2.25

Action

Lead

1. Scope out the minimum level of mental health training for all
clinical staff through collaboration with Livewell Liaison Psychiatry
colleagues and by contacting Mark Radford, Director of Nursing NHSI
for any guidance. Draft a minimum standard for UHP to adopt and a
proposal for how this can be actioned.
2. Actions to be implemented and governed by Care Groups.

Update on actions
Too early in process of the action plan for an update at this time.
Assurance that actions have been addressed
Not applicable at this time.

Page 48 of 97

1. Bev
Allingham
2. Caroline
Dawe

Deadline

1. 31/12/2018
2. 31/03/2019

Item 7, Appendix 1

Surgery
MUST DO: Ensure referral to treatment time for incomplete pathways are improved and improve the cancer waiting
times for the percentage of people waiting less than 62 days from urgent GP referral to first definitive treatment.
SHOULD DO: Continue to improve theatre utilisation and reduce the number of theatres cancelled.
Planned Action
Ref

Action

Lead

3.1.2
3.13

The Care Group will continue with Project Persist to ensure that all
available Theatre time is optimised to an 85% opportunity and the
Service Line Managers will report to the Care Group Manager around
individual efficiencies within the Service Lines at the Care Group Board
meetings.

Ian Wren

Deadline

31/03/2019

Update on actions
The 85% Target continues to be compromised by the non-elective admissions to the hospital which is leading to on the
day cancellations.
Previous Month

Cancellations.

Freedom Specialties (Area of most Opportunity)

Assurance that actions have been addressed
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Project performance is monitored via bi-weekly steering group. Operational performance is monitored via weekly
Performance meeting. Exception reporting is undertaken where the opportunity is assessed as significant.
Cancellations are monitored. All decisions to cancel are escalated to Care Group level.
Data is distributed to service lines. Additional project support added.

MUST DO (Outpatients): Make sure all staff within the outpatient departments have undertaken mandatory training
updates in line with trust policy.
SHOULD DO (Surgery): Improve mandatory and safeguarding training levels so that they achieve the trust’s target.
Planned Action
Ref

Action

Lead

3.2
Surgery
5.1
OP

Review and monitor delivery of all service line action plans.
Care Group to review all trajectories with Cluster Managers during the
Monthly HR Performance Review Meetings and monthly Clinical
Governance Performance Review meetings. Individual performance
addressed via 1-1 meetings and outcomes escalated at Service Line
Clinical governance meetings.

Update on actions
Main Outpatients.
Training

Sept

Trust Update

100%

BLS

92.5%

Manual Handling

92.5%

Child Protection

92.5%
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Heat map on compliance developed (see above) for individual service lines to monitor performance during monthly
performance and finance meetings.
We will assess the impact of block training weeks and extend to more areas and explore the ability to link mandatory
training to Appraisal for consultants. We will also continue to monitor individual service line action plans via monthly
meetings.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure cross infection processes are followed in all ward and theatre areas.
Planned Action
Ref

Action

Lead

3.3

Base line review of current implementation of standards at ward level
to be conducted in Cardiothoracic Theatres and Moorgate ward using
the Infection Prevention and Control Team ward round review.
Action plans for improvement to be agreed if these clinical areas are
found to be unsatisfactory.

Update on actions
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Cardiothoracic Theatres:
21/09/2018 – IPCT Visit to Cardiothoracic Theatres completed.
25/09/2018 – Theatre Senior Matron has confirmed that this will be monitored via theatre governance and an action plan
developed.
Moorgate:
27/09/2018 – Requested IPCT ward round reviews to be shared with the Care Group to monitor progress.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure products deemed as hazardous to health are locked away and not accessible to patients.
Planned Action
Ref
3.4

Action

Lead

Baseline review of current storage practice at ward and department
level to be undertaken by the ward or department Manager.
Action plans to be developed for non-compliance.

HoN Surgery

Deadline
31/03/2019

Update on actions
Ward Audit results 26/09/2018 included in chart below:

Ward
Stannon
Sharp
Shaugh
Stonehouse
Wolf
SAU
Crownhill
Clearbrook
Torrington CICU
Torrington HDU
Lynher
Moorgate
Penrose
Pencarrow

COSHH CUPBOARD IN
SLUICE
Yes
Yes
Yes
No
No
No
No
No
NOT VISITED
NOT VISITED
No
Yes
NOT VISITED
NOT VISITED

Site Actichlor stored 26/09/2018
COSHH CUPBOARD
No
COSHH CUPBOARD
In sluice - Not stored in a cupboard
Stored in unlocked cupboard in locked cleaning room
Stored in unlocked high cupboard in sluice
Stored in unlocked high cupboard in sluice
In sluice - Not stored in a cupboard
NOT VISITED
NOT VISITED
Stored in unlocked high cupboard in sluice
NOT VISITED
NOT VISITED
NOT VISITED

Results to be reviewed and regular surveillance implemented.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Improve compliance with 95% of venous thromboembolism (VTE) (blood clot) assessments being carried
out for patients in line with national guidance.
Planned Action
Ref

Action

Lead
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3.5

Baseline review of current implementation of standards at ward level to
be provided by Clinical Nurse Specialist (CNS) for VTE.
Action plans for non-compliance to be drafted where required.

Richard
Struthers

31/03/2019

Update on actions
Safety Thermometer 2018 data included in chart below:

Ward
Stannon
Sharp
Shaugh
Stonehouse
Wolf
SAU
Crownhill
Clearbrook
Torrington CICU
Torrington HDU
Lynher
Moorgate
Penrose
Pencarrow

September 2018 Safety Thermometer No Pts/Risk Assessed
10 patients 10 risk assessed
27 patients 27 risk assessed
33 patients 33 risk assessed
31 patients 28 risk assessed
28 patients 22 risk assessed
20 patients 17 risk assessed
24 patients 16 risk assessed
26 patients 18 risk assessed
4 patients 4 risk assessed
4 patients 4 risk assessed
29 patients 29 risk assessed
24 patients 18 risk assessed
10 patients 10 risk assessed
10 patients 10 risk assessed

Percentage
100%
100%
100%
90%
79%
85%
67%
70%
100%
100%
100%
75%
100%
100%

Action plan to be developed for compliance in all areas.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Improve compliance with the WHO checklist in the specialities where the 95% compliance target was not
being achieved.
Planned Action
Ref
3.6

Action

Lead

Continue reviews of non-compliance in regular reporting to Theatres
Clinical Governance Committee. Plan in progress to move to an
electronic theatre reporting system to improve data quality.

Ian Wren

Update on actions
Chart below includes August WHO Compliance Data and July VTE Compliance data:
Service Line

WHO- GA

WHO-La

VTE

Anaesthetics

N/A

No Data

100%

Thoracic Surgery

86%

75%

95%

Vascular Surgery

88%

100%

92%

Cardiac Surgery

93%

No Data

92%

Colorectal

98%

100%

96%

Critical Care

N/A

N/A

100%

Restorative Dentistry

100%

100%

N/A

Max Fax

100%

No Data

100%

Orthodontics

100%

No Data

N/A

Dermatology

N/A

N/A

100%
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ENT/Audiology

99%

100%

99%

General Surgery

97%

100%

97%

Upper GI

94%

100%

95%

HPB

N/A

Majpr Trauma Centre

94%

N/A

N/A

N/A

Neurosurgery

94%

100%

94%

Opthalmology

100%

98%

99%

Chronic Pain Services

N/A

N/A

100%

Plastic Surgery

94%

96%

97%

Theatres Central

N/A

N/A

N/A

Orthopaedics

96%

100%

83%

Fracture Clinic

N/A

N/A

99%

Rheumatology

N/A

N/A

97%

Urology

98%

100%

100%

Progress will be monitored via Clinical Governance framework.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Continue to improve staffing levels and ensure they match the acuity of patients on all wards.
Planned Action
Ref
3.7

Action

Lead

Corporate Establishment review in progress. The Surgical Care Group
will interrogate leavers exit interview data and monitor via Clinical
Governance Meetings.

HoN Surgery

Deadline
31/03/2019

Update on actions
Conducted Establishment review as part of Trust Process. Executive Directors implemented a 14 point action plan for the
short to medium term time line to improve staffing. Compliance with the 14 point programme to be monitored.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Improve appraisal levels so that they achieve the trust’s target.
Planned Action
Ref
3.8

Action

Lead

Review and monitor delivery of all service line action plans.
Care Group to review all trajectories with Cluster Managers during the
Monthly HR Performance Review Meetings and monthly Clinical
Governance Performance Review meetings. Individual performance
addressed via 1-1 meetings and outcomes escalated at Service Line
Clinical governance meetings.

Update on actions
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Heat map assessment process completed (see above); need to ensure individual action plans are in place.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Improve mental capacity and deprivation of liberty training levels for medical staff and nursing staff so
they achieve the trust's target.
Planned Action
Ref
3.10

Action

Lead

Link in with trust wide programs to support and educate staff.
Support the action to ensure mandatory updates undertaken.

Ian Wren

Deadline
31/03/2019

Update on actions
Safeguarding is included on mandatory training – see action 3.2.
Training discussed with Safeguarding Lead who is offering drop in sessions on the ward and working towards these being
included on OLM to allow more visibility of delivery.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Clearly display information directing patients on how to make a complaint.
Planned Action
Ref
3.11

Action

Lead

All Matrons to review current processes in clinical areas and ensure
that information is easily accessible.
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Update on actions
Meridian Matrons Audit Data from 01/07/2018-30/08/2018 including Torrington HDU, Shaugh, Stannon, Moorgate,
Stonehouse, Lynher, Clearbrook, Wolf, Sharp, Crownhill, SAU, Penrose results as below:
Is the PALs Poster on Display?

Wards who responded no were Penrose 11/7/2018, Crownhill 24/07/2018, Wolf 30/08/2018.
Are PALs leaflets available?

Wards who responded no were Penrose 11/7/2018, Crownhill 24/07/2018, SAU 20/07/2018.
Remedial action is being taken for the areas of non-compliance.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure all areas used in times of escalation protect patient’s dignity and meet their needs.
Planned Action
Ref

Action

Lead

3.12

Review operating procedures for converting temporary areas to
inpatient areas, including baseline assessments for prospective areas.
Ensure staff are inducted into the area and are aware of mechanisms
for escalation.

Head of
Operations

Deadline

31/10/2018

Update on actions
This is a Corporate Issue and feeds into the work on discharge and patient flow. The Winter plan needs to consider
assessment of fitness for patients prior to use. Ensure SOP in place for opening of escalation areas. Plym and Postbridge
have SOP’s in place.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Improve the number of risks on the risk register actioned within the agreed timescales.
Planned Action
Ref

Action

Lead

3.14

The current process of review via monthly Care Group Governance
meetings and feedback to Service Line Managers to continue. Process
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to be actively managed with Service Line Managers to improve
compliance.
Update on actions
Progress Chart below:
Month

% Action Plans
Outstanding
(Data obtained from
monthly Risk Management
Performance Report)

May 2018

40%

June 2018

33%

July 2018

40%

August 2018

43%

Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Standardise the format of minutes of mortality and morbidity meetings to ensure effective sharing of
information.
Planned Action
Ref

Action

Lead

3.15

Link in with the Mortality Review Group work to standardise HSMR
and SHMI triggers to prompt a review of mortality trends. Information
will be available to the Service Lines via service line dashboards. The
group have agreed a set of principles when reviewing the data that
will require a response from the Care Group / Service Line if.
1. The Service Line Lower Confidence Limits show us as an outlier
compared with similar services. This is consistent with the Service Line
dashboards.
2. 5 consecutive data points are showing a negative trend.
3. NHSI alert received in relation to any patient group.

Richard
Struthers

Deadline

31/03/2019

Individual service line review at governance meetings to feed up to
the Care Group Board and Governance Leads meetings to facilitate
shared learning. Also feeding back to the Morbidity and Mortality
Review Group to facilitate trust wide learning when relevant.
M&M key findings will be added as an agenda item to the Governance
Leads minuted monthly Meeting with the Care Group Director which
will ensure the key learnings are shared.
Update on actions
Governance Leads Meeting - Agreed learning which should be shared with other Service Lines or Trust Wide from
Morbidity and Mortality Meetings would be a standard item on the Governance Leads Meeting Agenda to retain some
flexibility for Service Lines to record the Morbidity and Mortality meetings in their preferred format. 03/10/2018 Updated
template for Governance Leads Meeting Agenda approved at Care Group Governance Meeting.
Assurance that actions have been addressed
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Not applicable at this stage.

Maternity
MUST DO: Ensure all staff in maternity have in date mandatory training, including emergency procedures and
safeguarding.
MUST DO (Outpatients): Make sure all staff within the outpatient departments have undertaken mandatory training
updates in line with trust policy.
Planned Action
Ref
4.1
Mat
5.1
OP

Action

Lead

1. 'Making Every Conversation Count' training to be included and
documented.
2. Additional training sessions to be put in place for Evacuation of
pool training. Train additional B7 coordinators 'train the trainers' to
ease burden on the room and be able to train more staff.
3. Split the data into midwifery, clinical and admin personnel for
accuracy of interpretation and understanding any problems.

Ali Cowls
Richard Maguire

Deadline

30/11/2018

Update on actions
•

Livewell to assist with “making every conversation count” training.

•

Mandatory pool training – currently at 66% compliant. Need band 7 coordinators who can also formally assess the
competencies of the staff. 30% more staff have been trained since the CQC visit and there is a process for all new
staff joining the unit. The mitigation is that there is always someone trained in evacuation on duty.

•

Undertake training at start of each rotation to CDS for midwives.

•

Mandatory training can now be separated out for midwives and Medics.

Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Review the systems and processes for ensuring all staff, including medical staff who do not attend
mandatory training are followed up and training is completed.
MUST DO (Outpatients): Make sure all staff within the outpatient departments have undertaken mandatory training
updates in line with trust policy.
Planned Action
Ref

Action

Lead

4.2
Mat
5.1
OP

Bi monthly meeting with HR, Matrons, Practice Development Midwife
and Cluster Manager to review all non attenders. Escalation to
Director of Midwifery, Service Line Clinical Director and Care Group
Manager respectively for non attenders.

Ali Cowls

Deadline

31/10/2018

Update on actions
Service Line Manager to develop and ratify a SOP to show how the Service Line will escalate if staff are out of date. The
Quality Manager will liaise with the other Quality Managers for the Trust to ensure a cohesive approach across the
organisation.
Assurance that actions have been addressed
Not applicable at this stage.
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MUST DO: Review the systems and processes to ensure all equipment has been maintained, checked and cleaned ready
for clinical use, including equipment for use in emergencies.
Planned Action
Ref
4.3.2

Action

Lead

1. Revise Maintenance Checklist.
2. Formalise and Monitor handover between band 2 staff.
3. Implement Audit programme of cleaning and present and monitor
through Clinical Effectiveness Committee.

Sheralyn
Neasham

Deadline
31/10/2018

Update on actions
1. Matrons for inpatients to update checklist.
2. Historically handovers were only undertaken between Maternity Care Assistants but they are now involved in the main
handover so that the shift coordinator is aware of any equipment issues. New spreadsheet will be signed to evidence the
conversation has occurred.
3. Separate Matron’s Maternity audit to be created – HCA room checks, equipment checklist, grab boxes. 6 monthly audit
to be presented at CEC as a standard agenda item.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Review the systems and processes for the safe management of medicines, including replenishment and
storage, both within the hospital and in community.
Planned Action
Ref
4.4

Action

Lead

1. Review Homebirth team medicine storage.
2. Add safe storage of medicines to homebirth team induction.
3. Implement process for checking of drugs in enhanced observation
room.

Sheralyn Neasham
/ Charlotte Wilton

Deadline

30/11/2018

Update on actions
•

Lead for Homebirth Team to empty and replenish the Homebirth boxes. Photograph how box should be stocked and
design new checklist to reflect the requirement.

•

Enhanced Observation room cabinet has been added to the CD checking book. Twice daily check to be conducted.
This will form part of the Matrons audit.

Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Ensure the process for approval to work under Patient Group Directions are consistent with trust policy and
national guidance.
Planned Action
Ref
4.5

Action

Lead

Circulate PGD Trust policy to all staff ensuring that all staff sign stating
they will adhere to Trust policy.
A PGD midwifery specific package will be developed and added to
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mandatory training with a test demonstrating knowledge and
competence.
PGD discussion during PROMPt training.
Update on actions
•

Band 7 Midwife (CS) leading on PGDs in department.

•

Emails have been sent to all midwives with the PGD policy attached.

•

Pharmacy hold the signature bank of the number of midwives who have completed E-learning and signed for
competency. Plan for individual signature bank for each drug on PGD list.

•

PGD competency can be added to CEC agenda to assure actions are being addressed.

•

Lesson plan to evidence PGD discussion/inclusion during MMT week.

Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Consistently achieve internal targets for the use and completion of the WHO safety checklist.
Planned Action
Ref

Action

Lead

4.6

Complete audit of WHO safety checklists.
All failed forms to go to the Theatre lead for investigation; accurate fails
are sent to the Patient Safety Trust Lead and to all those involved in the
theatre teams for response.
Cluster Manager to discuss with GN regarding keeping target at
optimum level and will meet with GN on a monthly basis to review
problem areas.

Gill Nicholson

Deadline

31/10/2018

Update on actions
•

96% compliance. Email sent to the theatre team involved when WHO checklist is recorded as “failed” for feedback as
to why. This will provide an audit trail.

•

WHO checklist failure audits from Maternity theatres to be tabled every 6 months at CEC.

Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Ensure patient information is protected in clinical areas and records are amalgamated and stored securely
following discharge from the service.
Planned Action
Ref

Action

Lead

4.7

1. Clear backlog of notes - complete.
2. Communicate the importance of completing paperwork in a timely
way to Midwifery teams.
3. Weekly audit to be completed by Admin management team on notes
in the office for amalgamation.
4. Review current storage of notes and ensure that notes are stored
securely.

Update on actions
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Backlog has been cleared and there are daily walk arounds for the department. Storage is being reviewed and lockable
notes trolleys have been requested for the Antenatal Clinic area.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Comply with the trust process for the introduction of new roles and practices to ensure the associated risks
are fully understood.
Planned Action
Ref

Action

Lead

4.9

1. Re visit Band 5 Nurses Orientation Programme and ensure
competencies for all aspects of role are achieved and maintained and
that no aspect of role is outside of registration or training.
2. Implement specific supervision with Band 5 nurses by PMA to
ensure differences in roles and responsibilities are understood between
nursing and midwifery staff.

Deadline

Sheralyn
Neasham

30/11/2018

Update on actions
Brand new competency pack which has been re-written by ward manager. Pack is explicit about the role of the RGN. PMA
support to be provided to the RGNs.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Improve the process for document control to ensure policies and procedures are reviewed considering
national guidance, before the time of expiry, and only the most recent version is available to staff.
Planned Action
Ref

Action

Lead

Deadline

4.10

1. Review of all guidelines 6 months prior to expiry.
2. Historic and rolling review of version control to be revisited to align
with review schedule.

Dr Joanne Page

31/03/2019

Update on actions
The department is notified when guideline/policy document is within 6 months of expiry date. Liaise with Audit,
Assurance and Effectiveness team to provide regular update.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Ensure all nurses and midwives delivering care within the high dependency unit have been assessed as
competent to care for the critically ill woman.
Planned Action
Ref

Action

Lead

4.11

1. Change the name of the room to 'Escalated Observation Area'
2. Ensure staff are aware that this is NOT an HDU area.
3. Band 7 coordinators to routinely assess that staff working within area feel

Page 61 of 97

Sheralyn
Neasham
Charlotte

Deadline
31/10/2018

Item 7, Appendix 1

able to undertake and escalate appropriately in the context of enhanced
observations.
4. Ensure that documentation for patients who are admitted to Enhanced
Observation Area reflects the clinical guidelines for that area.

Wilton

Update on actions
1. & 2. Room has been re-named on white board and on room door. MMT week also now refers as “Enhanced
Observation Room”
3. Incorporate the training on the monitor as part of the rotation to CDS. Utilise the ORE/Ward Manager at the start of
rotation to assist in the updating of staff at the staff of their rotation. Staff have a check list to sign off they are competent
to do.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Ensure Modified Early Obstetric Warning Score (MEOWS) charts are used consistently and escalation occurs
in accordance with policy.
Planned Action
Ref
4.12

Action

Lead

Audit MEOWS charts of inpatients every 6 months.

Sheralyn
Neasham

Deadline
30/11/2018

Update on actions
st

Added to the audit routine schedule; aim to have 1 audit completed and presented by end of October.
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: Review the process for classifying serious incidents and external reporting to ensure that all incidents
meeting the criteria are reported appropriately. Ensure backlog of actions for serious incidents is completed.
Planned Action
Ref
4.13

Action

Lead

1. Implement LMS agreement for Pan-Devon Definition of Serious
Incidents within Maternity.
2. Backlog to be cleared.

Sue Wilkins
Helen Harling

Deadline
30/11/2018

Update on actions
There has been a Pan-Devon agreement on the classification of serious incidents which has resulted in the cooling babies
incidents to now become reportable on STEIS. Rachel Sturley is lead observation for the LMS. This is currently on track.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Consider how to make morning multi-disciplinary handover on delivery suite more efficient and if the two
handovers can be merged to maximise a coordinated approach. Consider how actions and information resulting from
these handovers is captured.
Planned Action
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Ref
4.14

Action

Lead

1. Joint review of handover by Maternity Matron and Service Line
Director.
2. Electronic or paper capture of handover to be commenced.

Peter Scott
Sheralyn
Neasham

Deadline
31/01/2019

Update on actions
SLM and Matron to meet with SLD to discuss how this can be implemented.
New handover sheet to be developed to ensure all high risk patients and outliers are discussed as well as priority of
patients. Working group to be formed to develop the content of this handover sheet. Allocate a scribe to the conversation
at handover to document the discussions. Matron to liaise with Critical Care and NICU to see how they record and
monitor this data.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Continue with the plans already initiated for a midwifery-led service to comply with national guidance.
Planned Action
Ref
4.16

Action

Lead

Continue to raise awareness through the LMS, Board Reporting and
the Risk Register of inequality with the backdrop of the financial
position.

Sue Wilkins

Deadline
Ongoing

Update on actions
There has been 11 business cases submitted over the last 7 years for a midwifery-led unit that have been rejected. This
will go through the investment panel again.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Expand the use of clinical audit and other improvement tools to proactively measure service delivery.
Planned Action
Ref

Action

Lead

4.17

1. Band 6 support Midwife (0.4 wte) to support Audit schedule.
2. Formal allocation of audits.
3. Reporting of audits and monitoring of schedule through Maternity
Clinical Effectiveness Committee and in Maternity Governance Report
through Quality Assurance Committee.

Tim Hookway
Lauren Graham

Deadline

30/11/2018

Update on actions
1. Audit Midwife in place and will liaise with TH Consultant Obstetrican regarding allocation of audit to junior doctors.
2. Schedule in place.
Assurance that actions have been addressed
Not applicable at this stage.

Page 63 of 97

Item 7, Appendix 1

SHOULD DO: Evaluate the roster to identify if midwifery staff shortages are disparate across the service and
disproportionally affect one part of the pregnancy.
Planned Action
Ref
4.18

Action

Lead

Rosters will be reviewed and, if required, staff will be re-allocated to
balance areas.

Sheralyn Neasham
/ Charlotte Wilton

Deadline
31/10/2018

Update on actions
Requested “CDS Escalation” icon to be added to MAPs to illustrate how frequently this is occurring. Aim for 6 monthly
audit to be presented to CEC and form part of yearly staffing report.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: A risk assessment for the safe storage of medical gases should always be available to staff.
Planned Action
Ref
4.19

Action

Lead

Risk assessment to be completed and shared with staff.

Tracey Sargent

Deadline
31/10/2018

Update on actions
Matron met with Paul Commander from Estates. Cupboard cleared of homebirth equipment and has been reassessed.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Review the process for ensuring hazardous chemicals are consistently locked away and not accessible to
unauthorised persons.
Planned Action
Ref

Action

Lead

4.20

Review the process for ensuring hazardous chemicals are consistently
locked away and not accessible to unauthorised persons.

Sheralyn
Neasham

Deadline
30/11/2018

Update on actions
COSHH cupboards have been ordered.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Consider how to increase information technology in the community, and specifically access by community
midwives to maternity guidance and blood results.
Planned Action
Ref
4.21

Action

Lead

Business case for the solution to be repeated and placed on Risk
Register if not financially or physically achievable.

Update on actions
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Meeting yet to take place. IT access for community staff is on the Risk Register ID 4033.
Assurance that actions have been addressed
Not applicable at this stage.
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Outpatients
SHOULD DO: Make sure all staff working in clinical outpatient areas are ‘bare below the elbow’ in line with best
practice and trust policy.
Planned Action
Ref

Action

Lead

5.4

Reiteration to all outpatient areas via daily email.
Completion of Spot Checks.
Department Assurance Assessment Framework (DAAF) to be completed
Areas/service to produce action plans to improve any deficiencies.

Rachael Buller

Deadline

31/12/2018

Update on actions
TADAFF have this as a specific question – currently auditing Imaging and Therapy areas.
DAFF have this as a specific question – currently auditing OPD areas.
Requested this question is part of the Meridian Audit undertaked on a monthly basis – this will allow for ongoing audit
and management of bare below the elbow.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Take steps to provide sufficient seating and outpatient waiting areas facilities for patients attending
appointments.
Planned Action
Ref
5.5

Action

Lead

Service lines to review their waiting areas and submit plans to provide
sufficient seating to OPD Board.

Rachael Buller

Deadline
31/12/2018

Update on actions
Information has been requested from Service Lines.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Make sure patient notes are stored securely when not in use in outpatient clinics.
Planned Action
Ref

Action

Lead

5.6

Reiteration to all outpatient areas through daily email.
Completion of Spot Checks.
Department Assurance Assessment Framework (DAAF) to be
completed.
Areas/service to produce action plans to improve any deficiencies.
Liaise with Vanessa Bennett in relation to the Health records audits that
are undertaken to gain a better understanding of what is audited and
what can be audited in future and increase regularity if possible.
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Update on actions
TADAFF and DAFF currently auditing.
Yearly audits being undertaken by Health Records and monitored through Health Records Board.
Requested addition to Meridian.
Email to be sent out by end of October (via daily email).
Posters to be sent out (when worked up) and distributed to all OPD areas.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Ensure that learning from any serious incidents is embedded within the relevant department and the
wider organisation.
Planned Action
Ref

Action

Lead

5.7

Serious incidents are discussed, shared and disseminated through the
Care Group and Service Lines Clinical Governance Structure.
Appropriate learning will be shared across the Trust via the OPD Board.
Develop reports for Trustwide review of serious incidents in OPD areas
with the aim for OPD Performance and Governance to understand
trends and themes.

Rachael Buller

Deadline

31/12/2018

Update on actions
This is already being managed within service lines and care groups so assurance can be given that issues are being dealt
with but OPD Board want to be able to have oversight. A location review has therefore been requested to be able to pull
information from Datix; this is currently underway.
Assurance that actions have been addressed
Agenda item and discussion at OPD Performance and Governance meetings.

SHOULD DO: Keep patients informed of delays in outpatient clinics making sure staff communicate effectively with
patients with disabilities and sensory loss.
Planned Action
Ref
5.8

Action

Lead

Gain understanding of ways to improve communication using different
types of technology and understanding best practice across Trust at
OPD Forum.
Implement identified actions across OPD areas.

Rachael
Buller/Kerry
Richardson

Deadline

31/12/2018

Update on actions
Working to ascertain across OPD areas what forms of communication are used to inform patients. This will then be taken
to OPD forum to generate ideas.
Delays to patients in outpatient settings is currently audited using fundamental of care audits.
This is an agenda item at the next OPD forum.
Assurance that actions have been addressed
Not applicable at this stage.
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Trust Wide
Referral to Treatment
MUST DO: Make significant improvements to meeting the needs of patients in the diagnostic imaging departments in
terms of timeliness of their appointments.
Planned Action
Ref

Action

Lead

6.2.1
Imaging

Ensure achievement of the improvement trajectory as agreed with
NHSI.
Reduce DMO1 reportable tests > 6 week waits to 3.4% by March 2019
(detailed action plan in place)

Jacqui Beer

Update on actions
Graph 1: Shows achievement of DM01 waiting times against agreed NHSI trajectory

Graph 2: Shows achievement of DM01 for MRI only against trajectory

Key actions to increase MRI capacity in 2018/19:
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1) Increase mobile capacity via “Interim” pad – COMPLETE Aug 2018
2) Increase scanning at peripheral sites (Care UK & DDRC) – DDRC plan now changed to on site “Oak Tree Pad” –
expected start date 8/10/18. Care UK - expected start date Nov 2018.
Graph 3: Shows achievement of DM01 for CT only against trajectory

Key actions to increase CT capacity in 2018/19:
1) “Lightspeed” refurbishment – COMPLETE Aug 2018
2) Increase mobile capacity via “Interim” pad – COMPLETE Aug 2018
3) Utilise Alliance PET/CT scanner for routine CT outpatient scanning
Graph 4: Shows achievement of DM01 for Non Obs Ultrasound only against trajectory

Key actions to increase Non Obs Ultrasound capacity in 2018/19:
1) Development of new scanning room on Acute Assessment Unit – COMPLETE July 2018
2) Staff 3 additional sessions on SAU in the afternoons – dependent on staff returning from maternity leave –
expected start date Nov 2018
Assurance that actions have been addressed
MRI – actions progressing well. Graph 2 demonstrates reduction in the number of waiters > 6 weeks is ahead of trajectory
as at September 2018.
CT - actions progressing well. Graph 3 demonstrates the number of waiters > 6 weeks as at September 2018 is
significantly (-581) reduced compared to July 2018 but behind trajectory by 105.
Non Obs Ultrasound – actions progressing well. Graph 4 demonstrates reduction in the number of waiters > 6 weeks is
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significantly ahead of trajectory as at September 2018.

MUST DO: Ensure referral to treatment time for incomplete pathways are improved and improve the cancer waiting
times for the percentage of people waiting less than 62 days from urgent GP referral to first definitive treatment.
MUST DO: Bring the current outpatient referral to treatment time target into line with targets.
Planned Action
Ref

Action

Lead

3.1.1
Surgery
5.2
OP

Ensure achievement of the improvement trajectory as agreed with NHSI.
Maintain incomplete pathways and reduce 52 week waits by 50%
compared to March 2018 position in line with national planning guidance
and commissioned levels of activity

Jacqui Beer

Update on actions
Graph 1: Shows achievement of number of RTT incomplete pathways against trajectory

Graph 2: Shows achievement of number of RTT 52 week waiters against trajectory

Status of Key projects relating to maintenance of RTT standards
1.

Outpatient Productivity Programme
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TME OPPROD
140818.pptx

2.

Theatre Productivity Programme (PERSIST)
The 85% Target continues to be compromised by the non-elective admissions to the hospital which is leading to on
the day cancellations.
Previous Month

Cancellations.

Freedom Specialties (Area of most Opportunity)

3.

Development of new partnership working with Care UK
Project was signed off by the Trust Board at the end of August 2018. Expected start date for new partnership
working is 12th Nov 2018. Mobilisation plan in progress.

4.

Development of 3 Cath Lab

rd

Cath Lab Sep 18
update.pptx

5.

Consultant recruitment in Medical Specialties
Update on planned recruitment:
• 11th respiratory consultant starting September 2018 - STARTED but 10th leaving in November
• Recruitment drive from Spain to allow for additional GIM support releasing current consultants to OP and IP
activity - On plan. One starts in November; other to be confirmed.
• Permission being sought for 12th Cardiologist - Agreed.
• Additional acute medical consultants out to advert to help with weekend working (urgent care activity) –
Delays with Royal College but progressing.
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•
•
•
•
•
•
6.

Diabetes consultant post out to advert as an additional post to support community working which has
already shown a reduction in acute demand - Interviews Nov/Dec 2018.
Permission sought for 2 Gastroenterology posts which will go to advert in October 18 and allow the specialty
to return to baseline establishment – Agreed and out to advert.
Hepatology - 6th consultant agreed due to drop in hours for health reasons from existing consultant body–
Agreed and out to advert.
Neurology – new consultant started Sep 18.
HCE – new consultant - starting Oct 18.
Nephrology have successfully recruited to vacancies securing activity levels - Complete

Improved administrative functions in specified Service Lines
Work progressing well in Cardiology & Thoracic medicine.

G - Cardiology
G - Thoracic Medicine
Clinical AdministrationClinical Administration

7.

Reduction of diagnostic waiting times
Graph below shows how performance against the national diagnostic waiting times standard is improving and ahead
of trajectory as at the end of September 2018.

8.

Demand management – roll out more Advice & Guidance schemes as per CQUIN
Action plan attached.

A&G Action Plan.xls

Assurance that actions have been addressed
Graphs 1 & 2 demonstrate that both incomplete pathways and the number of 52 week waiters are close to trajectory.
Update on actions in previous section shows progress to date.

MUST DO: Bring the current cancer wait targets, especially for two-week wait and 62-day pathways into line with
targets.

Page 72 of 97

Item 7, Appendix 1

Planned Action
Ref
3.1.1
Surgery
5.3
OP

Action

Lead

To achieve the 62 day standard trajectory as agree with NHSI and
achieve the 2ww standard. (detailed action plan in place)

Deadline

Sian Dennison
(62 day)/Jacqui
Beer (2ww)

31/03/2019

Update on actions
2 week waits
Detailed action plan for 2 week wait recovery attached:

2WW Project Plan
and Task Lists.xlsx

Table 1: Shows 2 week wait performance for last 12 months
Cancer standard
2 week wait standard
2 week wait standard: Breast Symptomatic

TARGET

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

93%
93%

93.1%
22.7%

91.9%
56.7%

92.6%
21.7%

92.6%
21.9%

94.3%
84.8%

89.5%
80.0%

88.5%
51.0%

90.0%
89.1%

90.6%
84.0%

92.3%
88.0%

94.8%
96.9%

95.4%
92.2%

The action plan has delivered in terms of improved performance. Table 1 shows that the Trust achieved the 2 week wait
standard in August and September 2018. October forecast suggests that this will continue.
The 2 week wait standard for Breast Symptomatic patients has been a challenge over the last 12 months predominantly
due to staffing issues within the specialty but recent performance has improved dramatically; the standard was achieved
in August 2018 and marginally missed in September 2018 (there were 7 breaches of the standard all of which were patient
choice delays). Position is monitored daily to ensure adequate capacity is available. Staffing issues have been resolved: all
Consultants vacant posts will be filled by November 2018.
62 day standard
62 Day Remedial Cancer Action Plan to improve 62 day performance and reduce backlog and 104 day breaches:

Cancer Plan
Template September

Graph 1: Shows 62 day performance for this year to date against trajectory.

Graph 2: Shows 62 day backlog of incomplete pathways against trajectory.
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th

(Note: October position as at 15 Oct)

Assurance that actions have been addressed
Action plans demonstrate progress of detailed cancer site tasks.
Plans are monitored fortnightly at the Trust Management Executive Meeting.
The backlog of incomplete pathways is reducing (see Graph 2) but it should be noted that the Trust is approximately 20
th
patients behind trajectory as at 16 Oct 2018. Further actions are being developed to return to the trajectory as soon as
possible. Operational pressures and staffing issues remain the key challenges.

MUST DO: Work with stakeholders and commissioners to address the failure to meet almost all the national targets or
standards for patient care. This includes most significantly the cancer standards and the failure of diagnostic standards.
Planned Action
Ref

Action

Lead

7.3
TW

COO to write to Chair of Western Locality Board to arrange a discussion
on how best to pick these issues up.
Series of UHPNT/CCG Exec to Exec meetings to be arranged to agree
areas of joint work.

Deadline

Kevin Baber

31/03/2019

Update on actions
CCG have been contacted to discuss the action. There is a renewed focus at system level to support performance and to
find alternative provision to support UHP position where possible.
Assurance that actions have been addressed
Limited assurance at this point as other providers also struggling with constitutional standards.

Equipment
MUST DO: Ensure all equipment is serviced as required, and put in place appropriate monitoring systems to provide
oversight of equipment servicing.
Planned Action
Ref
1.4
U&E

Action

Lead

MEMS action:
1. Implement new medical devices database with service

Page 74 of 97

Jonathan
Applebee

Deadline
Database goes live Nov
2018. Accumulated annual

Item 7, Appendix 1

4.3.1
Mat

scheduling and accumulate data for reporting. This is linked to the
RFID project (and Scan4Safety), which will enable better tracing of
medical devices for maintenance.
2. Increase capacity in Clinical Engineering’s Technical Inspector
role which carries out routine testing of medical devices.

data available Nov 2019.
RFID project planned to be
implemented during 2019.
Additional Technical
Inspector recruitment
planned for Autumn 2018.

Update on actions
All aspects of the action plan remain on schedule to be delivered as per the deadlines above.
Assurance that actions have been addressed
Not applicable at this stage.

Sepsis
MUST DO: Ensure patients presenting with possible sepsis are recognised, started on a treatment pathway and
administered antibiotics within 60 minutes.
SHOULD DO: Ensure awareness of the sepsis care bundle is rolled out to all inpatient wards and departments.
SHOULD DO: Undertake sepsis audits on all wards where sepsis might occur.
Planned Action
Ref
1.6
U&E
2.21
Med
3.9
Surgery

Action
1.
2.

3.
4.

Lead

Quality Improvement programme agreed with the CCG in place;
concentrating on admission and assessment areas.
Continuous prospective audit of all cases presenting with severe
sepsis in ED with recurrent PDSA of interventions to improve to
90%.
Educational programme - Turbo teaching, posters; investigate any
case where severe sepsis has resulted in severe decline or death.
NEWS2 will go live in MAU areas as of September 2018, and
remaining inpatient areas by December 2018 to increase
likelihood of sepsis identifications

Deadline

31/03/2019
Quality Improvement
programme will be
ongoing.

Paul
McArdle

Update on actions
1.

Sepsis action plan is in place.

2.

Continuous data collection in Emergency Department and acute admission areas.

3.

Ongoing – Sepsis nursing team is leading education.

4.

NEWS2 is live in the Emergency Department and has started in the Level 1 area across MAU; this will be rolled out
across the floor week commencing 29 October 2018.

Assurance that actions have been addressed
Not applicable at this stage.

DoLS
MUST DO: Be assured that the trust is meeting its obligations to have a legal basis to deprive someone of their liberty.
Ensure that Deprivation of Liberty Safeguard rules applications are fully understood, recognised and created by those
staff who are accountable and responsible for the application.
MUST DO: Ensure Deprivation of Liberty Safeguards are applied for in accordance with legal requirements.
Planned Action
Ref

Action

Lead
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7.2
TW
2.4
Med

1. Repeat communication to all staff via the internet, Team Brief and daily
huddles for the next quarter.
2. Matrons will be requested to ensure the process is displayed within all
clinical environments to ensure that staff who don't access their emails are
made aware of the process.
3. Meeting will be held via Matron’s forum to ensure that all senior staff are
aware of responsibility and can share and support further implementation.
4. Training and ward specific update re MCA and DoLS has commenced
throughout the Trust and will continue.
5. Continue Audit to evidence improvement in staff awareness of safeguarding
issues and specifically MCA and DoLS processes. Target support to wards that
do/should apply DOLS regularly or where issues are identified.
6. A review of Safeguarding Adults processes within the Trust has been
completed and the results of this will be available in Mid September 2018. The
outcome will be considered and changes made to process to ensure risk is
reduced.
7. The Medical lead for MCA has recently retired and Executive review is taking
place to ensure that there is medical oversight and liaison within the Trust. This
will further strengthen the ability to improve information sharing and liaise
with staff at all levels and drive the service forward at Executive level. This is
secondary to the Trust Safeguarding Nursing service contribution.
8. Medicine Care Group to develop action once corporate process review and
surveillance systems are approved and in place by the corporate lead.

Alison O'Neill
and Angela
Hill

01/10/2018
Action 8
31/03/2019

Update on actions
•

Publicity and communication to all staff via the internet, Team Brief and daily huddles completed over the last
quarter.

•

Matrons have been requested to ensure that the process is displayed within all clinical environments to ensure that
staff who don't access their emails are made aware of the process.

•

The Named Nurse has attended the Matron’s forum to ensure that all senior staff are aware of responsibility and can
share and support further implementation.

•

Training and ward specific update re MCA and DoLS has continued throughout the Trust and will continue.

•

There is still a need to audit to evidence improvement in staff awareness of safeguarding issues and specifically MCA
and DoLS processes.

•

More work needs to be done to target support to wards that do/should apply DOLS regularly or where issues are
identified.

•

Evidence from statistical collation shows a marked increase when comparing 2017 and 2018 notifications-e.g. in
August 2017 14 applications were made and in August 2018, 48 were made.

•

A review of Safeguarding Adults processes within the Trust has been completed and the results of this have been
shared with the Safeguarding Steering Group. The outcome has been considered and some changes adopted to
process to improve performance.

•

Executive review is taking place to ensure that there is medical oversight and liaison within the Trust.

Assurance that actions have been addressed
Further time is needed to audit and offer assurance that improvements have been embedded into practice. It is expected
that further audit will be completed by January 2019.
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Other Trustwide Actions
MUST DO: Address and resolve the remaining issues with staff and staff groups who do not feel valued and supported.
Ensure that action is taken to address behaviour that is inconsistent with the values of the organisation.
Planned Action
Ref

Action

Lead

7.1.1

Make a Trust values commitment statement - set out a clear
message from the Chief Executive about values, Trust commitment
to truly living by them, commitment to action etc.

Claire Underdown
/ Amanda Nash

Complete

Expand and increase profile of the Your Voice methodology as a
means of enabling staff to speak up. Through all leadership roles,
within Care Groups. Require Care Groups to report on Your Voice
sessions that have taken place and emerging themes to Care Group
review. Key themes to be reviewed and followed up .

Kevin Baber

Embedded within
Care group review
process by
30/11/2018.

7.1.3

Increase the Freedom to Speak Up Guardian numbers and publicise
widely.

Claire Underdown

Complete

7.1.4

Explore the introduction of an independent raising concerns
mechanism (Speak in Confidence) for staff concerns.

Claire Underdown

30/11/2018

7.1.5

Introduce a 360 degree appraisal process as part of leadership
development.

Claire Underdown

31/03/2019

7.1.6

Promote a top 20% Staff survey response rate.

Claire Underdown

31/12/2018

7.1.2

Deadline

Update on actions
7.1.1 All staff email sent on 24/9/18
expectations – complete.

from Ann James setting current context and leadership and behavioural

7.1.2 CU attended Care Group Managers meeting on 3/10/18 to discuss the ask. Follow up email on progress to be sent
nd
w/c 22 October. Work underway in Pathology, Imaging and Pharmacy as specific priority areas.
7.1.3 New Freedom to Speak Up Guardian appointed commencing 1/11/18. Publicised in Vital Signs 19/10/18.
7.1.4 Independent concerns mechanism investigated but not being taken forward as not fit for purpose . Alternative
route within Guardian webpage being explored.
7.1.5 360 constructed based on NHSI 360 process and being tested.
7.1.6 Staff survey is being promoted widely in the organisation.
Assurance that actions have been addressed
7.1.1 All staff email sent on 24/9/18 from Ann James.
7.1.3 Publicised in Vital Signs 19/10/18 and Daily Email 22/10/18.

SHOULD DO: Demonstrate in the board papers the open and professional challenge we were told happened.
Planned Action
Ref

Action

Lead

7.8

Board Secretary to ensure that any challenge at the Board and its
Committees is minuted and the nature of the challenge is accurately
and clearly stated in the minutes. Invitations to Board members to raise
questions on any item are always minuted, as is any response made.
When no questions arise, this is also minuted to reflect no challenge
having been made. This approach to minute taking will continue for the
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Board and its Committees.
Director of Corporate Business, Chairman and Committee Chairs to
review all Minutes to ensure that challenge is adequately captured.
Update on actions
Invitations to Board members to raise questions on any item are minuted. When no questions arise, this is also minuted
to reflect no challenge having been made. This approach to minute taking will continue for the Board and its Committees.
The Director of Corporate Business is reviewing all minutes to provide a further perspective on ensuring that any
challenges are appropriately recorded.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Maintain the personnel files of the trust’s directors to demonstrate that the evidence to support them
being Fit and Proper Persons can be reviewed and checked.
Planned Action
Ref
7.9

Action

Lead

1. Create a checklist for Safe Recruitment and Fit and Proper Persons
test and add it to all Executive Director and Non Executive Director
personnel files.
2. As checklist is added to files, complete an audit and act as necessary
to ensure compliance.
3.Put in place an annual audit schedule, next due September 19.

Bill Chapman

Deadline

31/10/2018

Update on actions
Checklist now in place. FPP appointment and recheck template has been updated taking into account the CQC feedback
and to be used going forward including this year’s annual recheck process (checks now underway to be completed by
deadline).
Assurance that actions have been addressed
Not applicable at this stage.

MUST DO: When producing the Quality Report or published documents for people who use the service, make sure they
demonstrate whether the organisation has met its objectives to people who use services.
Planned Action
Ref

Action

Lead

7.11

On production of the Quality Account we will ensure that key metrics
are included that demonstrate whether we have met the targeted
objective.

Steve Mumford

Update on actions
Action not due until 2019.
Assurance that actions have been addressed
Not applicable at this stage.
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SHOULD DO: Address the recognised gap between the care groups in terms of the assurance process and as it flows
upwards to the trust board. Consider, as would be best practice, an external review of governance as a possible way of
addressing this.
Planned Action
Ref

Action

Lead

7.12

We will commission an external review of our governance
arrangements to independently test the robustness of assurance from
Care Groups to the Trust Board.

Lee Budge
Greg Dix

Deadline
31/12/2018

Update on actions
The Board has applied to become part of NHSI’s Leadership for Improvement programme which includes an externally
facilitated session on governance. The approach to addressing this action will be reviewed once the outcome of this
application is known.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Produce reliable data on the working hours of doctors and dentists in training to be able to gain assurance
that the trust was meeting the requirement for these staff to work safety and undertake their training and
development.
Planned Action
Ref
7.13

Action

Lead

Reliable data and assurance on the working hours of doctors and
dentists will be gained through the Trust roll out of e-roster for
medical staff.

Bill Chapman

Deadline
31/10/2019

Update on actions
The rollout of doctors rostering is now in phase 1 with sickness and annual leave now complete and many areas now with
full rostering. Full action plan overseen by Rostering Board however, medicine and key carter areas scheduled to be
completed by October 2019 (as per deadline).
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Provide the board with assurance that duty of candour, as a statutory regulation, is being consistently
applied where required.
Planned Action
Ref
7.14

Action
Add the Duty of Candour metric to Integrated Performance Report.

Lead

Deadline

Steve Mumford

Complete

Update on actions
Added to Integrated Performance Report for September 2018 (Board on 5th October 2018).
Assurance that actions have been addressed
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SHOULD DO: Demonstrate that progress is made on reducing the disproportionate level of violence and aggression
from patients and the public to staff identifying as from a Black and minority ethnic background.
Planned Action
Ref

Action

7.15

1. To incorporate into leadership training (Manager's Passport) the
promotion of a zero tolerance approach to acts of violence, aggression
and harassment from members of the public/patients, towards staff,
and outline management responsibility in supporting staff.
2. Develop posters for display within staff areas across the Trust
outlining zero tolerance to violence, aggression and harassment from
the public/patients and the assistance and support that is available
for staff.
3. With the recent appointment of a dedicated Physical Interventions
Lead for the Trust, continue to roll out training for staff in conflict deescalation, breakaway techniques and physical interventions, with a
targeted approach to offer training for all patient/visitor facing staff
identifying as from a Black and minority ethnic background.

Lead

Deadline

Lisa White / Bev
Allingham

1. Manager's
Passport training roll
out commenced June
2018. 2/3. Promotion
of zero tolerance of
violence and
aggression, support
channels and conflict
resolution/deescalation training by
30 November 2018

Update on actions
1.

Leadership training has been updated to specifically outline the experience of BME staff and the Trust’s zero
tolerance stance. Action complete.

2.

This will be complete by 30 November 2018.

3.

Training continues to be rolled out to staff in patient / visitor areas. Head of HR Operations and PI Lead have met to
discuss BME experience so that this can be considered through the training of BME staff. A mechanism has been put
in place for feedback to the Head of HR Operations if negative themes are identified from BME staff during training.

Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Look again at the work plan for the Equality, Diversity and inclusivity group to ensure its objectives and
achievable and realistic.
Planned Action
Ref

Action

Lead

7.16

Review EDIWG Work Plan to ensure that objectives are achievable and
reporting timeframes realistic.

Lisa White / Bev
Allingham

Update on actions
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EDIWG membership was not quorate in order for the scheduled meeting in September to proceed, as such, this action has
regrettably been delayed. The next EDIWG will be in November and so the work plan and objectives will be reviewed at
that time. In order to allow appropriate time for feedback following the meeting, this action is expected to be completed
by 14 December 2018.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Produce a published Workforce Race Equality submission which is complete and demonstrates the trust is
investing in this area.
Planned Action
Ref
7.17

Action

Lead

WRES submission will be published on the Trust's website with
narrative.

Lisa White / Bev
Allingham

Deadline
30/09/2018

Update on actions
This action has been delayed due to WRES data quality issues that were identified and not finalised with NHS England until
th
24 September 2018. The completed template with narrative will be published on the Trust’s website by 14 December
2018 to also link with action 7.16, ensuring narrative is consistent with the revised action plan. .
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Provide the board with assurance that investigations into serious incidents or complaints described in the
monthly integrated performance report are leading to learning and change where this is needed.
Planned Action
Ref

Action

Lead

Deadline

7.18

Learning from incidents and complaints will be added to the Safety &
Quality Committee report (Safety & Quality are a sub committee of
the Board). Relevant publications, e.g. the REACT bulletins will also be
added to the appendix of this report.

