AGENDA
Trust Board
Date

Friday 25 January 2019

Time

10.00 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, actions review

-

Richard Crompton

Enclosed

4

Why we are here … a patient story

-

Greg Dix

5

Chief Executive’s Report

Verbal

Information

Ann James

Enclosed

Approval

Gary Minto

Enclosed
Enclosed

Shaping our strategy and plans
6

Research & Development Strategy

Reviewing our performance and risks
7

Board Assurance Framework

Review

Lee Budge

8

Committee Chair updates

Review

Committee Chairs

9

Care Quality Commission Action Plan

Review

Ann James

Enclosed

Review

Executive Team

Enclosed

10 Integrated Performance Report

Verbal

Seeking assurance on delivery
11

Maternity Services Annual Review

Assurance

Sue Wilkins

Enclosed

12

Freedom to Speak Up Self-Assessment

Assurance

Steven Keith

Enclosed

13

Training and Education Report
• Overall update on education and training
• Report of the Director of Medical Education
• Report of the University of Plymouth

Assurance

Steven Keith
Matthew Bowles
Hisham Khalil

Enclosed

14 Safeguarding Annual Report

Assurance

Greg Dix

Enclosed

15 Fire Safety Annual Report

Assurance

Nick Thomas

Enclosed

16 Cyber Security Annual Report

Assurance

Nick Thomas

Enclosed

17

Assurance

Chairman

Enclosed

18 Any other business

-

Chairman

Verbal

19 Key actions for Committees and Executives

-

Chairman

Verbal

20 Review and learning

-

Chairman

Verbal

21

-

Chairman

Verbal

Fit and Proper Person Test Compliance

Closing items

Next meeting: Friday 29 March 2019

Minutes of the Board’s Committees for noting*
A

HR & OD Committee, December 2018

Assurance

NED Chair

Enclosed

B

Safety & Quality Committee, December 2018

Assurance

NED Chair

Enclosed

C

Research Committee, December 2018 and approval
of Terms of Reference*

Assurance

NED Chair

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.

January 2019

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.
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University Hospitals Plymouth NHS Trust
Minutes of the Trust Board meeting
1015 Friday 30 November 2018
Board Room, Derriford Centre for Health and Wellbeing
Present:

Richard Crompton, Chairman
Kevin Baber, Chief Operating Officer
Greg Dix, Chief Nurse
Jacky Hayden, Non-Executive Director
Ann James, Chief Executive
Elizabeth Kay, Associate Non-Executive Director
Neil Kemsley, Director of Finance
Hisham Khalil, Non-Executive Director
Mike Leece, Non-Executive Director
Graham Raikes, Non-Executive Director
Estelle Thistleton, Non-Executive Director
Nick Thomas, Deputy Chief Executive
Henry Warren, Associate Non-Executive Director
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In Attendance:

Joanne Beer, Director of Winter and Partnerships
Bryonie Brindley, Executive Office Administrator (minutes)
Lee Budge, Director of Corporate Business
Steven Keith, Director of People
Jamie Read, Freedom to Speak Up Guardian
Richard Struthers, Care Group Director, Surgery (on behalf of Phil Hughes)
Claire Underdown, Head of Organisational Learning and Development

Apologies:

Giles Charnaud, Non-Executive Director
Phil Hughes, Medical Director
Gill Hunt, Trust Board Secretary

85/18

Action

Welcome and Declarations of Interest
The Chairman welcomed those present, noted the apologies listed
above and requested Board members to declare any interests they
had pertaining to the matters listed on the agenda.
No declarations were made.