Steve Mumford

Complete

Update on actions
Safety & Quality Integrated report now includes leaning bulletins from previous serious incidents; we will continue to
update Safety and Quality Committee on key learning.
Assurance that actions have been addressed
Report available on 15th October 2018.

SHOULD DO: Give assurance that the trust board is reviewing and satisfied with the risks it is responsible for on the
Board Assurance Framework.
Planned Action
Ref

Action

Lead

7.19

The Board Assurance Framework (BAF) is already reviewed at every
public meeting by the Trust Board. We will, however, complete the
review and refresh of our BAF which began in July 2018.
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Update on actions
The outcome of a review of our Board Assurance Framework and the role of the Board and Committees in using this
nd
effectively is being reported to the Audit Committee on 22 October 2018.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Look to reduce the increasing number of complaints that are reopened, often as they have not satisfied
the person who has complained.
Planned Action
Ref

Action

Lead

7.21

1. Review the current classification used to identify reopened
complaints. Report those complaints where the complainant is
dissatisfied with the quality and detail of the response. This will
include the following two reportable categories: Failed to fully answer
questions and / or Remains dissatisfied.
2. Define quality check process including a step by step guide to
ensure the response letter provides an honest and accurate response,
addressing all issues raised. Patient Experience & Engagement Lead to
randomly review a selection of complaint responses each week for
quality.

Mark Griffiths

Deadline

30/11/2018

Update on actions
1.

Revised reporting structure that shows the required data fields. This will includes five reporting categories such as the
following two reportable categories: Failed to fully answer questions and / or Remains dissatisfied. All information is
collated in a monthly report. This information is reviewed for quality and causes of reopening. This information is
then shared up and down, starting at the Quality, Governance and Learning meeting; the Quality Managers in
attendance feed back to the relevant service lines for action and learning.

2.

The current quality process has been improved to ensure the standard of responses develops. This includes refresher
training in the Complaints Team of expected standards. A plain English user guide for all staff involved in responding
to complaints has been developed to refer to when completing responses. A quality sample of responses are
reviewed by the Patient Engagement Lead; findings are discussed with the Complaints Team for learning and
improvement.

Assurance that actions have been addressed
Meeting minutes or email communications where complaints issues have been escalated are available if required. Copies
of generated reports and associated actions can be made available.

SHOULD DO: Review the risks around electricity supply and car parking capacity, and ensure these are reflected on the
corporate risk register and the Board Assurance Framework if considered appropriate. Ensure the risks around the
estate have longer-term actions described in the Board Assurance Framework.
Planned Action
Ref

Action

Lead

7.22

The Corporate Risk Review Panel will review any DATIX risks
associated with the electricity supply and car parking capacity as part
of its meeting in October 2018. With regard to the risks associated
with the Estate, this will be addressed as part of the review and
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refresh of our BAF referred to in action 7.19.
Update on actions
th

This will be reviewed by the Risk Review Panel at its next meeting on 25 October 2018.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Consider what improvements can be made to reduce the risks from the three-stage safeguarding system
for adults in the light of the far better system used for children. Bring this risk to the corporate risk register for
monitoring and improvement.
Planned Action
Ref

Action

Lead

7.24

1. A review of Safeguarding Adults processes within the Trust and the
results of this will be available in Mid September 2018. The outcome
will be considered and changes made to process to ensure risk is
reduced.
2. This has been placed on the Trust risk register and review of the
recording system will be complete by the end of September following
the wider review of safeguarding adult systems.

Alison O'Neill

Deadline

Complete

Update on actions
A review of Safeguarding Adults processes within the Trust has been completed and this included a review of the referral
system. Prior to publication of the internal review of safeguarding adults a review occurred of the safeguarding referral
process and the Local Authority referral is now embedded into DATIX which makes it simpler for staff to access and use.
Further review will be considered but in the short term the present system is safe and alerts all relevant stakeholders
assessing risk.
Further changes have been considered but at present in order to manage risk and ensure continuity of care the system of
placing a green sticker in the patients notes will remain.
Assurance that actions have been addressed
Incorporation of referral to the Local Authority into the DATIX alerting system has made the process simpler for clinicians
until a paperless system of notes is introduced. At present the rest of the system will remain unchanged.

SHOULD DO: Add the issue around it being possible to access and incorrectly update the wrong patient medical record
to the risk register for monitoring and improvement.
Planned Action
Ref

Action

Lead

7.25

Datix Risk recorded - ID: 6323 with Simeon Brundell (Clinical Safety
Officer) and Paul Copleston (Head of IM&T Software Development,
Integration and Clinical Systems Management) as the actioning
officers. ICM has warning notices in 2 places already. Upgrade added a
further measure to alert requester to ensure that they have selected
the correct patient. Plan to add a double check to the request form
which will send alerts to the Clinical Safety Officer.

Update on actions
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Paul Copleston, Suzanne Stones, Simeon Brundell and Mac Armstrong met on the 28th September and agreed the
following plan:
In Test iCM:
1. Create new field in iCM (RAD – PT Check) – completed.
2. Add tool tip explaining use – adding the PAUSED slide (Radiation Protection patient check info) – completed –
evidence below.
3. Place at the bottom of the request form, next to the submission button – completed – evidence below.
4. Block the new data item from reaching CRIS (Integration Team) – completed.
5. Test – completed.
6. Create report of exceptions – in progress – PHNT Safehaven to create – requested 11/10/18.
7. Once report available:
In Live iCM:
1. Create new field in iCM (RAD – PT Check).
2. Add tool tip explaining use – adding the PAUSED slide (Radiation Protection patient check info).
3. Place at the bottom of the request form, next to the submission button.
4. Block the new data item from reaching CRIS.
5. Simeon to communicate change to users.
6. Write to any that do not comply.
7. Escalate non-compliance to the Medical Director.
8. Monitor weekly.
9. Review.
10. Add data item to all forms.
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Timescales:
Report availability to monitor users.
Communications to Users.
Pilot/Test/Review.
Go Live.

October 2018
Early November 2018
Mid November2018
Late November 2018.

Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Raise awareness with staff of how patient feedback is used to improve services.
Planned Action
Ref
7.26

Action

Lead

New ward and department noticeboards to include a section which
identifies actions taken to improve.

Jayne Glynn

Deadline
30/10/2018

Update on actions
New boards for all wards have been identified and costed. They are now in the final stages of funding approval. These
boards include a section to show actions taken to improve, similar to the “you said, we did” format. They have clear
graphics that are accessible and visible to many user groups.
Assurance that actions have been addressed
Evidence can be supplied to show application to charitable funds for approval. Meeting minutes and email chains to show
actions.

SHOULD DO: Demonstrate that actions have been taken when learning from patient death and how these actions have
improved practice and reduced the risk of events happening again.
Planned Action
Ref

Action

Lead

7.27

The Learning from Deaths report will include specific examples where
actions have been taken to improve practice or cross referenced to
the appropriate improvement program.

Steve Mumford
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Update on actions
Changes will be implemented in the Quarter 2 Learning from Deaths report which will be complete by the end of October
ready for Trust Board in November.
Assurance that actions have been addressed
Not applicable at this stage.

SHOULD DO: Provide consistency in the quality and effectiveness of the mortality and morbidity reviews at service line
or speciality level. Ensure in doing so that any concerns within national indicators are investigated and explained.
Planned Action
Ref

Action

Lead

7.28

The Mortality Review Group will now look at HSMR & SHMI by Service
Line in a run chart format; this is the same data that is available on the
Service Line dashboards.
The Group have agreed a set of principles when reviewing the data
that will require a response from the Care Group / Service Line if:
1. The Service Line Lower Confidence Limits show us as an outlier
compared with similar services. This is consistent with the Service Line
dashboards.
2. 5 consecutive data points are showing a negative trend.
3. Mortality alerts received in relation to any patient group.
The Care Groups will be requested to attend the Mortality Review
Group (period to be defined) to update the Group on:
• What we have learned, both good and what needs improvement;
and
• What action has been taken.

Steve Mumford

Deadline

31/10/2018

Update on actions
Performance information have produced a new report for Mortality Review group for the October meeting.
Assurance that actions have been addressed
Not applicable at this stage.
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Use of Resources
AREA FOR IMPROVEMENT: Investigating trends and themes of re-admissions at a specialty level in order to reduce readmissions where possible is an on-going work stream.
AREA FOR IMPROVEMENT: Reviewing the drivers of non-elective pre-procedure bed days and reducing these where
possible, is an on-going piece of work for the trust.
Planned Action
Ref

Action

Lead

8.2

1. Increase the prominence of re-admission performance in Service Line
performance dashboards and Care Group performance meetings.
2. Review Service Lines with worst performance and complete specific
action plan in these areas.

Jacqui Beer

Deadline

31/07/2019

Update on actions
Monthly information relating to readmissions and pre-op LOS for both elective and non-elective admissions is included
within the Service Line dashboards however a review will be undertaken to ensure the methodology matches that used in
Model Hospital.
Next steps will be to undertake a detailed analysis to identify which Service Lines have the worst performance and then
develop an action plan for each area in conjunction with the Service line team. Aim to have analysis complete by the end
of November 2018.
Pre-op LOS for non-elective admissions
Current performance benchmarked Quarter 1 2018/19 (source: Model Hospital):
National median = 0.69
Trust value = 1.10
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Emergency readmissions with 30 days
Current performance benchmarked Quarter 1 2018/19 (source: Model Hospital):
National median = 7.64%
Trust value = 7.95%

Assurance that actions have been addressed
Attached is an example of a Service Line dashboard which includes metrics for Readmissions within 30 days and Pre-op
LOS (see tabs named “Effective” for Readmissions and “GIRFT & Model Hosp” for Pre-op LOS.

Colorectal
Surgery.xlsx

AREA FOR IMPROVEMENT: The trust is part of an NHS Improvement deep dive review of its high Medical Costs.
Planned Action
Ref
8.4

Action

Lead

Detailed work plan already completed under the Medical Workforce
Productivity Programme with a number of actions identified.
Additional efficiency programmes detailed below will also improve
Medical Productivity.

Peter Rowe

Deadline

30/04/2019

Update on actions
The Workstream has a regular update at the Trust Management Executive for Improvement and Productivity. The update
for September is attached.
The update includes the Job Planning Dash Board that monitors progress and gives an update on specific actions being
taken. Job Plan review chamber being established.
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Job Planning
TME Medical
Draft TOR Job
DashBoard consultantPlanning Chamber SepWorkforce 11092018

.

Assurance that actions have been addressed
Assurance that progress is being monitored only – improvements not yet evidenced.

AREA FOR IMPROVEMENT: The trust in the process of embedding the results of a number of internal and external
reviews of efficiency opportunities.
Planned Action
Ref

Action

Lead

Deadline

8.5

Detailed programmes already in place for Urgent Care flow
improvement, Outpatients productivity and Theatre
Productivity. These are supplemented by the Trust's GIRFT
response and deep dives on outlying areas identified by
Model Hospital.

Theatres Utilisation- Ian
Wren
OP Utilisation -Jacqui Beer
Urgent Care - Jo Beer
GIRFT and Model Hospital Laura Langsford

30/04/2019

Update on actions
Progress reports supplied to the Trust Management Executive for productivity and Improvement.
Improvements evidenced in Outpatient Metrics and some progress in Theatres and GIRFT.
Assurance that actions have been addressed
Further improvement required to meet targets.

AREA FOR IMPROVEMENT: There is scope to review the trust’s medicines cost to establish if the high costs are
warranted by the tertiary level services it provides.
Planned Action
Ref

Action

Lead

8.6

Initial report describing high medicines costs completed. Further
investigation required once immediate improvements to Pharmacy
services has been completed.

Laura Langsford

Update on actions
This action has yet to progress as urgent pharmacy actions plan takes priority for completion.
Assurance that actions have been addressed
Not applicable at this stage.

AREA FOR IMPROVEMENT: Opportunities exist to recurrently reduce the trust’s energy costs.
Planned Action
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Ref

Action

Lead

8.7

Continue efforts to drive down consumption (kWh / m2) to mitigate the
impact of continuing to add high demand equipment onto the site –
continuing to access SALIX funding to implement invest to save schemes
such as the low energy lighting.
1. Connect the low temperature take-off from the CHP into the Trust
Phase I hot water system to improve efficiency.
2. Deliver the DCHW low energy lighting replacement scheme.
3. Deliver the MSCP low energy lighting replacement scheme.
4. Develop the business case for the replacement of lighting throughout
all Outpatient Departments.

Stuart Windsor

Deadline

1. 31/12/2018
2. 31/03/2019
3. 31/03/2019
4. TBA - early 2019

Update on actions
1. Works commenced.
2. Works completed ahead of schedule.
3. Business case being developed for submission to SALIX.
4. Business case being developed. This has been placed on hold due to the recently announced call for capital bids for
energy improvement projects. This will now be developed for this funding call, which will allow all non-clinical and
outpatient areas to be completed in one phase, rather than delivering over a number of annual phases using SALIX loan
funding.
Assurance that actions have been addressed
2. Lighting has been installed and is operational. Terms of SALIX funding completed and loan draw down in progress.
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Actions Completed and Closed
Ref

Core Service

1.21

Urgent and
Emergency

2.6

Medical Care

2.7

Medical Care

2.24

Medical Care

4.15

Maternity

6.2.3

Diagnostic
Imaging

7.4.3

7.5.1

7.5.2

7.5.3

Pharmacy

Pharmacy

Pharmacy

Pharmacy

Requirement
Consider how patients can be safely transferred across the road
from the helipad when security staff are not present to stop the
traffic.
Improve arrangements and work with the wider healthcare system
to reduce delayed transfer of care. Patients who were medically fit
for discharge were unable to leave hospital, which put them at risk
of deconditioning and deterioration.
Review the nursing establishment to ensure safe nursing staff
levels on inpatient wards based on data collected to ensure this
meets national guidance.
Ensure regular scheduled clinical governance meetings are held
and attended.
Consider implementing a quality manager role, in line with other
care groups in the organisation, to support risk management,
governance, and oversight from patient to board.
Make significant improvements to meeting the needs of patients in
the diagnostic imaging departments in terms of timeliness of their
appointments.
Address and resolve the issue of unrecognised or unaddressed
risks in the pharmacy teams connected with patient safety, staff
pressures, performance, and governance failings.
Address and resolve the cultural, wellbeing, staffing, resource, and
workload issues within the pharmacy service and as they affect
both the service and the wider trust.
Address and resolve the cultural, wellbeing, staffing, resource, and
workload issues within the pharmacy service and as they affect
both the service and the wider trust.
Address and resolve the cultural, wellbeing, staffing, resource, and
workload issues within the pharmacy service and as they affect
both the service and the wider trust.

Action Taken
Contingency plan in place using the Indigo staff if security staff are otherwise engaged .
The system has been working together for the last 18 months to improve Delayed Transfers
of Care. As a result complex discharge pathways have been reviewed and reframed and the
integrated hospital discharge team redesigned.
The data collection for the nursing and midwifery inpatient establishment review was
undertaken in July / August 2018 and the data period reviewed was from the 1st June 2017
to 30th May 2018.
Clinical Governance Leads meeting held 2nd October. Terms of Reference approved at
Board Level.
Quality Manager appointed and commenced in post August 2018.
Trajectories developed to illustrate the reduction in backlog for CT, MRI & US.
Pharmacy specifically added to the corporate risk management report.

Interim management regime in place to support Pharmacy.
Additional senior expertise in place to support Pharmacy with the aim to speed up
implementation of change.
Interim support from partner organisation to support clinical leadership.
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7.20

7.23

Core Service

Requirement

Trustwide

When producing the annual complaints report, look to describe
changes and improvements made from complaints and concerns,
and not from other areas of activity within the trust unrelated to
complaints.

Trustwide

Resolve the issues for the infection prevention and control team
around signing-off data for NHS England.

Action Taken
The complaints annual report this year included a range of improvements which were
initiated as a result of patient feedback including complaints. Going forward Datix can now
report on specific actions taken as a result of individual complaints. This will therefore not
be an issue going forward.
There were significant IT issues in April which meant we had problems logging onto the
Public Health England website. This was largely due to the introduction of a new system by
our IT department which resulted in us signing off our April data later than the required
date of the 15th May. Unfortunately the problems persisted into May. Despite this the May
data was signed off before the June 15th deadline and the issue has now been resolved.

Actions Completed and evidence to be submitted
Ref

Core Service

Requirement
Ensure the kitchen in the clinical decision unit is secure when
unattended to prevent patients gaining access.
Continue to participate in relevant audits to monitor and improve
patient outcomes through consistent compliance with national
standards.

Action Taken

Introduced process of forward planning overseen by the Service Line Support Manager

1.14

Urgent and
Emergency

1.29

Urgent and
Emergency

1.30

Urgent and
Emergency

Provide annual appraisals for all staff.

1.31

Urgent and
Emergency

Ensure staff working in resuscitation as part of a team wear the
correct tabards to help with role identification.

1.40

Urgent and
Emergency

Review how the provision of psychiatric liaison services is
monitored to ensure performance meets patients’ needs and
improvements can be identified if needed.

4.8

Maternity

Review governance, risk management, and performance
processes to ensure threats and defects in the service are visible
and escalated appropriately.

Clinical Decision Unit reconfigured to relocate the kitchen.
Participation in national and local audit programmes continues and outputs feed via service
line governance process.

Staff have been reminded of the need to wear the correct attire for their role and it is the
responsibility of the resus lead to ensure that the team members are correctly identified.
ED has a good service with 24/7 Psychiatric Liaison Nurse cover ensuring our patients have
timely access to services. We monitor complaints, compliments and incidents and the
learning actions are discussed via the governance framework.
Appointed Care Group Quality Manager to ensure that risks are considered outside of Care
Group Management Team for appropriate check and challenge.
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Core Service

Requirement

Diagnostic
Imaging

Address and resolve the issue of unrecognised or unaddressed
risks in the diagnostic imaging teams connected with patient
safety, staff pressures, performance, and governance failings.

6.1.2

Diagnostic
Imaging

Address and resolve the issue of unrecognised or unaddressed
risks in the diagnostic imaging teams connected with patient
safety, staff pressures, performance, and governance failings.

6.1.3

Diagnostic
Imaging

Address and resolve the issue of unrecognised or unaddressed
risks in the diagnostic imaging teams connected with patient
safety, staff pressures, performance, and governance failings.

The Never Event action plan has been reviewed and updated. WHO checklists continue to be
collected for the qualitative audit on a daily basis. Failed checklists are returned to the
Governance Manager and since 15/08/18, these have been distributed to those involved in
each case with a request to provide feedback.

6.1.4

Diagnostic
Imaging

Address and resolve the issue of unrecognised or unaddressed
risks in the diagnostic imaging teams connected with patient
safety, staff pressures, performance, and governance failings.

The Never Event action plan has been reviewed and updated. WHO checklists continue to be
collected for the qualitative audit on a daily basis. Failed checklists are returned to the
Governance Manager and since 15/08/18, these have been distributed to those involved in
each case with a request to provide feedback.

6.1.5

Diagnostic
Imaging

Address and resolve the issue of unrecognised or unaddressed
risks in the diagnostic imaging teams connected with patient
safety, staff pressures, performance, and governance failings.

Patient Improvement action plan reviewed and completion dates for some actions revised as
per updates included. Summary report provided to the Project Director and Service Line
Manager on 20/09/18 and discussed during meeting on 03/10/18. Action plan was circulated
to all modality leads on 24/09/18 to include any new actions and updates.

6.1.7

Diagnostic
Imaging

Address and resolve the issue of unrecognised or unaddressed
risks in the diagnostic imaging teams connected with patient
safety, staff pressures, performance, and governance failings.

6.1.8

Diagnostic
Imaging

Address and resolve the issue of unrecognised or unaddressed
risks in the diagnostic imaging teams connected with patient
safety, staff pressures, performance, and governance failings.

6.1.1

Action Taken
Risks owners reviewed and updated their risks during August 2018 and moderate and serious
risks were further reviewed by the Care Group Manager on the 20/08/18. The open risks
were all reviewed in detail on the 13/09/18 by the CQC programme Lead, Service Line
Manager and Governance Manager.
Risks owners reviewed and updated their risks during August 2018 and moderate and serious
risks were further reviewed by the Care Group Manager on the 20/08/18. The open risks
were all reviewed in detail on the 13/09/18 by the CQC programme Lead, Service Line
Manager and Governance Manager.

Severe risks reviewed.

Low risks reviewed.
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Core Service

6.2.2

Diagnostic
Imaging

6.2.4

Diagnostic
Imaging

6.2.5

Diagnostic
Imaging

6.2.6

Diagnostic
Imaging

6.2.9

Diagnostic
Imaging

6.3.1

Diagnostic
Imaging

Requirement
Make significant improvements to meeting the needs of patients
in the diagnostic imaging departments in terms of timeliness of
their appointments.
Make significant improvements to meeting the needs of patients
in the diagnostic imaging departments in terms of timeliness of
their appointments.
Make significant improvements to meeting the needs of patients
in the diagnostic imaging departments in terms of timeliness of
their appointments.
Make significant improvements to meeting the needs of patients
in the diagnostic imaging departments in terms of timeliness of
their appointments.
Make significant improvements to meeting the needs of patients
in the diagnostic imaging departments in terms of timeliness of
their appointments.
Ensure the leaders within the diagnostic imaging departments
have the capacity to lead and provide assurance of the quality,
safety, and responsiveness within the service.

Action Taken
Plans to provide additional scanning capacity in place and coming onstream to provide
additional scanning capacity.
Weekly cancer WT performance tracker developed for each modality.
Admin/Booking review commissioned.
Funding secured for 2WW Co-ordinator.
Proposal to increase reporting capacity agreed.

Initial 'self assessment' of capacity versus responsibilities commissioned.

Diagnostic
Imaging

Ensure the leaders within the diagnostic imaging departments
have the capacity to lead and provide assurance of the quality,
safety, and responsiveness within the service.

A questionnaire was sent to all Radiographic leads within the department requesting a selfassessment of the time they currently have to deliver their non-clinical tasks and they were
asked to identify what time they needed within their timetables. An email was circulated to
the South West Radiology Managers to gain a wider appreciation of other hospitals capacity
for their leads. Both Mark Walker and Di Nicholson visited Royal Cornwall Hospital NHS Trust
on the 1st October to discuss their approach to allocating non clinical time for
Radiographers. Report prepared which will now be shared with the Radiographic Leads to
ensure that it captures the key issues and actions.

6.5.1

Diagnostic
Imaging

Replace imaging equipment which is beyond its ‘end of life’, and
continue to develop and act upon in a timely way, the imaging
capital replacement programme, to increase business continuity
and minimise risks of harm to patients.

Service Line Manager has reviewed Imaging equipment register on the Site Development
Plan.

6.5.2

Diagnostic
Imaging

Replace imaging equipment which is beyond its ‘end of life’, and
continue to develop and act upon in a timely way, the imaging
capital replacement programme, to increase business continuity

The Service Line has an itinerary of all equipment which is RAG rated as per age and
vulnerability. A substantive member of staff has been appointed into a Project and
Equipment Manager role and they will be joining the department on the 29/10/18.

6.3.2
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6.5.3

Core Service

Diagnostic
Imaging

All risks relating to the replacement of equipment were reviewed and updated with the
Service Line Manager in August 2018. Progress with the replacement of equipment is
expected to improve when the newly appointed Imaging Project Manager joins the service
on 29/10/2018.

Diagnostic
Imaging

Ensure that all staff receive, annually, an up to date appraisal.

Email reminders for appraisals are sent out to leads and organised accordingly. An entry on
the current position has been added to the new dashboard that will be shared with the leads
to monitor performance and status. Job planning complete at SLCD and consultant level,
30/9/18.

Diagnostic
Imaging

Improve privacy and dignity for patients in the diagnostic imaging
department. Particularly in plain film X-ray, MRI and nuclear
medicine.

6.11

7.1.1

Replace imaging equipment which is beyond its ‘end of life’, and
continue to develop and act upon in a timely way, the imaging
capital replacement programme, to increase business continuity
and minimise risks of harm to patients.

Make sure all patients of child-bearing age have the appropriate
pregnancy checks recorded.

Diagnostic
Imaging

6.13

Action Taken

A PowerPoint training package was circulated to all radiologists and radiographers in
imaging. A record check has been carried out to ensure that all staff have acknowledged the
training information. Lead radiographers have been communicated with to ensure that staff
in their areas follow the correct practice regarding the use of the pregnancy form in their
areas. An audit sample was been obtained and the results reviewed.

6.6

6.12

Requirement
and minimise risks of harm to patients.

Diagnostic
Imaging

Ensure that targets set in diagnostic imaging are achievable,
realistic, and encourage the service to improve.

Trustwide

Address and resolve the remaining issues with staff and staff
groups who do not feel valued and supported. Ensure that action
is taken to address behaviour that is inconsistent with the values
of the organisation.

An audit template was designed to consider privacy and dignity in all areas on imaging. The
audit was completed on a walk around the department by the Principal Radiographer and
Matron. An action plan has been drawn up which will be discussed at the forthcoming
clinical governance meeting.
Both the Service Line Manager and the Clinical Director have met with the Deputy Head of
Performance to discuss internal professional standards on scan and report timings for
inatients. Dashboards are being adjusted accordingly and once completed they will be
monitored.
Trust values commitment statement - clear message from the Chief Executive about values,
Trust commitment to truly living by them, commitment to action etc.
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7.1.3

7.5.5

7.10

7.14

7.18

7.4.1

7.4.2

7.6.1

Core Service
Trustwide

Pharmacy

Trustwide

Trustwide

Trustwide

Pharmacy

Pharmacy

Pharmacy

Requirement
Address and resolve the remaining issues with staff and staff
groups who do not feel valued and supported. Ensure that action
is taken to address behaviour that is inconsistent with the values
of the organisation.
Address and resolve the cultural, wellbeing, staffing, resource, and
workload issues within the pharmacy service and as they affect
both the service and the wider trust.
Update the policies and procedures relating to criminal record
checks to ensure they are current and referring to the current
processes.

Action Taken

Provide the board with assurance that duty of candour, as a
statutory regulation, is being consistently applied where required.

Added to Integrated Performance Report for September 2018 (Board on 5th October 2018).

Provide the board with assurance that investigations into serious
incidents or complaints described in the monthly integrated
performance report are leading to learning and change where this
is needed.
Address and resolve the issue of unrecognised or unaddressed
risks in the pharmacy teams connected with patient safety, staff
pressures, performance, and governance failings.
Address and resolve the issue of unrecognised or unaddressed
risks in the pharmacy teams connected with patient safety, staff
pressures, performance, and governance failings.

Urgently produce standard operating procedures to ensure
patients leave the hospital with critical medicines, and attend or
are made aware of any critical follow-up appointments.

New Freedom to Speak Up Guardian appointed.

Conducted a gap analysis of current establishment.

Policies have been updated.

Safety & Quality Integrated report now includes leaning bulletins from previous serious
incidents; we will continue to update Safety and Quality Committee on key learning.

Gap Analysis against Royal Pharmaceutical Society Hospital Pharmacy Standards completed.

Risk identification and mitigation is now supported by the RPS Standards.
A system to safeguard against discharge without critical medication was developed in
collaboration between pharmacy and nursing personnel. A pilot has been completed over a
two week period to capture patients who were discharged without critical medicines.
Aligned to the daily controlled drug check, a ‘sweep’ of the ward for TTA’s is conducted to
ensure that no medications remain in hospital following discharge. To safety-net Pharmacy
has a process in place should TTA medicines be returned to pharmacy without the local
check for appropriateness at ward level. The process is currently being rolled out through the
organisation. EPMA is delayed until February 2019; incorporating additional safety measures
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7.6.2

7.7.1
7.7.2

7.24

Core Service

Requirement

Action Taken
here will support safe discharge.
A system to safeguard against discharge without critical medication was developed in
collaboration between pharmacy and nursing personnel. A pilot has been completed over a
two week period to capture patients who were discharged without critical medicines.
Aligned to the daily controlled drug check, a ‘sweep’ of the ward for TTA’s is conducted to
ensure that no medications remain in hospital following discharge. To safety-net Pharmacy
has a process in place should TTA medicines be returned to pharmacy without the local
check for appropriateness at ward level. The process is currently being rolled out through the
organisation. EPMA is delayed until February 2019; incorporating additional safety measures
here will support safe discharge.

Pharmacy

Urgently produce standard operating procedures to ensure
patients leave the hospital with critical medicines, and attend or
are made aware of any critical follow-up appointments.

Pharmacy

Ensure effective governance within the pharmacy service to
provide a high quality and safe service.

Review of the current pharmacy governance framework completed.

Pharmacy

Ensure effective governance within the pharmacy service to
provide a high quality and safe service.

Revised reporting route for MUAC agreed.

Trustwide

Consider what improvements can be made to reduce the risks
from the three-stage safeguarding system for adults in the light of
the far better system used for children. Bring this risk to the
corporate risk register for monitoring and improvement.

A review of Safeguarding Adults processes within the Trust has been completed and this
included a review of the referral system. Prior to publication of the internal review of
safeguarding adults a review occurred of the safeguarding referral process and the Local
Authority referral is now embedded into DATIX which makes it simpler for staff to access and
use. Further review will be considered but in the short term the present system is safe and
alerts all relevant stakeholders assessing risk.
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Integrated Performance Report

Prepared by

Chief Operating Officer / Director of Corporate Business

Approved by

Chief Operating Officer / Director of Corporate Business
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Executive Directors

Purpose
The purpose of this report is to provide information to the Trust Board which
allows it to form a rounded judgement on our overall performance and ensure
that robust plans are in place to secure required improvements.

Decision
Approval
Information



Assurance

Corporate Objectives
Quality

Workforce

Financial position

Sustainable future








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 following key exceptions and summary improvement plans are set out on pages 4-7:
•
•
•
•

Urgent care.
Elective care.
Cancer.
Diagnostic waits.

•
•
•
•

Mortality.
Clinical incidents.
Staffing.
Finance.

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.
1
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Key exceptions and improvement plans
Urgent Care

UNCHANGED

Elective Care

UNCHANGED

The Trust’s performance against the A&E 4 hour standard (all types) has
plateaued to just under 80% with October’s performance being 79.6%. This
positions the hospital at 129 of 135 Acute Trusts with the worst performing
hospital achieving 79.5%. Within this our type-1 performance is at 69.6% with
the worst performance being at 58.9%.

The Trust continues to work with Care UK to implement the Plymouth
Orthopaedic Partnership. From November onwards circa 20 theatre lists per
week will be undertaken at the Peninsula treatment centre by Derriford
clinicians. This will further support both the Trust’s and the orthopaedic RTT
position and will facilitate the treatment of long wait patients.

In terms of actions to address this performance Jo Beer has been appointed as
Winter Director and will lead the implementation of our Winter Plan. The Trust
has established a series of daily Gold and Silver meetings to address ongoing
issues relating to ED and the Hot Floor. These meetings are also being used to
oversee implementation of the Winter Plan especially those actions associated
with the bed configuration/numbers and the re-designation of some wards.

Overall the numbers of patients waiting at Derriford has increased to 26,399, it
should be noted that this doesn’t include 796 patients who will be added to the
list from Care UK. In respect of referrals overall at month 7 referrals are on plan
however it should be noted that this is 3.7% higher than the same period last
year which equates to 2806 patients. This is driven by the increase in referrals
described below and specific issues in ophthalmology relating to lack of middle
grade doctors which has now been resolved.

Also as part of this the Trust is moving towards the implementation of a Full
Capacity Protocol to ensure that beds are available on assessment units to
improve flow from ED when ED is crowded. The Trust also continues to
implement the recommendations from the external review. This includes
significant recruitment to at all grades both medical & nursing.
Actions to address space requirements in ED are also well advanced with a
significant capital project underway seeking to double the size of both paediatric
waiting and treatment areas and the resus area. Plans to relocate ED Minors into
Fracture Clinic are also progressing, although an alternative site for fracture clinic
is proving difficult to identify.
Colleagues from ECIP are again supporting the Trust in respect of a number of
activities relating to Ward flow and complex discharge. Finally the Trust has
engaged a NHSI Leadership team to work with the Emergency Department and
the Executive Team in terms of developing leadership of our urgent care system.
DTOC and long stay patients remain below the regional average.

Integrated Performance Report

Within the 2WW category referrals are 2053 up on the same period last year
which is an increase of 16.5%. In respect of RTT our achievement against the 92%
standard is at 76% with 5378 patients waiting greater than 18 weeks at the end
of October. In terms of national comparison only 6 other trusts have a larger
proportion of their waiting list waiting over 18 weeks.
At the end of October 115 patients waited over 52 weeks for their treatment
compared to a trajectory of 109. The trend continues to reduce.

Cancer

 IMPROVING

At the end of October the Trust achieved 6 of the 9 national cancer standards
(un-validated) and continues to make a strong improvement against the 2ww
standard. Performance against the 62 Day standard remains an issue due to the
fact that the Trust is clearing a backlog of patients who have waited longer than
62 days. However the 2ww, diagnostic and histopathology waiting times within
the pathway continue to reduce.
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 IMPROVING

At the end of October 882 patients waited greater than 6 weeks which is 12.3%
of the waiting list. This continues the good progress made in recent months with
the Trust now ahead of its improvement trajectory. Waiting times for the main
imaging modalities continue to reduce the only area of ongoing concern being
the number of patients waiting for an endoscopy. The Trust is collaborating with
other Trusts within Devon in respect of a joint approach to this issue.

Follow-up backlogs

 IMPROVING

Overall follow-up backlog figures for the past 3 months are as follows:
Description
Time Critical (number of patients)
Overall Backlog (number of patients)

August
8,080
35,544

September
7,850
34,899

October
7,358
32,894

The Medical Director continues to oversee focused work in a number of Service
Lines, as follows:
•

Rheumatology: DA pathway has been reviewed with more patients
moving over to increase the overall numbers. Web based portal (PKB) To identify groups of patients that would benefit from PKB.
Rheumatology is to be the second Service Line to develop this concept
once the procurement process has been completed.

•

Ophthalmology: Following a successful validation of glaucoma patients,
the opportunity to discharge patients back to the community is to be
explored. Follow up care for cataract patients who have a first final and
second final cataract operation are now followed up by a community
optometrist. As patients move through the new pathway hospital follow
up capacity has begun to be released to contribute to seeing high risk
patients in backlog.

•

Cardiology: The review of administration processes and ‘Do Not Book’
patients has supported the reduction of overall backlog numbers (2246
end of Jul – 1718 end of Oct).
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UNCHANGED

Our current SHMI and HMSR position is “higher than expected” which is most
likely to be attributed to the increase in consultant activity being tracked on our
Patient Administration System (PAS) leading to an increase in consultant episodes
being coded. This we believe has been as a result of the implementation of
SALUS. We are working closely with NHSI to validate our initial findings who will
be visiting on Monday 10th December. Further information is available in the
‘Learning from Deaths’ report later in the agenda.

Clinical incidents (including Never Events)

UNCHANGED

As a NHS provider we are encouraged to learn from mistakes and we are
expected to conduct our own investigation so we can learn and take action on
the underlying causes. The fact that more and more NHS staff takes the time to
report incidents is good evidence that this learning is happening locally. We
continue to encourage our staff to report Never Events and Serious Incidents on
DATIX. We report all patient safety incidents to the National Reporting and
Learning System (NRLS), to help us identify any risks so that necessary action can
be taken. We are working hard to learn from incidents to prevent reoccurrence.
We openly onward report such events not only so we can learn from these but so
can other organisations.

Staffing

UNCHANGED

The Trust’s vacancy levels remain at a high level (9.75%) despite an increase in
staff in post of 128 FTE over the year. The challenge for the Trust remains filling
vacancies not only to match growth in the Trust establishment (which was over
279 FTE over the last 12 months) but also to make inroads into the underlying
vacancy position that currently sits at 680 FTE. In addition, reducing turnover is
critical to ensuring that the Trust does not lose staff and skills, adding to
recruitment pressures unnecessarily. Weekly reports on the recruitment pipeline
now go to the Director or Nursing along with a forward look dashboard that
shows safer staffing gaps enabling forward planning.
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To reduce our vacancies, we have launched a ‘New Deal’ flexible recruitment
campaign which is proving very successful in attracting candidates to the Trust.
We are working over the coming weeks to seek to convert interest into specific
job offers and the recruitment team are working with the Director of Winter &
Partnerships to ensure that takes place. In conjunction with this, key staff
retention actions such as the introduction of rotational posts, an itchy feet
hotline for staff that are considering leaving and a career advice hotline, are
being implemented with the aim of giving staff more flexibility about where and
how they work and how their careers within the Trust develop. A proof of
concept is already in place as several members of staff have utilised the New Deal
pathway in order to access flexible opportunities.
Following the workforce summit held in April, the Care Groups have been tasked
with developing future workforce plans centred to quantify in particular the
expansion of new(er) roles. A ‘workforce toolkit’ was presented to TME in
August, which Care Groups are using to model different alternatives within the
current resource envelope. The Director of People will be meeting Care Groups
to review these plans prior to the end of December 2018.
The Guardian for Safe Working Hours has raised a number of concerns which
have been discussed with the Deputy Director of HR and at the HR & OD
Committee in November. Whilst some actions have already been taken, a
detailed action plan is being developed and this will be discussed by the Director
of People and the Guardian of Safe Working Hours by the end of November.
The Board is asked to note specifically that:
•

Rollout of Doctors Direct (including App based booking technology) to be
implemented by the end Jan 2018

•

Staff feedback on Big conversation and junior doctors survey to be
shared with the JDC chair for discussion at the December junior doctors
forum

•

Implementation of the BMA fatigue charter starting with review of on
call rooms in December 2018

•

The Deputy Medical Director will also be leading a working group to
undertake an initial scoping session on the management of rosters.
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The guidance issued by NHS England/Improvement for the 2018/19 Flu
Campaign requires that Trusts undertake a self-assessment against a set of good
practice standards and publish this in Board papers by the end of the year. The
Trust has completed this self-assessment which is attached as Annex 15.

Finance

DETERIORATING

Although, as an organisation, we ended 2017/18 with a surplus of just over £3m,
we began 2018/19 needing to deliver another very challenging Financial
Improvement Plan in order to achieve the control total set by NHS Improvement,
which is a maximum deficit of £3.8m. We assessed our Financial Improvement
Plan would need to deliver £33m of benefits in 2018/19, which is equivalent to
around 6% of the Trust’s overall budget. In signing off this budget, the Trust
Board was aware of the scale of the challenge it had committed to but also
recognised this would be a challenge.
At month 7 the Trust has a year to date deficit of £19.61m, £12.61m adverse to
plan. The ‘Provider Sustainability Funding’ (PSF) financial criterion has been met
for Q1, but not for months 4-7. Therefore the Trust has recognised only £1.31m
of the £5.60m PSF available for the year to date, a variance of £4.29m to date. FIP
achieved to date is £9.11m, a £2.84m adverse variance against the target. The
income and costs associated with service delivery show an adverse variance of
£6.61m.
At the half way point of the financial year, the Board have now formally
acknowledged that as an organisation we will not be able to deliver the control
total we committed to. There are three main reasons for this are in line with the
current adverse variance to plan:
•

We are forecasting a £10m shortfall in the delivery of our Financial
Improvement Plan. We are expecting to deliver around £23m of the
£33m efficiency target (delivery of a 4% improvement)

•

Although we have also increased our elective/planned activity by around
2% overall, we have not increased activity by as much as we intended in
some of our specialised services. This year end variance forecast here is
a further £3.5m gap compared to the original financial plan.
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Although Trusts received additional income to cover the costs of the
national pay award for their own staff; this was insufficient to cover the
costs of those staff working in hospitals for other non-NHS
organisations. The adverse impact of this issue is another £1m.

So, in total, we are forecasting we will miss our original planned deficit of £3.8m
by £14.5m. Furthermore, as a direct result of us not achieving our control total,
we will also miss out on £11.1m of PSF.
Whilst this is of course a serious situation, the Trust will still receive the cash it
needs to service this revised level of deficit. Of the cash support required of £23m
in line with the revised forecast, £7.8m was approved by NHSI and drawn down in
November. Resources for the Trust’s Capital Plan have also been confirmed.
The Trust is taking action in a number of areas to look to secure and improve the
forecast position and the longer term financial performance of the Trust.
Feedback from the recent CQC Use of Resources Assessment, along with data
from national programmes such as the Model Hospital and Getting it Right First
Time (GIRFT) all help signpost a number of areas where we need to secure
further improvement, as well as demonstrating what is being achieved already.

Effective

Workforce

Finance & Efficiency

And in the longer term:
•

We need to reduce the number of cancelled operations and the number
of hospital re-admissions.

•

Although we have made recent progress, we continue to drive
improvements in outpatient clinic and theatre utilisation.
We continue to review our medical workforce costs as we are an outlier
in terms of the proportion of total workforce costs and in terms of the
proportion of medical staff time spent on direct patient care.

•

•

We must roll-out some of the innovations in alternative workforce
models across the Trust.

•

We must implement and roll-out IT solutions to support prescribing,
theatre management and medical rostering.

Between now and Christmas we will also be completing the next version of the
Medium Term Financial Plan in a way that is consistent with the emerging longer
term plans of both the local Devon STP and the wider NHS.

Financial Improvement actions are being driven at the TME for Improvement and
Productivity and through the Financial Improvement Group. They include, in the
short term:
•

Detailed review of the 2018-19 financial forecast to ensure that all
recovery actions previously identified are delivered.

•

Review of short notice financial commitments such as clinical
outsourcing, overtime, agency and bank spend (ensuring no detrimental
impact on the improvement in operational performance)

•

On-going discussions with STP partners and commissioners to secure the
income assumed in the forecast outturn.

Integrated Performance Report
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Comparisons with other acute trusts

Urgent Care

4 hour standard
October 2018

Planned Care

RTT Incomplete
Pathways
September 2018

Planned Care
Cancelled
Operations

Q2 2018/19
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79.6% of UHP ED patients were admitted,
treated or discharged within 4 hours in October
ranking us 129/135 Acute Trusts in England.

78.4% of patients on the UHP elective RTT
waiting list were waiting less than 18 weeks for
treatment at the end of September ranking us
172/181 Acute Trusts in England.

UHP cancelled 546 elective operations on the
day for non-medical reasons during Quarter 2
18/19 ranking us 151/153 Acute Trusts.
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Caring

Diagnostics

6 week standard
September 2018

Cancer

2 week waits
September 2018

Cancer

2 week waits
(Breast
Symptomatic)
September 2018

Integrated Performance Report

Responsive

Safe

Effective

Workforce

Finance & Efficiency

13.5% of patients waiting for a diagnostic at
UHP were waiting less than 6 weeks at the end
of September ranking us 165/171 Acute Trusts
in England.

95.4% of suspected Cancer patients had their
first appointment within 2 weeks at UHP in
September ranking us 47/142 Acute Trusts in
England.

92.2% of 2ww Breast Symptomatic patients had
their first appointment within 2 weeks at UHP
in September ranking us 78/109 Acute Trusts in
England.
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Caring

Never Events

Number reported.
April 2018 –
September 2018

Integrated Performance Report

Responsive

Safe

Effective

Workforce

Finance & Efficiency

NHS Improvement publishes provisional Never
Events data every month as an update of the
cumulative total for the current financial year.
Due to the initiation on 1 February 2018 of a
revised Never Events list, which included
changes to some of the definitions of Never
Events and the addition of new types of Never
Event, reports covering periods since 1
February 2018 are not comparable with earlier
reports.
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

Care Group and Service Line summary

Integrated Performance Report

Page | 11

Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Caring’ metrics
Description

Current Performance

PALS

There were a total of 410 PALS
enquiries in October 2018. Of that
number 17 were claims.

400
300
200
100
-

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

There were no new PHSO enquiries
received in October 2018.

Target
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

70
60
50
40
30
20
10

6

Jul-18

Oct-18

Jan-18

Apr-18

Jul-17

Oct-17

Jan-17

Apr-17

Jul-16

Oct-16

Jan-16

-

% completed within target

80

Apr-16

Of the 9 cases 4 are within the
Medicine Care Group, 3 in Surgery, 1
in Pharmacy and 1 in Clinical Support
Services.

Complaints received
% within target

Jul-15

A total of 71 complaints were
received in October 2018.9
complaints were reopened in
October, a reduction on the previous
month.

Apr-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
No.
Waiting list issues
76
Outpatient Delays / Cancellations
32
Communications - patients/relatives
31
Issue by service line
• Waiting list issues – Neurosurgey 12
• Outpatient delays – General & Upper GI Surgery
6
• Communication with patients/relatives –
Cardiology & Colorectal Surgery -4 ea

500

Oct-15

Complaints

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 3 open complex cases and 3
serious complaints. Learning from Incidents and
Complaints for this period is summarised in Annex
2.
Top 3 issues
Quality of Nursing Care
Communications with patients /
relatives
Clinical Review

No.
24
18
15

At the end of October we currently have 4 open
cases, with investigations on-going

5

1 enquiry to confirm local resolution
is complete.

4

No cases closed during this month.

2

3

1

Themes
Quality of clinical care
Communication
Delay in surgery

No.
2
1
1

0

Integrated Performance Report
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Caring

Responsive

Safe

Description

Current Performance

Ombudsman closed cases

No final reports were received in
October.

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

Effective

Workforce

Trend

Finance & Efficiency

Comments
Not Upheld

5

Upheld

No new reports have been received. The last
upheld report was received in October 2017.

Partially Upheld

4
3
2
1
-

400

Top 3 themes for compliments

Inpatients
95.0%
90.0%

75.0%

Maternity (Point 3)

97.22%

Maternity (Point 4)

97.62%

Outpatient

92.26%

70.0%

Oct-18

80.0%

96.21%

Jul-18

97.09%

Maternity (Point 2)

Jan-18

Maternity (Point 1)

ED overall scores, including MIUs has dropped to
92.41%. Derriford ED individual scores have
dropped to 90.69%. MIUs 100%

Apr-18

85.0%

Oct-17

92.41%

Jul-17

Emergency

Jan-17

96.58%

Apr-17

Inpatient & Daycase

13
6
3

Response rate for inpatient and day case FFT
remains slightly lower than the 40% target at 39%.
Total responses received for Derriford ED and
MIUs 1317 and I/P & DC was 2313.

Emergency

100.0%

Jul-16

% Recommended

-

Oct-16

Description

Quality of clinical care
Empathy/ Compassion
Quality of nursing care

100

Jan-16

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

19
6
51
76

300
200

Please note figures from August
currently do not include the FFT
praise & thanks, as we had had
some difficult extracting the data.
This will be resolved by the next
board.

Detailed results are included in
annex 4.

Integrated Performance Report

500

Apr-16

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

Complaints
PALS Enquiries
Ward Based Compliments
Total

600

Jul-15

Friends & Family Test

Praise & Thanks received through:
700

Oct-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 76 compliments
during October 2018. Compliments
received in the Trust are collected
across a number of areas, including
PALs, Complaints, media, wards
and departments.

Apr-15

Compliments

We are in the process of introducing touchscreen
data collection on exit which with give friends and
family an alternative method to feedback their
experiences and hence increase our response
rates.
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Caring
Description

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

Responsive
Current Performance
There were 413 clinically justified
breaches and 6 non-clinically
justified breaches in October 2018.

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
Clinically Justified

These breaches relate to patients being
transferred from ED/MAU to the Surgical
Assessment Unit.
The bay was screened off so opposite sexes were
not visible to each other but the moves could not
be rectified until beds were released later in the
day.

Non-clinically justified

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

Jul-18

Sep-18

May-18

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

Integrated Performance Report

Mar-15

-
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Responsive’ metrics
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’s ED 4hr performance
improved marginally in October with
79.6% of patients attending ED and our
associated MIUs being treated within
4hrs.
Type 1 performance i.e. the
performance of our ED Dept alone was
69.6% with the short waits in the
Minor Injury Units boosting overall
PHNT performance by a further 10.0%.
Although ED attendance volumes have
reduced from the extremely high
numbers observed in Summer, we
have still seen 1,866 more patients in
ED than our contracted plan this year
and 2063 more than the same point
last year.

Trend

Comments
ED

MIU

Target

NHSI Trajectory

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

2016/17

Average daily attendances

Description

2017/18

2018/19

300
290
280
270
260
250
240
230
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Integrated Performance Report

In terms of actions to address this performance,
Jo Beer has been appointed as Winter Director
and will lead the implementation of our Winter
Plan. The Trust has established a series of daily
Gold and Silver meetings to address ongoing
issues relating to ED and the Hot Floor. These
meetings are also being used to oversee
implementation of the Winter Plan especially
those actions associated with the bed
configuration/numbers and the re-designation of
some wards.
The Trust is also moving towards the
implementation of a Full Capacity Protocol to
ensure that beds are available on assessment
units to improve flow from ED when ED is
crowded.
The Trust also continues to implement the
recommendations from the external review.
This includes significant recruitment to at all
grades both medical & nursing. In some grades
e.g. junior doctors, recruitment has not been
successful and work between medical staffing
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Caring
Description

Responsive
Current Performance

Safe

Effective

Workforce

Trend

Comments
2016/17

No. of emergency admisisions

Finance & Efficiency

2017/18

2018/19

5250
5000
4750
4500
4250
4000
3750
3500
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

and operations is needed to agree a revised
approach to recruitment.
Actions to address space requirements in ED are
also well advanced with a significant capital
project underway seeking to double the size of
both paediatric waiting and treatment areas and
the resus area. Plans to relocate ED Minors into
Fracture Clinic are also progressing, although an
alternative site for fracture clinic is proving
difficult to identify.
Colleagues from ECIP are again supporting the
Trust in respect of a number of activities relating
to Ward flow and complex discharge.
Finally the Trust has engaged a NHSI Leadership
Team to work with the Emergency Department
and the Executive Team in terms of developing
leadership of our urgent care system.