86/18

Minutes of the previous meeting and matters arising
The minutes of the previous meeting, held on 5 October 2018, were
agreed as a true and accurate record.
The Board reviewed the actions noted on the Executive Actions
Register (EAR) and these were approved as closed.
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Estelle Thistleton raised a query regarding comments previously
made by staff within the Recovery Team who had noted feeling
disempowered. Greg Dix and Kevin Baber responded that work was
underway with the teams to address these concerns. Going forward a
member of theatres staff would be in attendance at the daily
operational site meetings and this would ensure that key operational
messages were disseminated amongst the team. Kevin Baber noted
that this, alongside the current winter planning, would also help to
keep theatres teams informed of the wider pressures faced by the
Trust, and involved in the planning solutions.
87/18
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Questions to the Board Pertinent to the Agenda
Vera Mitchell posed a question to the Board regarding delayed
appointments due to patients awaiting reports of diagnostic images.
Kevin Baber stated that as part of the work to address concerns
raised by the CQC, teams had been working hard to track and reduce
the number of MRI and CT scans awaiting reporting. It was noted that
whilst there was some way to go these numbers were dropping
significantly.
Vera Mitchell also posed a question further to the recent Safety &
Quality Committee meeting regarding two projects which had been
presented - ‘Space’ and ‘Just Ask’. Greg Dix responded that these
communication tools were aimed to guide compassionate and
succinct communication between staff and patients. Both projects
were being taken forward by nurse champions through training and
various nursing forums.

88/18

Chairman’s Introductory Remarks
Richard Crompton noted that the agenda for the meeting would take a
slightly different approach from a governance perspective in order to
make better use of the Board Committees. Feedback would be
requested on this new approach at the end of the meeting.

89/18

Chief Executive’s Report

Ann James echoed the Chairman’s opening remarks and noted that
the agenda for the meeting provided for focused discussions around
key improvements that the Trust would need to make and winter
resilience plans. Ann James noted that a number of NHS
organisations had been in the national news recently and therefore it
was important that the Trust remained focused on ensuring that we
not only provide the right level of care for our patients but also support
our staff effectively through the difficult winter months.
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90/18

Board Assurance Framework
Lee Budge informed the Board that the Board Assurance Framework
(BAF) had recently been reviewed and refreshed, in order to make
sure that the Board and its Committees focused on key areas of
concern. It was noted that some of the summarised actions noted had
not yet been through the relevant Committee as this was currently a
work in progress. As part of the next item of discussion, each NonExecutive Committee Chair was asked to consider the actions
identified within the BAF to enable a cycle of assurance and
escalation of problem areas as required.
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The Board noted the Board Assurance Framework.
91/18

Committee Chair Updates

Jacky Hayden concurred with the 6 key areas of concern for the
Safety and Quality Committee noted within the Board Assurance
Framework summary. In particular Jacky noted interdependencies
with the Finance and Investment Committee with regards to plans to
mitigate equipment risks through the capital programme, and the
HR&OD Committee with regards to workforce safeguards.
Lee Budge responded that there were actions with mutually
dependant elements across the areas of concern for each Committee;
they had been presented in this way to eliminate any grey areas or
unknowns with regard to which Committee would take overall
responsibility. In order to manage and alleviate concerns Lee
indicated that each Non-Executive Committee Chair could have an
off-line discussion with colleagues regarding areas where there was a
potential cross-over of role. Lee advised Jacky that this wasn’t to
indicate that the Safety and Quality Committee shouldn’t have an
overview of these issues, but in order to maintain clarity of focus it
was important to note which Committee had overall responsibility for
delivery of assurance to the Trust Board.
Richard Crompton noted positive levels of assurance from the Safety
and Quality Committee overall and invited questions from the Board.
Ann James noted that where Pharmacy had been mentioned,
diagnostics should also be included.