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 Trust has seen an increasing trend
in ambulance handover delays in
18/19.
4.5% of ambulance handovers in
October experienced a delay of greater
than 30 minutes – 158 out of the 3539
total handovers.

The Trust along with SWAST has an agreed
remedial action plan in place. Two key features
of this are the appointment of Band 6 corridor
nurses to manage flow and the introduction of
‘fit to sit’ within the ED.

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

There have also been some technical issues with
SWAST’s electronic validation which are being
resolved.

% waiting >30 mins

Integrated Performance Report
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Responsive

Description

Current Performance

Delayed Transfers of Care

A series of actions and sustained focus
via the ‘hard reset’ programme has
delivered a significant proportion of
the observed improvement in delayed
discharges with the number of delayed
bed days reducing by more than 50%
from January to June.

We must work with other
health and social care
organisations to minimise
Delayed Transfers of Care
(DTOC) to maintain
operational flow and
ensure that patients are
cared for in the most
appropriate setting.

Integrated Performance Report

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments

2,500

No.of bed days attributed to
delay

Caring

2,000
1,500

Plymouth

Devon

Cornwall

The recent trend of an increasing number of
DTOCs relates specifically to an increase in older
complex patients. This has now been resolved
and at the time of writing this report the
numbers of DTCOs was less than 3%.

1,000
500
0
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Caring

Responsive

Safe

Description

Current Performance

Referral To Treatment

In October the Trust achieved an RTT
Incomplete Pathways performance of
79.6% against an NHSI trajectory of
79.9% 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.

88.0%
86.0%

Target
92%

Oct-18
79.6%

1800
0

5378
115

Plan
79.9%
5155
109

Oct-18
79.6%
5378
115

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

Finance & Efficiency

Comments
52-Week Waits
Actual

NHSI Trajectory

84.0%
82.0%

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

Workforce

Trend

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

Effective

80.0%
78.0%
76.0%
74.0%

The number of incomplete pathways (bottom chart) i.e. the
size of the waiting list has been growing. Approx. 50% of the
growth since the start of the year has been due to staff
shortages in Ophthalmology. These posts have now been filled
which will allow increased capacity moving forward.

There were 115 patients waiting over 52 weeks
for treatment at the end of October.
Of these 115, 52 were Orthopaedic patients.
With elective Orthopaedic work having
commenced at Care UK, we anticipate a
reduction in these numbers over the coming
months.
14 of the patients were in Cardiology. Longer
term the new Cardiology Cath Lab being built onsite will help address long wait Cardiology issues.
st
We expect completion of this build around 1
April 2019.

Increased demand is also a significant factor with 16.5% (2053)
more 2ww suspected Cancer referrals as at Month 7 in
2018/19 compared to the same point last year.
These are the highest urgency elective referrals which displace
capacity otherwise dedicated to seeing and treating routine
patients.
The development of the Plymouth Orthopaedic Partnership is
on plan with circa 20 job planned operating lists transferred to
Care UK. Other actions relating to theatre utilisation and
outpatient utilisation are ongoing.
There have been staffing issues impacting on both Cardiac
Surgery and Neurosurgery. A programme of nurse recruitment
is in place to resolve these issues.

Integrated Performance Report
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Caring
Description

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.

Responsive

Safe

Current Performance

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

Actual
96.3%
75.8%
92.6%
75.8%
88.4%
100%
96.3%
98.2%
95.4%

Improvement Trajectory 2018/19
Description
62 day urgent GP referral

Target
69.2%

Actual
75.8%

We achieved 6 out of 9 National
Cancer Standards in October.

Integrated Performance Report

Workforce

Trend

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

Effective

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

Finance & Efficiency

Comments
A

M J

J

A

S

O

N

D

J

F

M

104 Day Waits
At the end of October we had 35 patients waiting 104+ days
on an active Cancer pathway - Urology (12), Upper GI (8),
Colorectal (6), Gynae (4), Lung (2), Haematology (1)
Head/Neck (1) and Skin (1).
12 of these long waits include some element of patient choice
delay whilst others have medically complex conditions or were
late referrals from other Trusts. Trust reasons for delay
included diagnostic delays and long waits for surgery.

We observed 44.5 breaches of the 62-day
standard in October, 28 of which were
attributable to hospital reasons. Key areas of
challenge were inpatient capacity (12.5) and
delays in diagnostic or treatment planning (9).
Treating this high number of breaches is part of a
backlog reduction exercise to reduce the waiting
list to a sustainable size. An increased focus saw
a reduction in our backlog size but we have now
hit a plateau and require another round of
significant actions to realise another step change
improvement.
The continued improvement in 2ww, Imaging
input and shorter TATs for Histopathology are all
contributing to shorter pathways.
Cancer surgery will be timetabled throughout the
Winter period to include over Xmas and New
Year.
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Continued improvement in October
has been attributed to reductions in CT
and MRI waiting lists.
Further progress will be challenged by
the significant deficit in Endoscopy
capacity.
Improvement trajectory 2018/19

20.0%
15.0%
10.0%

We must minimise the
incidence of cancelled
operations.

153 operations were cancelled on the
day of admission for hospital reasons
in October representing 2.76% of
elective admissions. A further 347
operations were cancelled or
rearranged in advance of the day of
operation during the month. There
were 31 breaches of the 28-day
rebooking standard in October.
When these patients are eventually
treated we will not receive any income
for them.

Integrated Performance Report

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

Oct-16

0.0%

Dec-16

5.0%

October 2018
Test
Breaches
Colonoscopy
346
MRI
260
Flexi-Sig
63
CT
60
Other tests
153
On the back of a challenging Summer, significant progress is
being made in diagnostics however capacity issues in
Endoscopy will make continued progress at this rate difficult.

800
700
600
500
400
300

On the day

Endoscopy – An imbalance between demand and
capacity is preventing recovery of the backlog
position which had originally formed due to
staffing shortages. To help close this gap the
Trust is using an external company to provide
additional weekend capacity whilst our staffing
numbers recover.
This ‘insourced’ additional capacity has been
secured from now until end March 2019.

The Trust delivered against the NHSI
Improvement trajectory in October of
15.6%.

Cancelled Operations

MRI – A large proportion of the remaining MRI
backlog is Cardiac MRI where Consultant capacity
is an issue due to the supervised nature of the
exam. The management and clinical teams are
discussing weekly to review the most effective
and appropriate option to boost capacity.

NHSI Trajectory

25.0%

Jun-16

It should be noted that we have
reduced the number of 6+ week
waiters by 1660 since June, a
significant improvement over a 4month period. However as the total list
size has also reduced significantly, the
% performance has not reduced to the
same degree.

Target

Aug-16

Trust-level diagnostic waits have
improved in October with 12.1% of the
waiting list (882 patients) having
waited 6+ weeks or more compared to
13.5% (1025) in September.

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

30.0%

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

1-7 Days before TCI

CT – With a full complement of scanners back
online, our increased activity levels means that
we do not expect to carry more than ~6 breaches
through the end of November and full recovery
thereafter.
Plans to use the Lind Unit to support diagnostic
interventions are in place and will give greater
certainty when booking patients e.g. US Guided
Liver Biopsy.

In October, availability of general beds emerged
as the key issue with 61 of the cancellations due
to this reason and 27 due to emergency cases
taking priority.
A review of cancelled operations for clerical
errors has not identified any major themes for
action.

200
100
0
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Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Safe’ metrics
10.00

The monthly safer staffing return for
October 2018 was 85.7%

Integrated Performance Report

HCA Night

Overall

6.00

95.0%

4.00

90.0%

2.00

85.0%

0.00

80.0%

25
20
15
10

Oct-18

Sep-18

Jul-18

Aug-18

Jun-18

Apr-18

May-18

Mar-18

Jan-18

Feb-18

Dec-17

Oct-17

Nov-17

5
Sep-17

Comments
The overall fill rate has improved this month to
85.7% which is a slight improvement on last
month. Most of the new preceptees have started
in the trust now and should have completed
their supernumerary period so we anticipate this
improving slightly for the month of November.
Staffing is reviewed throughout the day, acuity
and dependency of patients is assessed three
times daily and staff redeployed accordingly for
patient safety. A different approach to staffing
meetings is currently being piloted with the aim
of reducing redeployments of staff and
encouraging trust staff to pick up additional
shifts in their own areas. There are weekly
forecasting staffing meetings supported by a
dashboard to aid the look ahead planning. There
is a new recruitment campaign currently live
which is hoped will attract further registered and
support staff to our clinical areas. There is close
working between trust workforce teams, clinical
teams and NHSP to maximise shift coverage.
Qtt
9

Red Flags

Jul-17

Fill Rate

100.0%

30

-

105.0%

8.00

Aug-17

Adult in patient & Maternity 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.

RN Night

Jun-17

There was 13 red flags raised in
October2018

HCA Day

May-17

82.3%
83.0%
86.8%
95.8%

RN Day

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
May-18
Jun-18
Jul-18
Aug-18
Sep-18
Oct-18

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

Overall CHPPD

Apr-17

Fill-Rate

Mar-17

Description

Jan-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 October2018 are detailed
in the following table.

Care Hours

Description

Description
Midwifery Delay of >2 hours induction
and process
1
Less than 2 RNs on shift
2
Patient not receiving 1:1 care
1
Shortfall in RN time
Maternity red flags were introduced in October,
these are reviewed every 24 hours and themes
and trends will be monitored through local
maternity governance meetings. The adult
inpatient red flags are reviewed every 24 hours
by the relevant matron and are reported through
NMOC.
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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 cases of avoidable
hospital-apportioned Clostridium
Difficile (post 72hrs) reported in
October 2018.
There has been 1 case of avoidable
hospital apportioned MRSA
bacteraemia reported in October 2018.

Harm Free Care

100.00%
95.00%
90.00%
85.00%

3

2

Oct-18

Sep-18

Jul-18

Jun-18

Apr-18

Aug-18

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

C-Diff Hosp avoidable

MRSA

Oct-18

Jun-18

Aug-18

Apr-18

Feb-18

Dec-17

Oct-17

Aug-17

Jun-17

Apr-17

Target

Feb-17

Oct-16

Dec-16

Jun-16

May-18

Mar-18

Jan-18

Feb-18

Dec-17

Oct-17

Nov-17

Sep-17

Jul-17

Aug-17

Jun-17

Apr-17

Actual

Aug-16

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

May-17

75.00%

Mar-17

80.00%

Apr-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.

The overall results from the audit
questions for October 2018 was 95%
across wards.

Fill Rate

Finance & Efficiency

Comments
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

Feb-16

Fundamentals of Care

Workforce

Trend

Dec-15

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

Effective

Jan-17

Current Performance
The overall Nursing fill rate for October
2018 was 85.70% with Harm Free care
for the same period at 94%

Safe

Feb-17

Description

Responsive

Oct-15

Caring

MRSA bacteraemia – 5 total (objective: zero
cases)
Cases of Clostridium difficile – 15 (12 nonavoidable, 1 avoidable, 2 decision awaited)

1

-
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Description

Responsive
Current Performance

Safe

Number of patient safety incidents

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

MSSA

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

There have been 3 cases of E-Coli in
October 2018.

There were 1,303 patient safety
incidents were reported to the NRLS in
October 2018. Of these 19% resulted
in some form of harm, loss or damage,
which sits below the national average.

Workforce

Trend

There have been 2 cases of MSSA in
October 2018.

Safety Incidents

Effective

E-Coli

Escherichia coli bacteraemia – 48 year to date

Incidents

2,500

Target

% Harm

The Trust is committed to
establishing appropriate
practices to minimise the
incidence of Never Events.

1 new Never Event has been reported
to StEIS since the last Trust Board.

100.0%
90.0%

2,000

80.0%
70.0%
60.0%

1,500

50.0%
40.0%

1,000

30.0%
20.0%

500

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

10.0%
0.0%

-

Never Events

Finance & Efficiency

Comments
MSSA bacteraemia – 16 year to date

% resulting in harm

Caring

4

Procedure started on the right site but Wrong
Side, no patient harm.

3
2

Integrated Performance Report

Jul-18

Sep-18

May-18

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

-

Mar-15

1
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Description

Serious Incidents
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.

Responsive
Current Performance
6 new Serious Incidents were reported
to StEIS in October 2018.

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
The types of Incidents reported in October 2018
were:
Incident Type
Allegation
1
Equipment Failure
1
Patient Fall, #NoF
2
Patient Fall, Subarachnoid
1
Haemorrhage
Wrong Site Surgery NE
1
Total:
6

Number New Incidents Reported on STEIS:
Number of patient safety incidents

Caring

10
9
8
7
6
5
4
3
2
1
-

Learning from Incidents and Complaints for this
period is summarised in Annex 2.
The Trusts compliance with Duty of
Candour in September 2018 was 83%.

Has Pt/Family received a verbal apology?
Yes

Duty of Candour applies to all
Moderate & Severe/Catastrophic
incidents and incidents causing death.
N.B Metric reported 1 month in arrears

Integrated Performance Report

% Compliance
100.00%

40

80.00%

30

60.00%

20

40.00%

10

20.00%

0

The Trust was issued with 1 regulation
28 report in October 2018.

May-18

Jun-18

Jul-18

Aug-18

Sep-18

The 2 regulation 28 letter received where in
relation to patient falls details of the lessons
learnt can be forun in the detailed Learning from
Deaths report.l

REG 28 issued

5
4
3
2

Oct-18

Jul-18

Apr-18

Jan-18

Jul-17

Oct-17

Jan-17

Apr-17

Oct-16

Jul-16

Jan-16

-

Apr-16

1

Jul-15

The Trust has an outstanding response
due in respect of a letter of concern
from the Coroner dated 24 August
2018.

In September 2018 there were 5 incidents where
DofC has not been applied.
The risk and incident team monitor DofC and
report to Service Lines and Care Groups all non
compliance.

0.00%

Apr-15

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’

N/A

50

Apr-18

Regulation 28 letters

No

Oct-15

Duty of Candour
The Trust expect all staff
to be open and
transparent with patients
in relation to the care and
treatment they receive
and should anything go
wrong provide patients
with reasonable support,
truthful information and
an apology.
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Responsive

Description

Current Performance

Safety Thermometer

94.00% of care was assessed as harm
free in October 2018.

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.

Effective

Workforce

Trend
Actual

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

Acute Trust Median

We are awaiting the results of NHS
Improvements review of the NHS Safety
Thermometer tool and how useful it is.

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

The rate of grade 2-4
pressure ulcers per 1000
bed days was 0.91 in
October 2018

Target

Oct-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

PU per 1000 bed days 2-4

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

Feb-15

91%

More pressure ulcers are being reported and we
are seeing more variation in the numbers
reported month by month. In response to this,
ward teams are being asked to ensure that that
any skin damage is consistently highlighted at a
daily morning huddle with an appropriate
response being implemented to ensure healing
and prevention of further damage. There is an
identified need for lead nurses and clinicians to
ensure the correct category of pressure damage
is reported and teams are being met with on an
individual basis by our Tissue Viability leads. We
are also completing our work around
implementation of new guidance from NHS
improvement and NICE.

UCL

2.50
2.00
1.50
1.00
0.50
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Target

UCL

Oct-18

Jul-18

Jan-18

Apr-18

Jul-17

Oct-17

Apr-17

Jan-17

Oct-16

Jul-16

Apr-16

Jan-16

Jul-15

Oct-15

Jan-15

Apr-15

Oct-14

Falls causing harm per 1000

LCL

2.50
2.00
1.50
1.00
0.50

Jul-18

Oct-18

Apr-18

Jan-18

Oct-17

Jul-17

Apr-17

Jan-17

Oct-16

Jul-16

Apr-16

Jan-16

Jul-15

Oct-15

Apr-15

Jan-15

Oct-14

0.00
Jul-14

There has been a reduction in falls
causing harm in the period Apr – Oct
2018 compared to the same period
last year. Although we have seen an
increase numbers reported in October.
There has been a definite
improvement in reducing falls resulting
in severe harm.

Apr-14

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.

The rate of falls causing
harm per 1000 bed days
was1.22 in October 2018.

Jul-14

Apr-14

0.00

Falls

Finance & Efficiency

99%
% Harm Free Care

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.
Pressure Ulcers

Safe

Apr-15

Caring

Our main focus has been to review those
patients who fall with a suspected head injury
who may be a higher risk. The identified need is
for reviewing doctors to have a clear guidance in
the form of a prompt in the notes and a
pathway. We have
• Updated the falls sticker showing the actions
required giving the right direction regarding
anticoagulation/ coagulopathic patients
following a fall.
• Post falls management guidelines are
available on all wards in the falls prevention
folders.
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Aug-18

Feb-18

May-18

Aug-17

Nov-17

Feb-17

May-17

Aug-16

Nov-16

Feb-16

May-16

Aug-15

Nov-15

Feb-15

May-15

60
40

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.
In recent weeks the number of medical
outliers has reduced due to increasing zero
tolerance to having outliers, this is being
managed by the Site Team.

Aug-18
Oct-18

Jun-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

20
0
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Escalation beds

80

Dec-16

We observed a daily average of 30
medical outliers in October and 21
escalation beds open to cope with
the emergency demand.

Avg Daily Medical Outliers

100

Aug-16

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

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

Areas of failed forms
• Orthopaedics
• Plastic Surgery
• Cardiology
• Thoracic Surgery

Jun-16

Medical Outliers

We had 4 failed forms in October 2018

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

Apr-16

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

In overall terms, we achieved our
target of 99.5% of all General
Anaesthetic cases receiving a
checklist by achieving 99.79%
compliance in October 2018.

Feb-16

Surgical Safety

N.B Metric reported 1 month in
arrears

100.0%
99.0%
98.0%
97.0%
96.0%
95.0%
94.0%
93.0%
92.0%
91.0%
90.0%

Oct-15

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

Dec-15

The Trust achieved the 95% target in
September achieving 96.1%

Finance & Efficiency

Comments

Aug-14

VTE Risk Assessment

Workforce

Trend

Nov-14

Current Performance

Effective

Jun-15

Description

Safe

Aug-15

Responsive

Apr-15

Caring
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Effective’ metrics
Description

Current Performance

Mortality

The Trust’s HSMR for the latest
available month of data (Jul-18) was
118.

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 (Mar 18) was
114.

Comments
HSMR

135.00

SHMI

ED Acuity
45.0%
35.0%
30.0%

115.00

25.0%

105.00

20.0%

95.00

15.0%
10.0%

85.00

The follow-up backlog reduced by
2,005 patients in October to 32,894.

Jul-18

May-18

Jan-18

Mar-18

Nov-17

Jul-17

Sep-17

May-17

Jan-17

Mar-17

Nov-16

Jul-16

Sep-16

May-16

5.0%
Jan-16

75.00

Please see Learning from Deaths report.

40.0%

125.00

Mar-16

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.

Trend

0.0%

See Page 5 for detail on follow-up backlog
actions.

There are 7,245 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 1069.

Integrated Performance Report
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90

Jun…

Apr…

Feb…

Oct…

Dec…

Jun…

Aug…

Apr…

Oct…

Feb…

Dec…

Jun…

Aug…

Apr…

Feb…

Dec…

Jun…

Oct…

Aug…

Apr…

Of the 10 breaches of this standard reported in
October, 3 were due to an incorrect or complex
initial diagnosis whilst 3 were cared for in other
locations due to other medical needs as they
were complex Trauma or Oncology EOL care.

Oct-18

Jun-18

Aug-18

Apr-18

Feb-18

Dec-17

Oct-17

Aug-17

Jun-17

Apr-17

Feb-17

Dec-16

Oct-16

Jun-16

The remaining 4 breached patients spent some
of their time on other wards due to either
staffing issues.
Aug-16

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

Feb…

80

Dec…

85

Apr-16

85.5% of our patients spent at least
90% of their time on a specialist Stroke
Unit in October against a target of
80%.

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

Feb-16

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

The latest data is for Jun-18 with a
readmission relative risk of 99; this
infers a readmission rate 1% lower
(better) than expected.

100

Dec-15

Stroke

UHP benchmarks well nationally in the
top half of performing Trusts.

Within this good overall performance there are
specific diagnosis groups which the methodology
highlights as an issue. We publish this list within
the Trust databook which is shared with our
commissioners each month.

100 Index

105

Oct-15

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

Readmission Rate

110

Jun-15

The Trust’s readmission relative risk
has been below the benchmark of 100
for 8 of the last 13 months indicating a
readmission rate lower than would be
expected given the case-mix of
patients treated during those months.

Finance & Efficiency

Comments

Aug-15

Readmissions

Workforce

Trend

Jun…

Current Performance

Effective

Oct…

Description

Safe

Aug…

Responsive

Apr-15

Caring
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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.

Integrated Performance Report

We have not declared non-compliance
with any NICE guidance during
September-October 2018.
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.

Of the 13 patients who breached the standard in
October, 9 were awaiting space on a theatre list,
3 were medically unfit for surgery and 1 patient
breached due to an overrun theatre list.

Oct-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

This particular indicator will be kept under close
scrutiny following the transfer of elective lists to
care UK as this reduces the opportunity to add
Trauma to Elective lists.
Apr-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%

Feb-16

64% of fractured neck of femur
patients were operated on within
36hrs of admission in October.

Finance & Efficiency

Comments

Oct-15

Hip Fractures

Workforce

Trend

Dec-15

Current Performance

Effective

Jun-15

Description

Safe

Aug-15

Responsive

Apr-15

Caring

Since the last report, there has been one new
decision not to implement guidance for NICE
Clinical Guideline CG149 (Neonatal Infection
(early onset); antibiotics for prevention and
treatment).
Since the introduction of this guidance, there has
been a substantial increase in term admissions to
NICUs resulting in separation from mother.
Audits identified that of those babies treated
with antibiotics for risk factors only, not clinically
unwell, there was no proven infection. These
babies were exposed to early antibiotic therapy,
thus interfering with the normal gut flora and
often delaying breast feeding. There was also an
extended hospital stay. NHS England has been
supportive of the introduction of the Kaiser early
onset sepsis calculator. Local audit has found a
significant reduction in term babies routinely
receiving antibiotics, there have been no blood
culture positive results or late onset sepsis
identified and there has been a reduction in
hospital stay for the babies who were not
treated with antibiotics..
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The reduction of non-elective medical LoS is a
key component of the Winter Plan and work is
ongoing with the Medical Care Group to ensure
all measures are taken to introduce regular
senior decision maker oversight of all nonelective patients, to include outliers.

6.00
5.00
4.00
3.00
2.00

Oct-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

0.00

Aug-16

1.00
Apr-16

Non-elective
medical
LoS
had
recovered following the sharp rise over
last Winter but as at Oct-18 is approx a
day longer than the same point last
year.

7.00

Feb-16

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

This data is subject to further analysis to look
specifically at episode LoS as opposed to spells.

8.00

Oct-15

Non-elective surgical LoS in October
was approx half a day shorter that the
same point last year and continues to
show a steadily improving trend over
time.

Finance & Efficiency

Comments

Dec-15

Length of Stay

Workforce

Trend

Jun-15

Current Performance

Effective

Aug-15

Description

Safe

Apr-15

Responsive

LOS (Days)

Caring

This will include a range of new processes such
as standardised ward and board rounds.

Elective Surgery
Elective Medicine

Integrated Performance Report
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Workforce’ metrics

Integrated Performance Report

Medical

Nursing

The Trust has now launched a ‘New Deal’
recruitment campaign for staff. This approach
seeks to offer candidates a range of flexible
employment opportunities based on their
aspirations and particular circumstances. This has
resulted in 82 enquiries in the first week.

Other

14.0%
12.0%
10.0%
8.0%

To speed up the recruitment cycle, automatic
vacancy approval is in place for key frontline
clinical posts.

6.0%
4.0%

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

0.0%

Apr-16

2.0%
Feb-16

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.

Admin

16.0%

Oct-15

The level of vacancies in the Trust has
reduced by 36 FTE between August and
October 2018 and this is due primarily
to the changes in staff in post due to the
commencement of preceptees (we had
over 99 FTE nursing preceptees join
between May and October with an
additional 21 due to start before the
end of December – over 140 preceptees
overall). In addition there are a further
25 nursing preceptees due to start in
January 2019 which will also have a
positive impact on vacancy levels.

Comments

Dec-15

Staff Vacancies

Trend

Jun-15

Current Performance

Aug-15

Description

The Recruitment Team held an Open Day for All Nursing staff on
the 3rd November and were supported by a variety of
departments and managers within the Trust. Following the
presentations, tours and interviews, the Trust has appointed 33
newly qualified nurses into the organisation with offers of
employment (preceptees who will qualify in mid 2019 – not
included in the figures above). Areas in which they will be placed
are to be confirmed with ward managers and Heads of Nursing
for placements.

In collaboration with Livewell and Plymouth City
Council, the recruitment team have supported the
Devon Proud to Care initiative further in
partnership with Plymouth City Council and
Livewell. The next event will take place on the 4th
December at the DCHW for UHP to promote and
provide presentations from in collaboration with
our local providers.
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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
October 2018 is at 9.97% compared to
10.41% for October 2017.

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

Safe

Effective

Workforce

Trend

Comments

13.0%
12.0%
11.0%
10.0%

Jun-18

Aug-18

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

9.0%
8.0%

Finance & Efficiency

Itchy feet and careers guidance hotlines to go live
during the final week of November (giving staff
better access to careers and development advice
as well as publicising an ‘Itchy feet’ process
whereby staff who are thinking of leaving will be
able to talk to senior members of the Trust in
order to see what actions can be put in place to
prevent losing the staff member). It should be
noted that some staff are utilising the New Deal
recruitment campaign in order to do this already.
Finalisation work on the nursing rotational posts
is now underway being led by the Deputy Director
of Nursing with a view to ensuring they are
available for both the new intake of preceptees as
well as general registered nursing recruitment.
These new initiatives will be publicised in Vital
Signs and Daily Email over the next few weeks.

Staff Experience

Pulse Survey

place to work.

The OD team are trialling a ‘Pulse Survey’ in 4
departments prior to a go live for the whole
organisation in January and will provide a regular
temperature check to support the annual staff
survey.

The National Staff survey is currently The HR & OD team have been supporting departments using
We aim to provide an open, live and the Trust response rate at time ipads to encourage staff to take part in the survey. The
of writing is 42.5% (2945 respondents infographic below shows the effectiveness of this.
supportive and rewarding
from an eligible sample of 6926 staff).
This is above the average response rate
for Acute Trusts at 38.8% but short of
the same time last year. We are hoping
to improve on last years performance
with a response rate of 60% or above.
By Care Group , corporate services have
the highest response rate at 57% and
medicine the lowest at 34%.
The HR & OD team are also using a
social media campaign to increase
awareness of the actions taken from last
year’s survey as this is recognised as a
key method of encouraging uptake.
Currently 118 teams have fewer than 11
respondents so risk not receiving an
individualised team report. The OD team
are working with these departments to
understand why response rates may be
lower.
Integrated Performance Report

Freedom To Speak Up Guardians
The Trust has appointed a further Freedom to
Speak Up Guardian – Catherine Lemsalu.
Catherine is a Specialist Registered Dental Nurse
and is an Orthodontic Team Leader. She will be
joining the rest of the Guardian team - Dr Jamie
Read, Louise Shalders and Charlotte Burgoyne in
November. Catherine has worked in the Trust for
over 13 years within the multi-disciplinary team
that makes up Dental Specialties and Maxillofacial
Surgery.
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Caring

Responsive

Description

Current Performance

Staff Appraisals

Appraisal compliance rates for Agenda
for Change staff have increased from
86% in August 2018 to 88% in October
2018. This is the highest compliance
rate recorded for 7 years, however we
continue to strive to meet the Trust
target of 95%.

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

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

Effective

Workforce

Finance & Efficiency

Comments
Medicine – remains relatively static. The Care
Group Director has written to all service lines reenforcing that appraisal rates are to be improved
as a priority and performance monitoring is taking
place through the Care Group, with HR support,
on a monthly basis. ED appraisal rates have seen
a significant improvement from 73% in April 2018
to 93%.
W&C - Neonates and Gynae’s appraisal
compliance is 95% and 96% respectively, whilst
other service lines within the Care Group are
working on improvement plans to reach 95% by
the end of 2018. The W&C management team
have written to all managers this month
emphasising the importance of improved
performance in this area. Local plans will inform a
Care Group plan that will be presented to the lead
Executive for this area as assurance.
Surgery - appraisal compliance rates generally fall
between 80% and mid 90%, with the highest
being Dental and Max Fax at 97.22% and the
lowest being Pain Management at 60%
compliance. The Care Group, with the
appointment of a new Care Group Manager, are
redesigning
internal
performance
review
processes within the Service Lines. There will be a
‘compliance’ meeting and separately a ‘staff
experience’ process to increase the focus and
importance of both aspects. Areas of low
compliance rates are being targeted with support
of the HR operational team, to understand and
help remove barriers whilst clarifying the
responsibility of individuals to ensure they are up
to date in all areas.
Clinical Support Services - Therapies, Healthcare
Science and Imaging appraisal compliance has
remained above 90%, likewise, Pathology has too.

Integrated Performance Report
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Caring

Responsive

Description

Current Performance

Mandatory Training

Trust update compliance has increased
by 1% to 88% from August to October
2018, basic life support has decreased
by 2% to 78%, manual handling has
decreased by 1% to 88% and child
protection has remained static on 91%.

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

Monthly performance meetings are
taking place within all Care Groups
where sickness, mandatory training,
appraisal, staff survey and flu
vaccination uptake are reviewed against
the Trusts targets/standards. Service
leads have standing agenda items at
their local meetings where performance
indicators are discussed. Service Lines
are expected to create a trajectory to
reach and maintain 95% within an
agreed timeframe and continued noncompliance to be dealt with through the
performance and conduct process or, in
recognition of contextual factors,
additional support.

Integrated Performance Report

Safe

Effective

Workforce

Trend

100%

90%

80%

70%

Finance & Efficiency

Comments
Basic Life Support

Manual Handling

Trust Update

Child Protection

Clinical Support Services have raised concerns
that staff are unable to book onto the BLS
sessions. This has been due to places lost through
cancellation / non-attendance by staff or
cancellation of courses due to facilitator absence.
This results in a longer waiting list for others. The
HR operational team are working with service
lines to improve DNA staff rates. Additionally,
service lines have been encouraged to plan at
least 6 months ahead in booking employees onto
BLS sessions.
The Medical HR team have implemented changes
to the recruitment process with new starters
commencing on their induction date therefore
complete their mandatory training within their
first week of employment. This is expected to
support an improvement in compliance for these
staff. In addition, the HR team are working
towards an induction being held on the 1st
Wednesday of the month when new intakes of
trainees commence in the Trust, again to ensure
induction and mandatory training are completed
within the first week of employment. With the
Director of Medical Education and Postgraduate
Centre Manager, the Medical HR Business Partner
is reviewing other opportunities to improve
trainee mandatory training compliance.
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Caring

Sickness Absence
We seek to minimise and
manage staff sickness.

Responsive

Annual sickness absence (the number
of sick days divided by the number of
available working days) has increased
over the past 12 months from 4.11% in
October 2017 to 4.42% in October
2018.
Additional
clinical
services
(predominantly HCAs) and estates
have the highest levels of recorded
sickness across the organisation
followed by registered nursing.

Safe

Effective

Short Term

Workforce

Long Term

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

Seasonal Flu Campaign
As at 31 October 2018 a total number of 3311 staff had been
vaccinated of which 2959 are healthcare workers (HCW’s)
involved in direct patient care (compared to 2270 HCWs at the
same time last year). Communication has focused on the
message ‘protect yourself, your family and your patients’. We
have increased the number of local Vaccinators and for any
staff member who missed the two free ‘breakfast and brew’
launch events at DCHW, there is a third event on 8 January
2019. ’The ‘Get a jab, give a jab’ UNICEF initiative has met the
maximum number of donations, and we will publicise the final
figure once confirmation received from UNICEF.

Finance & Efficiency

Financial Health and Wellbeing
As part of our holistic approach to health and
wellbeing, the team is currently actively
exploring a number of means of providing
financial wellbeing support for staff. This will
enhance the current range of wellbeing support
available (such as those around physical health,
mental health and good lifestyle choices), and
give staff access to financial education
resources, tools and services.
Attendance Guidance
To help embed a culture of health and wellbeing
within the Trust, a new checklist is being trialed
within Nursing for staff reporting sick with a
view to rolling this out Trust-wide in the New
Year. The form focusses on attendance and
encourages a discussion to be had around the
individual’s wellbeing and prompts checks by the
manager regarding help or support required.
The approach endorses good well-being practice
such as: getting to know your staff;
remembering staff experience matters; creating
the right work environment; seeing the world
from the individual’s perspective; and putting
people before the process, to help make their
day better and help keep them well and at work.
Supporting Staff with Substance Dependency
To continue our support for staff affected by
dependency on alcohol, drugs or other
substances, the Harbour Centre have agreed to
hold further drop-in sessions at DCHW. Staff
can attend for a confidential initial assessment
with a substance misuse specialist from the
Harbour Centre every first Thursday of the
month, commencing 6 December 2018, from
11.30am to 1.00pm.
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Finance & efficiency’ metrics
Description

Current Performance

Financial Performance

The deficit in month 7 is £2.14m,
£3.56m adverse against plan. The year
to date deficit is £19.61m, £12.61m
adverse to plan.

The Trust has a planned
deficit of £3.8m.

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

Trend

Comments
The year to date variance of £12.61m is mainly
due to adverse performance on service
delivery (£6.61m), Provider Sustainability
Funding (£4.29m) and Financial Improvement
Plans (£2.84m) offset with £1.14m of other
favourable variances.

0.0
(5.0)
(10.0)
(15.0)
(20.0)

The Trust has not met the A&E 4 hour wait
performance criteria for the Provider
Sustainability Fund (PSF) for the year to date or
the financial criteria for months 4-7. Therefore
the Trust has recognised only £1.31m of PSF
income to date (relating to achievement of
financial criteria for Q1) against £5.60m
available, £4.29 adverse to plan.

(25.0)

Actual

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

Contract income (excluding passthrough drugs and devices) was
£9.08m lower than plan at the end of
October, with a £2.48m underspend
on associated costs, giving a total
adverse variance on contract activity of
£6.61m compared with plan.
For Further information please see
Annex 10.

6%

Emergency
Department

Elective
Inpatients

Plan

Non-Elective
Inpatients

Outpatients

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

4.7%

1.5%

2.5%

-6.1%

3.1%

3.0%

0.8%

-9.0%

(6%)
(8%)

Contract income was £9.08m below plan,
driven largely by elective activity of £9.88m
under plan YTD. This is reflective of areas that
have yet to implement additional capacity
plans such as Neurosurgery and Cardiology.
Cardiac Surgery is also under plan due to
theatre and critical care staffing issues.
The variance on costs is £2.48m favourable
year to date and relates mainly to underspend
on pay due to vacancies.

(10%)
Income Activity Income Activity Income Activity Income Activity
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Caring

Responsive

Description

Current Performance

Workforce Expenditure

Staff costs were £26.41m in October,
£0.37m below plan in the month.

The Trust spends 60% of
its income on staff.

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

For further information please see
Annex 11.

The Trust has delivered £9.11m
financial improvement year to date for
October, £2.84m below target.

Safe

Effective

Workforce

Trend

Comments
The spend on operational pay for the year to
date is below plan by £3.95m.

29.00
28.00
27.00
26.00
25.00
24.00
23.00
22.00
21.00
20.00

35
30
25
20
15
10

Finance & Efficiency

The agency spend continues to be low at
£0.53m in October and below the NHS
Improvement ceiling of £0.69m.

Permanent Staff

Bank Staff

Agency Staff

Plan

Actual

Plan

The FIP delivered in month 7 is £0.91m against
target of £2.72m, a £1.81m adverse variance in
month.
This reflects an underperformance against
some of the Trust’s operational improvement
projects and also delays to some pharmacy and
procurement savings. Currently the Trust has a
shortfall in forecast savings plans.

5
0
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Caring

Responsive

Description

Current Performance

Cash

The cash balance at the end of month
7 was £1.7m, £0.7m above plan.
The Trust plans to maintain a minimum
cash balance of £1.0m every month.

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

For further information please see the
Trust cashflow statement and balance
sheet in Annex 13.

Safe

Effective

Trend
10

Actual

9
8
7
6
4

1
0

The Trust has a capital
programme of £22.0m.

For further information please see
Annex 12.

25.0
20.0
15.0
10.0
5.0
0.0
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Plan

Cash is £1.7m, £0.7m above plan.
The
operating deficit is offset by an increase in
working capital balances (since the Trust does
not have the associated revenue debtor
balances included in the plan).
In October the Trust repaid £1.5m of cash
support, returning £1.3m PSF in lieu for Q1.
Following submission of the revised Q2
forecast to NHSI the trust has drawn down
additional deficit support in November of
£7.8m in line with the monthly profile of the
revised forecast.

5

2

Capital expenditure year to date for
Month 7 was £5.73m, £0.84m below
plan of £6.57m.

Finance & Efficiency

Comments

3

Capital

Workforce

Actual

Plan

The year to date underspend relates mainly to
slower than planned initiation of minor service
line projects.
The Trust’s capital plan has increased from
£20.8m to £22.0m following award of DH
funding of £2.5m for ED reconfiguration and
£0.2m Beyond Places of Safety and reduced in
year funding of £1.5m for the Hybrid Theatres
(which the Trust will now fund from internal
sources).
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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%
71%
71%
60%
43%
45%
100%
100%
100%
61%
61%

May-18
100%
94%
88%
75%
38%
42%
65%
50%
0%
96%
58%
69%

Jun-18
100%
88%
100%
50%
85%
42%
65%
33%
100%
98%
62%
45%

Jul-18
100%
86%
82%
100%
50%
30%
81%
100%
92%
91%
70%
49%

Aug-18
100%
90%
100%
44%
63%
62%
57%
100%
67%
89%
82%
40%

Sep-18
100%
78%
80%
64%
70%
51%
60%
100%
100%
93%
50%
64%

Oct-18
100%
100%
78%
20%
64%
37%
73%
100%
0%
100%
71%
60%

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

1
2
2
2
8
11.5

1
1
1
5
7
7
1
1
2
5
11

3

3
2

3

5
7
3

5
3
5
10

4
2
4
3
12.5
10.5

2
4
4
12
7

0.5
5
3.5
22

1
6
1
25

3
4
12

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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4.5
12

3
1
7
4.5
2
1
2.5
24

2
2
16.5
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Learning from Serious Incidents & Complaints

Annex 2

Lessons Learnt

Recommendations

We did not fully consider the fact that for a large period of time the
family were providing 1 to 1 supervision for a patient which was not fully
appreciated as part of the falls risk assessment.

Carer’s involvement to be documented and patient is reassessed so staff are
aware of patient’s needs when the carers are not around.

Only have the one compatible implant available in the immediate
operating area.

The procedure for the Management and Verification of Implants during
Invasive Procedures- has been updated to reflect control of implants when
more than one option is available.

Stop manually exporting and circulating a team rota on a weekly basis,
staff should be encouraged to utilise their Online’ accounts to view this
information.

A rota administrator has been appointed to manage the rota with the
appropriate accountability and permissions.

There is no formal mechanism for referring a thoracic patient to the CPET The Thoracic surgery and CPET team are reviewing the referral pathway to
clinic with insufficient CPET capacity.
CPET.
The organisational mandate that all areas where invasive procedures are
undertaken must be adhering to National Safety Standards for Invasive
Procedures is not embedded across all outpatient departments.

The application of the Five Steps of Safer Surgery is mandated and must be
undertaken with all invasive procedures no matter where they performed
(theatres or outpatients) and where possible with patient involvement.
A review is being carried out on how we ensure that we have assurance for
NatSSIP’s compliance across the Trust specifically outside of the theatre
environment.
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Comments Noticeboard – Selection of Positive and Negative
Today experience has been a complete
pleasure from start to finish. The staff are
outstanding. an absolute breath of fresh air.
Treated with dignity & respect. The sandwich I
had was nice. I like to express my gratitude to
all staff that I came into contact with today
perfect.

I have been looked after by the senior
nurse and her team, extremely
professional and efficient. Nothing
was too much trouble. My stay was
pleasurable and a tribute to the NHS.
Also the support staff providing the
meals and drinks.

Very impressed with the
kindness and
professionalism.

I felt cared for everything
I asked for answered.
Thank you.

The whole experience was excellent. I was
explained everything and all the staff were
very attentive, answer any queries I had.
They thoroughly explained the findings and
aftercare. All things considered it was a
'pleasant' experience.

Integrated Performance Report

Every time I am in hospital the
annoying thing is ....I am told in
the morning I can go home and
I'm still here 7 hours later
awaiting prescription. This is not
good enough.

Very high standard of
care and attention
while at the hospital.

The staff, doctors and
specialists were very
efficient and worked
off their feet. I cannot
thank them enough
for their help and
kindness during my
stay

Staff were most pleasant, the
procedure was over no
discomfort, thank you a
difficult procedure made easy
released as possible.

Staff worked really hard on a busy
ward. All staff were courteous,
helpful and caring towards their
patients. I received good care and
felt listened to concerning issues
of discharge home.

Taxi service required me to arrive
early (at 7.00 am) before unit was
open. There is little facility to cater
for early arrivals to sit and wait

Everyone has been very kind
and I have been very well
looked after by all. However, a
wait of over 8 hours for my
medication has been very tiring
in my post-operative condition

All staff were brilliant - the only
negative is the waiting time I was
there for just over 6 hours - it
might be an idea to warn patients
of delays in advance of
appointment.

Annex 3

I feel like my time at the hospital
was very stressful, I was moved
ward to ward and had hardly any
communication from the doctors.
The nurse on Wolf ward did page a
doctor as soon as she realized I
had not seen a doctor over the
weekend. When moved onto this
ward none of the staff introduced
themselves. However today 10/10
the navy nurses were so
welcoming, polite and actually had
manners to talk and be polite even
though they are busy.