LB

The Board noted the report from the Safety and Quality
Committee.
Mike Leece noted that the key areas of focus highlighted within the
Board Assurance Framework would be worked through by the
HR&OD Committee at its December 2018 meeting. Mike Leece
highlighted the key items from the HR&OD Committee in October
2018.
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The draft self-assessment on freedom to speak up had seen
increased engagement and a positive enriched discussion thanks to
input from Estelle Thistleton. Some feedback had already been
received and this would be finalised at the December 2018 meeting.
The risks around recruitment and turnover were still present. Mike
noted that as we move into a period of increased pressure it was of
great importance that staff are supported and thanked by the Trust
Board. Richard Crompton echoed Mike Leece’s comments and
encouraged the Trust Board, as leaders, to demonstrate the core
values of the Trust as much as possible over the coming months.
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Richard Crompton invited questions from the Board. There were
none.
The Board noted the report from the HR&OD Committee.
Henry Warren noted that key areas of focus from the Finance and
Investment Committee would be discussed under the relevant section
of the Integrated Performance Report. Henry reiterated the biggest
challenge to the Trust was our in year position against financial plan
and that we needed to remain focused on the bigger picture.
Henry Warren brought to the attention of the Board an overspend on
the Emergency Department improvement works by approximately
£1m, the Finance & Investment Committee were fully versed on the
reasons for this overspend.
Richard Crompton thanked Henry for his comments and noted the
importance of maintaining a view of the bigger picture in terms of the
financial pressures faced by the Trust. Richard invited questions and
comments from the Board. Ann James noted that the Board would
discuss the bigger picture, strategic view of services, and the 2019/20
plan as part of the forthcoming Board Development sessions.
The Board noted the report from the Finance and Investment
Committee.
Graham Raikes noted that the agenda of his inaugural meeting of the
Audit Committee in October 2018 had been light, which was to be
expected given the time of year. The December meeting would focus
on the actions mentioned earlier by Lee Budge as part of the Board
Assurance Framework. Graham was keen to continue to work with
Lee on assurance mapping and ensuring the Trust Risk Register was
used effectively in creating fewer, more triangulated risks.
Richard Crompton thanked Graham for his report and invited
questions. There were none.
The Board noted the report from the Audit Committee.
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92/18

Care Quality Commission Action Plan
Ann James and Greg Dix presented the detailed CQC Action Plan
Monitoring Report to the Board. Greg Dix highlighted the following key
points:
•

Improvements had been made in both Pharmacy and Diagnostic
Imaging. Greg noted that the improvements in these areas were
governed by regular meetings chaired by either himself or Kevin
Baber, and that the improvement programme would continue until
and beyond any re-inspection by the CQC. Greg noted positive
engagement from the Service Lines at each monitoring meeting.
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•

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

•

The detailed action plan had been developed in response to the
quality report which addressed the warning notices together with
the ‘must do’ and ‘should do’ areas for improvement.

•

The report noted 26% of the actions had already been completed,
however following a monitoring meeting which had taken place
earlier in the week, Greg was able to report that this was now at
35%.

•

Delivery of the overall action plan was being overseen by a
monthly CQC Post Inspection Project Group.

•

Ongoing assurance would be reported internally to the Safety and
Quality Committee and externally to the CQC, NEW Devon CCG
and NHS Improvement.

•

Any concerns regarding delivery of the action plan would be
escalated to the Trust Management Executive or Trust Board as
appropriate.

With regards to the warning notice for Pharmacy, Greg Dix reported
that the number of clinical vacancies within Pharmacy had decreased
with the employment of 10 new team members but that it would take
time to fully train them so the full impact of the new staff was not yet
realised.
Greg relayed some positive feedback from one of the pharmacists
regarding the culture of working within the department. The Board
noted that there was still clearly work to be done but culturally the
department was moving in the right direction.
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Greg noted that more senior management support was required
within the team now that the interim arrangement for the support
manager had come to an end, and that this had now been rectified as
one of the Trust’s Service Line Managers from Oncology was due to
start in the department shortly.
Greg noted an ongoing concern regarding specialist Pharmacist
cover, due to a number of HR processes underway within the
department. This would be discussed with the Executive Team next
week.
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With regards to the warning notice for Diagnostic Imaging, Greg Dix
reported positive engagement from the Service Line management
team. One of the biggest issues faced was with e-Referrals within the
department; this action had unfortunately slipped by a number of
weeks however a pilot had now begun which would be tracked weekly
although early indications had shown the impact of this work to be
positive.
Kevin Baber reported that staff were doing more work within the
department, and this would need to be monitored, particularly as the
Trust enters the busy winter period as this may not be sustainable.
Also, the culture within the department would take some time to shift.
Richard Crompton asked about the sustainability of some of these
changes being put in place, Greg Dix responded that the action plan
was not just about actions but also about monitoring and tracking
process and outcome measures monthly, therefore any issues could
be addressed quickly.
Richard Crompton asked Jacky Hayden if the Safety and Quality
Committee had considered senior members of the team visiting the
Pharmacy Department to talk to individual members of staff in order
to triangulate the improvements presented and sense check the
impact of these positive steps from within the department. Jacky
Hayden agreed that it was important to acquire the view from the
team on the ground, but that this would need to be managed in a way
so as to take a broad scope of opinion rather than one or two
individual thoughts.
Henry Warren and Estelle Thistleton noted that positive progress was
clearly being made in both areas but queried when we should ask, as
a Board, why these issues had not been noted and rectified more in
advance, and how the Board would reflect on the learning from this.
Richard Crompton and Ann James agreed that reflection was
important and noted that there had already been a development
session on the role of the Board in the culture and climate of the
Trust, and that a further development session would be planned using
Pharmacy or Diagnostic Imaging as an example to reflect upon to
examine what could be done differently in the future.
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Ann James reminded the Board that it was the Trust Management
who had made the CQC aware of concerns within Pharmacy and
suggested that a chronology of events would be useful to reflect
upon for the learning of the Board.
Estelle Thistleton suggested that the learning for the Board was wider
than just these two areas and a more open discussion on how to drive
improvements in the culture and climate of the Trust was required.
Estelle suggested that the HR&OD Committee could propose actions
for the Trust Board to take forward and monitor progress. Mike Leece
responded in support of Ann James’ suggestion that she and Richard
Crompton take overall guiding responsibility for the Board
Development and produce a proposal to be shared with the Board for
agreement, using Pharmacy as a worked example to produce a
model by which we could test if the Board was truly triangulating
information correctly. Ann James and Richard Crompton agreed and
would produce a proposal.
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AJ/RC

Richard Crompton thanked Greg Dix for the report and invited
questions from the Board. Jacky Hayden commented on the use of a
process measure being given to answer an outcome question. Greg
Dix responded on the way that each domain has been reported and
how this is set out in the strict template provided by the CQC. Greg
noted the importance of a number of process measures being used to
answer each outcome question, and reminded the Board that this
action plan was a monitoring report that would continue to be used to
oversee the programme of improvements up until, and beyond, any
re-inspection.
The Board noted the CQC Action plan.
93/18