I cannot praise the staff
enough on this ward, from
cleaners, catering, nurses
and doctors. All of them
are pleasant, friendly,
sympathetic and very
professional. It must be
the efficient ward in the
hospital. Thank you to
everyone.
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Friends and Family Test Scores by Area

Annex 4

The tables below illustrate the score up to 31 October 2018.
Inpatient & Day Case Areas
Area

Not
Total
Extremely
Recommend
Likely
Recommend Responses
Likely

Neither
Likely
Extremely Don't
Unlikely
or
Unlikely Know
Unlikely

Torcross (CCU)

100.00%

0.00%

19

18

1

0

0

0

0

Stannon

100.00%

0.00%

63

56

7

0

0

0

0

Shipley

100.00%

0.00%

23

15

8

0

0

0

0

Plym Childrens
Theatre Areas

100.00%

0.00%

44

38

6

0

0

0

0

Honeyford

100.00%

0.00%

10

10

0

0

0

0

0

Hartor

100.00%

0.00%

10

9

1

0

0

0

0

Braunton

100.00%

0.00%

40

36

4

0

0

0

0

Bracken

100.00%

0.00%

32

31

1

0

0

0

0

Birch Day Case

100.00%

0.00%

22

20

2

0

0

0

0

Tamar (Short
Stay Unit)

98.77%

1.23%

81

61

19

0

0

1

0

Meavy

98.59%

0.00%

71

62

8

1

0

0

0

Hexworthy

98.53%

1.47%

68

62

5

0

1

0

0

Endoscopy Unit

98.48%

0.00%

197

172

22

0

0

0

3

Clearbrook

97.73%

0.00%

44

35

8

0

0

0

1

Mayflower

97.66%

0.00%

128

104

21

3

0

0

0

Brent

97.33%

1.33%

75

61

12

0

1

0

1

PIU (Norfolk)

97.30%

0.90%

111

89

19

2

0

1

0

Hembury

97.30%

0.00%

37

25

11

0

0

0

1

Fal

97.30%

0.00%

37

32

4

1

0

0

0

Burrator

97.22%

0.00%

72

40

30

2

0

0

0

Moorgate

96.67%

0.00%

30

26

3

1

0

0

0

REI Daycase

96.53%

0.58%

173

142

25

3

0

1

2

Monkswell

96.43%

0.00%

28

17

10

0

0

0

1

Freedom Unit

95.83%

0.00%

120

103

12

2

0

0

3

Crownhill

95.83%

0.00%

96

73

19

4

0

0

0

Postbridge

95.71%

0.00%

140

114

20

3

0

0

3

Shaugh

95.65%

0.00%

46

31

13

1

0

0

1

Sharp

94.87%

0.00%

39

27

10

2

0

0

0

Bickleigh

94.79%

0.00%

96

72

19

3

0

0

2

Lynher

94.17%

0.97%

103

84

13

4

1

0

1

Stonehouse

93.55%

0.00%

62

43

15

3

0

0

1

Wolf

93.22%

0.00%

59

44

11

2

0

0

2

Meldon

92.50%

0.00%

80

48

26

2

0

0

4

Merrivale ASU

89.66%

1.72%

58

40

12

2

1

0

3

Marlborough

77.78%

0.00%

9

4

3

1

0

0

1

Summary

96.60%

0.30%

2323

1844

400

42

4

3

30
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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

Acute
Assessment
Unit

100.00%

0.00%

37

35

2

0

0

0

0

Childrens
Assessment
Unit

100.00%

0.00%

22

18

4

0

0

0

0

MAU Thrushel

97.73%

0.76%

132

111

18

2

1

0

0

REI
Emergency
Department

97.22%

0.00%

36

29

6

0

0

0

1

Emergency
Dept

96.73%

0.58%

520

435

68

13

3

0

1

MAU Tavy

92.16%

1.96%

102

67

27

5

1

1

1

SAU (Hound)

90.00%

0.00%

50

32

13

4

0

0

1

Ambulatory
Care

84.62%

15.38%

13

9

2

0

0

2

0

CDU

60.49%

3.09%

162

26

72

56

5

0

3

Summary

90.69%

1.21%

1074

762

212

80

10

3

7

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%

4

3

1

0

0

0

0

Transitional
Care Ward

98.53%

0.00%

68

53

14

0

0

0

1

Central
Delivery Suite

96.75%

0.81%

123

106

13

3

0

1

0

Community
Midwifery

96.51%

1.16%

172

130

36

4

0

2

0

Argyll

96.43%

0.89%

112

71

37

2

1

0

1

Summary

96.87%

0.84%

479

363

101

9

1

3

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

Birch Day Case

100.00%

0.00%

22

20

2

0

Chemo
Outpatients

0

0

0

100.00%

0.00%

3

2

1

0

0

0

0

Chest Clinic

100.00%

0.00%

7

4

Children and
Young People
OPD

3

0

0

0

0

100.00%

0.00%

7

7

0

0

0

0

0

Dental
Specialities

100.00%

0.00%

33

31

2

0

0

0

0

Dietetics

100.00%

Healthy Bones

100.00%

0.00%

2

2

0

0

0

0

0

0.00%

4

4

0

0

0

0

0

Lind Research
MRI Mansfield

100.00%

0.00%

5

4

1

0

0

0

0

100.00%

0.00%

4

4

0

0

0

0

0

Nuclear
Medicine

100.00%

0.00%

4

4

0

0

0

0

0

OT OPD

100.00%

0.00%

6

4

2

0

0

0

0

Radiology
Academy

100.00%

0.00%

1

1

0

0

0

0

0

SALT

100.00%

0.00%

15

13

2

0

0

0

0

Vascular
Assessment

100.00%

0.00%

1

1

0

0

0

0

0

Xray East

100.00%

0.00%

7

6

1

0

0

0

0

Xray West

100.00%

0.00%

11

8

3

0

0

0

0

ENT OPD

98.84%

0.00%

86

68

17

1

0

0

0

Erme

98.42%

0.00%

442

361

74

5

0

0

2

Eden

97.59%

1.20%

83

63

18

1

1

0

0

Cardiology Dept

94.87%

0.00%

39

29

8

1

0

0

1

Oncology OPD

94.42%

0.00%

215

159

44

6

0

0

6

Audiology

94.12%

0.00%

17

14

2

1

0

0

0

Diabetes Clinic

94.12%

0.00%

17

14

2

1

0

0

0

Dermatology
OPD

93.75%

0.00%

32

27

3

1

0

0

1

Orthopaedic
OPD

93.30%

0.56%

179

127

40

7

1

0

4

GUM Clinic

90.91%

4.55%

22

19

1

0

0

1

1

Physio OPD

90.35%

5.70%

228

158

48

9

7

6

0

Plymouth Pain
Management

86.96%

0.00%

23

15

5

2

0

0

1

Main OPD

82.18%

0.86%

348

179

107

47

2

1

12

Chestnut Unit

80.00%

0.00%

10

8

0

0

0

0

2

Neurophysiology

79.31%

3.45%

29

20

3

4

0

1

1

Primrose

76.32%

0.00%

38

23

6

1

0

0

8

Ocean Suite

71.43%

0.00%

14

5

5

1

0

0

3

REI OPD

0.00%

0.00%

1

0

0

0

0

0

1

Summary

92.28%

1.02%

1955

1404

400

88

11

9

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 September 2018
Emergency Department – Regional
Trust

Response Rate

% Recommended

University Hospitals Plymouth 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

5.88%
6.38%
3.33%
4.63%
0.05% (lowest)
3.88%
16.98% (highest0

93.65%
94.33%
91.34%
98.65% (highest)
*
95.59%
83.44% (lowest)

% Not
Recommended
1.50%
2.83%
0.79%
0.00%
*
2.57%
11.09%

Emergency Department – Major Trauma Centres
Trust

Response Rate

%
Recommended

% Not
Recommended

University Hospitals Plymouth NHS Trust

5.88% (lowest)
18.42%
23.15%
10.46%
15.50%
21.32%

93.65% (highest)
85.50%
87.54%
76.97%
88.74%
89.78%

1.50%
8.42%
7.03%
16.12%
6.07%
6.32%

10.77%
29.54% (highest)

83.05%
68.95% (lowest)

11.06%
18.85%

Trust

Response Rate

% Recommended

University Hospitals Plymouth 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

36.57% (highest)
17.79%
7.49%
27.06%
4.40% (lowest)
22.69%
19.24%

96.62%
94.22% (lowest)
96.18%
95.22%
98.05%
97.20%
99.09% (highest)

% Not
Recommended
0.60%
1.39%
1.12%
1.10%
0.00%
0.77%
0.91%

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
University Hospitals Plymouth 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

Response Rate

% Recommended

% Not
Recommended

36.57%
9.12% (lowest)
11.37%
17.78%
31.03%
9.82%
37.20% (highest)
33.69%
19.98%
18.89%
18.17%
29.08%
26.92%
20.43%
12.70%

96.62%
94.90%
88.08%
98.80% (highest)
97.15%
94.08%
95.70%
96.86%
95.71%
87.58% (lowest)
94.68%
98.05%
96.71%
93.50%
97.19%

0.60%
2.47%
7.45%
0.42%
0.85%
1.77%
1.62%
0.92%
2.42%
7.21%
2.14%
0.83%
1.04%
3.20%
0.78%

Maternity Services
Touch Point

Area

University
Hospitals
Plymouth NHS
Trust
Royal
Cornwall 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

Torbay &
South Devon
NHS FT
University
Hospitals
Bristol NHS FT
Yeovil District
Hospital NHS
FT

Integrated Performance Report

Response Rate
/ No. received
56
22.38% (79)
121
71
45
21.64% (74)
79
15
8
3.89% (7)
6
6
40
30.13% (135)
116
26
155
19.44% (21)
75
4

%
Recommended
96.43%
100.00%
97.52%
98.59%
97.78%
98.65%
97.47%
100.00%
100.00%
100.00%
100.00%
100.00%
100.00%
97.78%
91.38%
100.00%
98.71%
90.48%
97.33%
N/A

% Not
Recommended
0.00%
0.00%
0.83%
0.00%
2.22%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.74%
0.86%
0.00%
0.00%
4.76%
2.67%
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)
Current Month

Integrated Performance Report

Budget

Actual

Variance Favourable/
(Adverse)

Budget

SURPLUS/(DEFICIT) BEFORE
PSF
Provider Sustainability Funding
CONTROL TOTAL
(DEFICIT)/SURPLUS

Variance Favourable/
(Adverse)

EBITDA
Depreciation Charges
NET OPERATING
SURPLUS/(DEFICIT)
Profit/Loss on Asset Disposal
Interest Payable
Interest Receivable
Public Dividend Capital Interest

Actual

EXPENDITURE
Pay
Non-pay
CIPs variance

Annual

Budget

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

Year to Date

£M

£M

£M

£M

£M

£M

£M

38.86
2.06
2.25
0.00
43.17

39.41
2.11
1.92
0.00
43.44

0.55
0.05
(0.33)
0.00
0.27

264.37
14.37
14.83
0.00
293.57

255.07
14.22
14.09
0.00
283.38

(9.30)
(0.15)
(0.74)
0.00
(10.19)

448.07
24.65
25.92
0.00
498.64

(26.78)
(16.51)
1.81
(41.48)
1.69
(1.05)

(26.41)
(17.63)
0.00
(44.04)
(0.60)
(1.07)

0.37
(1.12)
(1.81)
(2.56)
(2.29)
(0.02)

(184.22)
(114.21)
2.84
(295.59)
(2.02)
(7.34)

(180.27)
(113.41)
0.00
(293.68)
(10.31)
(7.32)

3.95
0.80
(2.84)
1.90
(8.29)
0.03

(318.63)
(196.07)
17.94
(496.76)
1.88
(12.59)

0.64
0.00
(0.17)
0.00
(0.29)
(0.46)

(1.67)
0.00
(0.19)
0.01
(0.29)
(0.47)

(2.31)
0.00
(0.01)
0.01
0.00
(0.00)

(9.36)
0.00
(1.21)
0.02
(2.05)
(3.24)

(17.62)
0.01
(1.32)
0.06
(2.05)
(3.30)

(8.26)
0.01
(0.10)
0.04
0.00
(0.05)

(10.70)
0.00
(2.08)
0.03
(3.51)
(5.56)

0.18
1.24

(2.14)
0.00

(2.32)
(1.24)

(12.61)
5.60

(20.92)
1.31

(8.31)
(4.29)

(16.27)
12.44

1.42

(2.14)

(3.56)

(7.01)

(19.61)

(12.61)

(3.82)

Page | 48

Income and expenditure variance analysis
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Income and expenditure monthly profile
Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Oct-17

% Change over
2017/18

Annex 9

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

%

39.05

37.16

37.33

39.67

36.76

38.36

34.60

36.45

36.11

37.58

35.93

34.46

39.41

39.05

1%

Education, training and research

2.10

2.37

2.08

2.08

2.06

2.84

2.09

1.84

2.00

2.11

2.16

1.90

2.11

2.10

0%

Other Income

1.89

1.86

1.81

1.88

1.85

5.15

1.88

1.83

1.85

1.91

2.99

2.23

1.92

1.89

2%

43.04

41.38

41.22

43.63

40.67

46.35

38.57

40.13

39.97

41.60

41.09

38.59

43.44

43.04

Pay

(24.48)

(24.78)

(24.78)

(24.86)

(25.42)

(26.12)

(25.30)

(24.91)

(25.22)

(25.45)

(26.73)

(26.25)

(26.41)

(24.48)

8%

Non-pay

(16.26)

(16.03)

(15.27)

(16.78)

(15.31)

(16.35)

(15.87)

(16.34)

(15.31)

(16.59)

(16.82)

(14.84)

(17.63)

(16.26)

8%

TOTAL EXPENDITURE

(40.74)

(40.81)

(40.05)

(41.63)

(40.73)

(42.47)

(41.17)

(41.25)

(40.52)

(42.05)

(43.56)

(41.09)

(44.04)

(40.74)

2.30

0.58

1.17

2.00

(0.06)

3.88

(2.61)

(1.13)

(0.55)

(0.45)

(2.47)

(2.50)

(0.60)

2.30

(1.02)

(1.02)

(1.04)

(1.04)

(1.05)

(1.07)

(1.03)

(1.03)

(1.04)

(1.04)

(1.05)

(1.06)

(1.07)

(1.02)

0.00

(0.02)

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.01

0.00

0.00

0.00

0%

(0.20)

(0.20)

(0.20)

(0.22)

(0.16)

(0.20)

(0.18)

(0.18)

(0.18)

(0.21)

(0.19)

(0.18)

(0.19)

(0.20)

-7%

INCOME
Provision of healthcare

TOTAL INCOME
EXPENDITURE

NET (SURPLUS)/DEFICIT BEFORE
EXCEPTIONAL ITEMS
EXPENDITURE
Depreciation charges
Profit/Loss on Asset Disposal
Interest Payable
Interest Receivable
Public Dividend Capital (PDC) Interest
Impairments
INTEREST AND DEPRECIATION

0.00

0.00

0.01

0.00

0.01

0.01

0.01

0.01

0.00

0.01

0.01

0.01

0.01

0.00

434%

(0.33)

(0.33)

(0.33)

(0.33)

(0.33)

0.05

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.33)

-10%

0.00

0.00

0.00

0.00

0.00

(2.78)

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

(1.55)

(1.56)

(1.55)

(1.58)

(1.53)

(3.99)

(1.49)

(1.50)

(1.51)

(1.54)

(1.51)

(1.53)

(1.54)

(1.55)

Sustainability and Transformation Funding

0.00

0.00

2.49

0.95

0.96

2.18

0.62

0.62

0.06

0.00

0.00

0.00

0.00

0.00

NET (SURPLUS)/DEFICIT

0.75

(0.99)

2.11

1.37

(0.62)

2.06

(3.48)

(2.00)

(2.00)

(1.99)

(3.98)

(4.03)

(2.14)

0.75

(9.13)

(10.11)

(8.00)

(6.63)

(7.26)

(5.19)

(3.48)

(5.48)

(7.48)

(9.47)

(13.45)

(17.47)

(19.61)

(9.13)

CUMULATIVE (SURPLUS)/DEFICIT
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Contracts

Annex 10
Actual Activity

Clinical Activity
Plan

Actual

Actual Income (£M)
Variance

Plan

Actual

Variance

YTD Variance

YTD Variance

M6

Movement

£M

£M

£M

£M

£M

£M

£M

£M

Elective Inpatients & Day Cases

39,231

36,107

(3,124)

57.44

47.56

(9.88)

(8.46)

(1.42)

Non-Elective Inpatients (including Threshold)

35,695

32,835

(2,860)

76.93

72.21

(4.71)

(4.52)

(0.20)

0

4,334

3,440

0.00

2.64

2.64

2.18

0.45

Emergency Department

81,946

83,590

(1,796)

10.14

10.41

0.27

0.43

(0.16)

Outpatients

331,533

321,034

(10,499)

37.35

36.15

(1.20)

(1.09)

(0.12)

AAU

Excluded Services - Non Pass through

46.74

46.26

(0.48)

(0.53)

0.05

Readmissions

(2.51)

(2.59)

(0.07)

(0.04)

(0.03)

5.53

5.44

(0.08)

(0.14)

0.06
(0.16)

CQUIN

1.01

0.00

(1.01)

(0.85)

Flat Cash Adjustment/ QUIPP

(10.57)

0.00

10.57

9.08

1.49

Adjustments for Contract CIPs

0.49

0.00

(0.49)

(0.42)

(0.08)

Income adjustments for block contracts

3.44

(0.27)

(3.72)

(3.21)

(0.51)

Profile Adjustment

0.00

0.00

0.00

0.00

0.00

Income Penalties

0.00

(0.90)

(0.90)

(0.76)

(0.14)

226.00

216.91

(9.08)

(8.33)

(0.76)

Late contract adjustments

Total Contract activity position
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Workforce

Annex 11

Variance

Budget

Expenditure

Variance

WTE

WTE worked

£001

Establishment

WTE

Oct-18

Expenditure

£001

WTE worked

WTE

Sep-18

Expenditure

£001

WTE worked

WTE

Aug-18

Expenditure

£001

WTE worked

WTE

Jul-18

Expenditure

£001

WTE worked

WTE

Jun-18

Expenditure

£001

WTE worked

WTE

Expenditure

£001

WTE worked

WTE

May-18

Apr-18

Expenditure

£001

WTE worked

WTE

Mar-18

Expenditure

£001

WTE worked

WTE

Feb-18

Expenditure

WTE worked

£001

WTE worked

Expenditure

WTE worked
WTE

Jan-18

Expenditure

Dec-17

Nov-17

£001

WTE

WTE

WTE

£000

£000

£000

Medical & Dental
Consultants
NHS Locum Cons
Agency Cons
Med & Dent Established
Med & Dent NHS Locum
Med & Dent Agency
Total

444
17
3
558
41
15

(4,996)
(173)
(41)
(2,873)
(448)
(158)

442
12
4
537
44
20

(5,027)
(143)
(15)
(2,783)
(491)
(195)

449
17
2
553
40
14

(5,039)
(243)
(45)
(2,845)
(428)
(149)

442
18
7
552
40
13

(5,084)
(198)
(115)
(2,829)
(464)
(136)

442
18
7
552
40
13

(4,855)
(128)
(72)
(3,276)
(516)
(66)

453
18
7
542
50
7

(5,031)
(205)
(106)
(2,826)
(697)
(161)

436
17
6
550
32
19

(4,940)
(170)
(114)
(2,816)
(398)
(129)

439
15
4
541
49
3

(4,710)
(226)
(75)
(2,883)
(586)
(39)

454
18
5
544
38
2

(5,111)
(200)
(79)
(2,838)
(436)
(89)

454
18
5
544
38
2

(4,829)
(208)
(142)
(2,967)
(645)
(61)

443
20
6
580
53
2

(5,000)
(208)
(117)
(2,965)
(646)
(19)

475
11
0
631
0
0

451
16
6
575
52
6

(24)
5
6
(56)
52
6

(5,392)
(129)
(72)
(2,946)
(428)
(128)

(5,223)
(152)
(106)
(3,036)
(617)
(67)

169
(23)
(34)
(90)
(190)
61

1,078

(8,689)

1,058

(8,654)

1,075

(8,750)

1,071

(8,827)

1,071

(8,913)

1,076

(9,026)

1,059

(8,568)

1,052

(8,519)

1,061

(8,753)

1,061

(8,852)

1,104

(8,955)

1,118

1,107

(11)

(9,095)

(9,202)

(107)

1,806
92
85
828
119
1

(6,178)
(415)
(465)
(1,689)
(278)
7

1,813
77
45
842
112
0

(6,337)
(348)
(248)
(1,789)
(267)
(1)

1,805
96
53
838
139
1

(6,290)
(436)
(290)
(1,730)
(330)
(3)

1,841
91
55
858
126
2

(6,482)
(407)
(308)
(1,870)
(303)
(7)

1,841
91
55
858
126
2

(6,596)
(516)
(297)
(1,844)
(368)
(5)

1,809
110
81
852
138
2

(6,258)
(411)
(301)
(1,769)
(290)
(6)

1,789
77
23
852
99
(0)

(6,256)
(389)
(282)
(1,813)
(306)
1

1,781
102
52
857
132
0

(6,404)
(462)
(291)
(1,856)
(352)
(1)

1,764
96
54
850
135
0

(6,273)
(433)
(302)
(1,852)
(333)
(1)

1,764
96
54
850
135
0

(6,604)
(472)
(274)
(2,029)
(518)
3

1,840
97
44
849
130
1

(6,678)
(443)
(252)
(1,890)
(374)
(3)

2,124
0
0
980
0
0

1,856
110
43
838
146
4

(268)
110
43
(142)
146
4

(6,811)
(188)
(417)
(2,142)
(163)
(3)

(6,548)
(492)
(245)
(1,820)
(383)
(13)

263
(304)
171
321
(220)
(10)

2,931

(9,018)

2,889

(8,990)

2,932

(9,079)

2,973

(9,377)

2,973

(9,626)

2,991

(9,034)

2,840

(9,045)

2,924

(9,366)

2,900

(9,194)

2,900

(9,893)

2,961

(9,640)

3,104

2,997

(107)

(9,724)

(9,502)

222

687
353
1
6

(2,561)
(667)
(2)
(70)

691
356
1
10

(2,608)
(704)
(2)
(56)

689
350
1
(2)

(2,586)
(685)
(3)
(31)

701
351
1
27

(2,631)
(698)
(3)
(92)

701
351
1
27

(2,835)
(718)
(3)
(3)

703
349
2
12

(2,656)
(694)
(4)
(53)

696
354
1
(0)

(2,668)
(710)
(14)
(28)

705
360
1
8

(2,622)
(724)
(3)
(29)

707
360
1
6

(2,717)
(740)
(4)
(50)

707
360
1
6

(2,846)
(811)
(3)
2

725
363
1
3

(2,770)
(760)
(4)
(10)

781
396
0
0

732
361
1
10

(50)
(36)
1
10

(2,830)
(815)
(2)
(43)

(2,805)
(742)
(5)
(49)

25
73
(3)
(5)

1,047

(3,300)

1,058

(3,370)

1,038

(3,304)

1,079

(3,423)

1,079

(3,560)

1,066

(3,406)

1,050

(3,421)

1,075

(3,378)

1,074

(3,512)

1,074

(3,659)

1,092

(3,545)

1,178

1,103

(74)

(3,691)

(3,601)

90

102
1,343
41
(3)

(719)
(2,950)
(89)
(11)

101
1,346
36
(0)

(693)
(3,004)
(73)
0

98
1,340
50
0

(667)
(2,933)
(103)
(22)

100
1,362
47
11

(674)
(2,997)
(104)
(15)

100
1,362
47
11

(737)
(3,150)
(114)
(22)

98
1,399
64
6

(693)
(3,013)
(118)
(13)

99
1,398
47
5

(696)
(3,022)
(141)
(15)

100
1,415
53
3

(747)
(3,086)
(113)
(7)

102
1,420
56
4

(732)
(3,121)
(127)
(13)

102
1,420
56
4

(754)
(3,372)
(183)
(19)

103
1,435
56
5

(737)
(3,207)
(147)
(20)

110
1,570
0
0

102
1,419
58
27

(8)
(151)
58
27

(768)
(3,430)
(71)
(3)

(737)
(3,172)
(144)
(54)

31
258
(73)
(51)

(3,769)
(24,776)

1,483
6,487

(3,770)
(24,784)

1,488
6,533

(3,725)
(24,858)

1,520
6,643

(3,790)
(25,418)

1,520
6,643

(4,022)
(26,121)

1,567
6,700

(3,838)
(25,303)

1,549
6,498

(3,874)
(24,909)

1,571
6,621

(3,953)
(25,215)

1,582
6,617

(3,992)
(25,451)

1,582
6,617

(4,329)
(26,733)

1,599
6,755

(4,111)
(26,251)

1,680
7,079

1,606
6,814

(74)
(266)

(4,273)
(26,782)

(4,107)
(26,412)

165
370

Nursing & Midwifery
Nursing Established
Nursing NHS Bank
Nursing Agency
HCA Established
HCA NHS Bank
HCA Agency
Total
Other Clinical

Other Clinical (B5+)
Other Clinical (<B5)
Other Clinical NHS Bank
Other Clinical Agency
Total
Non-Clinical
Mgmt Staff Established
Non-Clinical Established
Non-Clinical Bank
Non-Clinical Agency

Total
1,483
6,539
MEMO OF DISCRETIONARY PAY COSTS

Bank staff and NHS locums
Agency staff
Medical additional sessions
Other staff overtime
Total

(1,405)
(737)
(305)
(296)

(1,325)
(515)
(395)
(357)

(1,544)
(539)
(367)
(296)

(1,479)
(674)
(413)
(474)

(1,645)
(465)
(413)
(474)

(1,725)
(639)
(386)
(386)

(1,419)
(568)
(346)
(319)

(1,741)
(442)
(146)
(344)

(1,533)
(535)
(473)
(325)

(2,030)
(490)
(473)
(325)

(1,823)
(421)
(485)
(311)

(1,793)
(534)
(456)
(390)

(2,743)

(2,592)

(2,746)

(3,040)

(2,997)

(3,136)

(2,653)

(2,672)

(2,865)

(3,318)

(3,039)

(3,174)

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

Annex 12
Capital Expenditure 2018/19 as at 31 October 2018

24,000
22,000
20,000
18,000
16,000
14,000
12,000
10,000
8,000
6,000
4,000
2,000
0
Apr

May

Jun

Jul

Aug

Sep
Actual

Oct

Nov

Dec

Jan

Feb

Sources of Funding
Depreciation
Less Loan Repayments
Cash Carried Forward
Sales of assets
Internal Sources
Salix Loan
DoH Loan
ED Mitigation Grant Funding
BPOS Grant Funding
Mobile MRI Finance Lease
Interim Capital Programme

Mar

Revised
Plan
£'000s
13,500
(803)
3,000

Initial
Plan
£'000s
13,500
(803)
3,000

15,697
1,574

15,697
1,574
1,500

2,500
211
2,000
21,982

2,000
20,771

Plan

Actual
Estates Backlog Maintenance
Estates Strategic
Electrical Infrastructure
Estates Salix
IM&T Replacement Programme
IM&T Infrastructure
Other IT systems
Rolling Equipment Replacement Programme
RRP Surgical Instruments
Service Line Programme
Facilities Programme
eNotes
Theatre information System
ePrescribing
Hybrid Theatres
CT in ED
Cardiac Cath Lab
Cat 3 Microbiology Lab
Mobile MRI Lease
Other Planning Schemes
3rd MRI
Primary Care Streaming
ED Reconfiguration
General Contingency
GS1
Donated assets
Other
Total
Gross cumulative spend

Apr-18
119
(7)
0
(23)
46
6
89
21
5
41
0
85
7
109
2
6
1
0
0
36
1
0
1
(29)
23
(106)
(28)
406
406

May-18
(9)
7
(2)
11
13
6
(1)
0
10
25
0
(23)
8
(46)
4
(10)
(3)
0
0
90
1
248
1
42
20
128
(121)
397
803

Jun-18
(49)
0
0
91
19
3
9
0
13
12
100
83
4
34
4
14
1
2
0
91
1
16
1
124
16
(104)
101
585
1,387

Jul-18
11
4
19
10
29
(11)
25
0
14
7
(16)
(52)
7
49
12
14
1
0
1
27
1
2
1
234
32
14
3
436
1,822

Aug-18
137
0
(3)
120
19
7
10
0
68
39
67
102
7
239
136
1
7
0
1
165
0
6
2
39
28
(112)
20
1,105
2,927

Sep-18
36
0
0
57
12
4
11
15
2
22
86
102
7
(6)
69
1
389
0
33
128
0
2
117
210
16
(61)
11
1,264
4,191

Oct-18
183
0
0
8
52
3
10
144
4
11
28
96
6
24
221
200
8
0
10
163
1
(0)
17
284
16
5
47
1,540
5,732

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Total
427
4
14
275
189
17
153
180
115
158
266
393
45
404
450
225
404
2
45
699
4
273
140
905
151
(237)
33
5,732

Approved Capital Plan
Estates Backlog Maintenance
Estates Strategic
Electrical Infrastructure
Estates Salix
IM&T Replacement Programme
IM&T Infrastructure
Other IT systems
Rolling Equipment Replacement Programme
RRP Surgical Instruments
Service Line Programme
Facilities Programme
eNotes
Theatre information System
ePrescribing
Hybrid Theatres
CT in ED
Cardiac Cath Lab
Cat 3 Microbiology Lab
Mobile MRI Lease
Other Planning Schemes
3rd MRI
Primary Care Streaming
ED Reconfiguration
General Contingency
GS1
Donated assets
Other
Total
Cumulative spend

Apr-18
25
34

May-18
71
0

Jun-18
133
22

Jul-18
132
22

Aug-18
116
22

Sep-18
98
22

Oct-18
157
22

Nov-18
147
52

10
13
2
100
0
0
10
0
50
0
0
0
83
2
2

10
0
0
103
15
0
43
30
50
0
0
0
82
2
2

16
15
4
46
80
0
59
61
50
2
20
0
81
2
2

33
25
28
46
60
90
144
30
76
2
180
30
0
20
5

60
28
28
16
60
0
256
30
76
2
84
30
0
20
5

100
29
4
16
89
60
206
30
76
2
51
50
0
30
5

100
29
4
11
89
0
59
80
136
2
29
80
0
40
10

100
28
4
11
91
0
140
30
136
2
29
262
0
80
39

Dec-18
247
52
100
80
19
4
11
149
90
206
30
136
50
29
262
0
80
50

Jan-19
153
102
200
357
18
4
11
219
33
251
90
136
90
131
262
0
150
50

Feb-19
313
102
300
358
18
4
11
100
33
152
30
276
100
417
262
0
150
50

63
0
0
2
143
26

97
0
0
2
90
26

108
0
280
2
232
26

138
0
0
20
77
26

70
0
0
20
47
26

71
0
0
20
8
26

71
0
0
20
0
26

71
0
0
20
0
80

71
0
0
20
120
40

72
0
0
20
120
40

72
0
0
200
215
69

Mar-19
258
48
400
357
18
4
11
95
94
110
132
134
148
30
262
0
124
80
2,000
81
0
0
404
289
66

565
565

623
1,188

1,241
2,429

1,184
3,613

996
4,609

993
5,602

965
6,567

1,322
7,889

1,846
9,735

2,509
12,244

3,232
15,476

1,490
6,635
22,111

Total
1,850
500
1,000
1,581
240
90
393
1,047
400
1,636
573
1,332
400
1,000
1,500
246
700
300
2,000
985
0
280
750
1,341
477
0
1,490
22,111
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Cash

Annex 13
Monthly Cash Flow 2018/19 as at 31 October 2018

10,000

Variance from Cashflow Plan

£000

8,000

Operating surplus variance (adjusted for donated
assets income)

(12,292)

6,000

Depreciation

4,000

EBITDA Variance

(405)
(12,698)
4,707

PDC / RWCF / Loan

2,000
0
£000

818

Capital payments

(3,136)

Other Loan and Lease Funding

Apr- May- Jun- Jul-18 Aug- Sep- Oct- Nov- Dec- Jan18
18
18
18
18
18
18
18
19
Actual

Feb- Mar19
19

9,933

Working Balances movement

31

Proceeds of Asset Sale

1,042

Other

Plan

697

Variance

Actual
CASH FLOWS FROM OPERATING ACTIVITIES
Operating Surplus/(Deficit) including STF incom e
Depreciation and Amortisation
Impairments/reversals
Income recorded for Donated Asset
Interest Paid
Dividend Paid
(Increase)/Decrease in Inventories
(Increase)/Decrease in Trade Debtors
Increase/(Decrease) in Trade Creditors
Increase/(Decrease) in Provisions
Net Cash Inflow /(Outflow ) from Operating Activities
CASH FLOWS FROM INVESTING ACTIVITIES
Interest received
(Payments) for Property, Plant and Equipment
Proceeds of disposal of assets held for sale (PPE)
Net Cash inflow (outflow ) before financing
CASH FLOWS FROM FINANCING ACTIVITIES
Revenue PDC / Revolving Working capital Facility
Capital PDC / Capital Loan
Other Loan and Lease Funding
Capital Investment Loans Repayment of Principal
Net Cash Inflow /(Outflow )from Financing
Net Increase/(Decrease) in Cash
Opening Cash
Closing Cash

Plan
CASH FLOWS FROM OPERATING ACTIVITIES
Operating Surplus/(Deficit)
Depreciation and Amortisation
Impairments
Income recorded for Donated Asset
Interest Paid
Dividend Paid
(Increase)/Decrease in Inventories
(Increase)/Decrease in Trade Debtors
Increase/(Decrease) in Trade Creditors
Increase/(Decrease) in Provisions
Net Cash Inflow /(Outflow ) from Operating Activities
CASH FLOWS FROM INVESTING ACTIVITIES
Interest received
(Payments) for Property, Plant and Equipment
Proceeds of disposal of assets held for sale (PPE)
Net Cash inflow (outflow ) before financing
CASH FLOWS FROM FINANCING ACTIVITIES
Revenue PDC / Revolving Working capital Facility
Capital PDC / Capital Loan
Other Loan and Lease Funding
Capital Investment Loans Repayment of Principal
Net Cash Inflow /(Outflow )from Financing
Net Increase/(Decrease) in Cash
Opening Cash
Closing Cash
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Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

(3,012)
1,028

(1,533)
1,030

(1,528)
1,038

(1,491)
1,041

(3,514)
1,046

(3,564)
1,064

(1,671)
1,069

(19)

(103)
(27)

(120)
(58)

(15)
(70)

(164)
(203)

5
(19)

(25)
277
3,876
1
2,126

(64)
(1,519)
2,351
0
135

96
680
(3,025)
0
(2,917)

165
6,182
(948)
0
4,863

(117)
2,440
2,695
(9)
2,173

(80)
(724)
(1,576)
(505)
3,322
898
0
(1,166)

(2)
86
(1,045)
0
(1,576)

8
(4,714)

5
(1,952)

4
(1,080)

(4,706)

(1,947)

(1,076)

6
(618)
8
(604)

7
(979)
23
(949)

13
(901)
0
(888)

12
(1,496)
0
(1,484)

(648)

1,734

3,319

2,150

(1,419)

2,309

(1,510)
(52)
(1,562)

0

0

0

(4,622)

0

0

0

4,220
955
877
203
6,597
6,403
6,319
955
877
203
6,597
6,403
6,319
1,697
0.954902 0.8770259 0.203446 6.597237 6.4027853 6.319019 1.696861

0

0
0

0
0

(37)

(15)

(685)

1,734

3,319

2,135

(1,419)

11
(350)
1,970

(3,265)

(78)

(674)

6,394

(194)

(84)

Nov-18

0

0

Dec-18

0

0

Jan-19

0

0

Feb-19

Mar-19

Total

0

(16,315)
7,316
0
(477)
(1,120)
(1,576)
(452)
11,468
4,802
(8)
3,638

0

56
(11,740)
31
(11,653)

0

0

0
5,935
0
(93)
(350)
5,492

0

0

(2,523)

0
0

0
0

4,220
1,697

0

0

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Total

(3,012)
1,028

(1,533)
1,030

(2,005)
1,133

1,268
1,133

(66)
1,133

(905)
1,133

2,022
1,133

456
1,133

(1,087)
1,133

3,059
1,133

1,186
1,133

2,448
1,133

0
(19)
0
(25)
277
3,876
1
2,126

(103)
(27)
0
(64)
(1,519)
2,351
0
135

(33)
(91)
0
0
(973)
(108)
0
(2,077)

(33)
(687)
0
0
6,514
(1,795)
0
6,399

(33)
(218)
0
0
(1,180)
(1,575)

(33)
300
(2,925)
0
4,210
(929)

(33)
(40)
0
0
(3,547)
363

(33)
(61)
0
0
60
(2,038)

(33)
(111)
0
0
22
926

(33)
(602)
0
0
(3,193)
2,459

(33)
(221)
0
0
775
(1,225)

(33)
(778)
(1,950)
0
6,496
597

(1,939)

851

(103)

(483)

849

2,823

1,614

7,912

1,831
13,385
0
(433)
(2,555)
(4,875)
(89)
7,941
2,900
1
18,106

8
(4,714)

5
(1,952)

2
(1,122)

2
(1,764)

2
(1,184)

2
(913)

2
(909)

2
(881)

2
(1,269)

2
(1,793)

2
(2,456)

2
(5,410)

(4,706)

(1,947)

(1,119)

(1,762)

(1,182)

(911)

(907)

(879)

(1,267)

(1,791)

(2,453)

(5,408)

36
(24,368)
0
(24,332)

(648)
0
(37)
0
(685)
(3,265)
4,220
955

1,734
0
0
0
1,734
(78)
955
877

3,319
0
0
0
3,319
123
877
999

2,150
0
0
0
2,150
6,788
999
7,787

(3,667)
0
0
0
(3,667)
(6,788)
7,787
1,000

410
0
0
(350)
60
(0)
1,000
1,000

(2,070)
0
3,080
0
1,010
(0)
1,000
999

1,363
0
0
0
1,363
1
999
1,000

418
0
0
0
418
(0)
1,000
1,000

(1,032)
0
0
0
(1,032)
(0)
1,000
1,000

841
0
0
0
841
2
1,000
1,001

(4,155)
0
2,000
(350)
(2,505)
(1)
1,001
1,000

(1,337)
0
5,043
(700)
3,006
(3,220)
4,220
1,000

Page | 54

Balance sheet

Annex 14

Monthly Balance Sheets 2018/19 as at 31 October 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

Oct-18
Actual
£M

Variance
£M

Total

147.5
41.8
21.3
3.2
213.8

148.1
40.9
22.0
3.2
214.2

0.7
(0.9)
0.7
0.0
0.4

Total

11.7
20.6
6.7
1.0
40.0

12.1
12.3
7.4
1.7
33.4

0.4
(8.4)
0.7
0.7
(6.6)

Total

(0.6)
(38.3)
(2.8)
(28.1)
(0.9)
(70.7)

(1.1)
(41.5)
(2.9)
(23.9)
(0.3)
(69.7)

(0.5)
(3.2)
(0.2)
4.3
0.6
1.0

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

(30.7)
(60.9)
(0.6)
121.6

(36.3)
(66.7)
(1.2)
110.0

(5.6)
(5.8)
(0.6)
(11.6)

197.8
(84.5)
7.7
0.7
121.6

197.8
(96.0)
7.6
0.7
110.0

0.0
(11.5)
(0.1)
0.0
(11.6)

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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Flu vaccination

Annex 15

Healthcare worker flu vaccination best practice management checklist for public assurance via
trust boards by December 2018
A

Committed leadership
(number in brackets relates to references
listed below the table)

A1

Board record commitment to achieving the
ambition of 100% of front line healthcare
workers being vaccinated, and for any
healthcare worker who decides on the
balance of evidence and personal
circumstance against getting the vaccine
should anonymously mark their reason for
doing so.

The Trust is fully supportive of trying to achieve
100% compliance of healthcare workers having a flu
vaccination; however has put in place a reporting
mechanism for staff that choose to decline to have
a vaccination to indicate anonymously their
reasons.

A2

Trust has ordered and provided the
quadrivalent (QIV) flu vaccine for
healthcare workers (1).

The Trust meets this standard.

A3

Board receive an evaluation of the flu
programme 2017-18, including data,
successes, challenges and lessons learnt
(2,6)

Trust Board will be provided with a report
containing an evaluation of the 2018 Flu
Vaccination Programme in March 2019.

A4

Agree on a board champion for flu campaign The Board Champion for the 2018 Flu Campaign is
(3,6)
Dr Phil Hughes, Medical Director.

A5

Agree how data on uptake and opt-out will be The Trust has an existing mechanism for reporting
collected and reported
uptake which is shared with Care Groups and
contained in the performance report. No data is
currently available for opt out as this was only
launched week commencing 12th November.

A6

All board members receive flu vaccination
and publicise this (4,6)

A7

Flu team formed with representatives from all Flu planning team has been formed with trade
directorates, staff groups
union and relevant staff group representatives.
and trade union representatives (3,6)

A8

Flu team to meet regularly from August 2018 The flu planning team meet monthly and review
(4)
their action plan and current performance.

B

Communications plan

B1

Rationale for the flu vaccination
programme and myth busting to be
published – sponsored by senior clinical
leaders and trade unions (3,6)

The Trust has got an active communications plan
for the Flu Vaccination Campaign and has myth
busting materials including short videos available
on the intranet.

B2

Drop in clinics and mobile
vaccination schedule to be
published electronically, on social

The Trust has an active programme of mobile
vaccinators and drop-in clinics which are regularly
publicized by the Trust daily email, intranet and
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Trust selfassessment

All Board members have been encouraged to take
advantage of the opportunity for flu vaccination.
Percentage take-up will be included in the next
Board report.
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media and on paper (4)

social media.

B3

Board and senior managers having their
vaccinations to be publicised
(4)

The Trust has used internal communications and
social media to promote the vaccination of Board
and senior managers.

B4

Flu vaccination programme and access to
vaccination on induction
programmes (4)

The Trust meets this standard.

B5

Programme to be publicised on screensavers, The Trust has an active programme of mobile
vaccinators and drop-in clinics which are regularly
posters and social media
publicized by the Trust daily email, intranet and
(3, 5,6)
social media.

B6

Weekly feedback on percentage uptake
for directorates, teams and
professional groups (3,6)

C

Flexible accessibility

C1

Peer vaccinators, ideally at least one in each Our plan and training has been targeted at all
clinical area to be
clinical areas having a local vaccinator or access to
identified, trained, released to vaccinate and one nearby.
empowered (3,6)

C2

Schedule for easy access drop in clinics agreedThe Trust has an active and flexible programme of
(3)
mobile vaccinators and drop-in clinics which are
regularly publicized by the Trust daily email,
intranet and social media.

C3

Schedule for 24 hour mobile vaccinations to Plans for 24 hour vaccinations are included in our
be agreed (3,6)
flu planning. We have identified funding for
additional dedicated out of hours vaccinators.

D

Incentives

D1

Board to agree on incentives and how to
publicise this (3,6)

The Trust has promoted increased take-up for flu
vaccinations through the use of the ‘Breakfast and
Brew’ and ‘Get a jab, give a jab’.

D2

Success to be celebrated weekly (3,6)

A weekly update is provided by the Medical
Director.

A weekly update is provided by the Medical
Director.

Reference links
1. http://www.nhsemployers.org/-/media/Employers/Documents/Flu/Vaccine-ordering-for-2018-19-influenzaseason06022018.pdf?la=en&hash=74BF83187805F71E9439332132C021EFA3E6F24C
2. http://www.nhsemployers.org/-/media/Employers/Publications/Flu-Fighter/Reviewing-your-campaign-a-flufighter- guide.pdf
3. http://www.nhsemployers.org/-/media/Employers/Documents/Flu/Flu-fighter-infographic-final-web-3-Nov.pdf
4. http://www.nhsemployers.org/-/media/Employers/Publications/Flu-Fighter/good-practice-acute-trusts-THformatted10-June.pdf
5. http://www.nhsemployers.org/-/media/Employers/Publications/Flu-Fighter/good-practice-ambulancetrusts-TH- formatted-10-June.pdf
6. https://www.nice.org.uk/guidance/ng103/chapter/Recommendations
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Purpose
Decision

The purpose of this report is to present the system wide Winter Plan. This Approval
comprehensive winter plan is the result of system-wide engagement in early Information
planning and preparation for winter, resilience and surge.



Assurance

Corporate Objectives
Improve Quality

Develop our Workforce


Executive Summary

Improve Financial Position Create Sustainable Future



Background
This report provides the detailed winter plan submitted by the A&E Delivery Board to NHS England
for approval. This comprehensive report has a live program management plan in place to focus
delivery on the required actions. As a result some of the actions with the formal report will have
progressed.
Headline messages
•
•
•
•
•
•
•
•

There is a much better understanding of demand and capacity across the system.
The system has planned together
Significant improvements in patient flow have been made since last year
The demand in the ‘Western System is different’ and forecasts expect there to be a
significant challenge this year
Primary Care remains challenged
The key system and hospital challenges are Demand, Workforce and Capacity.
The hospital will be required to change the medical bed base to accommodate additional
demand
The hospital will be changing the operational model to respond to improve patient safety and
flow.

Quality Impact Assessment
•
•
•
•
•

Access to early intervention and treatment in the community
Reduction in ambulance handover delays and the resultant delay releasing ambulances to
respond to community emergencies
Reduction in the number of patients waiting longer than four hours to be treated in ED and
waiting in corridors resulting in delayed access to care and treatment
Reduction in cancelled operations due to lack of bed capacity
Reduction in number of patients out lied on non-medical wards impacting on continuity of
care and creating additional workload pressures for clinical teams
1
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•

•

Planned escalation capacity. In severe surge a number of beds may be opened in spaces
(Plym, Postbridge,) to provide additional capacity which do not offer an optimal experience
for patients
Reduction in patient discharge delays and improved experience

•
•

Increase in patients being discharged home first
Improved support, care and treatment for patients in care homes

Financial Impact Assessment
Funding to ensure safe staffing
‘New Deal’ for Plymouth advertising campaign to secure in place.
Additional non pay and support costs associated with opening additional capacity.
Regulatory Impact Assessment
The requirement to achieve constitutional standards is referred to within the document.
Equality and Diversity Impact Assessment
There are no direct equality and diversity issues associated with this report.
Environment & Sustainability Impact Assessment
Key Recommendations
The Trust Board is asked to support the plan.
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Introduction

The purpose of this document is to provide assurance to the respective boards of partner
organisations in the Western System that a robust Integrated Winter / Sustainability Plan is
in place for winter 2018/19.
Devon A&E Board have submitted an overarching NEW Devon winter plan.
The development of this local Western Integrated Plan will form an appendix to that plan and
has been led by the Western A&E Board and produced in collaboration with key partners
including University Hospitals Plymouth NHS Trust (UHP), Livewell Southwest CIC (LWSW),
South West Ambulance Services NHS Trust (SWASFT), Plymouth City Council, Devon
Doctors, NEW Devon CCG and Primary Care represented by the LMC. The providers have
continued to challenge assumptions and develop plans in partnership with commissioners,
using the Western A&E Delivery Board as a vehicle for debate and approval for investment
and process changes.
Within the western locality the commissioners work across social care (Plymouth City
Council) and health services (NEW Devon CCG). Community services, especially care
homes, domiciliary care and voluntary and community sector developments are jointly
commissioned and funding for intermediate care services is managed through an integrated
budget for health and social care. Funding streams such as BCF and iBCF are allocated by
agreement between providers and commissioners and overseen through the joint
commissioning team.
The document itself has been coordinated by the Director of Integrated Urgent Care as the
system SRO with leads from each organisation nominated to support the development of a
single integrated plan.
The plan aims to demonstrate how joint plans from these organisations contribute to a whole
system approach to ensuring the quality and safety of services are sustained during periods
of peak pressure and that plans to mitigate key risks are in place and or understood.
This process began in February 2018 with a stakeholder debriefing event, held to gather
feedback from winter 2017/18 in order to inform learning and development of the 2018/19
winter plan.
As ever the outcome sought, throughout this period, is the uninterrupted provision of high
quality, timely care across our local health economy and an effective contribution to how the
entire health and social care system as a whole manages winter; seasonal flu; and other
pressures that present real resilience challenges.

3

Item 9

2

Background; learning from last winter

Despite pressures for services being felt almost year round, each winter brings additional
demand for unscheduled care services, in particular in medical specialties and specifically
within older age groups. Whilst overall Emergency Department (ED) attendances are often
lower in the winter period, the proportion of attendances in the older population rises leading
to higher conversion/admission rates and a longer length of stay. Each year the scale and
duration of the demand increase can be highly variable and hence difficult to accurately
predict.
This was certainly the case last year when a number of variables conspired to
create a very challenging winter:
1. The system already had a fragile primary care system, an overcrowded hospital and
community as winter approached.
2. Winter plans were not integrated or sufficiently robust to manage the demand
experienced in all parts of the system.
3. The Western locality felt the national impact of the huge and under predicted demand
for NHS 111 services.
4. The demand within the Western locality was far higher than in all other localities
within Devon.
5. The system was unable to respond effectively to the patient flow demand.
These issues are outlined in more detail below, along with a brief assessment of current risk.
1. Primary Care - Experienced increased demand (unable to quantify). This continues
to be a significant risk this year with insufficient capacity as a result of 25 GP
vacancies across the Plymouth footprint.
2. Flu – Public health reported busiest flu season for 7 years.
system wide flu planning group is in place this year.

A public health led

3. Integrated Urgent Care: NHS 111 – Nationally under predicted demand by 16% last
year - which had a significant impact on their capacity and capability; ambulance
response times and challenged resilience across the wider urgent care system.
Looking forward to this winter, there is a workforce challenge for call handlers and in
particular clinical capacity, which will affect response and validation times, but
several mitigating actions are in place.
4. Devon Doctors – Increase in demand and a significant surge in requests for repeat
prescriptions prior to the Christmas bank holiday. Mitigation plans have been put in
place to prevent further repeat prescription challenges.
5. SWASFT - Levels of activity were unprecedented (although forecasts were
accurate). Levels of activity from NHS 111 providers had a significant impact on
delivery of the 999 service. Ambulance handover delays exceeded the planning
assumptions (also linked to impact of NHS 111) and created additional clinical risk in
the community. This year the Ambulance Response Program is in place and the
system will work together to optimise the rapid release of vehicles to support the
forecast increased demand.
6. UHP – Emergency Department: Increase in ED attendances overall and increase
in over 65 years which is disproportionate to wider Devon.
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ED Activity in Devon trusts

Annual
Growth
over last 4
years

Annual
Growth in
2017

Winter
surge
2017/18
Aged 65+

University Hospitals Plymouth NHST

2.87%

2.03%

5.41%

Royal Devon and Exeter NHS Foundation
Trust

0.35%

-5.49%

-9.76%

Northern Devon Healthcare NHS Trust

2.31%

-2.10%

0.26%

Torbay and South Devon NHS Foundation
Trust

-1.39%

0.26%

1.98%

Table 1

Overall ED activity reduced in winter compared to the volumes seen in summer but
complexity of those attending increased. Over the same period majors’ attendances
increased by 4%:



1/4/17 to 30/11/17 – Majors occupancy exceeded 100% for 7.4 hours per day
1/12/17 to 31/3/18 – Majors occupancy exceeded 100% for 13.4 hours per day

There is a clear correlation between an overcrowded department and reduced
performance against the four-hour access standard. The following graph sets out 4hour performance against the occupancy level (total bed minutes/total bed minutes
per day)

Table 2

Facing into this winter, a number of actions are being taken to improve ED capacity,
capability and leadership following the recommendations of an expert external
review. This will provide significant mitigation but is dependent on successful
recruitment to clinical posts and the provision of enhanced physical capacity.
UHP – Inpatients: Increase in emergency admissions overall and increase in
admissions in those over 65 years (again disproportionate to wider Devon).
Crowded hospital, increased escalation beds and occupancy.
Complex caseload
doubled equalling 400 complex patients within the hospital at peak. The risk going
into this winter remains significant due to the sustained increase in growth
experienced within the Western System. A comprehensive system wide bed
modelling exercise has been undertaken to provide greater understanding of
demand, opportunities to plan ahead, review working practices and processes and
quantify residual risk.
5
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Annual
Growth
over
last 4
years

Annual
Growth
in
2017

Winter
surge
2017/18
Aged
65+

University Hospitals Plymouth
NHST

3.37%

6.08%

13.72%

Royal Devon and Exeter NHS
Foundation Trust

-0.01%

1.22%

11.57%

Northern Devon Healthcare NHS
Trust

-0.58%

2.23%

9.16%

Torbay and South Devon NHS
Foundation Trust

1.92%

2.57%

7.34%

Emergency Admissions >1 day LoS

Table 3

UHP – Length of Stay: Increase in emergency medical admissions and complexity
resulting in longer length of stay overall and an increase in delays, but an average
2.8-day increase (on top of that) in length of stay for patients outlied into a nonmedical bed.

Non Outlier Med Spells

Outlier Med
Spells

Spells

33,734

3,302

Min LOS (days)

1

1

Avg LOS (days)

7.2

9.98

Median LOS (days)

4

7

Lower Quartile LOS
(days)

2

3

Upper Quartile LOS
(days)

9

13

Table 4

UHP – Elective Activity – The unplanned conversion of Stannon orthopaedic ward
to a general medical ward to create additional surge capacity and proliferation of
medical outliers occurred without prior planning. During this period surgical elective
waiting lists increased by 31 per week, the majority of the increase was an additional
16 per week in orthopaedics. The following table shows the growth in elective IP
WLs.
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Table 5

7. Community (LWSW & Care Homes) - Increase in demand as a result of increased
elderly/complex population and flow through UHP. Increase in escalation beds
(Robin ward plus 3 extra beds on wards) within local care centre opened earlier than
planned in December. A higher length of stay in community hospital beds and
increased demand for community hospital, domiciliary and care home capacity
impacted on flow. The Home First pathway was not delivering the required capacity
and difficulty accessing vacant care home beds coupled with the overarching
increase in complex need, led to increased delayed transfers of care. Looking
forward to this winter, improvements have been made and work is on-going across
intermediate care resulting in the de-escalation of the care home bed base and an
increased and improving performance in Home First. The risk going into winter is
timely access to capacity and capability of wider community to respond quickly to
surge.

DTOC Run Chart - latest 25 weeks data, Selected Trust and Region
Long term trend highlighted in orange
Trend defined as 6 consecutive increases or decreases
12.0%
10.0%
8.0%
6.0%
4.0%
2.0%

PLYMOUTH HOSPITALS NHS TRUST

09-Apr

02-Apr

26-Mar

19-Mar

12-Mar

05-Mar

26-Feb

19-Feb

12-Feb

05-Feb

29-Jan

22-Jan

15-Jan

08-Jan

01-Jan

25-Dec

18-Dec

11-Dec

04-Dec

27-Nov

20-Nov

13-Nov

06-Nov

30-Oct

23-Oct

0.0%

The South

Table 6

The above summary demonstrates the impact that inadequate planning and provision across
the system can have on patient access, experience and system performance.
Other
adverse impacts not fully outlined above include:
Quality and safety - there is growing evidence that ED overcrowding is associated with
increased mortality (CEM, 20141) and outlying patients have a longer length of stay.
Patient experience and performance – 4-hour and 12-hour breach performance and
ambulance handovers typically deteriorate during the winter months; in addition RTT
performance can be devastated by a lack of bed capacity resulting in multiple patient
cancellations and poor experience and patient safety risks (this occurred last winter).
Financial – expenditure on bank and agency staff normally increases during the winter;
reduced elective capacity can both reduce income and defer significant costs to a later year.
Reputational – high profile reputational concerns can result, directly or indirectly, from
pressures on the unscheduled care system; for example: patient complaints and serious
incidents, media reports and intervention from regulators.
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One of the key criticisms from NHSE commissioners last year was that the winter plan was
not integrated. As a result, system partners have commenced early planning together and
increased the focus on modeling and predicting the impact of this high level of growth across
the system.