Integrated Performance Report
Kevin Baber introduced the refreshed Integrated Performance Report
to the Board and requested feedback, particularly on the presentation
of the key performance indicators. Richard Crompton and Henry
Warren commented on the presentation and layout of the
performance report; they indicated approval of the arrangement of
indicators by Service Line and by Care Group and the additional data
available.
Greg Dix noted one item of exception within the caring domain and
informed the Board that there had been 6 non-clinically justified
breaches of mixed-sex accommodation guidelines. Greg noted that
these breaches related to patients being transferred from the
Emergency Department to the Medical Assessment Unit and Surgical
Assessment Unit. Screens had been used to make the situation of
patients as comfortable as possible until beds were released to rectify
the situation.
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Greg Dix noted that 100 new preceptees were now included within
ward numbers and the fill rate for wards had dramatically improved.
Greg had recently returned from leave and visited some areas, and
was able to report improved staffing levels. Greg also reported that
staffing levels were now being reported by Care Group, this was so
that if staff were required to be redeployed they were more likely to
remain within their Care Group. This had greatly reduced the
redeployment of nurses outside of their Care Group.
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Greg Dix reported a slight increase in the number of pressure ulcers
reported which was partly due to the national definitions being altered.
However, there were 2 wards where the increase may not be fully
attributed to this altered definition, and Greg had deployed the Tissue
Viability Team to these areas to investigate further.
Kevin Baber reported that Joanne Beer had been appointed as
Director of Winter and Partnerships in order to maintain daily
oversight of the progress with flow throughout the Trust over the
difficult winter period.
Kevin Baber reported that the Trust continued to work on the key
recommendations out of the Emergency Department external review
and, in particular, the concerns regarding the recruitment of middle
grade doctors. Kevin reported that the HR Team had been working
closely with the department on new ways of advertising and attracting
candidates. It was hoped that the Trust would soon be able to appoint
an additional 12 posts outside of the existing rota.
Kevin Baber noted that the relocation of the Fracture Clinic was
proving to be complex; a partial solution had been found in that the
Emergency Department would be enabled to use the Fracture Clinic
space at weekends when their nursing establishment had been
addressed. However a long term solution had not been established at
present.
Richard Crompton noted that many of the questions arising from the
responsive segment of the performance report would be picked up
within the Winter Resilience Plan item.
Kevin Baber noted that the Plymouth Orthopaedic Partnership had
gone live and Care UK was now undertaking approximately 20
operations a week at the Treatment Centre. Kevin also noted that this
meant that the patients who were on Care UKs waiting lists had now
merged with the Trust waiting lists, so the Board should expect to see
a peak in the overall waiting list figures; this had been agreed and
understood locally and nationally.
Kevin Baber drew the Board’s attention to the latest performance
figures for 62 day cancer waits. Overall there were some areas that
remained challenging but also pockets of improvement could be seen.
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Hisham Khalil raised a query about improvements with cancer targets
being impacted by diagnostics. Kevin Baber reported that progress
was gradual but improvements were being made.
Richard Struthers updated the Board on a recent never event. The
patient had suffered no harm as an outcome of this and the correct
surgery had been carried out. The surgical team had correctly
reported this as a never event as there are other procedures involving
a mid-line incision which could lead to a similar situation. The team
had reviewed the event and actions had been put in place to ensure
there would not be a recurrence.
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Steven Keith updated the Board on workforce capacity. The Trust had
launched a ‘new deal’ flexible recruitment campaign which had
proven successful in reducing the number of vacancies. The
recruitment team had been working closely with the Director of Winter
and Partnerships on filling specific vacancies. Key staff retention
actions were also underway and several members of staff had utilised
the ‘new deal’ pathway in order to access flexible opportunities.
Steven Keith noted that further to the workforce summit held in April
2018, the Care Groups had been tasked to develop future workforce
plans and that a workforce toolkit was being used by Care Groups to
model alternatives within the current resource envelope. These plans
would be completed as part of the development of 2019/20
operational plans.
Steven Keith also noted that a detailed action plan was being
developed to address a number of concerns raised by the guardian of
Safe Working Hours. The Board were asked to specifically note:
•

The rollout of Doctors Direct was to be implemented by January
2018

•

Staff feedback on the Big Conversation and Junior Doctors survey
would be shared with the Junior Doctors Forum

•

The implementation of the BMA fatigue charter would commence
with a review of on-call rooms in December 2018

•

The Deputy Medical Director would lead a working group to
undertake an initial scoping session on roster management.

Finally, Steven updated the Board that the staff survey would remain
open for an extra week, due to the IT issues experienced during the
launch.
Neil Kemsley provided the Board with an update on the Trust’s
financial position. It was noted that 2018/19 had begun with a
challenging financial improvement plan to achieve the control total
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which had been set by NHS Improvement, at a maximum deficit of
£3.8m. It had been assessed that the Trust’s financial improvement
plan would need to deliver £33m benefits in year, equivalent to 6% of
the overall budget. The Trust Board had previously signed off this
budget but was aware of the scale of the challenge for its delivery.
Neil Kemsley reported that at month 7 the Trust had a deficit of
£19.61m, a variance of
£12.61m from plan. The ‘Provider
Sustainability Funding’ (PSF) financial criterion had been met for
quarter 1 but not for months 4-7. Therefore, the Trust had recognised
only £1.31m of the £5.60m PSF available for the year, a variance of
£4.29m to date. The financial improvement plan achieved to date was
£9.11m, a £2.84m adverse variance against the target. The income
and costs associated with service delivery showed an adverse
variance of £6.61m.

D
R
A
F
T

The Board have formally acknowledged that the Trust would not be
able to deliver the control total. Neil noted the 3 main reasons for this
in line with the current adverse variance to plan, as follows:
•

The Trust was forecasting a £10m shortfall in the delivery of the
financial improvement plan; it was expecting to deliver around
£23m of the £33m efficiency target (delivery of a 4% improvement)

•

Although the Trust had increased its elective/planned activity by
around 2% overall, it had not increased activity by as much as
intended in some specialised services

•

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 nonNHS organisations, the adverse impact of this was £1m.

Neil Kemsley noted that in total the Trust was forecast to miss the
original planned deficit of £3.8m by £14.5m, furthermore, as a result
of not achieving the control total, the Trust would also fail to benefit
from £11.1m of PSF.
Neil Kemsley reported that the Trust was taking action in a number of
areas to secure and improve the forecast position and its longer term
financial performance. Feedback from the recent CQC use of
resources assessment, along with data from national programmes
such as model hospital and GIRFT would all help to signpost a
number of areas where further improvement needed to be secured,
as well as demonstrate what had already been achieved.
Financial improvement actions were being driven by the Trust
Management Executive and the Financial Improvement Group. These
included:
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Short term
•

A detailed review of the 2018/19 financial forecast to ensure that
all recovery actions previously identified were delivered.

•

A review of short notice financial commitments such as clinical
outsourcing, overtime, agency and bank spend (ensuring no
detrimental impact on service delivery).

•

Ongoing discussions with STP partners and Commissioners to
secure the income assumed in the forecast outturn.

Long term
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•

The Trust would need to reduce the number of cancelled
operations and readmissions.

•

Continue to drive improvements in outpatients and theatres
utilisation.

•

Continue to review medical workforce costs as the Trust was an
outlier in terms of the proportion of total workforce costs, and
medical time spent on direct patient care.

•

Roll-out some of the innovations in alternative workforce models
across the Trust.

•

Implement and roll-out IT solutions to support prescribing, theatre
management and medical rostering.

Richard Crompton invited questions from the Board. Henry Warren
raised a query regarding staff working extra hours and not requesting
payment. Henry asked the Board to consider if this was a wider issue
or not, and how best to address this. Kevin Baber was able to
respond that the management had been clear that staff had been
encouraged to claim for work done.
The Board noted the Integrated Performance Report.
94/18

Guardian of Safe Working Hours Report
Sophia Wrigley presented the quarterly guardian of safe working
hours report to the Board. Richard Crompton noted that the previous
time Sophia had attended the Board had been unable to provide the
assurance sought against a number of concerns raised and asked
Steven Keith what had been taken forward since the last meeting.
Steven Keith reported that the Senior HR Team had met and
developed an action plan to address the concerns which had been
raised. Steven met with Sophia on a regular basis to keep her
updated on the progress being made.
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Richard Crompton enquired if the HR&OD Committee had oversight
of these actions which were outlined within Sophia Wrigley’s report,
and Mike Leece responded to confirm this was the case. Sophia
Wrigley felt more assured that these actions were being picked up
and addressed.
Richard Crompton invited questions from the Board and Jacky
Hayden enquired if the Board should have clarity of oversight on
medical staffing issues in the same way as it does for Nurse staffing
issues. Lee Budge responded to note that the safe staffing risk was
owned by the HR&OD Committee and this Committee also held
responsibility to ensure the guidance around workforce safeguards
are in place across the Trust.
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The Board noted the Guardian of safe working hours report.
95/18