3

Key Priorities and management of identified risks

The following priorities have been framed and risk assessed in the context of learning from
last winter and known current risks and issues requiring mitigation:
1
2
3
4
5
6
7
8

Area
Primary Care
Integrated Urgent Care and Admission Avoidance
Emergency Department (ED) Demand, Capacity and Flow
Acute Hospital Demand, Capacity and Flow
Community Demand, Capacity and Flow
Workforce
Communications
Resilience: Infection Control, Flu and Severe weather

RAG

The learning from last winter and demand forecasts for this winter indicates that the system
will experience a very challenging winter this year.
Although much planning and learning from last year has been embedded into business as
usual and driven the priorities for this winter the remaining challenge is significant.
Further work is in progress to fully understand why the picture of demand is so different from
the rest of NEW Devon.
The strategy in this plan, given the continued growth in demand and the absence of a
comprehensive understanding of the drivers of increased demand, has been to plan for a
similar surge in activity this year and ensure that the whole system is aware of and shares
the risk.
A risk management approach has been taken to the plans embedded within this document.
The actions are embedded within the Integrated Urgent Care Action Plan and are reviewed
at every Western A&E Delivery Board with the RAG rating only changing as mitigating
actions and developments are delivered.
The plan contains four key substantial actions aimed at improving capacity, capability and
resilience this winter.
1)
2)
3)
4)

Expansion of the Emergency Department
Expansion of the Emergency Workforce
Outsourcing of elective orthopaedic activity
System-wide bed/demand modelling

The remaining multiple actions are designed to build incremental capability and collective
capacity and resilience to support the wider complexities of the system.
8

Item 9

4

Plan: Primary Care

Primary Care within the Plymouth system has been challenged for a considerable period of time and work this year has been targeted at
addressing this directly with recruitment innovation, and stabilization of contracts. We have also considered how other services can be
introduced or redesigned to offer additional support to primary care.
Our aim is to enable primary care to be able to continue to manage people’s urgent care needs. Despite being in a much better position than
this time last year, capacity for primary care is still identified as a high-risk area for our system and is still rated as red.
Specific challenges raised as learning from last year include increased pressure (unable to quantify as no current system for capture in place),
inadequate capacity for routine management e.g. long-term conditions; urgent capacity, home visiting; care home visiting and response to flu
outbreaks. A survey monkey was carried out earlier in the year to ask practices if the same actions where needed to support them (as opposed
to new and different options) limited feedback was received but endorsed the need to continue with considering home visiting and care home
management as key areas.
Variation in Demand
It is clear that the Western Systems demand trajectory is different to the rest of Devon. A review of ED attendances and Emergency
admissions by GP practice has highlighted variation within the data and in relation to location and practices. These plans will include ongoing
work to understand the issues at practice level and determine any priority issues/areas and any longer term actions required in relation to
prevention and early intervention. Appendix 6 provides data by GP practice.

Risk: Primary Care

RAG Mitigating Actions

KLOE: Primary Care Workforce
25 GP vacancies within
Plymouth – impacting on
capacity for routine and
urgent appointments






International recruitment in progress – 2 GPs recruited pending start dates
and further work underway. Start dates awaited.
Locums are regularly used where there is capacity available to offer support
and several workforce models are in place to reflect the need to diversify to
meet the GP gaps.
Temporary (DDoC) resident home visiting service in place for intermediate

Residual Risk
RAG
Owner
ND CCG
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care.
Alternative flu outbreak capacity sourced.
Pharmacy hub pilot commences in November for the Drake Federation to
take on repeat prescribing function for practices.
Digital Minor Illness Service goes live with 111 in November.
Paramedic scheme in Drake Federation to support home visiting.
Medical Indemnity funded for GP’s
Additional BCF funding to be used for early home visiting scheme and
proactive care home visiting service
Treatment and dressing clinics capacity is also being reviewed to overcome
pressure in the practices.
AAU transport plan developed to support early visiting and transfer to AAU
for primary care.

KLOE: Flow and system support for Bank Holiday periods
Failure to deliver plans to
 Improved access capacity will commence on 1st October 2018 and will cover
comply with Improved
all the western locality population and will be managed within two cohorts.
access
and/or
provide
The availability of 30 minutes per 1,000 population offers an additional 170
capacity to support the
hours per week of primary care access (rising to 45minutes by 1st April
management
of
flow,
2019).
particularly
on
Bank
Holidays
 The MOU with providers for the western locality targets a proportion of
activity to be dedicated to on the day (same day) activity.
 Assurance with the NHSE for the commencement of the activity is stated at
Amber. Recruitment will be a challenge but current activity and filling of
timetables is promising.

ND CCG

The proportion of improved access capacity which will be assigned to urgent
care is planned as follows but please note some may be used to support
home visiting options for urgent care.


Routinely for non-winter weeks 10% of all capacity (17 hours or 102
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appointment equivalents per week)
For winter weeks – all of December, January, February and the month
which Easter falls within 20% of all capacity (34hours or 204 hours)
For weeks preceding and after a bank holiday 50% of all capacity or (85
hours or 510 appointments).
Oct
459

Lack of GP capacity to
undertake home visits

Nov
459

Dec
1632

Jan
1326

Feb
816



Additionally, the IUCS service will be flexing its activity to reflect the
increased demand based on several years’ predictions and the locality will
also be introducing a pilot prescribing hub in November 2018 to relieve
pressure on primary care.



Cornwall – East plan expected to commence on 1st October - Test and
learn site agreed – practices providing evening and weekend appointments.
Community Hub Liskeard Hospital

Kernow
CCG

There are a number of schemes across the locality which support early home
visiting:
 Beacon & Plymstock are implementing an Early home visiting scheme (as
part of improved access funding)
 Plymstock and East Cornwall – First Contact Practitioner model –
physiotherapist available to see patients at request (primary care
physiotherapy service)
 Drake Medical Alliance/Pathfields have a paramedic early visiting scheme.
 Using BCF funds in South Hams and West Devon: the role of the
community matron is being tested in West Devon and the community hubs
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which provide support to practices are being expanded.
The CCG is working with the remaining federations to explore how home
visiting services can be expanded to provide support and develop
alternative capacity so there is additional support across all areas using
BCF funds.

KLOE: Working with nursing/residential homes

Lack of capacity to
undertake timely visits
to patient admitted to
intermediate care beds



DDoC Contract extended to March 2019. All patients admitted to an
intermediate care bed which creates a temporary GP need will be reviewed
within 24 hours of admission and on-going care provided by the service until
they return to their own home or are transferred to a new permanent GP.

ND CCG

Lack of capacity to
undertake
timely
medicines
optimizations reviews
to patients care homes



Medicines Optimization in Care Homes Programme has allocated 40%
funding from the pharmacy integration fund for Western and is being
targeted at homes with greatest need. Recruitment is complete and the
decision regarding homes to oversee will be completed in September.
The locality has £500k worth of embedded pharmacists working with
primary care and KPI’s have been amended to target care home reviews.
The CCG are considering a proposal for a local enhanced service to provide
a proactive care home ‘ward round’ arrangement.

ND CCG




KLOE: GP support to provide flu vaccine for over 65's
Lack of capacity to
 Devon Doctors commissioned to respond to flu outbreaks through the
respond
to
flu
temporary resident scheme, particularly intended for those homes with a mix
outbreaks
of GP practices providing supervision.
KLOE: Primary Care and ED Streaming
Workforce gaps and
 Mix of GP; ANP an Acute GP model in place with DDoC providing Out of
internal
processes
Hours cover – 0800-2300 in place.
impacting on primary
 The paediatric pathway commenced August 2018 and the model of liaison
care
streaming
between AAU and ED has been strengthened.
capacity.

ND CCG

C Dawe
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Lack of access
paediatrics

5

for

Plan: Integrated Urgent Care and Admission Avoidance

NHS 111 is subcontracted to Vocare from Devon Doctors. Nationally, last year, calls to the NHS 111 service were under forecast by 16%
which led to significant in day challenges managing the workload within the performance targets and also impacted on the wider system.
Reviews suggest that a large proportion of these people rang back when unable to get through the first time, but it is not unreasonable to
assume that this could have had an adverse impact on other services. However, the positive impact of people using 111 first before attending
other options is a major change in behavior and it is critical that 111 responds in a timely and positive way to embed this behaviour change.
This year the contract provider has had considerable challenges in relation to maintaining adequate call handling and clinical staffing levels and
recruitment remains a key challenge. The service, at the time of writing has managed to meet recruitment numbers for call handlers for the first
time since the contract commenced but remains challenged around the clinical capacity which has such an impact on the confidence of front
line call handlers and enables high levels of clinical validation to take place. It is anticipated that the current mix of challenges to recruit
sufficient numbers of staff combined with high attrition levels means that the key indicator of calls answered within 60 seconds is infrequently
achieved and despite all the planning work currently in progress it anticipated that the target of 95% of calls answered within 60 seconds will
not be met at all times across the winter, Christmas and New Year period.
The projected activity levels in table 8 below are currently subject to scrutiny, and once agreed will be reviewed to suggest operational
performance expectations. Clinical validation of 999 and 111 calls is a top priority and additional transformation funding will be invested for the
winter to support this to the optimal levels. New standard operating procedures have been embedded in September and October which will
support calls from over 80’s and under ones, with direct to clinician outcomes. Direct booking from 111 to the Cumberland Centre has also
commenced.
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De von
2017 De ma nd

De von
2018 Fore ca s t

De von
2018 Va ri a nce %

Sun

Mon

Tue

We d

Thu

Fri

Sa t

Sun

Mon

24/12/2017 25/12/2017 26/12/2017 27/12/2017 28/12/2017 29/12/2017 30/12/2017 31/12/2017 01/01/2018

2420

1269

2338

904

759

759

2544

2297

1995

Sun

Mon

Tue

We d

Thu

Fri

Sa t

Sun

Mon

23/12/2018 24/12/2018 25/12/2018 26/12/2018 27/12/2018 28/12/2018 29/12/2018 30/12/2018 31/12/2018

2219

1097

1815

2561

1361

1394

1945

1815

1097

Sun

Mon

Tue

We d

Thu

Fri

Sa t

Sun

Mon

23/12/2018 24/12/2018 25/12/2018 26/12/2018 27/12/2018 28/12/2018 29/12/2018 30/12/2018 31/12/2018

-8.3%

-13.6%

-22.4%

183.3%

79.4%

83.6%

-23.6%

-21.0%

-45.0%

Table 8

Devon Doctors provide the current Out of Hours and the clinical assessment components of the integrated IUCS. They also provide a range of
other services for the local community, including primary care streaming, MIU advice and guidance, clinical support to clinicians in the
community such as paramedics and community teams, out of hours cover for community hospitals and the prison visiting service.
They also provide an intermediate care service to care homes in Plymouth to offer temporary resident primary care cover and cover for flu
outbreaks. They are also one of the core providers for improved access for primary care.
The IUCS has been proactive in developing aspects of the service which enhance the local offer:





NHS 111 on line commenced in July and will be one of the first fully operational services including emergency dentistry before winter.
NUMSAS the repeat prescription service is fully operational and redirecting repeat prescribing to local community pharmacists.
Consolidated * lines for care homes, paramedics and other community clinicians for direct access.
Implementation of the nation Digital minor illness pilot (DMIRS) in October 2018.

Last winter, the key issues experienced were significant surges in requests for repeat prescriptions, increased demand and suboptimal use of
the remote clinician model. There are five key risks outlined below of which two are fully assured at this point. The significant risk for this
winter will be the availability of sufficient workforce to achieve clinical validation and call handling standards. Additionally, a risk created by the
changes in mental health support by DPT is not yet fully understood. The commissioners are facilitating a meeting to review this.
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SWASFT and Admission Avoidance offers. A number of services are in place to support and facilitate admission avoidance. Many of these
have additional plans in progress to enhance the offer. However, a critical issue across the majority is the current workforce challenges which
are a material risk to delivery. Therefore, the overarching risk rating is AMBER
Risk: Integrated Urgent RAG
Care – NHS 111/DDoC
Inadequate or inaccurate
predictive capacity and
demand modeling
resulting in a repeat of last
winter’s experience and
inadequate system
capacity
Increased impact on MIU
and ED following
implementation of NHS
111 online on 31st July 18

Mitigating Actions

Residu
al RAG

Risk Owner




National and local review of capacity and demand completed
Currently awaiting validation with NEW Devon CCG (October).
Through the current action planning period the predictive models are
becoming more aligned with the actual figures although in day
variation is challenging and needs more sensitivity testing.

Ryan Hewitt
Elaine
Fitzsimmons




STOP criteria agreed in the event of an obvious impact/surge
Review of impact at A&E Board – early impression positive, moving to
full roll out and communication plan

Ryan Hewitt

KLOE: What contingency is in place to ensure that validation of ambulance dispositions continues, even at times of service pressure?
What local contingency arrangements are in place (i.e. networking/synergies) with other contract areas to manage pressures, including at times of
inclement weather

Failure to fill clinical
shifts/vacancies to
maintain clinical validation
and increase shifts in
preparation for surge

Failure to recruit to and fill
call handling
shifts/vacancies – and
achieve 95% target for call
answering at 60s and
increasing call
abandonment










Recruitment in progress, now at full establishment for call advisors
and should be at full clinical advisors by October, remains at amber as
attrition rates high and sickness rates high as well.
Incentive scheme in place
Remote triage capacity to be used as needed to address peaks in
activity and can support any business continuity, e.g. in severe
weather
STP transformation funding to increase clinical validation
NHS 111 online from July 2018 enhanced communications in October
to targeted group to then coincide with winter Choose Well campaign.
Daily review and weekend planning in place

Ryan Hewitt
Elaine
Fitzsimmons
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KLOE: What innovative solutions or schemes are being implemented or trialed to enhance delivery in this area for 18/19?

Inadequate
pharmacy
capacity to manage peak
periods of surge for repeat
prescriptions



Lack of access to clinical
advice for wider
community professionals








Risk: SWASFT
Inability
to
achieve
ambulance
handover
targets – resulting in
increased
risk
in
community.
- 95% within 15
minutes
- zero tolerance >
30 minutes

RAG

NUMSAS service in place – redirects people requesting repeat
prescriptions to pharmacy – review of this taking place in October with
NHSE to determine if this can be boosted.
Digital Minor Injury (DMIRs) service commences October 18 –
redirects to pharmacy where appropriate, over 100 pharmacists have
expressed interest in contracting for delivery.

Ryan Hewitt

Care Home Support (*6) number for care homes in place – to receive
direct clinical advice and support – reducing 999 calls and admissions
Direct bypass line in place – Primary care advice to community teams
and paramedics 24/7
Specialist palliative care line in place and fully operational

Ryan Hewitt

Mitigating Actions







Ambulance handover action plan in place with UHP as part of
Ambulance Response Plan
Dual verification in place
Revised ambulance SOP in place with on-site support if triggered
UHP appointing Band 6 nurses and corridor receptionists to receive
handover and expedite ambulance handovers.
Direct bypass line in place with CAS
Performance will be reviewed at A&E Delivery Board

Residu
al RAG

Risk Owner
C Dawe
K McSherry
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Risk: Acute and
Community Services
Admission Avoidance

RAG

Mitigating Actions

Lack of capacity to
managed
increased
demand
for
Minor
Injury/Illness
services
result in early closure



Patients attend or are
disposed to ED when
other community services
are available



Increased workforce – RNs and HCAs in place or in the process of
being recruited and contractually agreed.
Plans to increase opening times to 10.30pm agreed and under
development

C Dawe

The local ‘Choose Well’ communication plan has been developed in
conjunction with the National and STP approach whilst taking into
account the need to reinforce self-care or choice of appropriate
options.
The NHS 111 online tool will be fully advertised and is expected to
create a 10% channel shift in use of the 111 services.

E Fitzsimmons
N Bonas



Provision of an alternative transport service to be able to convey
‘Green’ calls for acute assessment earlier in the day, is being
explored as a joint scheme and jointly funded between NEW Devon
and KERNOW CCG’s.

D Brown
Lee Johns



Additionally, there are challenges with ITU transfers and high
dependency transfers which need to be considered, whilst small
numbers they do create considerable stress to the system.



The model of service delivery for medical care in UHP and the
current primary care GP vacancy rates, create challenges to the
prioritisation of the AAU. Whilst 2 wte consultant physician posts are
being recruited, this will still not provide sufficient capacity to start
seven days working, nor will it fill the gaps to address the plan to





Lack of service provision
to
convey
patients
requiring
ambulant
services to AAU early in
the day

Current workforce gaps
prevent comprehensive
7-day service provision in
AAU & Hot Floor

Residual Risk Owner
RAG

C Dawe
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Lack
of
access
to
community services risks
inappropriate admissions
via ED and AAU





Lack of commissioned
domiciliary care capacity
to enable CCRT to



improve the MAU cover.
4 wte frailty nurses recruited and in place and a Frailty pilot
commenced in September to test weekend working to support ED
and Hot Floor.
Consideration has been given to recruiting additional GP’s for the
weekend but realistically the challenge to provide GP’s for ED
streaming, out of hours capacity, improved access as well as an
acute GP service are unrealistic given the current workforce
challenges.
There is also a need to create more space for receiving patients
which include relocating part of the Devon Doctors service and the
infusion service currently in the facility.
Red Cross based within AAU and Discharge Team – offer transport
home and up to 6 weeks of befriending/shopping support
Community Crisis Response Team and Acute Rapid Response
Teams (therapy and social work) are working very closely together
to identify patients early and return them home with support if
needed or a discharge home visit. It will be important to ensure that
these are fully recruited to, and where not possible alterative
capacity is sought to ensure we optimize the ability to assess,
diagnose and treat people to enable them to return home without
admission.
Social worker required to be based within AAU
RRT to identify patients admitted out of hours who could have Early
Support Discharge with CCRT

D
Pike/S
Prideaux

New contract for community domiciliary care currently now awarded
and provider announced. Work with provider already in progress
mapping capacity requirements for winter to support Front and Back

S Pearce/ E
Fitzsimmons/C
McArdle
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manage patients at home
with domiciliary care to
prevent admission

door.


The system is considering the appointment of additional generic
support ‘domiciliary/reablement’ workers to provide enhanced
capacity for the winter to support all intermediate care pathways.
Potentially use newly reported Social Care Winter Funds.

Acute Care at Home :
Lack of capacity to
prevent admission or
facilitate early discharge
due to workforce gaps




Recruitment complete
Test of change agreed for six months to combine service with the
Out of Hours district nursing team to create more capacity.

S Pearce

Lack of capacity to
proactively manage
community caseload and
long term condition
patients in partnership
with primary care and
voluntary sector due to
workforce
shortages/changes
Lack of service provision
to support patients who
either frequently call or
frequently attend services





Review of Long Term Condition nursing service in progress
Locality Coordinators in place to optimise capacity and demand
CTC have renewed linked with Long Term Condition nursing service
to develop a more proactive communication and ‘pull’ model
Opportunity to improve early discharge for patients with respiratory
disease under review (end to end pathway week 15th October)

C Little



Develop a health coach role to be part of the community MDT to
reduce demands on general practice and acute care. These posts
will bridge the social prescribing capacity provided by Wolsley Trust
and primary care. Appointment of band 3 community workers linked
into primary care. Using the Four Greens Hub as a priority for virtual
ward reintroduction and then with Budshead Road as a priority
practice. Post to be embedded in the practice. Using BCF funding
for this.

D
Brown/
Nicola Jones

Lack of wraparound
service for Care Homes



A comprehensive and prioritised work plan being developed for the

Craig
McArdle/
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resulting in unnecessary
admissions









Inability to access vacant
care home beds







system. Key areas of work for this winter include:
Practice care home visiting model proposal being discussed with
primary care – proposals shared and under discussion (include
extending current temporary care home service to EOL, increasing
buddy arrangement between CCRT and nursing homes and
proactive visiting for highest admitting care homes under a LES
agreement.
Extending care home visiting, medications review etc. using
pharmacists and the MOCH funds. Targeting gaps in service
provision for this winter.
Roll out of the red bag service across all care homes in Plymouth:
November
Amended specification for end of life services to include care home
support.
CCRT extended support
Named District Nurse/Therapists in place for Care Homes

Michelle
Thomas

Trusted Assessors in place with a third being recruited which will
enable 6 days per week to support care homes and early advanced
warning of capacity needs planned with homes to consider how we
work together over the winter.
We are not intending to ‘block contract’ beds as our experience is
that they are underutilised, but we are increasing the availability of
bariatric beds (3 additional) and reablement for people with cognitive
impairment as the patients with the most challenging placements.
Current spot contract does not include requirement for enablement
provision in care home. Therefore, a review of DTA Care Home
contract is required to establish a consistent model of enablement –
for this winter generic intermediate support workers under review
20
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Lack of coordinated care
between primary and
community
services
results
in
increased
admissions in older/frail
population

(above) will bridge the gap
Care Homes unable to source local GP registration for permanent
residents due to capped lists in Plymstock and Stoke – for further
review at WSIB. Action required to provide appropriate information
to Care Homes on alternative cover
Devon patients receiving intermediate care in Plymouth are not
covered under the DDoC Care Home service contract.



MDTs – are in place across the community in varying forms:
South Hams – twice weekly + daily Red to Green
Ivybridge, Kingsbridge and Tavistock – Health and Social Care Hub
Teams (Virtual wards Ivy bridge; pending in Tavistock)? Clinical GP
input
South Locality: twice weekly mdt with daily review of hospital
admissions
East Locality: daily virtual mdt and review of hospital admissions;
weekly mdt – virtual ward with Beacon on hold? Clinical GP input
West – Daily virtual mdt and review of admissions; weekly mdt - ?
clinical GP input; monthly virtual ward with input from 4 north
practices



CMHT – Crisis Cafe
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6

Plan: Emergency Department

The emergency department experienced a 2.03% growth in demand with a 5.41% increase in over 65 years attendances last winter – in stark
contrast with the rest of Devon. An external review was commissioned to support UHP to put in place effective plans to deliver the 4-hour
access standard. This review highlighted a number of issues and made some key recommendations related to workforce; physical capacity,
culture and leadership. The full set of actions are captured in the ‘Hot Floor Plan’ but the key issues and risks are set out in the table below.
The objectives are clearly defined and a hot floor board is in place chaired by Dr Hicks to maintain focus, pace and grip on this key
improvement program. Overall risk rating is RED

Risk:
Emergency RAG
Department
Improved
leadership
required to develop and
implement
plans
to
improve joint and cross
working across the hot
floor areas.
Risk
of
increased
breaches
due
to
leadership and culture

Mitigating Actions


Dedicated medical leadership established: Dr Anne Hicks appointed
to Hot Floor Lead Consultant position

A Hicks




Dedicated medical leadership in place.
Nurse consultant recruitment in progress to establish dedicated
nursing leadership
Robust operational leadership required

C Dawe

Embed 10 principles/internal professional standards
Establish, consult and enact Full Capacity Protocol
Establish robust paediatric escalation protocol
Implement FLIC at 5-6 patients per hour from 1030 to 1930
Extend FLIC to 3-4 then 6-8 cubicles when fully staffed and extend
hours to 0900-2300
Embed Fit 2 Sit

Lee Johns/C
Dawe

Recruitment and funding agreed to progress for the following posts:
-3 wte ED consultants (new funding 2 ED 1 Paediatric) – 2 recruited

C
Dawe/A
Hicks


Risk
of
increased
breaches due to demand,
lack of adherence to or
lack of system, process or
policy to manage flow








Workforce
insufficient
demand

to

capacity
manage

Residual Risk Owner
RAG
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to commence Feb 19 – Locums in place to backfill. Paediatric post in
progress.
-6 wte lower STR posts with agreement to appoint to higher STR
posts (new funding).
-7.9 wte paediatric nurse posts (new funding) All posts recruited –
pending start date.
- 10 wte ACP posts (combined existing funding)
- 2 wte nurses to manage and prevent corridor waits – recruited
Re-profile shifts to maintain staffing profiles across day and night to
ensure maintenance of waiting times – in progress but will not be
complete until all recruitment in place.

Lack of physical space
within
department
to
manage flow and demand






Relocate minors to fracture clinic
Expand paediatric capacity and space
Increase space for majors (rhesus)
£2.5m funding awarded to support space reconfiguration to be
committed by December 2018

C Dawe

Lack of capacity, process
and leadership leading to
increased
Ambulance
Handover delays







Band 6 nurse to manage flow being recruited
Corridor receptions in post and cover the shift system
Standard operating procedure in place with SWASFT
Daily review of performance
RCA for all > 60 minute breaches

C
Dawe/K
McSherry

Lack of liaison psychiatry
or poor response times
resulting in delays in
treatment and breaches



24/7 support to the Emergency Department and Hot Floor with 1 hour
response standard for ED/Hot Floor and 24 hour response standard
for wards.
Mental Health Triage pilot – commenced September 2018, enabling
Liaison Psychiatry to triage patients upon arrival, rather than wait until
the Emergency Department staff have completed their assessment

Michelle
Thomas
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7

and treatment for any physical condition.
CAMHS Outreach Team now provide a 7/7 08:00-20:00 service to
support under 18’s in Derriford Hospital.

Plan: Demand and Capacity modeling
Acute

As outlined above – the significant growth in demand last year has led focused efforts this year to ensure that there is a key understanding of
activity forecasts, plans and gaps.
Last winter medicine was escalated out of its bed base (i.e. escalated beds and outlied into surgery) by 84-187 beds between October and
March. The winter plan did not include creating a winter ward or wards within UHP and as the demand increased patients were outlied across
the hospital, resulting in a poor experience, longer length of stay (2.8 days longer for outliers) and increased cancellations of outpatient clinics
and operating lists to release clinicians to care for the patients already on the wards. The predicted increase in both demand and age profile
this year will create a capacity risk whatever action is taken but to ensure all potential mitigating actions have been taken a comprehensive
modeling exercise has been completed and will be reviewed monthly to enable dynamic change.
The tool used is designed by the Academic Health Science Network and uses an Erlang 5% probability of queuing to incorporate the
randomness of arrivals, discharges and length of stay in the calculation of required beds. It uses three variables: Admissions; Length of Stay
and Bed Stock. This year the system has modeled medical, surgical and community bed requirements based on last year’s demand, the
current efficiencies achieved as a result of the hard reset and the potential impact of further efficiencies if more admissions are avoided.
The current established bed base at UHP is 833 beds (includes 21 PIU beds). This can be broken down into:

Current Medical Beds
496
Required Medical Beds
586-646

Current Surgical Beds
287
Required Surgical Beds
247

Critical Care Beds
50

Total
833

50

883-943
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Table A outlines the medical bed forecast. There are two key variables that will affect demand and these are admissions and length of stay.
After consideration, column 4 below which models the impact of a 5% admission reduction has been discounted for the purposes of surge
planning – this is due to the current risks around primary care workforce capacity, consultant physician capacity to enable AAU to run 7 days a
week and other gaps within the admission avoidance space – but work will continue to improve this area. So planning is based between the
worst case forecast and the post hard reset position with a further requirement to improve flow and length of stay. This essentially requires the
acute bed base to provide additional capacity to manage a surge in medical demand from a range of 60-183 depending on volume and
variation in demand and optimization of patient flow as outlined above.

Medical Bed Model (Table A)

Forecast per bed model (worst)

September 18
October 18
November 18
December 18
January 19
February 19
March 19

595 (+99)
576 (+80)
600 (+104)
621 (+125)
666 (+170)
679 (+183)
641 (+145)

LoS at 6.19 days & DToCs 3.5%
(post hard reset)
550 (+54)
556 (+60)
566 (+70)
593 (+97)
574 (+79)
589 (+93)
575 (+79)

LoS at 6.19 days and 5%
admission reduction
525
531
541
566
547
562
549

Table B outlines the surgical bed forecast. Due to the decision to outsource elective orthopaedic activity to Care UK the required number of
surgical beds now required to maintain the current Referral to Treatment and 52 week wait position totals 247 based on the AHSN model. This
analysis is currently being reviewed to ensure accurate modeling of weekday versus weekend surgical activity.

Surgical Bed Model (Table B)

Maintain RTT and 52 ww position

September 18

260 beds

Maintain RTT position only (not
52ww)
231 beds

Maintain RTT and 52 ww position
and subcontract Care UK
247
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Care Group

Elective Spells

Elective Bed Days

Average Elective LoS
UHPNT

Peer Average
Variance

Medicine

1,240

4,894

3.95

4.82

(0.88)

Surgery

6,557

25,874

3.95

3.54

0.41

W&C

910

2,072

2.28

2.21

0.07

Trust Total
8,707
32,840
3.77
3.55
0.22
The current bed model is based on the length of stay last winter – 6.7 days and the post hard reset length of stay of 5.98 days. A review
against peer performance for elective activity is outlined below and identifies a small opportunity for improved performance in surgery.

The same comparison for non-elective admissions demonstrates an opportunity for improved efficiency in medicine.

Care Group

Non Elective Spells

Non Elective Bed Days

Average Non Elective LoS
UHPNT
Peer Average

Medicine

27,695

172,244

6.22

5.38

0.84

Surgery

13,639

64,050

4.70

4.88

(0.18)

W&C

9,070

16,546

1.82

1.43

0.39

Variance
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Trust Total

50,404

252,840

5.02

4.68

0.33

The options to deliver sufficient bedded capacity to meet medical bed demand whilst maintaining RTT and 52 week wait performance are
limited and challenging – and require constructive and pro-active clinical engagement. Three meetings have been held with the clinical and
operational body and as a result further opportunities to increase planning, working practices and processes are in progress.
Whilst the actual configuration is under review the decision to substantiate existing and regularly used bed capacity (35 beds) is complete and
the substantive bed base will increase. Additional beds will then be established to create additional escalation capacity within ward bays, and
by creating a winter ward. The sufficiency of these actions will be reviewed at bi-monthly winter planning forums; daily operational data and
monthly revised bed modeling. In addition, resilience plans will be in place to create a ‘flu’ or ‘infection control’ ward should the need arise.
The overarching aim of the bed modeling exercise and subsequent yet to be agreed bed reconfigurations is to maximize all opportunities to
optimize effective patient flow by creating ‘winter ward’ or co-horting capacity for the predicted increase in medical patients.
In addition to creating physical space a continued rigorous and consistent approach to managing all aspects of flow will be essential
Risk: Capacity and Flow
Site Manage Capacity limited and
impacts on management of site/flow

RAG

Mitigating Actions






Inadequate surge capacity




Meetings to commence at 0800
Electronic Red2Green to be implemented by 31st
October (ECIP assisting – 2 weeks intensive from 22nd
October)
Recruitment to establish team for extended hours
outstanding
Integrated Hospital Discharge team zoned to provide
continuity to wards
Red Cross in place to support simple discharge,
transport, shopping and befriending
Stannon will be the winter ward creating + 30 beds
35 escalation beds have been established into the bed

Residual Risk Owner
RAG
Lee Johns

Kevin
Baber/Jo
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Unable to staff surge capacity






base
Opportunity to add additional beds to ward bays/convert
discharge areas to bedded bays has been defined –
workforce consequence and plans being established –
awaiting decision

Beer

Nursing:
Early recruitment of staff/agency block
essential – incentive scheme in place
Medical: Outlier rota in place –scenario plan for 4
teams but co-horting may create efficiencies once
agreed. 3 Spanish physicians recruited 1 in post and 2
pending.
Plan 4 outlier teams. In Opel 4 increase to 6 teams and
cancel planned elective activity to release consultant
physician capacity

Steven
Keith/
Caroline
Dawe

High numbers of emergency admissions
Inadequate discharges



Senior clinical review before midday – all patients will
have access to senior clinician with decision making
authority

Care Group
Managers

Inability to decant ED and MAU



10 beds to be available in MAU by 10am. All wards to
create a ‘Golden Bed’ and receive their first patient by
10am.
A further 8 beds to be available by 8pm
Review of take process – additional shifts offered to
consultants

Head
of
Operations/
Nursing

33% of patients to be discharged before midday

Ward
Sisters/CTC



Lack of discharges before midday inhibits
good flow
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Increased number of stranded and
extended length of stay patients inhibits
flow







Live Red to Green process to be implemented
October/November – staged (ECIP supporting)
All ‘simple’ patients with a length of stay > 6 days will
be reviewed daily and delays escalated.
All ‘complex’ fit patients will be reviewed daily and all
delayed patients will be discussed daily at the complex
flow meeting.
All > 21 day patients will be reviewed daily

Ward
Sisters/IHDT

Increasing Delayed Transfers of Care
results in patients decompensating and
inhibits flow.






Target delays per day = 28
Daily patient flow meeting to review all complex patients
Thematic analysis and focus on constraints
Exceptional mdt’s for challenging situations
Daily operational rigour and redirection of zoning teams
if required
Electronic complex dashboard

Karen
Reeves

Cancellation of elective inpatient surgery
due to increased medical demand



Inpatient surgery will be restricted from 17th December
to 14th January
Additional day case activity planned in place
Exceptions to this are urgent and cancer patients
Conversion of Stannon ward to increase medical
capacity

Ian Wren

Escalation policy in place across paediatric and with ED
Additional consultant in place
Additional recruitment in place to support ED expansion
Conversion of Meavy to support either a winter ward or
flu ward may impact on Women’s (gynae) health
services and is being reviewed as part of the bed

Keith
Chapman




Women’s & Children’s
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modelling
Lack of critical care facilities due to surge

Lack of transport impacting on tertiary
and trauma capacity

Critical care aims to ensure 2 beds are always available
for admissions throughout the 24 hour period.
Should there be a surge in demand the following
measures are part of the escalation plan:
 Outlie appropriate patients to main recovery (maximum
of 2 patients).
 Cancel elective surgery where the clinical risk is
deemed acceptable for this to occur.
 Cancel cardiothoracic elective admissions that require
critical care to provide extra bed capacity.
 Clinicians discuss with local units the possibility of
transferring suitable patients. Such conversations are
linked to the National Bed Bureau discussions on
available capacity. These decisions are in extreme
circumstances and would also be linked to the Trusts
status as a Major Trauma Centre.



Lack of clinical support services to
facilitate timely access to diagnostics and
treatment 7 days a week



Ian Wren

Transport arrangements are currently being reviewed
via NHS England with regards to the repatriation of
patients to alternative Major Trauma Centres/Trauma
Units if the need arises. The arrangements are not
flexible enough to manage patient transfers on the day
in urgent situations.
The expectation is new arrangements will be in place
before winter – beyond the PTS contract.

Elaine
Fitzsimmons

Imaging are working to substantially increase both
scanning and reporting capacity, through the utilisation
of mobile vehicles and developing modular capacity
within MRI and CT. Additional sonographer hours are

David
Edwards
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also planned for Ultrasound.
Imaging are also working to reduce current backlogs in
CT, MRI and Ultrasound and improve response times
for both 2ww and urgent requests by October 2018
Live dashboard for Red2Green will provide a live
dashboard of internal delays related to imaging
(currently in development)
2 weekly monitoring of diagnostic performance in
process
Saturday Acute Coronary Syndrome (ACS) capacity
introduced with plans to increase ACS capacity on
Mondays
Outsourcing in place to manage Echo demand
Weekend Ultrasound planned to commence January

Increase in admission with patients with
infectious conditions e.g. flu/noro





Public Health England campaign in place
128 Cubicles for isolation
In the event that isolation cubicle space is exhausted
patients will be co-horted or an infectious ward created.

TTAs not
discharge



Pharmacy o provide an enhanced level of service over
the winter period by extending operational hours.
E prescribing being rolled out across the trust
Pharmacy escalation process in place via SALUS and
attendance at site management meetings.

ready

to

enable

patient
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Demand and Capacity modeling: Community
The same bed modeling approach was taken to modeling community hospital, mental health and intermediate care beds and forecast against
the following scenarios:
1) Do nothing – baseline plus 6% growth
2) Reduce length of stay to 14 days – includes 6% growth – (For mental health a 2 day length of stay reduction was targeted)
3) Reduce length of stay to 16 days and achieve 10% admission avoidance.
As with the acute model option three has been discounted because the admission avoidance element cannot be confidently or accurately
quantified.
Current beds (used for forecast)
Option 1
Option 2

Adult community Beds
102
26
17

Overall required beds

20

Mental Health Beds
65
14
11* mitigated by reduced DToCs
and Length of Stay
0

Intermediate Care Home Beds
215
40
40

A total of 60 beds are required across the intermediate care space. Robin Ward at the Local Care Centre cannot be used. Therefore, capacity
for 60 beds needs to be identified. The work to improve process across the care home space has de-escalated the number of patients
receiving bedded intermediate care and the number receiving care at home via the Home First team is increasing.
Risk: Capacity: Flow: Beds

RAG

Mitigating Actions

Increased length of stay in community
hospital reducing capacity






Length of stay target 14 days
Daily mdt patient led white boards
Stranded and Extended Length of Stay metrics applied
Face to face DToC process introduced

Lack of surge capacity in community



Ward surge capacity identified: 10 beds pending some

Residual Risk Owner
RAG
Sarah Pearce

Sarah Pearce
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hospitals





Increasing Delayed Transfers of Care in
Community Hospitals








Inability to access Care Home Beds for
Discharge to Assess/Long Term Care
Risks: GP access for residents
Risks: CHC process may
intermediate care stay
Risks: Care Home Workforce




delay








minor works
LCC Kingfisher x 3-4
LCC Skylark x 3
Kingsbridge x 1
Tavistock
Edgecumbe x 1
Target delays per day = 4
Daily patient flow meeting to review all complex
patients
Thematic analysis and focus on constraints
Exceptional
mdt’s
for
challenging
situations
Daily operational rigour
Patient centred whiteboard
Red Cross in place to support discharge, transport,
shopping and befriending

Sarah Pearce

Three trusted assessors providing service 6 days per
week
Portfolio development of Care Homes to clarify their
‘offer’ and build relationships and understanding
Bed Bureau in place to support flow and maintain
contact
Devon Doctors contract to assess within 24 hours of
admission to care home
NHS 111 CAS - *6 line to provide direct clinical advice
Enhanced offer from CCRT and Acute Care at Home
Review of process for medication on discharge
commenced.
CHC – improvement program in place to achieve

Karen
Reeves/Sarah
Pearce/Elaine
Fitzsimmons/
Caroline
Paterson
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Increased DToC in community mental
health beds reducing access and flow





national 28 day target
Hard reset community focus on care homes week
commencing 8th October
New DTA Care Home pathway co-designed to be
implemented by 31st October 18
Daily review of all delayed patients
Target is 3 patients per day delayed
Escalation process in place

Home First describes our home based intermediate care services, which have seen the greatest increase in utilization this year. The provider
of our intermediate care support has been re-procured with a new provider being in place for December, there are positive signs that their
ability to recruit will enable them to meet the target for a contracted weekly capacity of 1500 hour, whereas our previous provider had never
filled more than 1100 hours per week.
The ongoing work to establish and improve the number of people going Home First is achieving its target of 35 patients per week. It is difficult
to accurately predict forward demand but initial modeling has estimated that an increase from 35 to 50 new admissions to home first
(discharges from acute/community hospitals) is required.
Risk: Capacity: Flow: Home
Lack of Home First clinical
meet demand

RAG
capacity to

Mitigating Actions
Review of current workforce productivity and capacity in
progress
Daily operational rigour to embed process in place
Weekly cross provider huddles in place to maintain focus, pace
and improvement in flow

Residual Risk
RAG
Owner
Rhian
Slattery
Tina
Monro
Gary
Walbridge
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New contract provider transition may
destabilize the domiciliary care market.
Risk: Workforce gap
Lack of visibility of system demand for
packages of care

Healthwatch undertaking independent review of outcomes
Dedicated 1500 hours to support Home First service
Capacity and Demand information to be integrated with the
revised Command Centre functions. (Previously TCC)

Gary
Walbridge

Access to Care First Six given to Command Centre
Integrated approach to developing the Command Centre
planned with support from NHSE National Systems Leadership
Team
Shackleton plan in place (surge)

Gary
Walbridge
Ashley
Davies
Gary
Walbridge

Lack of review impacts on capacity

Additional support in place to manage review process and
recycle capacity. Care hours per person reduced from 11 hours
per week to 9 hours per week.

Lack of workforce Home Care and Care
Homes

Regular engagement with PCC and providers
Review of staffing gaps

Sarah
Pearce/
Gary
Walbridge
Gary
Walbridge

Delays in getting patients transferred to
and from care homes to the right care
setting

New DTA pathway to smooth process
Shared capacity across intermediate care teams
Community hard reset and mini – DToC

Lack of response to escalation

Sarah
Pearce
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Severe Adverse Weather Plan

Following the 1 in 10-year weather event experienced in March 2018, when an
unprecedented red alert was issued by the Met Office; arrangements for managing services
and supporting staff during inclement weather have been reviewed. Health and Local
Authority debriefs were held and identified similar lessons, which have been considered as
part of the severe weather planning for 2018/19 including:







Memorandum of Understanding between UHPNT and the Devon and Cornwall 4x4
Response Group – for Plymouth facing drivers to support health staff getting to/from
work, to maintain critical services
Revision of the Devon, Cornwall and Isles of Scilly Local Resilience Forum’s 4x4 Cell
Tactical Framework – with new 4x4 Tactical Command established locally at the
Tactical Co-ordination Centre (Crownhill Police Station, Plymouth). This team will
triage and prioritise shared 4x4 vehicle resources available to assist in managing
demand and where an organisation’s own resources prove inadequate given the
impact or scale of the disruption
Early decision on elective activity, with understanding that for an red alert weather
warning, elective activity must be cancelled
Clear guidance on the approach to staff absence and what constitutes non-essential
staff and services
Recovery arrangements for the management of predictable surge, to minimise
impact or surge in the days immediately following such a disruptive event

Severe weather arrangements are to be challenged at the October A&E Delivery Board.

9

Infection Prevention and Control

Plymouth Flu Planning and Oversight Group:

For the first time this year, the Health Protection Lead for the Public Health Team at PCC
has set up a Plymouth Flu Planning and Oversight Group which meets on a monthly basis in
the run up and during the flu season. The group covers the Western locality and
membership includes Public Health England, Local Authority, Livewell, New Devon CCG,
LMC, LPC and UHP NHS Trust. This group has no executive powers but feeds into the
regional flu planning group for the South which is chaired by NHS England and Public Health
England’s Screening and Immunisation Team.
Whilst each member’s organisation will have their own local action plan, the group also has
a shared action plan and issues log so that any local issues can be fed back to the South
West Flu Planning and Oversight group and appropriate action taken, (Appendix 1).
The Chair will share flu vaccination update data or details of any outbreaks or incidents with
the group when available and on regular/consistent basis so that local action can be taken
as required.
The New Devon CCG communications lead (Nicola Bonas) and the PCC communications
lead (Chris Gomm) are linked to this group and liaising with communication colleagues
across the patch so that local action can be taken as required.
The purpose of the Plymouth Flu Planning and Oversight Group is to:
36

Item 9










support effective delivery of the seasonal flu programme 2018/19 in Plymouth in line
with the national flu plan and South West Flu Planning Oversight Group
keep an up-to-date log of local issues to be shared with the South West Flu Planning
Oversight Group
Develop and monitor progress of the seasonal flu 2018/19 action plan for Plymouth
aiming for maximum uptake and achieving the 75% CQUIN target.
Agree actions to maintain and improve flu vaccination uptake in Plymouth
monitor and improve uptake for clinically at risk groups, pregnant women and
children
support extension of the flu program to children to include school year 5
provide clarity on flu outbreak strategy and national flu plan
link National and local communication campaigns

Primary Care: General practice and LWSW will administer flu vaccinations to ambulant and
housebound
patients.
UHP, PCC and Livewell – will launch the campaign on the 1st October with the ‘Flu
breakfast and brew’. Peer registered nurse and allied health professionals (under PGD)
vaccinators in the clinical areas who will offer the vaccination to staff close to their place of
work. Dedicated vaccination nurse and medical vaccination champion appointed. Out of
hour’s mobile clinic and drop in clinics. 'Get a jab, give a jab'; for every flu vaccination given
to staff the Trust will donate a number of tetanus vaccinations to UNICEF. The campaign will
launch on late September with ’Flu breakfast and a brew' in the Derriford Centre for Health &
Wellbeing

Management of outbreaks
There are up to date procedures in place for investigation and management of infections and
clusters of infections associated with health care provision across the system. This is a key
part of the work to prevent the spread of infections and disruption of services.
This procedure outlines the actions required in the management of infectious incidents under
investigation, outbreaks and major outbreaks. The aim of the procedure is to ensure that all
staff understand the implications of outbreaks of infections in health care and are able to
contact the correct personnel in order to manage or prevent an outbreak.
Plans are in place to convert a ward to provide dedicated infection control beds within the
acute trust should a surge in flu or other infectious disease occur.

10

Operational Command, Leadership and Performance


System Wide 24/7 Executive and Operational Leadership and on-call rota in
place



The Acute Chief Operating Officer will be the designated ‘Winter Director’ and
take responsibility for overseeing the resource and capacity and making final
decisions about challenging issues which may be faced with regards to opening
more capacity, determining the right place for targeting workforce and making
decisions in the best interest of the system.
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A system daily flash report will be established to support reporting up to NHSI/E



Re-establish System Wide weekly strategic command meetings twice a week
commencing week 22nd October



Establish System Command Centre – including integration of CTC and bed
management team



Command Centre supported by senior managers from the system from the 2 nd to
11th January – with early review at Strategic Command meetings



Five routine site meetings per day – 8am,10am,1pm,3pm and 5pm



OOH supported by on call manager until 8pm routinely with teleconference at
8.15– on call manager / Exec on Call. During intense operational pressures
double on call manager structure to be establish.



Command Centre supported by live dashboards including – bed management
(Appendix 2), complex flow and discharge (Appendix 3), stranded and extended
length of stay (Appendix 4) which also include 6 week forward predictive
modelling and system wide strategic data set (Appendix 5)



All senior managers across the system will be planning to work in an operational
mode from the 2nd to 11th January.



The OPEL escalation process is being reviewed with wider Devon, with a
simplified approach being taken to declare status and share across the wider
system and a further test of a revised communication and control process is
needed and will take place early October.
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Performance Indicators

Area

Target

4-hour standard
Ambulance handover delays over
30mins
Occupancy (acute & community)
Stranded numbers

Acute
Acute

95%
NIL

LOS – Non- elective medicine
Medical outliers
Extended LOS (acute)
Extended LOS (Home First)
Extended LOS (care homes)
LOS community hospitals
Delayed transfers of care
No of cancelled operations

11

Acute/Community 92%
Acute
Less than
43%
Acute
Less than
5.5 days
Acute
Less than 25
people
Acute
Less than 82
patients
(<10%)
Community
<10%
Community
<10%
Community
14 days
Acute/Community 3.5%
TBC
TBC

Trigger for
concern/
indicator of
worsening
pressure
<85%
>95%
>45%
>6.5%
>25
>82
>15%
>15%
>20 days
>4.5%

Bank Holiday/Half/Term Arrangements

All providers will be expected to provide updated Bank Holiday plans to the A&E
Delivery Board. Timelines:
Date
7th November 2018
5th December 2019
6th March 2019

Event
Christmas and New Year Bank Holiday Plans
February Half Term
Easter

Templates will be developed to enable a consistent local and Devon wide approach to
planning.

12

Mortuary Capacity

The Mortuary at Derriford Hospital has capacity to accommodate 159 patients and
monitors its capacity on a daily basis. This capacity includes the 2x12 space flat
pack body storage units which can be erected for use at short notice, during times of
pressure. This would normally be sufficient storage with agreed escalation
arrangements are in place for periods of excessive demand. These were triggered
once last winter, when Funeral Directors, Local Authority and HM Coroner were
informed of the need to take action to relieve the pressure at Derriford Hospital.
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Storage of Deceased when Demand Exceeds Capacity – SOP H5019 extract
Green - Nearing capacity for all fixed units
 Encourage all parties to clear paperwork and funeral directors to collect the
deceased ASAP and the Coroner’s Officers to clear the deceased.
 Derriford doctors must be directed to complete cremation forms at the earliest
opportunity.
 Staff in Bereavement Office should ask the families to sign the form, enabling
the release of the deceased to the nominated funeral director.
Amber - At capacity for fixed units
 Bring the Temporary Body Store into operation.
 The Trust has two Responsor 12 body storage units that can be used in the
event of an emergency. These flat pack units are in the Mortuary Decant
Store. They need to be erected by the Mortuary staff.
 Inform HM Coroner for Plymouth that Derriford is nearing capacity and seek
permission for the deceased to be collected for storage at a facility under the
control of Plymouth City Council/PCAS.
Red - At full capacity for fixed and temporary units
 Move non-coroner’s bodies to funeral directors. PCAS have four refrigerated
spaces.
 Plymouth City Council has made arrangements with Funeral Directors for
additional storage of the deceased within their existing facilities.
 If a post mortem isn’t required and it is safe to do so, deceased may be
released to funeral directors before the cremation forms are completed.
 The Co-op, Earls and Walter Parsons will remove deceased if they are ‘their
customers’, other funeral directors must be encouraged to do likewise.
 HM Coroner must be contacted as soon as the demand is likely to exceed
capacity. They will make the necessary arrangements or advise.
 If there is a need to transfer a deceased patient under the care of the Coroner
to another facility to make space for new arrivals, HM Coroner must be
contacted.
Only the Coroner or one of the deputies can authorise the
transfer of the deceased to another site

13. Communication & Public Messaging
The Western System is working within Devon Sustainability and Transformation Partnership
(STP) to ensure consistency of system-wide winter communications and marketing plans
which reflect the national winter communications plan and utilise public websites, social
media, newspapers, outdoor and digital advertising and direct mail to help inform and advise
the public on being prepared for winter, choosing the right service and what they can do to
help themselves.
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Appendix 1

Plymouth Flu Planning and Oversight Group – Action Plan 2018-19:
Priority area 1: Plymouth Flu Planning and Oversight Group
Local action
Lead(s)
Timescale Progress
Issues Log
update
Sarah
August
Group
N/A
1.1. Establish a Plymouth Flu
Planning and Oversight
Ogilvie
established
Group which meets
(PCC)
and meeting
regularly in the lead up to
dates sent
flu season and during flu
out. TOR and
season, with clear TOR –
action plan
group to feed into regional
drafted.
flu planning group led by
Member
NHSE/PHE.
representation
on regional
flu planning
group led by
NHSE/PHE.
Sarah
August
Issues log
N/A
1.2. Maintain an issues log for
all stakeholders so that any Ogilvie
(for
drafted.
local issues can be fed
(PCC), all
creating
Standing
back to the South West Flu members to
log) with
agenda item.
Planning and Oversight
update as
ongoing
Group and appropriate
required
updates
action taken
1.3.