Freedom to Speak up Guardians Report
Jamie Read presented the annual Freedom to Speak up Guardians
report to the Board. Jamie thanked the Board for the engagement
shown over the past year, in particular at the recent Board
Development session. It was noted that the last 12 months had been
complex, challenging, exciting and difficult, but the progress had been
positive due to engagement at all levels of the Trust.
Jamie Read noted that the number of issues being reported had risen
significantly, however this was felt to be positive as it meant that the
team were much more visible and accessible to all staff. Jamie stated
that the team would need to become more proactive, rather than
reactive, and would need to maintain increased visibility going into
one of the busiest periods for the Trust.
Richard Crompton invited questions from the Board. Estelle Thistleton
thanked Jamie for all the hard work of the Guardians this year as it
was acknowledged that there had been a sharp learning curve.
Estelle noted that clearly the Trust was doing its best to ensure a
culture that was in keeping with its core values.
Estelle Thistleton invited Jamie Read to discuss how people were
currently feeling, given the increased pressures placed upon them.
Jamie responded that staff across the Trust felt very strongly about
the quality of patient care they provide, and this clearly came at a
price in the negative behaviours which were sometimes exhibited.
Jamie noted that there was also sometimes a feeling, generally within
the Trust’s more junior staff, that they were unsure where and how to
seek support. Jamie noted how important it was that we, as a Trust
Board, recognise these situations, give people permission to ask for
help and the ability to raise concerns. Jamie also noted the
responsibility of the Board, and of all staff, to address the negative
behaviours sometimes exhibited by staff, and offer support where it
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was required.
Richard Crompton echoed the thanks to the Guardians for their hard
work this year and agreed that the responsibility for culture change
lies with all staff.
The Board noted freedom to speak up guardian report.
96/18

Leadership Development Proposal

D
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Steven Keith introduced a paper on leadership and culture and noted
this would provide the Board with an overview of the Trust’s strategic
approach to supporting the continued development of a healthy
organisational culture.
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
organisation.
Claire Underdown noted that the Trust’s People Strategy highlights
that effective leadership was key to enabling the Trust to succeed in
the challenges ahead. Supporting the development and skills of all
leaders in the Trust was an underpinning objective and this supports
all other strategic ambitions. High quality care for patients is delivered
through people; and leaders at all levels set the tone for a healthy
culture through the positive behaviours they demonstrate.
Claire Underdown set out an overview of the leadership approach and
direction, establishing the means by which the Trust would create a
positive culture through great leaders. In the current landscape of
healthcare provision, evidence suggested leadership should have an
emphasis on compassion, collaboration, team work and setting the
best example of behaviours. Claire set out the plans to address the
gaps identified.
Richard Crompton thanked Claire Underdown for the update and
invited questions. Jacky Hayden and Mike Leece both expressed
support for the proposals.
The Board noted the leadership development proposal.
97/18

Winter Resilience Plan
Joanne Beer presented the winter resilience plan to the Board in
order to provide assurance that a robust integrated plan was in place
for winter 2018/19.
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It was noted that the Devon A&E Board had submitted an overarching
NEW Devon winter plan. The development of the local winter
integrated plan would form an appendix to that overarching plan, had
been led by the Western A&E Board, and produced in collaboration
with key partners including the Trust, Livewell Southwest, South West
Ambulance Service, Plymouth City Council, Devon Doctors, NEW
Devon CCG and Primary Care, represented by the LMC.
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,
voluntary and community sector developments are jointly
commissioned, and funding for intermediate care services was
managed through an integrated budget for health and social care.
Funding streams such as BCF and iBCF were allocated by
agreement between providers and Commissioners and overseen
through the Joint Commissioning Team.
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The Winter plan itself had 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 aimed to demonstrate how joint plans from
these organisations contributed to a whole system approach to
ensuring the quality and safety of services was sustained during
periods of peak pressure and that plans to mitigate key risks were in
place and understood.
This process had begun 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. The
outcome sought throughout this period was the uninterrupted
provision of high quality, timely care across the local health economy
and an effective contribution to how the entire health and social care
system manages winter, seasonal flu and other pressures that
present real resilience challenges.
Joanne Beer outlined the background and learning points from the
last winter period and set out the more detailed proactive plans which
were in place for Primary Care, flu, integrated urgent care, Devon
Doctors South West Ambulance Service, and the Trust’s Emergency
Department.
The Board noted that these plans would benefit the entire system but
the work would be very challenging and would require immense effort
from across the Trust and all sectors of the local health community.
Richard Crompton noted that Jo Beer was individually responsible for
a very large and very widespread programme of work in this plan, and
asked that the Board as a whole, and as individuals, get behind the
plans to provide the support necessary to ensure that the work carried
out was not only impactful but sustainable.
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Richard Crompton invited questions from the Board. Elizabeth Kay
commented that she felt reassured by these plans and was pleased
to see a proactive, rather than reactive approach. Elizabeth asked Jo
Beer how much impact the Trust could have on the system wide
elements of the plan. Jo responded that the plans were being
overseen and signed off by the Devon A&E Board, which she chaired,
and actions from that meeting would be taken forward by each health
partner. The Executive Team would discuss key accountabilities
within the plan and it was agreed that the final plan should be brought
back to the Board as a standing item over the winter period.