1.4.

Group Chair to share flu
vaccination uptake data
when available so that
local action can be taken as
required

Group Chair to update
members regarding any flu
outbreaks or incidents

SCRIMMS
Ongoing
(PHE/NHSE)
to provide
update
Sarah
Ogilvie
(PCC) to
disseminate
information
from Public
Health
England
Fiona Neely
(PHE) to
provide
update

Ongoing

Fiona Neely
N/A
(PHE) is
working on
an audit of flu
outbreaks
(request for
data to be
shared with
group)

No issues
reported at
present

Sarah
Ogilvie
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(PCC) to
disseminate
information
from Public
Health
England
Chris Gomm Ongoing
(PCC)
Nicola Bonas
and Kerri
Ross (NEW
Devon CCG)

1.5.

Plymouth Comms leads to
provide updates to the
group regarding local
seasonal flu
communication plans, and
to work together to ensure
clarity of messaging

1.6.

Loraine Webber/Chair to
update group on Devon
wide IPC business case to
provide community IPC
service to Devon.
Contributions sought from
the Devon Antimicrobial
Stewardship Group.

Loraine
Webber
(NEW
Devon CCG)
and Sarah
Ogilvie

Ongoing

1.7.

Group to explore use of
MyFluJab

Caroline
Patterson
(QAIT)
shared
details with
Sarah
Ogilvie
(PCC)

August

Local action
plan shared
with NEW
Devon CCG
comms leads.
They will be
reviewing the
draft systemwide comms
plan shortly
and will share
with all
system
comms leads
in the next
few weeks.
Stay Well
This Winter
starts October
2018.
Business case
drafted.

All to
comment

No issues
reported at
present

1.6.1. Lack
of capacity
in
community
IPC implications
for
outbreaks
and
infection
prevention
and control
1.7.1. Is
MyFluJab
being used
locally?
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Appendix 6

Data Source

Barton Surgery
Beacon Medical Group
Church View Surgery
Dean Cross Surgery

L83100
L83064
L83021

Beacon &
Plymstock
Beacon &
Plymstock
Beacon &
Plymstock
Beacon &
Plymstock

2897

-1.6%

38906

+22.9%

11957

-2.1%

10495

+3.7%

3,067
36,128
12,242
11,132

Armada Surgery
Beaumont Villa Surgery
Crownhill Surgery
Knowle House Surgery
North Road West Med.Ctr.
Pathfields Practice
Roborough Surgery
The Mannamead Surgery
Wycliffe Surgery

L83080
L83018
L83107
L83089
L83030
L83008
L83048
L83061
L83076

2994

-0.8%

16033

+20.1%

3579

+0.4%

12436

+0.7%

8390

+0.3%

11075

+2.4%

10697

+2.7%

9295

-3.2%

5833

+8.2%

Sound Health

3713

+28.2%

Sound Health

6823

+3.6%

Sound Health

7125

+7.6%

Sound Health

6732

+9.7%

Sound Health

11600

+14.8%

Sound Health

3390

+65.2%

Sound Health

10612

-1.1%

Sound Health

10294

+5.8%

Sound Health

7371

+1.3%

Sound Health

20133

-7.6%

Sound Health

1199

+23.2%

Sound Health

16680

+3.2%

Sound Health

5475

+2.4%

Sound Health

11489

+3.9%

Sound Health

7614

-6.1%

Sound Health

8058

+0.8%

Sound Health

5113

+2.8%

South Hams

3929

+3.1%

3,332
14,436
3,608
12,472
9,331
11,343
11,637
9,515
5,980

9.7%

12.8%

1.2%

11.6

9

10.8%

9.4%

0.8%

11.9

9

10.9%

13.6%

0.8%

11.0

9

10.1%

13.4%

0.6%

11.9

9

9.8%

5.8%

0.1%

45.2

1

6.1%

3.7%

0.9%

28.8

4

11.4%

7.4%

0.6%

27.6

4

12.2%

9.4%

0.6%

18.5

6

8.9%

7.4%

1.3%

42.7

2

12.7%

8.9%

1.4%

24.7

5

10.6%

13.0%

0.4%

17.3

7

9.8%

11.8%

1.1%

15.4

8

10.8%

6.7%

0.2%

36.3

2

12.8%

4.7%

0.2%

57.9

1

13.5%

6.1%

0.1%

38.6

2

13.2%

5.8%

0.1%

46.6

1

10.7%

8.1%

0.3%

24.4

5

13.0%

6.0%

0.5%

39.3

2

10.0%

7.9%

0.9%

23.2

5

9.8%

6.7%

0.1%

31.3

3

9.7%

5.7%

0.8%

19.3

6

13.8%

6.4%

0.3%

38.1

2

11.8%

8.7%

0.2%

35.3

3

8.7%

6.8%

0.2%

8.2%

4.7%

0.7%

21.3

6

13.7%

8.3%

0.3%

27.4

4

12.4%

7.1%

0.1%

34.6

2

12.9%

5.5%

0.8%

35.9

2

10.2%

7.0%

2.7%

37.5

2

6.9%

10.2%

0.2%

39.0

2

9.7%

8.4%

1.0%

10.6

9

Drake & Pathfields Practice
Group
Adelaide Street Surgery
Budshead Medical Practice
Devonport Health Centre
Elm Surgery
Ernesettle Primary Care
Centre
Estover Surgery
Friary House Surgery
Lisson Grove Medical Ctr.
Oakside Surgery
Ocean Health
Park View
Peverell Park Surgery
Southway Surgery
St Neots Surgery
St.Levan Surgery
Stoke Surgery
West Hoe Surgery

L83651
L83113
L83624
L83019
L83006
L83642
L83072
L83147
L83015
L83074
L83117
L83648
L83039
L83028
L83646
L83071
L83112

4,376
6,593
7,826
6,843
11,927
4,035
11,029
9,864
7,347
21,204
1,207
14,491
5,145
12,102
7,920
8,866
6,955

6

Sound Health Practice Group
Highlands Health Centre

L83644

3,405

Emergency Admissions
All Causes
(<18, /1000weighted pop)
Q1 18/19

Emergency Admissions
All Causes
(<18, /1000 weighted pop)
17/18

ED Attendance 18/19 Q1 / 1000
weighted pop

CCG BI

Beacon & Plymstock Practice
Group
Drake &
Pathfields
Drake &
Pathfields
Drake &
Pathfields
Drake &
Pathfields
Drake &
Pathfields
Drake &
Pathfields
Drake &
Pathfields
Drake &
Pathfields
Drake &
Pathfields

ED Attendance 17/18 / 1000
weighted pop

Deprivation Decile

Primary
Care
Web
Tool

NHS Digital (1 June 2018 )

L83125

IMD 2015

List Size

% Pts in a Registered Care Home
(17/18 Q2)

Practice Group

% Reg Pop aged 75+

Practice
Code

List
Size
Change
(Jun
2017
to June
2018)

% Children aged 0 - 14

Practice
(Practice Group)

ED Attendances & Emergency Admissions
(UHP, RD&E, NDHT, SDT Emergency Departments)

Demographics

Weighted Population
(Carr Hill) Mar 2018

Practice Details

208.02

43.36

96.5

24.5

209.84

55.58

112.7

25.1

190.74

50.16

104.0

27.4

165.11

39.26

105.7

22.1

198.05

51.02

109.0

237.39

64.23

101.0

25.5

198.25

51.81

88.3

18.5

288.25

79.82

126.5

33.3

236.63

62.12

105.1

28.9

236.20

59.91

114.4

29.3

246.58

64.62

118.9

31.4

203.83

53.62

104.1

24.1

186.76

48.98

101.2

24.7

234.45

67.89

126.2

31.4

222.85

58.94

104.9

26.5

284.51

92.78

174.0

35.6

317.46

80.39

126.7

25.2

212.50

57.88

99.7

27.2

232.94

60.65

124.6

26.7

299.57

75.04

25.0

136.9

33.5

138.04

67.91

104.6

24.5

219.15

58.66

99.8

27.2

235.71

67.42

109.7

29.8

280.39

75.95

126.5

29.1

269.24

60.98

126.2

28.1

188.90

43.91

93.1

20.7

181.56

49.89

79.0

21.2

283.77

71.33

138.6

32.3

221.53

60.57

105.1

29.5

252.27

63.38

112.6

29.5

207.53

52.56

103.9

23.0

150.54

41.12

75.2

16.1

237.74

62.72

112.7

27.2

195.30

54.92

94.6

24.7
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Modbury Health Centre
Norton Brook Medical Centre
Redfern Health Centre
South Brent Health Centre
Wembury Surgery
Yealm Medical Centre

L83086
L83059
L83088
L83075
L83639
L83081

South Hams

4346

+1.6%

South Hams

10184

+0.1%

South Hams

4555

+2.2%

South Hams

5373

+2.0%

South Hams

2395

+5.9%

South Hams

5716

+3.6%

West Devon

14393

+0.1%

West Devon

12360

+0.8%

West Devon

7305

+0.7%

4,634
10,572
5,386
5,544
2,528
6,214

8.7%

11.8%

0.0%

13.8

8

9.7%

12.9%

0.4%

16.7

7

8.0%

14.9%

0.1%

13.3

8

10.4%

10.7%

0.9%

16.2

7

7.3%

16.3%

0.2%

6.9

10

9.6%

14.1%

0.9%

10.6

9

9.2%

12.9%

0.9%

17.5

7

10.0%

11.5%

0.5%

16.2

7

9.2%

12.3%

0.7%

14.2

8

South Hams Practice Group
Abbey Surgery
Tavyside Health Centre
Yelverton Surgery
West Devon Practice Group

L83101
L83038
L83102

15,204
13,013
8,203

147.39

39.49

84.5

19.0

163.55

41.24

92.7

23.9

121.61

31.01

75.7

17.6

245.31

71.07

100.5

24.5

132.91

41.53

90.9

20.6

151.11

39.91

90.4

24.1

166.31

44.99

88.3

22.4

142.66

36.37

93.5

22.7

145.47

39.04

102.7

26.6

133.61

36.69

79.1

19.5

141.63

37.40

92.3

23.4
###
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Winter Resilience Plan
2018/19

A review of winter 2017/2018
Executive summary
 Winter planning undertaken at organisational rather than system level.
 System wide winter debrief undertaken Feb 2018 – system wide early planning commenced
 Local A&E Board responsible for planning this year with attendance and representation from
SWASFT, Livewell Southwest CIC, PCC, UHP, IUCs (Devon Doctors) Primary Care and Commissioners

Key Messages
 The system already had a fragile primary care system, an overcrowded hospital and community as
winter approached.
 Winter plans were not integrated or sufficiently robust to manage the demand experienced in all parts
of the system.
 The Western locality felt the national impact of the huge and under predicted demand for NHS 111
services.
 The demand within the Western locality was far higher than in all other localities within Devon.
 The system was unable to respond effectively to the patient flow demand.

Planning for winter 2018/19
Key Challenges
DEMAND

WORKFORCE

CAPACITY

Key Messages
 Planning together
 Targeted investment
Improved Flow acute/community
Live data
Home First
New Contract Reablement/Dom
Care
 Reduced DToCs





? Demand is ‘different’ in Western
Expected Demographic
Growth in Demand

Actual Demand

ED – 0.5%
Emergency Admits 1%

ED – 4%
Emergency Admits 6%

Workforce Challenges
Capacity Challenge
predicted demand = challenging
winter

Planning for winter 2018/19
Priority 1

Primary Care

Priority 2

Integrated Urgent Care

Priority 3

Emergency Department

Priority 4

Demand & Capacity – Acute

Priority 5

Demand & Capacity – Community

Priority 6

Workforce

Priority 7

Communications

Priority 8

Flu/Infection Prevention & Control

Priority 9

Resilience – Severe Weather

Recommendations Pauline Philip:
National Ambition
Operational Rigour
Keep PAS up to date in real time – admissions, discharges and internal transfers. This will stop
manual work arounds/telephone calls/walking around wards and support a connected system
to provide a ‘live’ bed status

LIVE BEDSTATE
LIVE STRANDED
LIVE COMPLEX/DAILY GOLD DATA

Whole system leadership & partnership working with a shared aim grounded in patient safety
and avoiding harm

WSIB
A&E DELIVERY BOARD
INTERNAL ORGANISATION CTTEES

Long stay patient reviews and multi-agency discharge events to ensure whole system
partnership working in delivering overall ambition

DAILY PROGRESS
DAILY REVIEWS
WEEKLY STRANDED/SNR REVIEW
COMMUNITY RESET

Putting in place executive lead escalation arrangements working with senior leadership across
health and social care systems to tackle blockages that can’t be addressed locally or internally

ACHIEVED & ONGOING
DIRECTOR ON CALL
HARD RESET(S)

Delivering the extended length of stay reduction ambitions

TARGET 82 – ACHIEVED BUT
CHALLENGING

7 day working to reduce the variation between weekday and weekend non-elective discharge
volumes from acute hospitals

PARTIALLY ACHIEVED

Priority 1

Primary Care

GP vacancies*

International Recruitment – Portfolio Contracts - Locums

Wider workforce*

New Models of Care e.g. paramedic early visiting schemes
System Support

Community Support*

MDT’s
‘Community Matron’ Role - Devon
Weekend dressings clinic

DDoC*

TR Care Home visiting scheme, Flu Outbreak Capacity, Out of Hours Primary Care
Streaming

Improved Access**

Beacon & Plymstock and DDoC covering Plymouth footprint
East Cornwall GPs covering their own footprint

Pharmacy**

Hub pilot Drake; Medicines Optimisation in Care Homes funded;
NUMSAS; Digital Minor Illness Service

IUCs (NHS 111/CAS)*

Direct line for professionals and care homes *6
NHS 111 online

Transport**

Early access to Ambulatory Emergency Care

Priority 2

Integrated Urgent Care

Workforce

Over recruited – but high attrition rates
Remote triage function in severe weather

Clinical Validation & Call
Handling

Review of demand complete (National) – CCG approval pending

Out of Hours

Devon Doctors based in UHP;

NHS 111**

Online from July 2018 –Winter Communications Campaign will promote
‘STOP’ criteria in place

NUMSAS**

Repeat prescription redirect service

DMIRs**

Digital Minor Illness Service – Redirects to pharmacy

CAS*

Professional line direct to CAS GP – community, care home, SWASFT staff

Primary Care Streaming

In AAU/ED evenings and weekends

Priority 3

Hot Floor (AAU, ED, Assessment Wards)

Minor Injuries**

MIU Extended Opening Hours

Workforce

AAU – weekend medical cover – Mon-Fri Service
ED – Large Scale recruitment campaign in progress
Assessment wards – Recruitment + New ways of working (e.g. take model)
AAU – AGPs helping with Primary Care Streaming

ED Space **

£2.5m funding to expand ‘Majors’, ‘Paeds’ and relocate ‘Minors’

ED Processes **

Hard Reset starts 29th October. 10 principles of urgent care flow. Full Capacity Protocol.

ED Leadership & Culture **

Clinical Lead for Hot Floor appointed. National Leadership support
System Support

Frailty**

Providing weekend ED Frailty in-reach
CCRT-RRT – integrating to provide admission avoidance
Social Worker Mon-Friday
Red Cross – transport and home support service
Acute Care at Home and Out of Hours DNs working together - AAU

Ambulance Response
Program **

Corridor nurses and support in place to reduce handover delays

Choose Well **

Communications Campaign

IUCs/DDoC

Previously stated

Psychiatric Liaison

24/7 support to Hot Floor – 1 hour response time

Priority 4

Demand and Capacity: Acute

A&E Model**

External Review, GIRFT recommendations

Bed Model**

Medicine and Surgery completed – review monthly
Risks – Inadequate Surge Capacity and inability to staff it.

Winter Forum

Clinical and Operational Managers – engaged to co-design or co-decide solutions where possible
e.g.
Escalation Beds – 30 converted to permanent
Additional escalation beds – cohorting
Winter Ward
Workforce – incentive scheme, winter doctors

Operational Informatics

Live data – bed state, complex, stranded, Red2Green
Significantly improved performance
Winter risk – due to demand, particularly in > 65s
Command Centre

Elective Scheduling

Planning to change from IP to Day Case surgery
Care UK contract to undertake elective orthopaedic surgery

Discharge

Red2Gren – reduce internal delays – Stranded/ELoS
Delayted Transfers of Care progressive work – zoning teams
E Prescribing
Focus on TTAs
Transport and Repatriation

Diagnostics

Enhanced provision in place to reduce backlog

Impact of the Hard Reset in 2018/19

UHPNT Medical Beds

-40
-60
-80
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-120

1.20
1.00
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The difference between what the model predicted and what has actually happened is significant and
represents a average 49 bed saving .

Traffic Intensity (Mean Occupancy)

-20

1.40
Traffic Intensity (Mean Occupancy)

0

0

Aug-17

Medical bed state after impact of Gold
Command
Jun-17

Expected Position based on previous year's
data

Apr-17

Actual

Deficit of Medicine beds against a 492 bed base

Expected

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
May-18

Deficit of Medicine beds against 492 bed base

What difference has this made?

Priority 5

Demand and Capacity: Community

Home Care modelling**

Home First – Increase 35 to 50 new cases per week
1500 hours of dom/reablement care managed by community – weekly huddles
New Dom Care contract – transition risk
CCRT dom care capacity risk

Care Home modelling**

Based on last years occupancy – forecast + 40 beds
Risk – responsiveness and type of beds
Trusted Assessors – 15 care homes accepting – more work in progress

Enhanced Care in Care
Homes

CCRT enhanced offer
Medicines Optimisation
DDoC TR Care Home visiting scheme – extended to EoL patients
Access to GPs for long term admissions -

Acute Care at Home and OoH
District Nursing

Test of Change to evaluate impact of integrated offer on increasing capacity and flexibility

Community Hospitals bed
model **

Forecast + 20 beds
8 additional surge beds identified in Community Hospitals – risk minor works required
Workforce staffing risk
Length of Stay reduction program: Patient Led Whiteboards; Stranded; ELoS, DToC
Hard Reset/Silver Call – Locality Managers to join

Mental Health bed model

6 beds – but improving DToC position has resolved this.

Operational Informatics

Command Centre: Daily Gold Dataset – developing robust understanding and grip of community
pathway performance
Improved pathway and caseload management and review

Workforce

Mandatory training completed pre-winter
Releasing capacity to support urgent care
Enhanced weekend working

Livewell SW – Bed Model
Two models for Community beds and Mental Health beds
Model 1 – Community Beds
CURRENT –In 2017/18 – There is a 102 Community bed base, an average LoS of 26 days and an average
bed occupancy of 118 beds – 16 above the bed base.
SCENARIOS - Three scenarios have been explored for Community Health Beds:

A) Do Nothing - Baseline plus 6% growth across all wards – Do nothing
B) Do Something - Baseline plus 6% growth across all wards with LoS on the community
rehab wards reduced to 14 days
C) Do Something - Baseline plus 6% growth across all wards with 10% admission avoidance
on community rehab wards with resulting LoS at 16 days.
(model b and c are mutually exclusive)

Livewell Bed Model – Community Beds
Bed
Base

2017/18 Actual (No change)

Average Average Averag Arrival Average
Average beds
monthly monthly e LoS Rate beds needed needed above 102
above 102 bed base – Q3 &
Admissions bed days
bed base –
Q4 2018/19
2018/19
102
118
3,021
26
3.9
(16)
(17)

2018/19 with 6% growth

102

132

3,205

24

4.4

(23)

(26)

Baseline plus 6% growth
across all wards with los on
the community rehab wards
reduced to 14 days
Baseline plus 6% growth
across all wards with 10%
admission avoidance on
community rehab wards with
resulting a LoS at 16 days

102

132

2,617

20

4.4

(17)

(16)

102

122

2,658

4.4

(3)

(4)
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Livewell SW Bed Model –Mental Health
Beds
Bed Base

Average
monthly
Admissions

Average
monthly
bed days

2017/18 Actual

65

49

1,791

2018/19 with 6% growth

65

51

Baseline plus 6% growth
across wards detailed with a
2 day a LoS reduction

65

51

Average Arrival Average beds Average beds
LoS
Rate needed above needed above
102 bed base – 102 bed base
2018/19
– Q3 & Q4
2018/19

38

2

(9)

(10)

1,899

37

2

(14)

(10)

1,797

35

2

(11)

(6)

Priority 6

Workforce

Workforce Gaps

Whole System
Key Risks – Primary Care; Acute; Community Social Workers; Dom Care – ‘Surge Capacity’
Alternative models
Incentive Schemes
Forward planning bank/agency
Stand down non-essential meetings to release capacity

Actions

Alternative models
Incentive Schemes
Forward planning bank/agency
Stand down non-essential meetings to release capacity
Mutual support

Weekend Working

Established across many parts of Urgent Care pathway but some areas remain unfunded or
unable to recruit

Priority 7

Communications

National Campaign

STP Campaign and Local Campaign
Multi-media

#ThinkMIU: Campaign aimed at encouraging behaviour change. Target =
those with minor illnesses/injuries. Influence to visit MIU rather than ED

Priority 8

Flu and Infection Prevention and Control

Flu Campaign**

Public Health multi-agency flu group supporting organisational plans
Joint launch of Flu Campaigns
Vaccination nurses/peer vaccinators
Give a jab, get a jab scheme for every flu vaccination UHP and LWSW will donate a number
of tetanus vaccinations to Unicef.

Policies

Flu, Noro and infection control policies up to date for management of outbreaks

Communication Campaign

Will include infection control and prevention

Community Support

Housebound patient scheme

Outbreaks

DDoC will support outbreaks in care homes

Priority

Severe Weather

4x4

The Devon and Cornwall 4x4 Response Group - Plymouth facing
drivers will support health staff getting to/from work and to
maintain critical services.
Connections in place with PCC

Policies

Revision of the Devon, Cornwall and Isles of Scilly Local Resilience
Forum’s 4x4 Cell Tactical Framework – with new 4x4 Tactical
Command established locally at the Tactical Co-ordination Centre
(Crownhill Police Station, Plymouth). This team will triage and
prioritise shared 4x4 vehicle resources available to assist in
managing demand and where an organisation’s own resources prove
inadequate given the impact or scale of the disruption

Communication

4x4 drives have been contacted and invited to join the 4x4 team

Business Continuity
Plans

Community Teams – will implement geographical solutions
DDoC will increase remote triage
UHP will review OPD/Elective plans and cancel early

Winter Priorities and Actions
High Impact Actions:
 £2.5m funding via NHSI to enable expansion of current Emergency Department
Space for paediatric and minor presentations by December 2018
 Appointment of additional clinical workforce to support ED demand
 Outsourcing of elective orthopaedic capacity from October 2018
 System wide bed modelling program – Acute, Community and Care Homes
 Flu campaign
 Communications Campaign

Incremental Capacity
Multiple incremental actions to build capacity and resilience around:
Primary Care

Care
Homes/Home
First

Admission
Avoidance

Incremental

Examples include:
 Primary Care Workforce – International Recruitment
 Devon Doctors – Care Home Temporary Residents; Flu Outbreaks;
 Improved Access Scheme – 30 mins per 1000 population – October 2018
 Plans for community MDTs to improve effectiveness of working with primary care
 Community Multi-Disciplinary Teams (MDTs) – working together around registered populations
 Direct professional helpline for community, care home, paramedics – direct access to speak to a doctor
 Digital Minor Illness Service (DMIRs) – NHS 111 service launching for winter will redirect people to
pharmacy for support.
 NUMSAS Service – will redirect people to pharmacy for repeat prescriptions
 Medicines Optimisation fund for Care Homes and Embedded Pharmacist in Primary care to support
 Acute Care at Home Service merging with Out of Hours District Nursing Service to increase capacity and
breadth of service
 Community Crisis Response Service increased offer to care homes and joint working with Acute services at
front door to enable patients to be returned home
 Acute Assessment Unit & Hot Floor improvement plan
 Acute zoning model evidencing improved complex flow and reduced delays

HOW WILL WE MEASURE
 LIVE DATA
 NATIONAL A&E DATASET
 A&E PERFORMANCE
 OCCUPANCY (ACUTE & COMMUNITY)
 DTOCS (ACUTE & COMMUNITY)
 EXTENDED LENGTH OF STAY/STRANDED (ACUTE & COMMUNITY)
 MEDICAL OUTLIERS
 CANCELLED OPERATIONS

Summary
 Actions ++ in train
 But a challenging winter forecast – will be tough
 Further understanding of the growth in demand is required
 Traditional ‘hospital only’ improvement schemes will not be sufficient to
meet demand
 Improvement plans are in place across the system but more required
 The system needs to challenge itself and review plans dynamically over the
coming months
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Purpose
The purpose of this paper is to provide the Trust Board with an overview of the Decision
Trust’s strategic approach to leadership and leadership development to support Approval

the continued development of a healthy organisational culture.
Information 
Having a clear approach to leadership and culture is a key underpinning element
for the delivery of the Trust’s People Strategy. It fulfils the requirement for the
Trust to demonstrate its services meet the requirements of the CQC Well-led
framework and its key lines of enquiry; specifically KLOE 1 testing if there is the
leadership capacity and capability to deliver high quality, sustainable care in the
Assurance 
organisation.
The strategy and proposed interventions for delivery have supported by TME
and now come to the Trust Board for sign off.
Corporate Objectives
Quality Care

Inspired People

Healthy Organisation

Innovate & Collaborate


Executive Summary







Our People Strategy highlights that effective leadership is the key component to enabling the Trust
to succeed in the complexity and challenge ahead. Supporting the development and skills of all
leaders in the Trust is an underpinning objective - it supports all other strategic ambitions. High
quality care for University Hospitals Plymouth NHS Trust patients is delivered through our people.
Leaders at all levels set the tone for a healthy culture through the positive behaviours they
demonstrate. Leadership will be essential at all levels to craft and support the conditions for
improvement.
The aim of this paper is to set out the leadership approach and direction, establishing the means by
which University Hospitals Plymouth NHS Trust will create a positive culture through great leaders.
In the current challenging landscape of healthcare provision, the evidence suggests leadership
should have its emphasis on compassion, collaboration, team work and setting the best example of
behaviours. This paper sets out in broad overview the leadership the organisation needs to support
teams and individuals to be psychologically safe, to work in a just culture, free to raise concerns and
supported to develop, grow and improve.
Quality Impact Assessment
The CQC ‘Well led’ standard is defined as the leadership, management and governance of the
organisation assures the delivery of high-quality person-centred care, supports learning and
innovation, and promotes an open and fair culture.
Failure to develop leadership capacity risks low morale, low performance, and increases in absence
1
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and turnover rates all of which contribute to a poor patient experience.
Financial Impact Assessment
Failure to improve leadership and leaders could result in issues such as poor morale, increased
staff absence, increased need for agency staff, higher staff turnover and negative impact on
effective delivery of service.
Regulatory Impact Assessment
Progress with this work will impact on our compliance Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014 (Part 3) and the Care Quality Commission (Registration) Regulations
2009 (Part 4).
Equality and Diversity Impact Assessment
Improving the focus on this work will improve the equality of staff and patient experience.
Environment & Sustainability Impact Assessment
None
Key Recommendations
The Trust Board is asked to:
1.
Support the leadership development approach based on the Kings Fund domains of
healthy culture.
2.
Agree that TME will oversee the operational detail of the delivery.
3.
Note the capacity issues outlined and support in principle the need for further investment in
leadership development activity.
Next Steps

•

Implement the interventions set out in the paper.
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1. Introduction
1.1 The development and implementation of a clear and compelling approach to leadership is
a key work stream associated with the delivery of the Trust’s People Strategy. It
underpins the requirement for the Trust to demonstrate its services meet the requirements
of the CQC Well-led framework and its key lines of enquiry; specifically KLOE 1 testing if
there is the leadership capacity and capability to deliver high quality, sustainable care in the
organisation.
1.2 The Trust has recently been successful in a joint bid to be one of 6 Trusts to be supported
by a national 3 year programme based on lean transformation with NHS Improvement. This
joint approach with Livewell sets out a clear ambition; a system wide adoption of quality
improvement to enable great patient care, and the necessary capability at all levels to
deliver the ambition and the culture to support it.
1.3 The aim of this paper is to set the direction for leadership to create the desired state; a
culture which supports individuals, leaders and teams to be the best they can be, supports
the conditions for improvement and provides the highest quality care as a result. The
current landscape of increasing integration requires leadership with a strong emphasis on
system working, compassion, collaboration, courage and psychological safety.
“Compassionate and inclusive leadership is embedded in high quality, high performing
systems because evidence shows it is the right way to unleash people’s full potential to
improve care by working with patients and service users to improve population health and
well-being, and improve value for money”
Developing People: Improving Care - A national framework for action on improvement
and leadership development in NHS-funded services, NHS Improvement, Dec 2016

1.4 For clarity when this paper refers to leaders, these are the people of the organisation, at all
levels and not necessarily within the formal hierarchy. Leading is the act and the skills and
knowledge needed to get this job done. The ‘how’ of this is delivered through leadership
development. Leadership is a key part of the culture – the way leaders lead is an intrinsic
part of building the culture.
1.5 It is proposed that the Trust take an ambitious approach to leadership development and
other interventions to support the development of the culture outlined above, delivered
through real work to help create healthy and positive teams. Two key influencers to the
approach are the work of the Kings Fund on Healthy Culture and The Institute of Health
Improvement White Paper Joy in Work.
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2. Background
2.1 By way of context, there continue to be national concerns about the culture of the NHS with
staff reporting high levels of bullying, harassment and discrimination alongside increasing
levels of staff stress, absenteeism and burn out.
2.2 High performing NHS Trusts with positive enabling cultures have made considerable
improvements in patient outcomes and staff wellbeing and have shown values and
leadership behaviours such as:
•
•
•
•
•
•

An unwavering commitment to providing safe, high-quality care,
A commitment to effective, efficient, high-quality performance,
Support, compassion and inclusion for all patients and staff,
Ways of working that focus on continuous learning, quality improvement and
innovation,
Enthusiastic co-operation, team-working and support within and across boundaries.
Michael West

2.3 The King’s Fund draws together an overwhelming body of research evidence that
demonstrates that collective leadership is associated with high-quality care. To embed
such behaviours means moving away from command-and-control leadership (still identified
as the dominant style in the NHS) to one of collective or distributed leadership. Collective
leadership is defined as where staff at all levels act to improve care – within and across
organisations. It can be summarised as ‘leadership of all, by all and for all’.
2.4 The King’s Fund propose 6 domains that all need to be given organisational attention to
create a healthy culture:
•
•
•
•
•
•

Vision and Values
Goals and Performance
Support and Compassion
Learning and Innovation
Team and Cross Boundary Working
Collective Leadership

2.5 It is proposed that these elements provide the framework for the Trust to track its journey of
cultural improvement and that metrics, both hard and soft are used to enable a measure of
the trajectory of improvement.

3. Current state – where are we now ?
3.1 The Trust agreed a set of values in 2007; they have been a constant ‘true north’ for the way
of being in the organisation. Our values underpin recruitment, induction, appraisal and
interactions in the organisation. They are visible and provide the golden thread to ‘how we
do things around here’.
3.2 Self-assessment against the well-led domain indicates that there have been improvements
made to the Trust culture around openness and speaking up and that the vision and
strategy of the organisation is understood.
3.3 National Staff Survey data for UPHNT indicates an increasing sense of staff engagement
and the majority of key findings have improved during 2016/7 as we have focused on real
4
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and targeted improvements based on significant staff feedback. Staff experience as
measured by the staff survey, is improving despite exceptional operational pressures.
3.4 Other diagnostic tools such as Your Voice sessions, SCORE survey feedback and Big
Conversations help us draw together some observations about the Trust culture which can
be summarised as:
•
•

High incidence of work carried out in reactive mode and on which the organisation thrives.
Proliferation of complex, over engineered processes that can inhibit innovation.

•
•

Tendency to wait for permission to act and a sense of learned helplessness.
Conversations with difficult people at times avoided and worked around.

•
•

Leaders can be inconsistent in style and depends on where you work.
Change is difficult and often not carried through or not measured and demonstrated to
have made a difference.
Tendency to move on and not stick to an approach to ensure it becomes part of the way
things are done. We lack a “constancy of purpose”.
There are concerns about speaking up about behaviours for fear of personal impact.
Poor attitude and performance are sometimes not dealt with, particularly with senior
people.
Structural change and movement of leaders creates lack of stable relationships and
follow- through.

•
•
•
•

3.5 Our recent CQC report indicates that there is more work to do to be assured that a
consistent leadership approach is seen in all areas of the organisation.

4. The desired state – where do we want to be?
4.1 The desired state is the development of a healthy culture, which supports the conditions for
innovative improvement for patient care. It is characterised by compassionate leaders
supporting teams to be the best they can be This requires leadership with a strong
emphasis on system working, collaboration, team working and supporting psychological
safety, demonstrated from the Trust Board to local teams.
4.2 The People First programme is embedding a constancy of purpose, which will enable the
Board to have a compelling narrative to share with both the organisations and will assist in
moving towards a single integrated entity. It will enable staff at all levels to play a role in
improvement.

5. Closing the gap - from current to desired state
5.1 The identified gap is supporting leaders to create and craft the conditions for improvement
through the development of a healthy culture. This requires a focus on behaviours and the
building of trust between individuals and teams.
5.2 In line with agreement at the Trust’s Management Team, a comprehensive programme of
work is proposed, some already underway, to support the development of a healthy culture.
5.3 This includes a range of development activities to support leaders across the organisation
including:
5
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•

Development of a Leadership framework – this was part of the Board development
session and will set out the behaviours and expectations of leaders to ensure the
components of a healthy culture are clear and that the behaviours to support
improvement are adopted

•

360° appraisal process: all leaders to have a 360° appraisal using a version of the
NHSi 360° tool. Provide coaching support where necessary to facilitate feedback to
ensure all leaders have a mechanism for understanding their impact on teams and are
supported to act on the appraisal.

•

Run People First Development Centres for Senior Leaders from January – 2019.
Commissioning a suite of development centres for leaders to include Care Groups
managers / directors, SLM. CSLM, Matrons, Heads of Service. This will assess leaders
across a range of activities such as psychometrics, 360° appraisal and situational
judgement tests. This will support the People First programme and the required shift in
culture and behaviour to embed an improvement culture. It will identify the gap between
current leadership and desired state.

•

Increase the number of trained coaches via providing external training to develop
coaching capacity to help embed coaching approaches across the organisation

•

Run a leadership Conference in Spring 2019 to help set the cultural tone with external
speakers.

•

Run Leadership Live Local Events (live facilitated team based learning events) in
partnership with the South West Leadership Academy.

•

Team Based Leadership Development; working with 4 early adopter teams to support
leadership within teams in line with the Kings Fund Healthy Culture and Joy in Work
frameworks to provide structured development for leaders in teams engaged in real
work. The first cohort to commence in 2019.

5.4

A number of other interventions are being implemented to support the development,
application and measurement of key leadership activities:
•

Your Voice sessions have been expanded to a local level and to be an expectation of
all leaders to ensure visibility and conversation between leaders and the people on the
ground. The emerging themes will be shared at Care Group Performance Reviews. The
Executive team will continue to use this approach also.

•

Maximum take up of National Staff survey and the promote actions from 2017 and
promoting local ownership of results and actions

•

Expansion Learning from Excellence; using LFE as a cultural tool alongside
appreciative inquiry to change conversations to focus on the positive and appreciative
behaviours to create a more positive and safer culture

•

Implementation of a monthly Pulse Survey to take the temperature of the
organisation to provide a regular check-in on staff experience to identify trends and early
warning signs.

•

Manager’s Passport : Provide leaders with key skills to implement people management
processes focussing on self & team development & preparation for sustainable
improvement to reduce variation in the experience of staff

•

Revised recruitment approach –recruiting leaders with the right behaviours and values
is an essential starting point to ensure we are building the right culture. We have tested
a more robust recruitment process for senior leaders modelled around the domains of
6
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the King’s Fund healthy culture work. The proposal is to use an assessment centre
process for all posts at 8c and above with the potential to extend to Consultant
appointments.
5.5

As referenced above, we are also implementing a team based leadership development
approach, based on three modules, supporting leaders to develop whilst carrying out
real work:
•
•
•

Module 1, Personal Leadership Journey to enable leaders to maximise their
potential and their team, compassionately, collaboratively and courageously.
Module 2. Leadership Within Teams - to develop their team to become selfsupporting and QI focussed.
Module 3. Leading Quality Improvement – leading improvement collaboratively and
sustainably within teams.

Appendix 2 provides an overview of the modules including outline delivery methodology
and learning outcomes.

5.6 The development outlined will support 60 leaders. It will also support 120 ‘first followers’
and members of the wider team will be involved in improvement activity. It is intended the
leaders will be selected from areas / teams in the first wave of lean implementation, to
ensure the approach is intrinsically linked to the development of the lean improvement
culture. Appendix 1 sets out the timescales for this.
5.7 A full evaluation process will be built into the programme to understand the return and to
build in continuous improvement to the offer.

6. Other Considerations and matters to note
6.1 A £100k provision has been assigned to support leadership development activity in
2018/19. A costed plan for the first year is included at Appendix 3. It should be noted that
the approach will need further financial support for next 2-5 years to make the progress we
aspire to.
6.2 It is recognised that leaders not included in the first cohorts will also need support. The OD
team currently assess priority in an initial contracting meeting and this will continue. The
HR operational team will work closely with the OD team to support with bespoke
interventions or support where necessary.
6.3 The Trust is playing a key part in the Devon STP programme around leadership and talent
management, with work being pursued to commission leadership development for the STP.
The first part of this will have a systems leadership focus and will use a coaching and
action learning set approach.
6.4 The OD team are working with the Southwest Leadership Academy to develop a talent
management approach. This is also part of the STP approach, where local talent processes
will feed into a Devon-wide talent system.

7. Conclusion and recommendations
7.1 The leadership ambitions described here will support the development of an open and
supportive improvement culture. It seeks to support leaders and teams creatively and to be
sustainable and value adding for the future
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7.2 The People First programme provides great opportunity to bring improvement to the heart of
the two organisations as we move forward to integration. The leadership approach sets out
to develop the conditions to allow teams to lead and co-innovate patient focussed
improvements.
7.3 The combination of cultural interventions and leadership development for leaders and teams
offers a critical combination to focus effort on creating a positive and compassionate culture.
7.4 The Trust Board is asked to:
1) Support the leadership development approach based on the Kings Fund domains of
healthy culture set out in Section 2.
2) Agree that TME will oversee the operational detail of the delivery
3) Note the capacity issues outlined and support in principle the need for further investment
in leadership development activity.
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Appendix 1
Leadership development approach – delivery and implementation plan.
This approach will see is to recruit 3 cohorts per year, of groups of leaders (4-5) from within the
same service line/department/ team. Working with them and their service lines/departments, the
aim will be to take the leadership development directly into the workplace and create a support
network of peers and coaches to provide a sustainable model of ongoing leadership
development.

Roll out Plan for Leadership Programme.
Cohort 1

Cohort 2

Cohort 3

Recruitment

January 2019

Feb/ March 2019

May/June 2019

Enrol Module 1

February 2019

May 2019

September 2019

At 1 month, 3 months.
6 months and 12
months

At 1 month, 3
months. 6 months
and 12 months

At 1 month, 3
months. 6 months
and 12 months

Mar/April 2019

June 2019

October/November
2019

Evaluation

At 1 month, 3 months.
6 months and 12
months

At 1 month, 3
months. 6 months
and 12 months

At 1 month, 3
months. 6 months
and 12 months

Enrol Module 3

May (Leadership Live
Local)

September 2019

January 2020

Evaluation

At 1 month, 3 months.
6 months and 12
months

At 1 month, 3
months. 6 months
and 12 months

At 1 month, 3
months. 6 months
and 12 months

20 Leaders

40 Leaders

60 Leaders.

Activity

Evaluation

Enrol Module 2

Total Trained
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Appendix 3
Costings Leadership Development Approach
These costs are based on 60 participants, 3 cohorts, over a 1 year roll out period, taking as much of learning
into the workplace as possible and offering practical and immediately transferable leadership tools.
Item ( yr1)
Development Centre for leaders from
teams ( venue, speaker and facilitators)
360° Feedback Process (created in house
with a commissioned administrator)
Personality Profile (EI based)
Accredited Coaching Qualification (ILM 5)
to build coaching support for the learners.
Coaching Text Book for Coaches
Core Text for Participants ( Humble
Inquiry)
Printed Learning Materials (Content
produced in house)
External coaching support
Masterclass delivery
Appreciative Inquiry training.
Consultancy support for material
development, delivery and evaluation
TOTAL

Number
3

Unit Cost
£3000

Total Cost
£9000

60

£40.00

£2,400

60
15

£40.00
£750.00

£2,400
£11,250

15
60

£20.00
£10.50

£300.00
£630.00

60

£10

£600

£100 per
session
£1500
£3000

£24,000

£200 per
hour

£20,000

60 x 4
sessions
9
4 (60
participants)
100 hours

£13,500
£12,000

£96,080

Further Cultural interventions costs

Item
Development Centres for 60 senior
leaders ( matrons, SLD’s SLM’s)
360° Feedback Process (created in house
with a commissioned administrator)
Pulse survey
Learning from Excellence support
Leadership Live
Recruitment assessment centres
TOTAL

Number
3
1300

Unit Cost
£3000

Total Cost
£9000

£40.00

£52000

12

80 posts

£5000
£25000
£200

£16000
£107,000
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Purpose
The purpose of this report is to invite the Board to approve the Decision
Approval
appointment of a Senior Independent Director.



Information
Assurance

Corporate Objectives
Improve Quality


Develop our
Workforce


Improve Financial
Position

Create Sustainable
Future

Executive Summary
Whilst there is no statutory requirement for non-Foundation Trust (FT) Boards to
appoint a Senior Independent Director (SID), this Board, along with many other non-FT
Boards, has chosen to make such an appointment.
Appointing a SID reflects best practice in corporate governance, reflects maturity and
demonstrates to staff and to the public that the Board recognises the importance of the
role. The Board sets the culture of the Trust, so that the values and ways of working
adopted and promoted by the Board may be reflected in the wider organisation.
The SID and Vice-Chair may be one and the same person. The previous SID and
Vice-Chair was Non-Executive Director (NED) Elizabeth Raikes, who stepped down
from the Board in September 2018, leaving a vacancy in both positions.
The SID must be a NED who is considered by the full Board of Executive and NonExecutive Directors to exhibit the requisite personal qualities and behaviours to fulfil the
criteria of 'independence'. There is no formal role description for a SID but in non-FTs
the role is widely recognised as vital in supporting the Trust Chairman in leading the
Board and acting as a sounding board and source of advice for the Chairman and all
other Board members.
The key elements of the SID role in a non-FT are to:
•

Act as an alternative point of contact for Board members in the event that normal
channels via the Chairman or Chief Executive have been exhausted or are
considered inappropriate.

•

Act as an alternative point of contact for Executive Directors, if required, in
addition to the normal channels of the Chairman and Chief Executive.
1

Item 11

Given that the SID must be seen, and perceived to be, independent of the Chairman,
the SID should not be appointed by the Chairman. As the individual must have the
confidence of the whole Board of Directors, it is appropriate to seek the Board’s
approval of the appointment of the nominated individual.
NED Jacky Hayden has accepted the nomination as Senior Independent Director and
the Board is asked to approve her appointment. Jacky was appointed to the Board in
October 2016 for a four year term.
The appointment of a SID complements, but does not replace or in any way diminish,
the role of the NED lead for Speaking Up, Estelle Thistleton.

Quality Impact Assessment
None directly.
Financial Impact Assessment
None.
Regulatory Impact Assessment
None but appointment of a Senior Independent Director reflects best practice.
Equality and Diversity Impact Assessment
None directly.
Environment & Sustainability Impact Assessment
None.
Key Recommendations
The Board is asked to approve this appointment.
Next Steps
Staff will be advised of this appointment via the usual communications channels. The
Trust’s website will be update to reflect the appointment.

2
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Purpose
This report provides the sixth four monthly report from the Guardian Safe
Working Hours (GSWH). It is two years since the 2016 contract for doctors in
training was implemented. This report provides an overview of actions to date
since the contract implementation and summarises outstanding issues and
recommendations.

Decision
Approval



Information
Assurance



Corporate Objectives
Improve Quality

Develop our Workforce


Executive Summary



Improve Financial Position Create Sustainable Future

This report provides an overview of the current Trust actions in relation to 2016 Junior Doctor
contract implementation, the actions not yet completed and GSWH concerns. There were 15
recommendations made by the GSWH taken to the HR&OD committee in October 2018 which need
the Committee and Trust Board support to implement.
Quality Impact Assessment
Failure to ensure safe working hours and conditions for staff will affect provision of safe patient care
Financial Impact Assessment
N/A
Regulatory Impact Assessment
Adherence to the 2016 TCS, GSWH reports will be under the scrutiny of external bodies such as
HEE, GMC and CQC.
Equality and Diversity Impact Assessment
Nil
Environment & Sustainability Impact Assessment
Nil
Key Recommendations
The Board is asked to:
1. Note the Actions Completed and in Progress
2. Agree the recommendations in relation to Actions in Progress and Concerns as specified in the
full body of the report
3. Agree and support a deadline for the recommendations completion
Next Steps
As per key recommendations.
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Purpose
1

This report provides the sixth four monthly report from the Guardian Safe Working Hours
(GSWH). It is two years since the 2016 contract for doctors in training was implemented.
This report provides an overview of actions to date since the contract implementation and
summarises outstanding issues.

Background
2

See Appendix 1 for overview of GSWH roles, exception reports and safety concerns to
date.

Review of current status of GSWH actions and concerns to date in relation to
2016 TCS
1) Actions completed (and in place)
•

The 2016 contract implementation including appointment of GSWH with adequate
resource and support was within the mandated time scale.

•

A junior doctor forum (JDF) with regular meetings 8 times a year has been
established as has a junior doctor web site with all reports and important information
available trust wide; http://staffnet.plymouth.nhs.uk/Groups/JuniorDoctors.aspx

•

The Board receives regular reports made personally by GSWH with representation on
the HR&OD committee. In addition the GSWH has regular 1:1 with the executive
team and is able to raise concerns directly to the CEO.

•

There is GSWH regional group which meets 2-3/yr. in addition to deanery based
meetings and national meetings organised by NHS Employers.

•

An electronic exception reporting system has been live since December 2016. This
has helped in raising immediate safety concerns, ensuring junior doctors get
compensation for extra time worked with a system in place to effect payment for paid
compensation, informed work schedule reviews, and helped drive positive change
e.g. reduced cancellation of training and access to training such as in orthopaedics.

•

Training sessions have been delivered to educational supervisors February and May
2018 and Medical HR March 2018, talks given to HMSC Nov 2016 and March 2017.

•

Two policies in relation to the contract have been implemented and are available on
Trust net: Exception Reporting (July 2017) and Leave Policy (November 2017) which
have improved the lives of junior doctors.
2
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•

A Trust doctor contract which mirrors the 2016 has been agreed for any new
appointees. Trust doctors and military trainees are able to exception report.

•

A group under executive leadership (Medical (Clinical) Workforce Improvement
Group –MWIG) was established June 2017. This has driven positive change such as
implementation of Doctors Assistants (October 2017), a 3-4 weekly look ahead to
future rotas in medicine care group and weekly review looking ahead to the next
week and improved nursing support by the Hospital-at-Night team.

•

There was a well-attended workforce summit meeting April 2018.

•

The concern about the ability to communicate effectively with junior doctors raised
July 2018 has been rectified with significant improvement after a radical overhaul of
the junior doctor’s e-mail distribution list by Medical HR.

•

The Trust has responded to the decreasing number of trainees by reducing level of
cover; in particular since August 2017 the decrease from 3 to 2 doctors at night
covering the medical wards has led to situations of concern as outlined in previous
reports. The medicine care group in response to these concerns were asked in April
2018 to create a clear escalation policy for junior doctors at night so that they knew
how and where to get urgent clinical help and who from; this escalation has now been
produced – Appendix 2.

2) Actions in Progress (not fully implemented)
•

Following concerns about communications with junior doctors there was a drive for a
“Big Conversation” in December 2017 led by HR and Assistant Medical Director – no
actions have yet come from this; planned agenda item for the JDF December 2018.

•

In response to the concerns raised about the numerous e-mails going to trainees
about vacant shifts the trust is looking at an APP based system (similar to nursing
systems) such that junior doctors can book themselves onto vacant shifts. The APP
has not been used elsewhere. It was presented and discussed at JDF September
2018; a few potential issues were highlighted. The introduction of the APP was
broadly welcomed though may need adaptation to be an effective tool. The HR team
are in the process of implementing this, several trust wide communications have been
sent: further update at JDF November 2018.

•

Following a fatigue seminar, April 2018 and outline of the principles of good practice
GSWH Board report July 2018, the board fully endorsed the standardisation of
facilities and procedures across the Trust to best practice to address fatigue in junior
doctors. The standards are that: for doctors doing a series of night shifts the offer of
free onsite accommodation in a quiet area between shifts should be made available
enabling them to receive adequate rest during the 11 hour rest period; and for those
on call from home who live too far away to be readily available from home free
accommodation should be provided on site for the duration of their on call period; this
work needs a plan to fully implement.
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•

The Medical Staff Panel fully endorsed the BMA Fatigue and Facilities Charter;
https://www.bma.org.uk/advice/employment/working-hours/fatigue-and-facilitiescharter; this work needs to be taken forward. The junior doctors mess facilities and
on call rooms have been reviewed with a view to improving the rest facilities available
for junior doctors on night time shifts whilst maintaining an IT area for 24/7 work. The
review and planned upgrade of on-call facilities is being tabled for discussion at Trust
Medical Executive (TME).

•

New Governance arrangements have been agreed at TME and a process agreed to
give care groups access to anonymised exception reports so that they can take
action in relation to reports as necessary and discuss in their business/governance
meetings. Assurance needs to be given at HR&OD committee that this is happening
and being acted upon.

•

During the past two years there have been three people who have led the Medical
HR team as Medical HR manager or Medical HR Business Partner with large gaps
between. The last two appointees whilst experienced in HR had limited experience in
HR. In March/April 2018 the whole team moved off the main site. Whilst this had
advantages with colocation of HR it has made communication more difficult for
doctors. Processes within medical HR have not therefore been as good as they
might have been such as: trust doctors being put on the old trust contract and not the
new contract aligned to the 2016 TCS; confusion over eligibility to exception report
and logins being provided to both junior and senior doctors; new policies (rota and
locum policy) have not been progressed. The most recent appointment to lead
medical HR with the enhanced development of the team should help significantly.

•

The theme from exception reports remains consistent over the past two years:
missed breaks; staying late, missed training, being pulled to other areas including
those never previously worked in, supervision when covering outliers, acting up to a
level above training/competency level. The JDF (Sept 2018) was attended by
medical care group. The rationale for having to move people was explained; this was
understood by members present with a suggestion that it is discussed at the wider
audience of F1&2 teaching. Exception reports raising safety concerns in relation to
this still occur.

•

The JDF suggested a rota policy would be beneficial (November 2017); this has not
progressed due to delay in seeking approval by the HR business partner from
Director of People and previous capacity issues within Medical HR. There has been
agreement at MSP (July 2018) that the guidance produced by the BMA and NHS
Employers should form the basis of the rota policy; members of LNC and JDF have
agreed (September 2018) to take forward writing the guidance into policy; this work
has
now
started.
http://www.nhsemployers.org//media/Employers/Publications/NHSE-BMA-Good-rostering-170518-final.pdf.

3) Concerns
•

Whilst MWIG achieved a substantial amount in the first few months of its existence
there has been a much less coordinated approach recently, very few meetings or
agreed actions and less effective communication has occurred since January 2018.
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•

The GSWH is not aware of any positive action following the workforce summit April
2018. Linked to this in November 2017 there was an action plan from the executive
team that each service line would review core numbers and develop robust workforce
plans starting with Acute Medicine and Haematology. Research by a medical student
(Board report July 2018) suggested that current core numbers on one medical ward
was inadequate. The Board in July 2018 supported the GSWH recommendation that
an urgent piece of work be undertaken to review each ward based on patient
numbers, turnover, complexity etc. and identify what clinical workforce was needed to
provide safe patient care and work levels. The GSWH has yet to see any result from
any of this work. These concerns mirror those raised in the national press and in the
publication from the Royal College of Physicians (Guidance on Safe Medical Staffing;
13 July 2018; https://www.rcplondon.ac.uk/projects/outputs/safe-medical-staffing. In
October 2108 NHS Improvement published its recommendations for safe workforce
stating that: “As part of the safe staffing review, the director of nursing and medical
director must confirm in a statement to their board that they are satisfied with the
outcome of any assessment that staffing is safe, effective and sustainable”.
https://improvement.nhs.uk/documents/3320/Developing_workforce_safeguards.pdf

•

The on-going shortage of adequate junior doctor numbers to cover the workload
whilst still receiving training risks trainees going over their safe limit of 48 hours a
week on average as they stay late to cover the work. In addition there is a recent
increased expectation of consultants acting down to cover junior doctor work and of
registrars on an on-call roster being expected to act down as resident for part of their
on-call period; this may contravene the safe working rules as the stipulated rest
period is breeched before and /or after the acting down resident shift; there needs to
be clear guidance to on call managers as to what is acceptable.

•

There is no comprehensive overview of how many rosters exist. The confusion and
very differing process used within different areas of the trust responsible for
producing junior doctor’s rosters impacts on other processes of the Trust such as
Medical HR issuing contracts in a timely manner.

•

There has been a lack of clarity about locum rates and concern over escalation in
some areas which can detrimentally affect other areas.

•

Whilst there is an exception reporting policy in place and an electronic reporting
system there remain concerns: junior doctors feeling empowered and encouraged to
report; engagement and timely responses to the ER by the educational supervisor;
the number of live rotas (over 130); the rota name having no connection to the
service (e.g. urology F1 rota is named as “Aug 18 -Dec18”) making exception
reporting for trainees difficult and the interrogation by GSWH of the reports to provide
meaningful information and identify areas of concern impossible; multiple people who
are named super users of the Allocate system with access to all exception reports.
There is no corporate ownership and identified trust management of the system with
agreed levels of access within the system

•

The medical rota for the Christmas Period had not been finalised within the required
six week notice period for all rotas within the Medical Care Group. This is not
compliant with the joint recommendation by the BMA and NHS Employers, May 2018,
Good Rostering Guide. Concern added 21/11/18.
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4) Conclusion and recommendations
The Board is asked to note the two year review and support the following outstanding
actions and new recommendations – this has recently (November 2018) been built into
an action table under the auspices of the HR & OD committee.
•

HR provide an outcome following the Big Conversation for junior doctors.

•

Trust provide proper oversight and management leadership of the introduction of the
new APP for direct shift booking and ensure there is a forum and system visible to all
users for any concerns to be logged and addressed with Allocate.

•

That the standards laid out in the BMA Fatigue charter and those agreed by Trust
Board July 2018 to address fatigue in junior doctors are implemented in full.

•

The review by Junior doctors of their mess facilities and the on call rooms to improve
rest facilities be supported.

•

That Care Groups report actions they take in response to reviewing exception
reports.

•

Rota policy based on the BMA and NHS Employers Guidance be agreed and
implemented.

•

The Trust review the role of MWIG/CWIG and agree the correct forum for taking
forward issues in relation to junior doctors such as recruiting to Trust Fellow/F3 posts.

•

There is a clear plan for review of safe clinical staffing level as supported by Trust
Board July 2018.

•

Guidance is agreed and circulated for managers/senior medical staff about safe
working when changing shift pattern at short notice.

•

Medical Care Group ensures circulation and publication of the escalation policy for
junior doctors at night.

•

Each care group is required to review the rosters produced in their area to include
rota name which the roster supports and minimum number of doctors needed to
cover; for each roster a template rota is produced, agreed and approved with medical
HR (and GSWH if necessary); this template to form the basis of the contract for every
doctor supporting that roster; medical HR to use that template for the issuing of
contracts. For LTFT doctors there will need to be a different rota template.

•

Rosters are produced that adhere to the template rota produced and do not exceed
the hours and shifts within the template; if there are more doctors than the roster
requires they may do less hours (this would give flexibility to the department to ask
doctors to cover the occasional shift within contract and not breech safe working
hours). Any gaps should be clear identified and the service lines have a visible action
plan as to how to manage the gap.
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•

All live rotas currently on Allocate to be removed and only those rosters identified by
the care groups to be loaded onto the system and be the rotas which trainees may
exception report against.

•

The Trust to identify who has overall responsibility for the management of the
Allocate system used for exception reporting and rota compliant system.

•

The identified Allocate Manager needs to do some urgent housekeeping to review the
level of access various staff members have

•

There needs to be clarity over agreed locum rates and no local escalation within the
Trust.

•

Core medical numbers needed to cover at all times including bank holidays need to
be agreed and published for all rotas as an appendix to the Rota Policy which is
currently being written.
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Appendix 1
Background and Summary Information
The safety of patients is a paramount concern for the NHS. Significant staff fatigue is a
hazard both to patients and to the staff themselves. The safeguards around working hours of
doctors and dentists in training are outlined in the 2016 TCS and are designed to ensure that
this risk is effectively mitigated and that this mitigation is assured.
The Guardian is a senior person, independent of the management structure within the
organisation for which the doctor in training is working and/or the organisation by which the
doctor is employed. The Guardian is responsible for protecting the safeguards outlined in the
2016 TCS for doctors and dentists in training. The Guardian will ensure that issues of
compliance with safe working hours are addressed, as they arise, with the doctor and/or
employer, as appropriate; and will provide assurance to the Trust Board, or equivalent body
that doctors’ working hours are safe. The work of the Guardian will be subject to external
scrutiny of doctors’ working hours by the Care Quality Commission (CQC) and by the
continued scrutiny of the quality of training by Health Education England (HEE). These
measures should ensure the safety of doctors and therefore of patients.
The Guardian role
3

Champion safe working hours for doctors in training and ensure that action is taken to make
the working hours within the Trust are safe.

4

Review all exception reports in respect of safe working hours and monitor compliance.

5

Work in collaboration with the DME and the LNC to ensure that the identified issues within
exception reports, concerning both working hours and training hours, are properly addressed
by the employer and/or host organisation.

6

Escalate issues for action where they have not been addressed locally.

7

Require a work schedule review to be undertaken where there are regular or persistent
breaches in safe working hours that have not been addressed.

8

Directly receive exception reports where there are immediate or serious risks to safety and
ensure that the organisation at a local level has addressed the concerns that led to the
exception report.

9

Have the authority to intervene in any instance where the Guardian feels the safety of
patients and/or doctors is compromised, or that issues are not being resolved satisfactorily.

10

Distribute monies received as a consequence of financial penalties to improve the training
and working experience of all doctors. These funds must not be used to supplement the
facilities, study leave, IT provision and other resources that are defined by HEE as
fundamental requirements for doctors in training, and which should be provided by the
employer/host organisation as standard.

11

Prepare, no less than three times a year, a report for the Trust Board or equivalent body,
which aims to summarise all exception reports, work schedule reviews and rota gaps, aiming
to provide assurance on compliance with safe working hours by both the employer and
doctors in approved training programmes.

8
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12

Submit details of the disbursement of fines for inclusion in the organisation’s annual report,
including clear detail of where fines have been spent.

13

Jointly establish with the DME, a junior doctors forum (or fora), to include relevant
representatives from the LNC, including the chair, and other elected junior doctor members
to provide quality assurance of safe working practice, and scrutinise the distribution of fines.
All minutes are available on the junior doctors web site on Trust net
http://staffnet.plymouth.nhs.uk/Groups/JuniorDoctors.aspx

Remuneration
2PAS paid within job plan to Guardian; 0.125 PAs to Educational Supervisors and 0.0625
PAS to Clinical Supervisors. 10 hours/wk. admin support @ band 4 level provided to
GSWH.
Exception reports
Exception reports are used by doctors when day-to-day work varies significantly and/or regularly
from the agreed work schedule. Exception reports could relate to:
•
•
•
•

A variation in the hours of work and/or rest.
A variation in the pattern of work.
Missed educational or learning opportunities.
A lack of support available to the doctor.

Guardian fines (x4 rate of pay)
A Guardian of Safe Working Hours fine will apply if hours worked which are deemed safe are
exceeded or if breaks (30 minute break for 5 hours work, a second 30 minute break for more than
9 hours) are missed on at least 25 per cent of occasions across a four week reference period.
Safe hours are max 48 hour average working week in an agreed reference period (rota cycle or
26 weeks) or max 72 hours work in any 7 consecutive days or the minimum 11 hours’ rest
requirement between shifts has been reduced to fewer than eight hours

Summary of PHNT Information (February 2018)
Number of doctors /dentists in training
Number of Trust grade doctors in post
Leavers July 2017
Starters August 2017

473
65
155
143

Junior doctor posts currently in recruitment process
(Both Trust & Deanery gaps)

48

Exception reports summary data

Exception reports
Total Episodes**
Education
Hours/Pattern
Service support

21/11/18

Last Board Report

943
1174
142
756
45

774
982
133
600
41

**One report can contain more than one episode
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Three reports raising safety concerns in last four months
•

Doctor's Assistants usually on Medical Admissions Unit (MAU) on the weekend were
pulled to ED increasing workload of junior doctor compounded by the reduced cover on
MAU at weekend compared to during the week despite having the same work load (2
instead of 3 doctors). Junior doctor had to stay late to ensure safe patient care.

•

A trainee had responsibility for medical outliers with no responsible consultant including
patient recently discharged from ITU. Junior doctor had to stay late to ensure safe
patient care.

•

A Foundation year one doctor looking after all 18 patients across two wards; no cover had
been provided for the F2 on leave.

Many other reports whilst not raised as a safety concern are very similar in theme.

Appendix 2 – Escalation Protocol for Junior Doctors on Medical Wards
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Executive Summary
Following the publication of Sir Robert Francis’s recommendations in the Freedom to Speak Up
Review in 2015, the NHS contract 2016/2017 specified that NHS Trusts should appoint a nominated
Freedom to Speak Up Guardian (F2SUG) by 1 October 2016. The National Guardian’s Office
published key principles and a role specification to support Trusts in making appointments to these
roles.
The purpose of the F2SUG role is to work alongside the leadership team to support a more open
and transparent place to work, where all colleagues are actively encouraged and enabled to speak
up safely. The Trust has now appointed four F2SUGs.
Quality Impact Assessment
The ability of staff to speak out and raise concerns underpins the Trusts ability to ensure the
delivery of high quality and safe care to all of our patients.
Financial Impact Assessment
There are no direct financial implications associated with this report. However the support of an
open and transparent and supportive culture has clear links to improved staff retention and lower
absence rates.
Regulatory Impact Assessment
Meeting the requirements of the CQC Well-Led Framework, specifically KLOE 3.5.
Equality and Diversity Impact Assessment
The ability of staff to raise concerns is vital across all sections of the workforce and will support the
Trust in understanding and taking action where any sections of the workforce and impacted less
favourably than others.
Environment & Sustainability Impact Assessment
None directly associated with this paper.
Key Recommendations
The Trust Board is asked to note the content of this paper.

1

This page is intentionally blank.

Item 13

DETAILED REPORT
30th November 2018

Trust Board
Subject

Freedom to Speak Up Annual Report

Prepared by
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Approved by
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Presented by

Freedom to Speak Up Guardian

1. Purpose
The purpose of this paper is to provide the Trust Board with an update of progress since our
last update in November 2017.

2. Background
The Freedom to Speak Up report came as a result of an independent review of how staff
within the NHS are able to raise genuine concerns about safety and other matters of public
interest, and the handling of those concerns. Following the publication of Sir Robert Francis’s
recommendations the NHS contract 2016/2017 specified that NHS Trusts should appoint a
nominated Freedom to Speak Up Guardian (F2SUG) by 1 October 2016. The National
Guardian’s Office published key principles and a role specification to support Trusts in
making appointments to these roles.
NHS England and NHS Improvement on 1 April 2016 published a standard integrated
Freedom to Speak Up: Raising Concerns (Whistleblowing) Policy for NHS organisations in
England to adopt as a minimum standard to help normalise the raising of public interest
concerns. The Trust has, via the JSNC, agreed a revised Trust policy which complies with
the national standards.
The purpose of the F2SUG is to work independently, but alongside, the senior leadership
team to support a more open and transparent place to work, where all colleagues are
actively encouraged and enabled to speak up safely.
Internal support to the role and individuals is provided by the OD team, with the Head of
Organisational Learning and Development meeting monthly with the Guardians to provide
supervision, practical support and overview to the role. Additionally, the Guardians meet
regularly with the Director of People to provide a ‘temperature check’ on speaking up issues
in the organisation, whilst maintaining the confidentiality so important to the role. Regular
meetings have also been set with the Chief Executive and Chairman.
The Guardians have direct access to report issues to the Chief Executive as needs arise but
a formal governance arrangement has been established through a dedicated Freedom to
Speak Steering Group with reporting to the Trust Board.
The Guardians have been very successful in raising their profile to the wider organisation
using social media and internal communications solutions such as screensavers, posters,
videos and visits by the Guardians. A particular effort has been made to visit our staff based
off of the main hospital site, this has included the Dialysis Unit, Tavistock and Cumberland
MIU’s and Bush Park. In addition to this, National recognition of the work in Plymouth has
been recognised by the BMA.
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3. Update on Progress
Recruitment:
In order to support the two F2SUG’s that were in post in November 2017, the Trust,
undertook two further competitive processes to seek to appoint further F2SUGs from within
the existing workforce, and subsequently appointed Louise Shalders and Catherine Lemsalu
bringing the Guardian team to four.
Louise commenced in post in February 2018 and Catherine in November 2018, as with
Charlotte and Jamie; each is contracted for one day a week, meaning we now have
Guardian cover available four days a week.
Executive Support:
We regularly meet with the Chief Executive, Head of Organisational Development, Director of
People, the Chairman and other Executive Directors as the need has arisen. Without
exception, these meetings have been positive, supportive and all individuals have been
enthusiastic about our role and hearing about themes and issues that the Trust can learn
from.
Through the development of good working relationships, we have been in a position to ask
challenging and probing questions, ensuring that the Guardian role can be fulfilled, whilst
maintaining an open and transparent dialogue around issues in the Trust.
Freedom to Speak Steering Group:
In view of the increasing workload, and national priorities to ensure that the Guardian role
incorporates not just raising concerns but also cultural development, it has been agreed that
a Guardian Steering Group would be beneficial. This was a particular outcome from the visit
of the National Guardian, Dr Henrietta Hughes, earlier this year.
The overall aim is to ensure that there is representation from across the Trust that will allow
themes to be shared and a greater Guardian oversight of concerns raised through multiple
routes in the Trust.
Accessibility:
University Hospitals Plymouth NHS Trust is a large and complex organisation and the
support from the Communications Team has been invaluable in allowing us to reach as
many people as possible. The Guardian Team started initially with two clinically facing
members of staff, this has been broadened to include a Guardian with a non-clinical
background. We continue to be proactive in seeking out those members of staff with whom
we might not always have contact.
Non-Executive Director:
Estelle Thistleton identified as the named non-executive lead with responsibility for speaking
up. Estelle has been providing the Guardian team with mentoring support and guidance.

4.

Themes

In terms of the Region we remain one of the more active Trusts for F2SU issues, as
highlighted below. The data shows the number of cases each Trust reported in Quarter 2
18/19.
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Within University Hospitals Plymouth we have seen the number of cases raised to the
Guardians increase. It is important to note that this figure relates to the number of cases and
does not reflect the volume of contacts per case, each case could require a number of
contacts.

Of the University Hospitals Plymouth NHS Trust cases, in quarter 2 of 2018/19, 67% related
to bullying and harassment which is significantly higher than the national average of 42%.
We continue to work closely with the Human Resources and Organisational Development
teams to encourage those affected by bullying and harassment to speak up and to shine a
spotlight on this unacceptable behaviour. We feel that this issue is being taken very
seriously by our Executive Team who are working hard to ensure these behaviours do not
continue. This view was supported through our invitation to support the Trust Board
Development session focused on Culture.

5. Next Steps
1. To develop a robust rolling road trip plan ensuring we visit all areas within the main
hospital site and off-site teams promoting speaking up.
2. Finalise a work plan focusing on responsiveness to concerns and culture development.
3. With greater capacity, the work programme (outside of ad hoc staff contacts) will be
scoped and delivered. The first part of this work programme, a focus on bullying and
harassment is running between October and January 2019.
4. Hosting the Regional Guardians meeting in January 2019.
5. Identification of training and development opportunities for the Guardians, to include
resilience support.
4
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6. Recommendations
The Trust Board is asked to note the content of this report and the positive progress made in
terms of the number of cases being raised continuing to rise.
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The purpose of this report is to provide the Board with an update on the Trust’s
mortality performance and the arrangements in place to learn from patient
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Executive Summary
Background
The Trust is required to comply with national guidance on learning from deaths. In discharging this
responsibility, the Medical Director provides a quarterly report to the Trust Board on the overall
arrangements we have in place, our mortality performance and the actions we are taking to ensure
that we learn from deaths.
Headline messages

 The Trust has established a series of arrangements for reviewing patient deaths and
ensuring that any concerns or learning are identified and acted upon.
 The core metrics that are used to track hospital mortality are currently higher than
expected. More specifically the Trust’s Summary Hospital Level Mortality Indicator (SHMI)
is at 108 whilst the Hospital Standardised Mortality Rate (HSMR) is at 118.
 The SHMI and HSMR data does not appear to be consistent with the intelligence we are
gathering from our review of inpatient deaths which hasn’t identified any specific areas of
concern.
 We are currently reviewing the impact of consultant episodes and are working with other
local hospitals to better understand potential variations in performance. We are also
working with NHS Improvement to review our findings in these areas and advise on the
next steps.
 We remain committed to preventing avoidable deaths by monitoring mortality and learning
lessons from unexpected deaths. We have established a number of mechanisms for doing
this including Service Line engagement, responding to Coroner’s inquests and learning
from clinical incidents.
 We have also established a number of quality improvement projects which are designed to
minimise the likelihood of patients coming to harm.
 A new Medical Examiners service is in the process of being piloted and will be rolled out
nationally from April 2019. The Medical Director will monitor these developments through
the Mortality Review Group and will update the Board as more information becomes
available.
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Quality Impact Assessment
Implementing national guidance in this area will help us improve the quality of care we provide,
Financial Impact Assessment
There are no direct financial implications associated with this report.
Regulatory Impact Assessment
There is a requirement for NHS trusts to comply with national guidance in this area.
Equality and Diversity Impact Assessment
There are no direct equality and diversity issues associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note this report and confirm that it contains sufficient assurance that the Trust
is managing its responsibilities for learning from deaths appropriately.
Next Steps
The Medical Director will continue to oversee the Trust’s performance in this area and will provide
the Trust Board with regular updates on progress.
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1.

Purpose

1.1

The purpose of this report is to provide the Board with an update on the Trust’s
mortality performance and the arrangements in place to learn from patient deaths.

2.

Background

2.1

In December 2016 a CQC report titled ‘Learning, Candour and accountability: A review
of the way NHS Trusts review and investigate the deaths of patients in England’
concluded that learning from deaths was not given sufficient priority in some
organisations and consequently valuable opportunities for improvements were being
missed.

3.1

In March 2017 the National Quality Board published national guidance to initiate a
standardised approach to learning from deaths. This included having a Director
responsible for the learning from deaths agenda, a non-executive director to take
oversight of progress and implementing a systematic approach to identifying the deaths
requiring review with a robust and effective methodology for case record reviews.

3.

Our arrangements

3.1

The Trust has established a series of arrangements for reviewing patient deaths and
ensuring that any concerns or learning are identified and acted upon. This includes:
 Mortality Review Group: This group oversees the mortality review process on
behalf and provides a quarterly report to the Trust Board.
 Mortality Review Policy: The Mortality Review Group has developed a formal
Policy which sets out the Trust’s requirements and approach to reviewing deaths.
 Reviewing Deaths: We use a mortality screening tool - approximately 65% of
deaths across the Trust are screened using this screening tool. Where a screening
tool identifies a cause for concern we will request that a more detailed review is
carried out using a Structured Judgement Review (SJR)
 Performance Reporting: The Trust’s Integrated Performance Report includes
relevant information on mortality to enable us to assess and monitor our
performance.
 Coroner’s Reports: We review all Coroner’s reports and provide a response to
any Regulation 28 reports to ensure that appropriate action taken is to address any
concerns and lessons are learned.

3

Item 14

4.

Our performance
Overall summary

4.1

A summary of the indicators that we use to track hospital mortality is show below.
Trust HSMR & SHMI including ED Acuity

HSMR

135.00

SHMI

Total number of in-patient deaths (including
Emergency Department) and how many have been
screened using the Trust screening tool.
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case record review using the Structured Judgement
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Summary Hospital-Level Mortality Indicator (SHMI)
4.2

The number of deaths in hospital is captured through the Summary Hospital-level
Mortality Indicator (SHMI). The SHMI is the ratio between the actual number of patients
who die following hospitalisation at the trust and the number that would be expected to
die on the basis of average England figures, given the characteristics of the patients
treated there. It includes deaths which occurred in hospital and deaths which occurred
outside of hospital within 30 days (inclusive) of discharge.
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4.3

The SHMI gives an indication for each non-specialist acute NHS trust in England
whether the observed number of deaths within 30 days of discharge from hospital was
'higher than expected' (SHMI banding=1), 'as expected' (SHMI banding=2) or 'lower
than expected' (SHMI banding=3) when compared to the national baseline.

4.4

The SHMI is composed of 140 different diagnosis groups and these are aggregated to
calculate the overall SHMI value for each trust. The number of finished provider spells,
observed deaths and expected deaths at diagnosis group level for each trust is
available in the SHMI diagnosis group breakdown files. The Trust’s SHMI for the latest
month of data (March 2018) was 108 which is higher than expected.

Hospital Standardised Mortality Ratio (HSMR)
4.5

The HSMR scoring system works by taking a hospital’s crude mortality rate and
adjusting it for a variety of factors – population size, age profile, level of poverty, range
of treatments and operations provided, etc. The idea is that by taking these factors in
to account for each hospital, it is possible to calculate two scores – the mortality rate
that would be expected for any given hospital and its actual observed rate. It is the
difference between these two rates that is important when it comes to HSMR.

4.6

The Trust’s HSMR for the latest month of data (July 2018) was 118 which is also higher
than expected.
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5.

Learning from deaths
Reviewing and understanding our performance

5.1

Given that the headline indicators for SHMI and HSMR are higher than expected, we
have established two specific workstreams to review and better understand the
reasons for this variance, as follows:
 Impact of consultant episodes: We believe that since the introduction of the
SALUS Bed Management System we are generating more consultant episodes
resulting in an increased number of coded episodes which equates to a delay in
coming to a definitive diagnosis. We believe that this is adversely affecting our
HMSR/SHMI data. We have contacted NHSI who will be visiting the Trust on
Monday 10th December to review our findings and advise on our next steps.
 Mortality Variation Group: A local group has been set up to understand the
variation in the coding process across the local hospitals including Northern Devon
Healthcare Trust, Royal Cornwall Hospitals NHS Trust, University Hospital
Plymouth NHS Trust and Royal Devon & Exeter Foundation Trust. The group has
been tasked to identify variation, appraise and recommend standardisation where
appropriate for all factors materially affecting mortality.
Engaging Service Lines

5.2

We have tightened up on the monitoring of our HMSR and SHMI, this information has
been available as part of the Service Line dashboards for some time but the Mortality
Review Group (MRG) only concentrated on the Trust Wide position. MRG have agreed
a set of principles when reviewing the data that will require a response from the Care
Group / Service Line in the following circumstances:
 The ‘lower confidence limit’ shows the Service Line as an outlier.
 5 consecutive data points are showing a negative trend.
 An alert is received from NHSI in relation to any patient group.

5.3

Care Groups will be requested to attend the Mortality Review Group to report on their
performance, any learning from their reviews and the actions to be taken to address
any issues identified.
Responding to Coroner’s Inquests

5.4

In certain circumstances a person’s death is reported to HM Coroner to determine
whether an Inquest must be held. An Inquest is an investigation into a person’s death
to establish, who they were, when they died, where they died and how they came
about their death. If any information is revealed as part of the Coroner’s investigation or
during the course of the evidence heard at the Inquest, which gives rise to “a concern
that circumstances creating a risk of other deaths will occur, or will continue to exist in
the future;” and if the Coroner is of the opinion that action needs to be taken, under
Paragraph 7 of Schedule 5 of the Coroner and Justice Act 2009, the Coroner has a
duty to issue a report to a person, organisation, local authority or government
department or agency. This is known as a Coroner’s Regulation 28 (Prevention of
Future Death (PFD) report.
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5.5

The Coroner’s Regulation 28 Report will set out the concerns and request that action
should be taken. The person, body or organisation in receipt of this report then has 56
days to provide the Coroner with their response, to include details of the actions taken
and to reassure the Coroner that their concerns have been addressed to prevent future
deaths. WWL, as a public organisation, has received Regulation 28 Reports. The Trust
takes these reports very seriously and ensures that a response is provided to the
Coroner within the required timeframe.

5.6

For example, we have implemented a number of changes in response to the
Regulation 28 process where the Coroner identified a delay in undertaking CT scan.
The Coroner raised concerns regarding a lack of available CT resources to deal with
the two simultaneous sets of emergencies and the fact that the Radiology Department
did not have its own internal major incident policy. Since this report we have:
 Installed a new Emergency department CT scanner.
 Created a WhatsApp communication tool to make it easier to bring in additional
reporting capacity in the event of multiple trauma that exceeds reporting capacity.
 Developed plans to increase consultant presence and CT scanning capacity at
weekends.
Learning from clinical incidents

5.7

We continue to identify and act upon learning from clinical incidents. For example, we
identified some improvement required on the guidance provided for doctors managing
patients with a risk of falling whilst in receipt of blood thinning medications. As part of
this we have reviewed the falls sticker and felt that it was not sufficiently robust. Whilst
it indicated that action was to take place regarding medication review, the fall sticker
did not demand that action.

5.8

We have revised the falls sticker, ensuring action is taken to review medication and
that CT scanning is considered as a matter of urgency, as appropriate, but where risk
is significant and/or scan findings suggest anticoagulation is changed appropriately,
that agreement is made regarding the need for ongoing observation and the need for
follow up scans and finally that the discharge documentation will capture any incidents
of fall and recommend the management of anticoagulation, including
thromboprophylaxis.

Quality Improvement Projects
5.9

It is also worth noting that the Quality Improvement Committee (QIC) continues to
oversee a number of improvement projects which are designed to minimise the
likelihood of patients coming to harm. This includes:
 National Early Warning Score: 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 hypercapnia
respiratory failure and recognising the importance of new-onset confusion or
delirium
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 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.
 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.

Future developments
5.10 A national network of medical examiners was recommended by the Shipman, MidStaffordshire and Morecambe Bay public inquiries. In October 2017 Lord
O’Shaughnessy, Parliamentary Under Secretary of State for Health, announced that a
national system of medical examiners will be introduced from April 2019. NHSI have
informed us that Trusts will be encouraged to start implementation in April 2018.
5.11 Sheffield was the first pilot site for the Department of Health medical examiner service.
The service covers all Sheffield’s acute hospitals and a third of its general practices.
Since the pilot started, the medical examiner has reviewed over 25,000 cases.
Supported by two clinically trained officers (a biomedical scientist and a senior nurse),
two medical examiners review all deaths within 24 hours of notification, including those
that need to be referred to a coroner. They seek answers to three questions:
 What did the person die from?
 Does this case need to be reported to a coroner?
 Are there any clinical governance concerns?
5.12 They do this by following three mandatory steps (a) proportionate review of medical
records; (b) interaction with the attending doctors; and (c) interaction with those who
have been bereaved.
5.13 Each of these steps is important but the interaction with people who have been
bereaved is especially so. For cases not reported to the Coroner, contact with
bereaved people is made by telephone as soon as possible after the medical certificate
is completed. This is done sensitively and is an opportunity to ask them if they have
any concerns about the care given and, if they do, consider the need for referral for
further investigation. The medical examiner does not investigate; their role is to detect
and pass on – both for individual cases and in a surveillance capacity that includes the
opportunity to escalate repeated concerns with the relevant authority.
5.14 The Board may wish to note that the Mortality Review Group will be updated on the
implementation of the Medical Examiner as more information becomes available.
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This report provides an annual overview of emergency preparedness; reports that the organisation
has been externally assessed as ‘substantially compliant’ against the national EPRR Core
Standards and identifies the work priorities for the forthcoming year.
Quality Impact Assessment
EPRR arrangements are in place to minimise the impact upon patients, whilst maintaining critical
services during periods of disruption.
Financial Impact Assessment
EPRR arrangements are required to meet NHS Standard Contract (Service Condition 30).
Nil revenue or capital impact.
Regulatory Impact Assessment
Gateway Reference 08306 dated 30th July 2018
Civil Contingencies Act 2004 and Social Care Act 2012
Equality and Diversity Impact Assessment
All protected characteristics of patients and staff will be considered in the emergency preparedness
activities. Equality Impact Assessments will be undertaken as required by relevant leads, in line
with Trust requirements to ensure compliance in line with the Equality Act
Environment & Sustainability Impact Assessment
Nil
Key Recommendations
The Trust Board is asked to:
a) consider the report and ask for clarification on any issues
b) approve the outcome of the Core Standards’ assessment process
c) support the priorities detailed in the proposed work plan
Next Steps
To continue to strengthen emergency preparedness arrangements in key areas identified.
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Purpose
1

NHS England requires all Trusts to provide an annual report to Trust Board, including
the outcome of the self-assessment process against the EPRR Core Standards. This
report provides an overview of emergency preparedness for 2018/19; the outcome of
the self-assessment process undertaken as part of the wider assurance process and
identifies work priorities for the coming year.

Background
2

NHS England published the revised EPRR Core Standards in July 2018 and these have
been assessed, scored and used to inform the work priorities for the 2018/19.

Assurance Process and Compliance Assessment
3

The EPRR Committee approved the draft self-assessment in August, prior to evidence
being submitted and formally reviewed by NEW Devon CCG in October 2018. Areas
assessed include:
o Governance
o Plans
o Command and Control
o Training and Exercising
o Warning and Informing
o Co-operation
o Business continuity
o Chemical, biological, radiological and nuclear (CBRN)

4

The outcome of their assessment reported University Hospitals Plymouth NHS Trust as
‘substantially compliant’ – see Annex 1. This good result provides assurance that the
majority of areas were assessed as fully compliant. Gaps identified have been considered
by the EPRR Committee and influence the work programme planned for 2018/19 included
in this report.

5

EPRR Core Standards relating to CBRN arrangements have been self-assessed as
‘substantially compliant’ and will be externally reviewed by South Western Ambulance NHS
foundation Trust early in 2019.

Review of 2017/18
6

Incidents and Events
Following the terrorist events in London and Manchester, 204 lessons were identified from
the perspective of an acute hospital response. These have been considered by the leads
from wards and departments and are in the process of being incorporated into the relevant
action cards and up-dated Major Incident Plan – due to be ratified at the next EPRR
Committee meeting.
2
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7

In March 2018 severe weather impacted upon the Trust, which for this area is generally a 1
in 10 year event. Whilst disruption to patient services was minimal and staff appreciative of
the support provided, areas have been identified for improvement for the forthcoming winter
including:
o strengthening local arrangements for accessing 4x4 vehicle support
o standardising approach to absence management
o defining non-essential services – specifically in relation to severe weather

8

Historically, large-scale events held in Plymouth and the surrounding area have impacted
upon the Emergency Department, with additional patients presenting for treatment that
could have been managed on site, for example:
o Ocean City Sounds (previously MTV Crashes Plymouth)
o Plymouth Half Marathon
o Port Eliot Festival

9

During the planning process, challenges are now made to event organisers regarding
medical arrangements in place on site, to ensure that the impact upon the Emergency
Department is minimised. As a result, there has been a marked reduction in the number of
people attending the Emergency Department, during or immediately after these events.

Policies and Plans
10 As part of the EPRR Core Standards for this year, Trusts are required to have a mass
countermeasure plan in place. This enables prophylaxis medicines to be dispensed to
large numbers of the local population, within 8 hours of notification. Plans previously put in
place for the Olympics have now been up-dated to meet this requirement.
11 Similarly the High Risk and VIP protocol has been up-dated with the police and validated by
a walk-though with Special Branch officers.
12 The Generic Business Continuity Plan has also been reviewed and strengthened by
incorporating new sections on mitigation strategy in the event of a significant data breach,
fire or requirement to establish a telephone helpline.
Training and Exercise Participation
13 Command awareness training for all On-call Directors, On-call Managers, Matrons and
Acute Care Team Clinical Site Managers has been undertaken across the summer. This
training has reinforced the need for a stepped change in managing incidents, standardising
response arrangements and reinforcing national decision making and communication
models when responding to incidents.
14 The EPRR Committee approves the training programme for staff but acknowledged a gap
with emergency planning resilience and response being excluded from the national Skills
for Health training provided through Trust up-date training for all staff. In reviewing the
Trust up-date training, the Learning and Development team have now agreed for an EPRR
module to be added to the Trust up-date training provided from April 2019 onwards.
15 Across the year, representatives from the Trust have participated in several local, regional
and national exercises covering a diverse subject area involving:
o mass casualties – Emergency Dept
o terrorist attack – Accountable Emergency Officer, EPLO and LSMS
o significant radiation release – Nuclear Medicine and Medical Physics
o loss of hospital infrastructure – Minor Injuries Unit
o burns – Lynher Ward and Plastic Surgery
16 Lessons identified from these exercises are considered by the EPRR Committee and
incorporated into the work programme, as necessary.
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Work Plan from November 2018 -2019
17 Mass Casualty
In support of the South West Peninsula Major Trauma Network and wider multi-agency
response arrangements, UHPNT are in the process of finalising pre-determined capacity
figures, in the event of a major incident or mass casualty incident, involving hundreds or
thousands of casualties. Final figures will take into account the revised footprint of the
Emergency Department. Due to location and space within the Acute Assessment Unit,
consideration is also being given to how this service could support a mass casualty
response.
Resilient Communications
18 There are a variety of communication systems in use across the organisation and NHS
England is due to publish guidance to ensure all organisations have resilient
communications in place. Once published, the guidance will be reviewed and any action
identified and monitored through the EPRR Committee.
Catastrophic Failure of IT
19 Experience during disruption to IT services has highlighted a gap in knowledge of interdependent computer systems and awareness of work-around arrangements available to
staff caring for patients. An exercise will take place in the spring 2019 to understand the
wider impact of catastrophic failure of essential clinical information systems not being
available simultaneously. For example loss of telephones, pathology, imaging and patient
administration systems and the impact this will have on the delivery of patient services.
Business Continuity Plans – External Providers of Services
20 To build upon the business continuity arrangement in place, focus for the coming year will
be on validating business continuity arrangements. This will include asking key suppliers to
provide evidence of assurance that they are able to continue to provide their services
during a period of disruption.
Incident Control Centre
21 The recent Tactical Command training sessions have highlighted the need to re-organise
elements of the Incident Control Centre and have visual prompts to facilitate the pace of the
early stages of an incident response. This work will be undertaken in conjunction with the
planned revamp of the daily operational arrangements into a command centre.
22 Brexit
The Devon, Cornwall and Isles of Scilly Local Resilience Form has been monitoring all the
Brexit Technical Notices issued, to identify risks to the local area, in the event of a no-deal
or disruption post 29th March 2019. This process has identified potential risks to the supply
chain of essential items that originate in Europe. Care Groups have been asked to identify
essential equipment and consumables, for Procurement to then seek clarification and
assurance from suppliers around supply routes, particularly in the 6-8 weeks post 29th
March 2019. Department of Health and Social Care also has a central team of over 100
staff working through the wider potential risks that may affect the NHS including:
o supply of medicines
o regulating medicines, medical devises and clinical trials
o ensuring blood and blood products are safe
o quality and safety of organs, tissues and cells
Resources to Deliver EPRR Agenda
23 The diversity of the EPRR agenda and competing priorities of the EPLO’s role is recognised
by the Accountable Emergency Officer. Having explored alternative options, it has now
been agreed to recruit additional support through the Financial Investment Group.
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Conclusion and recommendations
24 The Trust is required to have a variety of emergency arrangements in place, in order to
respond safely and effectively to a full spectrum of threats, hazards and disruptive
events that may occur. This report up-dates the Trust Board on EPRR progress over
the last year and details the priorities for work during 2018/19, that will be monitored
through the EPRR Committee.

25 Arrangements have been self and externally assessed to give confidence that the Trust
continues to be prepared to meet the legal and statutory requirements. However it is
also recognises that as always, further work is required to strengthen arrangements to
meet identified and emerging risks.
26 The Trust Board is asked to:
a. Consider the report and ask for clarification on any issues
b. Approve the outcome of the Core Standards assessment process
c. Support the identified priorities detailed in the proposed work plan

Ref: MCS/MajInc/Trust board EP Annual Report - 30th November 2018
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Annex 1

EPRR Assurance 2018 Outcome – 31 October 2018

Organisation:

University Hospitals Plymouth NHS Trust

Accountable Emergency Officer:

Nick Thomas

Outcome Summary Tables
Core Standards 1 - 69
Organisation

UHPT

Red

Amber

Green

Total

0

2

62

64

Overall Rating

Substantially compliant

Notes
Core Standard 5 – Amber – It is recognised that the level of EPRR work required is
impacted by other, non-EPRR aspects of the post-holder’s role. This has been recognised
by the AEO and there is ongoing discussion to identify support to address this.
Core Standard 55 – Amber – Whilst business continuity work continues within the
organisation, further work is planned to provide assurance to UHPNT that key suppliers are
able to continue to provide their service during a period of disruption.
.
Governance Deep Dive
Organisation

UHPT

Red

Amber

Green

Total

0

1

7

8

Notes
DD1 – Amber – As the NHS England Resilient Telecommunications Guidance has not yet
been published, no organisation can be assessed as compliant with it. However, the Trust’s
ICC has multiple means of communications that offers a significant level of resilience

Phil Coutie
EPRR Lead
NHS Northern, Eastern & Western Devon CCG
31 October 2018
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Item A
University Hospitals Plymouth NHS Trust
Draft minutes of the Audit Committee meeting
1.30 pm on Monday 22 October 2018
Board Room, Derriford Centre for Health & Wellbeing
Chair’s Summary of Meeting for Trust Board
The Committee received a presentation on the Board Assurance Framework
refresh. The main points from the discussion included moves to:
Ensure full and comprehensive coverage.
Improve Executive ownership.
Create fewer, triangulated risks.
Have stronger challenge and quality assurance.
For Audit Committee to maintain a 'parental' challenge role in testing the quality of
assurance and mitigating actions.
Both the External and Internal Auditors were working in accordance with their
programmes.

D
R
A
F
T

Two IT system reports had been received; the first on TIMS (internal) and the second, on
ENotes (Internal Audit). In both cases there were some positive learning experiences
that should be taken forward by the Executive Team. This included some early
involvement of the Board's relevant sub-committees who could provide useful insight
and challenge.
NEDs expressed a desire to help shape and contribute to the formulation of the 2019/20
Internal Audit Plan well in advance of its completion. This could include some more
cross-cutting audits to address some of the recent concerns and issues that had arisen
previously.
Present:

Graham Raikes, Non-Executive Director, Committee Chair
Giles Charnaud, Non-Executive Director
Jacky Hayden, Non-Executive Director
Henry Warren, Associate Non-Executive Director

In attendance: David Bray, Senior 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
Jonathan Stancombe, Assistant Manager, Grant Thornton
Paul Thomas, Assistant Director of Audit, Audit South West
Apologies:

Elizabeth Kay, Associate Non-Executive Director
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Mike Leece, Non-Executive Director
Jon Roberts, Engagement Lead, Grant Thornton
Estelle Thistleton, Non-Executive Director
Tracy Wheeler, Local Counter Fraud Specialist
Action
63/18

Welcome, apologies and declarations of interest
The Chair welcomed those present and apologies were noted. There
were no declarations of interest.

64/18

Minutes of the previous meeting and matters arising
Minutes of the previous meeting
The minutes of the previous meeting, held on 22 August 2018, were
approved as an accurate record.
Matters arising
The Committee wished to record its appreciation of the leadership of
the outgoing Chair, Elizabeth Raikes.

65/18

D
R
A
F
T

Review of Executive Actions Register
Completed actions were noted. The following incomplete and
overdue actions were discussed:
Action 1337 Board Assurance Framework: consider how risks and
mitigations regarding organisational culture could be included in the
revised document
Not yet complete. Board Assurance Framework review ongoing.
Action 1340 External Audit review of Quality Account: Mr Kemsley to
advise Mr Dix of addition to 2018/19 Audit Plan of External Audit’s
recommendations
This action was now complete.
Action 1342 Internal Audit to report as above
The work having now been incorporated into the Audit Plan, this
Action would be marked as completed.
Action 1344 Safety & Quality Committee (S&QC) concern re lack of IT
solution to radiology issue, as discussed at August S&QC
The outgoing Chair had requested Mr Kemsley to relay to the
Executive team the concerns reported by the S&QC Chair at the
August Audit Committee meeting with a view to a response being
made to the Trust Board. S&QC minutes for August were included in
the public Board papers for the meeting on 5 October 2018 but

2

Item A
neither the S&QC Chair, nor the Executives present, had raised it for
discussion. Professor Hayden re-iterated her understanding of the
issue as reported to the S&QC. It was agreed that as the Director of
IM&T would be attending later in the meeting, the Committee would
seek an update from him. (See subsequent Minute 70/18).
66/18

Integrated Service Transformation
For the benefit of the new Committee Chair, Mr Kemsley set the
context for Integrated Service Transformation’s inclusion as a
standing item on the Committee’s agenda.
Mr Kemsley stated that since the previous meeting in August 2018 the
local context had changed considerably and had been reported to the
Trust Board on 5 October 2018. Non-Executive Directors had
subsequently received a copy of the Chief Executive’s response to a
letter dated 3 October 2018 from the Director of Commissioning.
There was nothing Mr Kemsley or Mr Budge wished to add.
The Chair invited comment.
Mr Warren stated that it would be helpful for the Board to consider
the changed local context, and the implications of it, in more detail at
a future meeting. This view was supported.

67/18
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Internal Audit (IA) Interim Report
2018/19 Audit and Assurance Plan
Mrs McCall stated that the Plan had been updated in respect of
Action 1342 and was included in the meeting papers for information.
The Chair asked the Committee to consider whether any further
changes to the Plan required consideration. The main points of
discussion were:
•

The degree to which high level data could mask the range of
performance which may sit beneath the headline figure.
Appraisal compliance was cited as an example, and Professor
Hayden queried the potential benefits of a ‘deep dive’ to
establish whether the same individuals were routinely noncompliant. Mr Warren felt there may be some merit in this
approach. Mr Budge offered to discuss this with the Director
of People and to establish the level of detail received by the
Human Resources & Organisational Committee (HR&ODC).
Mrs Hunt stated that the HR&ODC received details of outliers
by Service Line; appraisal performance was routinely reviewed
by the HR&ODC. In considering whether to seek IA’s
assistance, Mr Budge asked the Committee to consider the
question to which an answer was sought in order to avoid IA
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reporting what was already known. The Chair suggested that
this question was one for the Executive team to consider. Mr
Warren suggested that the wider issue for the Board was its
insight into organisational culture. Mr Budge agreed; the
Board must review how it triangulated information, paying
particular attention to a retrospective review of the last twelve
months.
•

The Chair queried the frequency of IA’s review of the Board’s
capital programme. Mr Thomas stated that IA’s focus was on
capital accounting rather than the capital programme and its
delivery. Capital accounting was reviewed every three years.
Any work on the capital programme tended to be on an ad hoc
basis. The Chair stated that context for his query was the
receipt of £2.5m external funding for the Emergency
Department, reported at the most recent public Trust Board
meeting. It was agreed that Mr Budge and Mr Kemsley would LJB/
discuss with IA outside the meeting how and when this might NK/JM
be incorporated in the Audit Plan.

•

The Chair stated that the Committee wished to make a greater
contribution to the construction of the Audit Plan and request
IA to bring next year’s draft Plan to the Committee early to
give more time for Non-Executives to review it. Mr Warren
suggested that IA may wish to begin the construct of the Plan
with Non-Executive Directors outside the meeting, rather than
presenting a fully worked-up document, with Non-Executive
Directors using the Board Assurance Framework to inform
their thinking. Mr Thomas stated that IA were familiar with
this scoping approach, agreed it would be helpful, and would
programme it accordingly.
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JM/PT

The Chair thanked Mrs McCall for the updated Plan and it was agreed
that no further changes were currently required.
Mrs McCall stated that timing of IA’s support for the Theatre
Information Management System project would be scheduled in
accordance with the procurement timetable.
Two IA reports had been issued since the Committee’s previous
meeting and Mrs McCall invited Mr Thomas to summarise them.
These were:
eNotes Programme Review – Limited Assurance
Mr Thomas stated that at the time of IA’s review the project was on
hold. The review’s findings and recommendations were set out on
pages 5 and 6 of IA’s report.
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The Chair invited questions.
Mr Budge asked whether learning from the project procurement
process was within the scope of IA’s review. Mr Thomas stated that
it was not but there was no sense, as part of this work, that there
were any concerns with the procurement. The Chair noted that the
longer the project remained on hold, the greater the implications for
re-training.
The Committee agreed that it would be helpful to hear from the
Director of IM&T, Andy Blofield, on this matter. Mr Blofield would be
attending later in the meeting.
Hospital Hygiene Out of Hours Inspection
This was a management review without an assurance rating. For the
benefit of the new Chair, Mr Thomas gave the context for IA’s
inspections. Feedback to teams was given at the time of the
inspection; reports were routinely provided to the Infection
Prevention Committee (IPC) for consideration from a wider
perspective. Mr Thomas stated that, overall, IA’s findings were
consistent with the Trust’s own audit scores.
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The Chair invited questions. There were none.
The Chair stated that the lack of cleanliness of external glazing was an
issue frequently raised in this report and he queried the arrangements
for window cleaning. Mr Thomas stated that the Trust was identifying
a contractor to undertake this work but given the design of the
building it was likely to be expensive and time consuming; it was,
however, an important issue to resolve from the perspective of
patients and visitors.
The Chair queried the circulation of this report beyond the IPC. Mr
Budge stated that the Chief Nurse would share it with the Nursing &
Midwifery Operational Committee and with ward leaders.
IA’s
findings were consistent with those of Serco/matron reviews and
with those of the Care Quality Commission. The wider context of
these inspections was to test the overall system of Trust-wide
assurance.
Internal Audit Recommendations
There were currently no serious risk recommendations outstanding.
Recommendations with a revised target date for completion had
increased to fifteen, seven of which related to historic IT reports and
were consistent with the projects’ evolution. Completion of some of
the recommendations was dependent on funding and other factors.
Internal Audit Network Monthly Insight Report
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The Committee noted the documents referenced. Mr Budge had
commenced a log setting out the Trust’s responses. This was tabled.
Relevant items were also highlighted in the Chief Executive’s report
to the public Board.
Referring to two of the documents listed, Mr Kemsley noted their
relevance to outpatient productivity plans for 2019/20 and in
continuing to reduce agency staff costs.
Audit South West Annual Report 2017/18
Ms McCall commended this report to the Committee. She thanked
colleagues for their responses to IA’s recent questionnaire.
Responses had been received from all member organisations.
The Committee noted Internal Audit’s report.
68/18

External Audit Report
Mr Bray introduced Mr Jonathan Stancombe and summarised his role
in the audit of the Trust’s 2018/19 financial statements. It was the
intention to bring the 2018/19 Audit Plan to the Committee’s
December meeting and Mr Bray drew the Committee’s attention to
the audit timetable set out on page 5 of his report.
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In respect of his firm’s audit of charitable funds, Mr Bray stated that
the revised financial statements had been received and he
understood that the corporate trustee would be meeting soon to
approve these. Mr Budge confirmed this was currently scheduled for
2 November 2018.
The Chair invited questions. There were none.
The Committee noted External Audit’s report.
69/18

Feedback from Non-Executive Director Chairs on matters arising
from October meetings relevant to the Audit Committee
Safety & Quality Committee (S&QC) on 15 October 2018
Professor Hayden gave a summary of the main issues discussed,
including oversight of the Trust’s Action Plans in response to two
Warning Notices issued by the Care Quality Commission. At the
request of the Board, the Committee had also sought assurance of
actions to improve and sustain cancer standards and Emergency
Department performance.
Mr Budge stated that he had briefed the S&QC on NHS
Improvement’s expectations of Boards regarding their oversight,
assurance and reporting of safe staffing, and on the specific
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requirements of the Chief Nurse and the Medical Director.
There followed a discussion regarding the importance of:
•

Considering staffing in terms of capacity, capability and skills
mix rather than in terms of numbers.

•

Gaining a better understanding of the needs of junior doctors
in respect of rota cover arrangements at night; the benefits of
undertaking an informed analysis of night shift staffing
numbers rather than perpetuating arrangements that were
custom and practice, and of understanding consultant
physician cover arrangements ‘out of hours’ to support junior
doctors.

Finance & Investment Committee (FIC)
Mr Warren gave a brief update on two issues from FIC’s meeting
earlier that morning. These were:
•

The impact on the cash position following the agreed change
to the Board’s 2018/19 forecast outturn The Trust had received
assurances that the requested liquidity would be available.

•

The Committee had reviewed a first draft of the long term
financial plan and had noted that this was driven by
operational pressures.
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Human Resources & Organisational Development Committee
Mr Leece and Ms Thistleton not being present, there was no report
from this Committee.
70/18

Theatre Information Management System (TIMS) Project
Mr Andy Blofield, Director of IM&T, attended to present a report on
the lessons learned from this project. The subsequent discussion was
not minuted due to commercial confidentiality.
In generic terms, the Committee agreed wider learning in respect of
all IT projects in addition to that set out in Mr Blofield’s report. This
was to:
•

Not conflate the desirability of a system with the
attractiveness of the supplier when contemplating strategic IT
procurement.

•

Understand and articulate to what ends clinical involvement
was required in procurement and to support this with a clear
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brief.
•

Include loss of expected benefits when considering project
delays or terminations.

Mr Blofield briefed the Committee on current plans for the TIMS
project. This briefing was not minuted for reasons of commercial
confidentiality.
The Chairman then updated Mr Blofield on the Committee’s earlier
consideration of IA’s report on the eNotes project. Mr Blofield
confirmed that work was currently paused and he explained why this
was the case. Again, this discussion was not minuted for reasons of
commercial confidentiality.
The Committee noted the implementation of an electronic patient
record from the US based company Epic at another Trust in Devon.
Mr Blofield briefed the Committee on Epic’s potential. He confirmed
that this system would overcome the radiology issue of concern to
the Safety & Quality Committee and reduce delays in patient
administration.
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Taking into account the Committee’s review of the two IT projects
discussed, Mr Budge asked Mr Blofield if, when systems did not come
to fruition or a system could not be delivered, there was any
reflection on issues of specification and commitment. Mr Blofield
stated that technology moved forward very quickly. He stressed the
importance of robust Outline Business Specifications and it was his
view that the eNotes issues could not have been foreseen. He made
an unminuted comment regarding TIMS.
The Chair suggested that there was learning from this for the
Executive team, and the Board, in terms of challenge and assurance.
The Committee noted Mr Blofield’s report.
The Chairman thanked Mr Blofield for attending and he left the
meeting.
There was a break between 3.15 and 3.20 pm.
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71/18

Board Assurance Framework (BAF)
The Chairman invited Mr Budge to give his presentation.
Mr Budge stated that colleagues were aware that he had been
undertaking a refresh of the BAF and a review of its use by the Trust’s
internal governance framework. His intention in giving this
presentation was to share his findings with the Committee and to
seek engagement in his proposals for improvement. Mr Budge’s
presentation included:
•

The basic concepts of risk management and the Trust’s
framework for this.

•

External feedback on, and validation of, the BAF and its use by
the Board and its Committees.

•

His own reflections on how the Board and its Committees used
this document.

•

Oversight of the high level risk management arrangements in
other trusts with a Care Quality Commission rating of excellent
for ‘well led’.

•

How the Board could clarify the ‘ask’ of Committees and how
oversight of risks could be improved through the triangulation
of sources of assurance.
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Mr Budge proposed the following changes:
•
•
•
•
•
•
•

Fewer, triangulated risks.
Improved executive ownership.
Stronger challenge and quality assurance.
Board and Committees to adopt ‘commissioning’ approach.
Refresh of agendas and reporting arrangements.
Audit Committee to maintain a ‘parental’ challenge role in
testing the quality of assurance and mitigating actions.
Offer of enhanced support to Committee Chairs.

Mr Budge invited the Committee to consider three questions:
•

Did public reporting of the BAF stifle a frank and open debate
about key risks and the actions required to address them?

•

Was the link between the issues considered by the S&QC and
HR&ODC sufficiently strong to consider merging them?
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•

What additional support was required to enhance skills and
effectiveness in using the BAF?

The main points of agreement in the subsequent discussion were:
•

That the BAF should be reported and discussed at the public
Board. This should not mean that any discussion of it was
confined to the public Board.

•

Non-Executives Directors must vocalise their concerns, albeit it
was sometimes difficult for them to feed these into the
governance framework appropriately.

•

Non-Executives Directors tended to be reactive rather than
proactive in the use of the BAF and sometimes found shaping
any further ‘ask’ in response to detailed papers quite
challenging.

•

The BAF would benefit from a reduction in the number of risks
to a quantity more manageable.

•

Mr Budge was the custodian of the document and an advisor
to the Board in their consideration and use of it.

•

Executive and Non-Executive Directors could work more
closely together to reach a shared view of risks, with
Committee Chairs taking greater ownership of the actions
required to mitigate them.
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Other matters discussed were:
•

There was no support to merge the S&QC and the HR&ODC
although there was agreement that staffing was an area of
overlap.

•

Noting that the risks in the BAF had not materially changed for
some eighteen months. It would return to the public Board
agenda at the meeting on 30 November 2018.

•

It would be helpful to use the Board Development Session on 2
November 2018 to explore how organisational culture could be
reflected in the BAF.

•

The Board must improve the clarity of its ‘ask’ of Committees
when commissioning improved assurance.

•

The requirement for caution when considering external
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validation of the BAF due to potential inconsistencies of
experience.
The Committee noted Mr Budge’s presentation.

72/18

Chair’s Summary for Trust Board
The Chair suggested the inclusion of commentary regarding:
•
•
•

Discussion of the BAF.
IT related discussions.
The desire by Non-Executive Directors for greater opportunity
to contribute to the Internal Audit Plan.

The Chair invited any further suggestions. None were made.
73/18

Review and learning
It was agreed that this had been a useful meeting.

74/18

Any other business
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There was no further business and the meeting closed at 4.00 pm.
75/18

Date of next meeting

Monday 10 December 2018.

Apologies for this meeting were offered by Jacky Hayden.
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Item B
University Hospitals Plymouth NHS Trust
Draft minutes of the Human Resources & Organisational Development Committee
2.00 pm on Thursday 18 October 2018
Cardiac Conference Room, Level 9, Terence Lewis Building
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Chairman’s Summary of Meeting for the Trust Board
•

The Committee noted the Director of Peoples Report covering the Implementation of
the People Strategy and Managing Our Workforce Risks. Following discussions of the
report no objections were raised regarding the RAG rating applied or the summary of
progress accompanying it.

•

Annual turnover fell to 9.64% in August 2018 from 11.07% in August 2017. During the
same period sickness rose to 4.34% from 4.14%. Stress, anxiety and depression remain
the primary reasons for sickness/absence.

•

Following the report from the Guardian of Safe Working Hours and the management
response report to it actions were identified to ensure a timely conclusion to the issues
raised.

Present:

Mike Leece, Non-Executive Director, Committee Chairman
Martin Bamber, Deputy Director of Human Resources
Greg Dix, Chief Nurse
Anna Orrock, Care Group Manager
Peter Rowe, Deputy Medical Director
Steven Keith, Director of People
Ray Stewart, GMB Staff Side Representative
Estelle Thistleton, Non-Executive Director
Sophia Wrigley, Consultant Anaesthetist/Guardian of Safe Working Hours
Paul Youngs, Consultant Anaesthetist

In attendance: Bill Chapman, Head of Workforce
Gill Hunt, Board Secretary
Claire Underdown, Head of Organisational Development
Apologies:

Vicky Brotherton, RCN Staff Side Representative
Jemma Edge, Service Line Manager
Jamie Read, Freedom to Speak Up Guardian
Louise Shalders, Freedom to Speak Up Guardian
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Action
64/18

Welcome and apologies
Mr Leece, Committee Chairman, welcomed those present. The apologies
listed above were noted.

65/18

Freedom to Speak Up
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The Trust was required to undertake a self-assessment of its current
Speaking Up arrangements using an NHS Improvement Tool and to report
the results at a public meeting of the Trust’s Board of Directors. The selfassessment had been completed and the RAG rated results were set out in
agenda item 7. The Human Resources & Organisational Development
Committee would review and oversee the implementation of a detailed
improvement plan in response to this self-assessment.
At the request of Ms Thistleton, Non-Executive Director for Freedom to
Speak Up, Committee members were joined by twelve members of staff
invited to take part in a discussion to inform the Committee’s view of the
Freedom to Speak Up baseline assessment. Details of the assessment had
been provided to invitees in advance of the meeting. Ms Thistleton
provided further background for discussion and suggested attendees may
wish to consider their responses to the self-assessment in the context of
these questions:
•

Where do we think we are now in terms of Freedom to Speak Up?

•

What would a RAG rating of green look and feel like and what
narrative would colleagues like to see to reflect such a rating?

•

What was the gap to a RAG rating of green and how could this be
achieved?

There followed approximately one hour of unminuted discussion.
Comments focused mainly on culture, support for staff, management
qualities, the Learning from Excellence initiative and compassionate
leadership. There were no direct comments on the Freedom to Speak Up
self-assessment.
At the conclusion of the discussion, Ms Thistleton invited attendees to
contact her directly via email if they wished to share any further comments.
Invited guests departed.
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66/18

Minutes of the previous meeting and matters arising
The minutes of the previous meeting, held on the 16 August 2018, were
approved as a true and accurate record.
Ms Thistleton, who had not been present at the August meeting, noted the
Chief Executive’s comments in minute 51/18, page 4, regarding risk W10
Board Effectiveness, a risk owned and reviewed by the Trust Board. Ms
Thistleton suggested that this Committee must consider whether it was
providing adequate assurance to the Board and whether the Board was
providing the required direction to the Committee. Ms Thistleton believed
this Committee must be confident that the Board was setting clear
expectations as to leadership and role modelling. She felt this Committee
required oversight of the Board’s development agenda and be able to give
feedback on the Board’s performance against it. Ms Underdown felt this
was not unreasonable. Mr Keith suggested that it was the Committee’s role
to ensure that the Board’s development plan was aligned to the Trust’s
strategy. It was agreed that this discussion would be pursued at the Board
Development Session scheduled for 2 November 2018.
Review of Action List
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Completed actions and those not yet due were noted. The following
incomplete actions were discussed:
Action 39/18 Leadership Approach: advise NED Committee members on the
outcome of TME’s consideration of the proposal discussed at the June
HR&ODC meeting
Mr Keith had presented this document to this Committee prior to obtaining
the necessary support for it from the Trust Management Executive (TME),
which had yet to review the document. Support from TME was required to
take it to a public Board meeting. Non-Executive Directors were concerned
at the delay in getting this document to the Board as the Committee had
reviewed it in June. TME met on a monthly basis to consider corporate
matters and the next meeting, on 23 October 2018, had been cancelled. The
next opportunity for the document to come to the public Board, subject to
TME review, would therefore be 30 November 2018.
Action 43/18 Guardian of Safe Working Hours: issues raised x 3 in
recommendations in Guardian’s report to June meeting, minute 43/18 refers,
and replicated in Guardian’s report to the July Trust Board
After much discussion under Minute 72/18 below, it was agreed that this
action was not yet complete and should remain on the action list.
Action 56/18 Junior doctors’ rotation exit interviews: Jemma Edge and Bill
Chapman to provide relevant data to the Guardian of Safe Working Hours
At the August meeting it had been stated that exit interviews took place
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post-rotation, hence the offer by Ms Edge to provide her data. There had
been no update to this action since and Ms Edge was not present. Mr
Chapman stated that routinely these interviews did not take place and
therefore there was no data to provide. After some discussion, the
Committee agreed that it would wish to see these interviews take place. It
was agreed that Mr Keith would approach the Director of Medical
Education in the first instance to agree a simple solution. A verbal update
on progress would be given to the December meeting.

SK
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Action 59/18 CQC Compliance Assessment: Equality, Diversity and Inclusivity –
re-visit the Trust’s ED&I Plan to test opportunities for improved assurance
The Chair requested a date for this assessment to be returned to the
Committee on the completion of the action. December 2018 was agreed.
Action 61/18 Include, as a standing item, oversight of work plans of the
Committee’s three sub-groups in Director of People’s Report
Not included in the report.
67/18

Messages from the Trust Board and Chair’s expectations for the meeting,
including progress on improving this Committee’s assurance to the Board
through action focused discussions
This item was not discussed.

68/18

Implementation of the People Strategy and Managing our Workforce Risks
Mr Keith’s paper set out a position statement on progress with the People
Strategy implementation plan and on the Trust’s Workforce risks.
Mr Keith’s presentation of his paper focused on risks W2 Recruitment and
Retention and W3 Agency Staffing. Mr Keith stated that the Board’s
discussion of the (nurse) Safer Staffing paper at its October meeting had
been engaging. Mr Leece agreed but stated that he had sought assurance
that the necessary recruitment to achieve the required operational
performance trajectories would be timely and successful. Mr Keith
acknowledged that there were risks but this Trust was not alone in
experiencing recruitment difficulties and every possible avenue was being
followed up. The Chair again referred to the importance of timely
recruitment, this time citing the improvement plan for Emergency
Department performance winter plan and revised trajectories for national
standards. Mrs Hunt stated that progress on ED recruitment had been
reported to the Safety & Quality Committee (S&QC) as part of the S&QC’s
scrutiny of the ED improvement plan.
Mr Keith had attended part of the Secretary of State’s recent visit to the
Trust and had put forward the Trust’s position on staffing when invited to
do so.
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There followed a discussion about why some nursing staff preferred agency
work to a substantive post. Committee members expressed the view that
they did so for reasons for flexibility and, in some cases, for career
development.
Mr Keith and Mr Bamber advised the Committee that NHS Improvement
had recently issued guidance on their expectations of Trust Boards in
respect of safe and effective staffing. NHS Improvement would assess
compliance with this on a regular basis. Non-Executive Directors sought
further information. Mrs Hunt stated that a presentation had been given to
the Safety & Quality Committee on 15 October 2018 and she would circulate
the relevant summary information with these meeting minutes.
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GH

Ms Thistleton stated she was not clear whether the costs of staff overtime
were covered in financial planning. Mr Keith confirmed that the cost of
incentives was included in financial forecasting. Mr Bamber worked closely
with Finance to ensure this was visible.
The Chair sought and received assurance that bank staff were Working Time
Directive compliant. Mr Keith stated that with agency staff the situation
was opaque but managers were clear about the Trust’s expectations in this
regard and took action in response to any concerns.
Implementation of the People Strategy
The Committee noted but did not discuss progress with the implementation
of the People Strategy. Mr Keith’s report provided a RAG rated assessment
of delivery and a summary of open actions.
The Committee noted the Director of People’s report.
69/18

Workforce Dashboard

The Chairman invited Mr Chapman to highlight key issues from his report,
which set out workforce data to the end of August 2018.
Mr Chapman drew the Committee’s attention to the narrative concerning:
•

Vacancies: the level of vacancies had reduced by 39 FTE, primarily
due to changes in staff in post due to doctor rotations. The impact
of the arrival of nursing preceptees was expected to further reduce
overall vacancy levels over the next few months.

•

Turnover: rolling annual turnover had reduced from 11.05% in August
2017 to 9.64% in August 2018.

•

Annual sickness absence had increased slightly over the past twelve
months, from 4.14% in August 2017 to 4.34% in August 2018. Stress,
anxiety and depression remained the primary reasons for sickness
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absence.
Mr Chapman invited questions.
Dr Wrigley revisited the issue of penalising staff who completed their
mandatory training prior to the due date by bringing forward the date for
annual review. Whilst it was acknowledged that the window for early
completion must be limited, it was agreed that one month was not
unreasonable.
The Committee supported such an accommodation.
Mr Keith agreed and Mr Chapman would consider how this could be
effected in terms of external reporting.
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Dr Wrigley raised a second, but personal, issue regarding training and it was
agreed that she and Mr Chapman would resolve this outside the meeting.
Dr Youngs thanked Mr Chapman for the data on sickness absence by staff
group.
The Committee noted that the Trust was exposed to staff risks associated
with the current Brexit position.
The Committee noted the Workforce Dashboard.
70/18

Exit Interviews for Staff

The purpose of Mr Chapman’s report was to respond to an action raised at
the August meeting concerning the exit process for staff. The Committee
had requested:
•

Assurance that sufficient and appropriate alternatives were
available to staff should they not wish to discuss their reason for
leaving with their line manager.

•

That consideration be given to any additional questions the Trust
would wish to ask at exit beyond the nationally mandated questions.

•

That consideration be given to setting a target response rate for exit
interviews following a best in class review of other Trusts.

•

Details of how exit interview data would be incorporated in the
workforce dashboard used by TME.

Mr Chapman’s report gave assurance that there were two methods for staff
to use should they not wish to give feedback to their line managers on
exiting the Trust.
There were no nationally mandated questions on exit only nationally
mandated reasons for leaving. This was to ensure that responses could be
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collated at a national level. Details of the Trust’s e-exit questionnaire and
managers e-exit interview were appended at Annexes 1 and 2 respectively.
In terms of setting a target response rate, having regard to that of Devon
STP colleagues, a rate of 70% was suggested. This was agreed. Compliance
with this target would be included in TME’s workforce dashboard from
October 2018.
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Mr Chapman invited questions.

The Chairman asked how TME used the workforce data it received. Ms
Orrock explained that this was used to identify trends and hot spots. More
detailed oversight was provided at Service Line level.
There followed a discussion regarding the benefits of assessing
performance using statistical process control charts.
Dr Youngs thanked Mr Chapman for his report. He felt that the Trust should
seek to ensure that 100% of staff were given the opportunity to give
feedback on exit. The Committee agreed.
The Committee noted Mr Chapman’s report.
71/18

Freedom to Speak Up Self Review

The Committee did not review the paper.
72/18

Guardian of Safe Working Hours Report
Dr Wrigley had been undertaking the Guardian role for two years and felt it
was timely to give an overview of progress with the concerns she had raised
over this period. Accordingly, her report was set out in three sections:
•
•
•

Actions completed or in place.
Actions in progress.
Unresolved concerns.

The unresolved concerns included, but were not limited to:
•

The Guardian was not sighted of the outputs, or status of, the
Medical Workforce Improvement Group since January 2018.

•

The Guardian was not sighted of actions following up from the
Workforce Summit in April 2018.

•

The ongoing shortage of junior doctor numbers to cover workload
and enable them to receive the required training.
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•

An escalation policy from the Medical Care Group for junior doctors
working at night so they knew how and where to seek urgent clinical
help.

•

Clarity of junior doctors’ rosters and locum rates.

•

Corporate ownership of the Allocate system.
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Dr Wrigley noted that the agenda item following her report was the
management response to seven Guardian-related issues she had raised
previously. The Committee considered the management response and
agreed that this set out processes rather than provided assurance. It did
not include action owners or timescales for completion. After discussion,
the Committee agreed that there appeared to be a sense of drift in
resolving the Guardian’s concerns but no way forward was identified.
Mrs Hunt stated that, as an observer of this Committee, the current
arrangements for responding to Guardian concerns did not enable this
Committee to give assurance to the Board of timely resolution. Further,
with reporting arrangements to this Committee to be replicated next
month to the Trust Board, this situation would be further exacerbated. She
suggested that some other system for collating and responding to Guardian
concerns, which still retained the Guardian’s independence of reporting,
should be identified as the current arrangements were confusing and
ineffective.
It was agreed that Mr Keith would ensure that a management response to
all the items raised in the reports from the GSWH, with action holders and
timelines, would be circulated to this Committee within three weeks.
73/18

Any Other Business

SK

There was no other business.
74/18

Review and Learning

The Chairman invited comments and observations on today’s meeting.
Feedback included:
•

It had been helpful to involve a wider audience at the start of the
meeting even though the discussion had not focused on the
Freedom to Speak Up self-assessment.

•

The importance of seeking a broader cross section of staff opinion
on key issues. This would be welcome in the future.
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•

The suggestion that Care Group representatives should be invited to
respond to Guardian issues.

There was no further business and the meeting closed at 3.40 pm.
75/18

Date of next meeting
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Thursday 20 December 2018 (calendar invitations issued).
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Item C
University Hospitals Plymouth NHS Trust
Draft minutes of the Safety and Quality Committee meeting
12.30 pm on Monday 15 October 2018
Conference Room, Derriford Centre for Health & Wellbeing
Chair’s Summary of Meeting for the Trust Board

D
R
A
F
T

•

The Committee considered presentations in respect of the two areas where
CQC warning notices had been issued (diagnostics and pharmacy) and was
assured that both areas have clear action plans to address immediate issues
and build a healthy culture. The committee received the reports submitted
to the CQC in these areas.

•

The Committee reviewed the action plan to address issues identified by the
CQC and was assured that a robust plan is in place.

•

In considering the Safety and Quality Report concern was expressed about
potential gaps in monitoring the risk register to which we draw the Board’s
attention.

•

The Committee reviewed the report detailing how the obstetric department
had deviated from the NICE guidelines and considered a response from the
Medical Director which assured the Committee that there is now a robust
process to manage derogation from guidelines.

•

The Committee was assured that the Trust has good qualitative measures of
the experiences of patients with learning disability and was pleased to note
that the Trust will be a pilot site for learning disability standards. We were
pleased to note the progress in quantitative measures of patient care and
look forward to further information in this regard.

•

The Committee considered a report in respect of improving targets for
cancer care and sought information on the measurements that would show
progress.

•

The Committee was assured that the Emergency Department has a robust
plan to maximise space and increase staffing, we noted that there will be a
temporary reduction in resus beds. The report was reinforced by the chair of
the Patient Expereince Committee.

•

The Committee received a presentation on workforce, particularly clinical
workforce and patient care and the Trust’s new responsibilities and
accountabilities in respect of workforce.
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Present:

Jacky Hayden, Non-Executive Director, Committee Chair
Kevin Baber, Chief Operating Officer (part meeting)
Lee Budge, Director of Corporate Business (part meeting)
Greg Dix, Chief Nurse (part meeting)
Giles Charnaud, Non-Executive Director
Phil Hughes, Medical Director

In attendance:

Beverley Allingham, Deputy Director of Nursing
Cathryn Briggs, Officer Commanding Nursing, DMGSW
Anthony Gravett, Healthwatch Representative
Gill Hunt, Board Secretary
Vera Mitchell, Chair of the Patient Experience Committee
Julie Morgan, Head of Audit, Assurance and Effectiveness
Lorraine Webber, Associate Chief Nursing Officer, NEW Devon CCG

Apologies:

Paul McArdle, Assistant Medical Director for Quality
Steve Mumford, Head of Quality Governance

60/18
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Action

Welcome, apologies and declarations of interest
The Committee Chair welcomed those present and apologies were noted.
There were no declarations of interest.
The Chair welcomed Lorraine Webber, Associate Chief Nursing Officer,
NEW Devon CCG. Ms Webber replaced Simon Polak as the CCG’s
representative at this Committee. Introductions were effected.

61/18

Minutes of previous meeting, matters arising and review of Action List
Minutes of the previous meeting
The minutes of the previous meeting, held on 20 August 2018, were
agreed as a true and accurate record subject to the correction of Minute
49/18, third paragraph, to read ‘2019’ rather than ‘2018’. There were no
matters arising.
Review of Action List
Action 1095 Patient Experience Committee to understand the variations in
comparative data for patients without and with a learning disability who
‘did not attend’
It was agreed that this action was now included in the report of the
Learning Disability Team Leader, included on the agenda at item 8.
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62/18

Key messages from the Trust Board
This item was not covered by the Chair.

63/18

Care Quality Commission Inspection Report Action Plan
Ms Sally Mayell, Interim Chief Pharmacist, and Mr David Edwards,
Programme Director, attended for this item. It covered a review of the
Care Quality Commission (CQC) Action Plan submitted on 13 September
2018, which addressed ‘Must Do’ and ‘Should Do’ areas for improvement,
including the Warning Notices in respect of Pharmacy and Diagnostic
Imaging.
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Ms Morgan stated that the Action Plan spreadsheet included with the
meeting papers was being translated into the Action Plan Monitoring
Report, with which Committee members would be more familiar. The
first full update on delivery of the Action Plan as a whole would be
prepared for submission to the CQC at the end of October 2018. 11% of
the actions had been completed. Ms Morgan stated that the monitoring
process was unchanged from that of the previous CQC Action Plan.
Mrs Morgan invited questions on the Action Plan. There were none.
The Chair stated that the Plan appeared to her to be complex and
comprehensive.
The Chair asked if the Trust had received any response from CQC. None
had been received.
The Chair asked if Committee members wished to make any comments
regarding the Warning Notices. In response, Mr Baber detailed Executive
oversight of the work led by Ms Mayell and Mr Edwards. Mr Dix stated
that the CQC would return to the Trust at some point after 26 October
2018; the role of this Committee was to seek evidence that the CQC would
be assured that the Trust had acted on its stated intentions to rectify the
CQC’s concerns and that staff felt change had occurred. Mr Dix
suggested that the Chair may wish invite Ms Mayell and Mr Edwards to
give their synopses. The Chair agreed this would be helpful.
Mr Edwards gave a comprehensive, detailed verbal update on the ‘Must
Do’ actions taken in respect of the Warning Notice for Diagnostic Imaging
regarding risks and timeliness of patient appointments.
Mr Charnaud referred to the Imaging Open Risks and Actions spreadsheet
and noted that, in some cases, the risk owner and the action owner were
the same person. Mr Edwards stated that he was not overly concerned by
this, rather than the named individual was the most appropriate person
to lead.

3

Item C

Mr Edwards continued with his update on the ‘Must Do’ actions to
support and improve the culture and wellbeing of diagnostic and imaging
staff. He suggested that culture was wider than this specialty alone and
covered the entirety of the workforce. An example was the expectation
of regular overtime working, reduction of which could jeopordise patient
flow. The Action Plan had taken care not to place additional burdens on
staff; management was concerned that expectations had been in placed
upon staff to continue to provide a service where , in some cases,
resources to do so were depleted. Actions were in place to supplement
the consultant medical and administrative workforce.

D
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Mr Edwards stated that one ‘Must Do’ would extend beyond the CQC
deadline: the implementation of the e-referral system to reduce risks to
patient safety, particularly in respect of unnecessary exposure and
incorrect referrals. Noting from the Action Plan that IT appeared to be an
issue, Mr Charnaud sought more detail. Mr Edwards stressed that
management had received superb support from IT; performance
trajectories had not slipped and problems were being resolved.
Dr Hughes referred to the issue of the ordering of imaging via ICM in the
Emergency Department (ED). Mr Edwards stated that an amicable
agreement between IT and ED was being sought and the Trust
Management Executive would be appraised of the outcome.
The Chair noted Mr Edwards’ confidence in the Action Plan. Was he
confident of financial support for new equipment? Mr Edwards was
confident that the required investment would be included in the
2019/2020 capital investment round.
The Chair invited Ms Mayell to give a verbal update on progress with the
actions in response to the Pharmacy Warning Notice. Ms Mayell did so,
giving updates on all the ‘Must Do’ items to supplement those in the
written report.
The Chair invited questions. There were none.
The Chair queried progress with e-prescribing. Ms Mayell stated that a
lead pharmacist had been recruited. This would reduce the burden of
activity.
This concluded the Committee’s discussion of this item.
The Committee noted the Care Quality Commission Inspection Action
Plan.
The Chair thanked Mr Edwards and Ms Mayell for attending and they left
the meeting. Mr Dix also left at this point.
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64/18

NHS England Review of Governance and Guidelines in Maternity
Mrs Sue Wilkins, Director of Midwifery/Associate Director of Nursing,
attended for this item.
Mrs Wilkins set the context for this External Review, undertaken by NHS
England, following the Trust’s obstetric body choosing to not fully adopt
all elements of certain guidance from the National Institute for Health
and Care Excellence and the Royal College of Obstetricians. This was a
position not unique to this Trust; other organisations had chosen not to
do so. In response to the External Review an Action Plan had been
agreed with NHS England. This had been completed and signed off by
NHS England. The relevant local learning from the Review was shared
through the local maternity system to align the practices of the four panDevon maternity units.
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The Chair invited questions. There were none.
There followed a discussion between the Chair, Dr Hughes and Mrs
Wilkins on the process for derogation from NICE/College clinical
guidelines.
This was followed by a short discussion on the terms of
reference for clinical governance meetings, raised by Mr Charnaud.
The Chair again invited questions. There were none.
The Committee noted the report of the External Review and the Action
Plan in response.
The Chair thanked Mrs Wilkins for attending and she left the meeting.
Mr Budge joined the meeting.
65/18

Safety & Quality Report

There were six issues to which Dr Hughes wished to draw the
Committee’s attention. He did so via the presentation. The issues were:
•

The risks and actions in response to the nursing ratio to open beds
in Neurosurgery.

•

In response to a CQC recommendation, confirmation that the duty
of candour, as a statutory regulation, was being consistently
applied where required, and that data would be included in the
Integrated Performance Report to the Board.

•

In response to a CQC recommendation, confirmation that the
Board would be provided with assurance that investigations into
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serious incidents or complaints leading to learning and change
where this was needed.
•

A summary of Incident W139359. This generated a discussion
regarding the way in which patients’ telephone numbers were
recorded in their patient record. Ms Webber stated that the
circumstances of this incident were not unique to this Trust; there
was no easy remedy.

•

A summary of Incident W126336, which provided important
learning for all staff involved with invasive procedures.

•

Learning from Excellence and the circumstances of an award to an
administrative manager.
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The Chair invited questions arising from Dr Hughes’ presentation. There
were none.
Mr Charnaud drew the Committee’s attention to the Executive Summary
within the Safety & Quality Report. This, he had noted, did not contain
the full complement of performance standards reviewed by the Trust
Board. Mr Budge confirmed that this was correct, those omitted were
within the oversight of the Finance & Investment Committee (FIC) as
there were financial implications attached to a failure to achieve them.
Mr Charnaud, as a member of FIC, felt that FIC it did not pay sufficient
regard to the impact on patients of under-performance and suggested
that consideration should be given on the re-distribution of oversight of
performance standards amongst the Board’s Committees. Mr Budge
stated that the Board, rightly, looked at the totality of assurance via the
Board Assurance Framework. All the performance standards in the Safety
& Quality report to this Committee had an impact on patients and it was
this Committee’s remit to understand the risks and their impact, to
articulate the further actions required of management to improve
assurance and to then give a view on assurance to the Trust Board. Mr
Budge suggested that the Chair might feel this was a suitable subject for a
Board Development Session.
In seeking to gain a better understanding of the risks and their impact on
patients, Mr Baber suggested that Committee members must triangulate
the assurances set out in meeting papers with face to face informal
discussions directly with staff.
The Chair queried the action for this Committee. No comments were
raised.
Mr Budge stated his intention to present his work on the Board
Assurance Framework, and on the risks within it, to the Audit Committee
on 22 October 2018.

6

Item C

The Committee did not review any additional detail in the Safety & Quality
Report and no questions arose from it.
66/18

Acute Hospital Standards for People with Learning Disabilities (LD)
Saoirse Read, Learning Disability Team Leader, attended to present this
report. She was accompanied by Fiona Dilorenzo, Specialist Heath Care
Assistant for LD. Ms Read drew to the Committee’s attention the
evidence of assurance of compliance with national Monitor Framework
Standards set out on pages 7 to 10.
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There were two issues that Ms Read wished to bring to the Committee’s
attention:
•

Data sources in response to the Chair’s request to understand the
experience of patients with LD when they used hospital services.
The numbers of LD patients who did not attend (DNA) in quarter 1
2018/19 were presented. The report did not state the reasons why
a patient DNA and the Chair was concerned that a patient with LD
may not be aware that they had DNA’d. Ms Allingham felt Ms
Read’s report evidenced progress in understanding the experience
of LD patients. The Chair agreed, thanked Ms Read for her work
to date and noted that this would be further developed in future
reporting.

•

The Trust had volunteered to be a pilot site for the South of
England in respect of new NHS Improvement LD standards.

The Chair invited questions. There were none.
Ms Webber congratulated Ms Read on the impressive evidence presented
in the compliance assessment.
The Committee declared continuing compliance towards the Monitor
Compliance Framework.
The Chair thanked Ms Read and Ms Dilorenzo for attending and they left
the meeting.
67/18

Risk Q1 NHS Performance Standards: Cancer
Ms Sian Dennison, Head of Nursing and Trust Cancer Services Manager,
attended to present this report.
The Committee had been requested by the Board to review performance
against cancer standards, assess the robustness of actions to achieve
sustained performance and, in particular, to seek assurance of the clinical
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review process to protect from harm patients waiting more than 104
days.
Ms Denison presented context, current performance, pathway
management updates and recovery plans for achieving the 2 Week Wait,
31 Day and 62 Day national performance standards. The report also set
out the Trust’s process for reviewing cancer patients treated at, and over,
104 days for clinical harm. In this regard, Ms Denison drew the
Committee’s attention to paragraphs 3, 4 and 5 of Section 7 of her report.

D
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The Trust recognised that there were too many patients waiting over 62
days and over 104 days. There were significant workforce and
operational issues which affected deliverability of these targets.
However, there were clear processes and a Trust-wide Action Plan in
place and these had been validated by the national Intensive Support
Team.
The Chair invited questions. There were none.
The Chair noted an issue in the accompanying Action Plan suggesting
tensions between funding for training and the use of study leave. Dr
Hughes did not have the detail to hand but stated the expectation that
study leave was used for personal development. Ms Denison stated that
she believed this issue to have been resolved and explained the Action
Plan escalation process to the Executive-led Cancer Review Group.
The Chair asked how this Committee should take forward this issue.
What were the measurements to show progress? Mr Baber stated that
whilst there were key touch points within patient pathways, the issue was
achieving a balance of oversight between the Board, its Committees and
Executive-led groups. Mr Baber stated that workforce issues and the
need for closer working between provider organisations affected
performance across a range of national standards.
No further actions were identified to improve assurance.
The Committee noted the report.
68/18

Risk Q1 NHS Performance Standards: Emergency Department (ED)
Dr Anne Hicks, A&E Consultant, attended to present an improvement plan
to achieve the national four hour ED standard. This presentation covered:
•

Approved additional workforce investment and progress with
recruitment.

•

Developments with the estate infrastructure and other actions to
improve patient flow.
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•

Joint working to improve ambulance handover efficiency.

•

Getting It Right First Time feedback.

The Chair invited questions. Three were none.

D
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Mrs Mitchell, a volunteer in the ED, relayed to the Committee and to Dr
Hicks positive feedback from patients on the caring nature of ED staff,
despite intense operational pressures. Mr Charnaud supported this view.
Dr Hicks stated that the ED team had been shortlisted by the Royal
College of Emergency Medicine for Team of the Year award.
Ms Allingham supported comments regarding team spirit. In respect of
ED breaches, Ms Allingham asked Dr Hicks whether the ED team was able
to identify any underlying harm incidents and the learning from them.
Was there any support that the Quality Governance team could give? Dr
Hicks stated that reviewing the data was a resource intensive matter; ED
systems were resilient but she could not give complete assurance in
response to Ms Allingham’s question.
The Hot Floor Improvement Action Plan included with the meeting papers
was noted but not discussed.
The Committee noted Dr Hicks’s presentation.
69/18

Risks Q4 Nurse Staffing, Q5 Medical Staffing and Q6 AHP Staffing
Mr Budge and Ms Allingham gave a presentation with the aim of
enhancing the Committee’s understanding of the patient safety aspects
of these risks, the actions being taken to address them and their potential
impact on patients.
At the conclusion of the presentation Mr Budge stated that Trusts were
required to embed National Quality Board guidance in their safe staffing
processes. NHS Improvement would assess compliance with this on a
regular basis.
It was important that this Committee understood the
requirements of Boards. These were:
•

As part of the safe staffing review, the Director of Nursing and
Medical Director must confirm in a statement to their Board that
they were satisfied with the outcome of any assessment that
staffing was safe, effective and sustainable.

•

To have an effective workforce plan, updated annually, and signed
off by the Chief Executive and executive leaders. The Board should
discuss the workforce plan in a public meeting.
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•

To have an agreed local quality dashboard that cross-checked
comparative data on staffing and skill mix with other sources and
report this to their Board every month.

•

An annual nursing establishment and skill mix review must be
reported to the Board by ward or service area twice a year.

•

That any service changes, including skill-mix changes, must have a
full quality impact assessment review, including redesign or
introduction of new roles.

•

To carry out business-as-usual dynamic staffing risk assessments,
including formal escalation processes.

•

That continuing risks must be escalated to the Board. Actions may
include part or full closure of a service or reduced provision.

D
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In concluding their presentation, Mr Budge and Ms Allingham invited the
Committee to discuss:
•

What, if any, further action would the Committee like to be taken
to improve safe staffing arrangements?

•

What information does the Committee need to discharge its
responsibilities in this area?

•

How will the Committee work with the Board and other
committees to oversee implementation of NHSI’s new
requirements?

Ms Briggs queried whether workforce planning was more robust this
year. Mr Budge felt that management must be better at the forward
look. Health Roster was, in his opinion, not used as well used as it could
be to identify gaps.
Ms Webber queried how the Trust linked to businesses locally and how it
captured data on families moving to the area. Mr Budge stated that the
Trust’s Director of People was better placed to respond but the Trust
should articulate a ‘Plymouth Prospectus’ setting out its ambition and
strategy for attracting staff and promoting the Trust as a place to work.
Mr Charnaud queried whether any arrangements existed to identify job
applicants who did not quite make the required grade but who
nevertheless had potential. Dr Hughes responded from the perspective
of consultant recruitment. Generally, a reasonable field of candidates put
themselves forward. This led to a short discussion on external issues
affecting recruitment, including the Trust’s location, Brexit, and on the
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impact of vacancies in delivering performance targets and trajectories.
The Chair stated that discussions at the Board tended to focus on nurse
recruitment but there were clearly benefits in identifying areas where
focused recruitment would be reap rewards.
Executive Directors and Non-Executive Directors concluded that it would
be helpful to devote time to workforce issues at a future Board
Development Session.
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The Committee noted the presentation given by Mr Budge and Ms
Allingham, including the new responsibilities of the Board in respect of
workforce issues.
70/18

Risk Q7 Avoidable Deaths

Dr Hughes gave a presentation with the intention to provide:
a) Assurance of Service Line reviews of HMSR & SHMI and actions to
understand anomalies, as identified by the recent CQC inspection.
b) Assurance of appropriate coding in response to a recent Dr Foster
outlier alert.
Dr Hughes explained the processes in place at Care Group and Service
Line level in respect of (a) and confirmed that the Trust would establish a
centrally held record of any work that a service line conducted in
reviewing deaths. Care Groups would be requested to attend the
Mortality Review Group (MRG) to update the MRG on the learning and
the actions taken. The Medicine Care Group had produced its Learning
from Deaths Report, which would be reported to the MRG in November.
In respect of (b), Dr Hughes stated the reasons why it was believed that
since the introduction of Salus, the Trust’s bed management system, the
Trust had been identified as an HMSR outlier. An improvement project
was in place. Support from NHS Improvement had been requested to
ensure the Trust’s findings were correct.
The Chair invited questions. There were none.
The Committee noted Dr Hughes’ report.
Ms Allingham, Mr Baber and Mr Budge left the meeting.
71/18

Risk Q13 Clinical Administration
Ms Jacqui Beer, Head of Performance & Information, attended to present
this report. This set out the actions being taken to address inefficiencies
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in the clinical administration process which impacted upon patients’
treatment and the communication of information. Ms Beer drew the
Committee’s attention to barriers to progress, plans to address these,
and ongoing actions to improve performance.
The Chair invited questions. There were none.
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The Chair welcomed this work but suggested that the protocols detailed
would generate delays. She believed writing an accurate patient letter to
be a core competence. Dr Hughes agreed but there were additional
safeguards in a senior review.
The Committee noted this report.
The Chair requested an exception report if the expected progress did not
result.
The Chair thanked Ms Beer for attending and she left the meeting.
72/18

Reports from Chairs of Sub-Committees
Due to time constraints, the Chair asked presenters if there were any
issues within their reports that they wished to highlight to the
Committee’s.
Clinical Effectiveness Group and Clinical Audit Report
Mr McArdle not being present, Ms Morgan stated that there were none.
Patient Experience Committee Chair’s Report
Mrs Mitchell wished to bring to the Committee’s attention the benefits of
the SPACE programme developed by Dr Sioned Evans to improve staff
communication skills with patients, especially those patients receiving
palliative care. Mrs Mitchell also wished to highlight the challenges with
the roll-out of the Just Ask campaign. Here, as with other matters
discussed by the Committee today, staffing had been a contributing
factor. Without this support staff would not be able to give patients the
best possible service and, therefore, this issue went right to the heart of
the Trust’s values and desired culture.
Quality Assurance Committee Chair’s Report
There were no matters to which Ms Morgan wished to draw the
Committee’s attention.
The Committee noted the reports from the Chairs of Sub-Committees.

73/18

Safety & Quality Committee Terms of Reference
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The required annual review of this document had taken place and two
amendments were proposed for the Committee’s approval.
On reviewing the Terms of Reference, the Committee agreed that the
second compliance bullet point under ‘Duties’ should read ‘fundamental’
rather than ‘essential’ standards of care.
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The Terms of Reference were approved by the Committee.
74/18

Chair’s summary for the Trust Board
The Chair suggested that her summary for the Board would cover the
CQC Action Plan, staffing and LD.

75/18

Any Other Business

There was no other business.
76/18

Review and Learning

The Chair invited comments on the learning from this meeting.
Mr Webber stated that, from her perspective, there was a good level of
assurance regarding the CQC Action Plan.
There was no further business and the meeting closed at 3.10 pm.
77/18

Date of next meeting

12.30 – 3.00 pm on Monday 17 December 2018.
Calendar invitations had been issued for the 2018/19 meeting round.
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Item C Safety & Quality Terms of Reference for approval

Terms of Reference
Safety & Quality Committee
Constitution
The Trust’s Board resolves to establish a Committee of the Board to be known as the Safety and Quality
Committee (SQC). The SQC will be required to adhere to the constitution of University Hospitals
Plymouth NHS Trust. As a committee of the Board, the Standing Orders of the Trust shall apply to the
workings of the Committee.
Conduct of Business
The Committee shall meet six times a year to carry out its responsibilities. The Chair of the Committee
may call for additional meetings should the need arise.
The Committee shall adopt a forward work programme that reflects the priorities agreed by the Board.
The Committee is authorised by the Board to investigate any activity within its Terms of Reference.
The Committee is authorised to request the attendance of individuals from outside the Trust with
relevant experience and expertise if it considers this necessary.
Duties

Membership

Safety & Quality
 Monitoring the effectiveness of the Trust’s
quality governance processes, including the
systems of risk and incident management and
the quality and timeliness in dealing with
complaints.
 Reviewing key issues highlighted in the
corporate risk register and assessing the
degree of assurance on actions being taken to
reduce key clinical risks.
 Ensuring high quality clinical policies and
procedures are in place and adhered to.
 Ensuring that appropriate action is taken in
response to national reports.
 Maintaining oversight of the clinical audit
programme.
Compliance
 Monitoring compliance with national quality of
care standards as identified by NICE,
Confidential Enquiries, NHS England, National
Service Frameworks, National Patient Safety
Alerts and NHS Resolution.
 Reviewing the adequacy of the declaration of
compliance with the CQC fundamental
standards for quality and safety and supporting
assurances prior to endorsement by the Trust
Board.
 Monitoring compliance with the Trust’s
responses to the findings of HM Coroner.

Membership of the Committee shall comprise the
following members of the Board:
 Two Non-Executive Directors
 Chief Operating Officer
 Medical Director
 Chief Nurse
 Director of Corporate Business
In addition, the following shall also be 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 the Trust’s
Commissioners
A representative from the Defence Medical Unit
South West shall be invited to attend meetings.
Other managers and staff may be invited to attend
meetings as and when required.
The Committee shall be chaired by a Non-Executive
Director.
A quorum shall be three members, one of whom
must be a Non-Executive Director.
All members to attend at least 75% of scheduled
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Reporting
 Reviewing annual reports related to safety and
quality governance prior to publication.
 Reviewing the adequacy of arrangements for
monitoring and reporting the quality and safety
of services provided for, or delivered to, its
patients, visitors and staff.
In discharging these duties, the Committee will
maintain the assurance framework for the
objectives and risks associated with patient safety
and service quality.

meetings within a 12 month period.
Deputies must be sent when members are unable
to attend the meeting.
All other members of the Trust Board shall be
entitled to attend and receive papers to be
considered by the Committee.
The Board Secretary will ensure that an efficient
support service is provided to the Committee.

Accountability and Reporting Arrangements
The Chair of the Committee shall prepare a brief summary of the key issues arising from each meeting
and present this to the Trust Board.
The detailed minutes of all meetings shall be formally recorded and submitted to the Trust Board.
The Committee will periodically review the composition and performance of its sub-committees and
receive regular reports from these sub-committees.
Review Arrangements
The Terms of Reference and performance of the 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.
Sub-Committee Arrangements
The SQC will require regular reports from the following:
 Clinical Effectiveness Group.
 Infection Prevention Sub-Committee.
 Mortality Review Group
 Patient Experience Committee.
 Quality Assurance Committee.
 Quality Governance and Learning Group.
 Quality Improvement Committee.
 Medicines Utilisation and Assurance Committee.
TORs last approved by SQC

These TORs approved

October 2018

By Trust Board xxxx
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SUMMARY REPORT
Trust Board

30 November 2018

Subject

Trust Seal

Prepared by

Board Secretary

Approved by

Director of Corporate Business

Presented by

Board Secretary

Purpose
The purpose of this report is to update the Board on the use of the Trust’s
seal.

Decision
Approval
Information



Assurance

Corporate Objectives
Improve Quality

Develop our Workforce

N/A
Executive Summary

N/A

Improve Financial Position Create Sustainable Future

N/A

N/A

In accordance with the Trust’s Standing Orders, the Trust Board receives regular updates on
the use of the Trust’s seal. The most recent report to the Board was in July 2018. Documents
signed and sealed since the previous report are:

Contract Description
HM Land Registry form TR1 transfer of
whole of registered title for premises at
Derriford Hospital
Lease for premises at Derriford Hospital
Variation Notice and Confirmation re above
lease
Service Agreement dated 22 December
2011 as amended and re-stated, Schedules
1-19 re above lease
Licence to underlet, sub-lease of unit E,
multi-storey car park, Derriford
Licence for alterations by under tenant, unit
E, multi-storey car park, Derriford
Licence for alterations, unit E, multi-storey
car park, Derriford
Quality Impact Assessment

Between UHP and:

Date

Indigo Park Services UK Ltd

19.07.18

Indigo Park Services UK Ltd
Indigo Park Services UK Ltd

19.07.18
19.07.18

Indigo Park Services UK Ltd

19.07.18

Lime Property Fund Limited
Partnership, DCVAC Group Ltd
and Gary Alexander Weeks
Lime Property Fund Limited
Partnership, DCVAC Group Ltd
and Gary Alexander Weeks
DCVAC Group and Gary
Alexander Weeks

13.11.18

13.11.18

13.11.18

None.
Financial Impact Assessment
None.
Regulatory Impact Assessment
1
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None but this report demonstrates good governance and compliance with Standing Orders.
Equality and Diversity Impact Assessment
None.
Environment & Sustainability Impact Assessment
None.
Key Recommendations
The Trust Board is asked to note this report.
Next Steps
N/A