D
R
A
F
T

Greg Dix noted a concern that not all wards would have the extra
physical bed spaces mentioned within the plan; Joanne Beer agreed JB
that risk assessments of capacity would be undertaken regularly.
The Board noted the winter resilience plan.
98/18

Appointment of a Senior Independent Director
Richard Crompton briefly drew the Board’s attention to the paper
regarding the appointment of a Senior Independent Director (SID). It
was noted that the key elements of the SID role within a nonfoundation trust were to:
•

Act as an alternative point of contact for Board members in the
event that normal channels to via the Chairman or Chief Executive
had been exhausted or deemed 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.

Given that the SID must be seen and perceived as independent of the
Chairman the SID must be appointed by the Board as a whole.
Jacky Hayden had accepted the nomination as SID and the
Board approved this appointment.
99/18

Learning from Deaths
Richard Struthers briefly presented the quarterly learning from deaths
report and updated the Board on the Trust’s mortality performance
and the arrangements in place to learn from patient deaths.
The Board noted that the Trust had established a series of
arrangements for the review of patient deaths and ensuring that any
concerns or learning were identified and acted upon. This included
the following:
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•

The Mortality Review Group oversaw the mortality review
processes.

•

The mortality review policy had been developed by the Mortality
Review Group and set out the Trust’s requirements and approach
for reviewing deaths.

•

The Trust reviews deaths using a mortality screening tool –
approximately 65% of deaths across the Trust were screened and
when there was cause for concern a more detailed review would
be carried out using a ‘structured judgement review’.
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•

The integrated performance report also included relevant
information on mortality to enable the Trust to monitor its
performance.

•

Coroner’s reports were reviewed and all regulation 28 notices
were investigated and responded to, to ensure that appropriate
action was being taken to address concerns and lessons learned.

Richard Struthers noted that the Trust had invited an external review
from NHSI due to the high numbers of deaths being assigned to
reason for admission. This was likely to be impacted by the way the
SALUS system reports on these deaths, but the Trust had been
proactive in requesting a review.
It was agreed that Phil Hughes would provide the Board with an
PH
update on the external review in January 2019.
100/18

Emergency Preparedness

Nick Thomas briefed the Board on the annual emergency
preparedness, resilience and response report, including the outcome
of the self-assessment process against the EPRR core standards.
The Board noted that the outcome of the self-assessment was that
the Trust was substantially compliant. This positive result provided the
Board with the assurance that the majority of areas had been
assessed as fully compliant; any gaps identified had been considered
by the EPRR Committee and were included within the planned work
programme for 2018/19.
The Board noted the report.
101/18

Key Actions for Committees and Executives
At Richard Crompton’s request Lee Budge summarised the key
actions for each Committee as follows:
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Safety & Quality Committee
•

Follow-up Backlogs: agree a plan to eliminate time critical followup backlog.

•

Quality Governance: implement the NHSI recommendations for
enhancing quality governance arrangements.

•

Mortality: review HMSR and SHMI to understand the anomalies as
identified by the recent CQC inspection.

•

Quality Impact Assessments: review the approach to completing
robust QIAs.

•

Warning Notices: confirm that all Pharmacy and Imaging related
recommendations from the CQC report had been fully
implemented

•

Equipment Risks: confirm that plans were in place to mitigate
equipment risks through the capital programme

D
R
A
F
T

JH,
GD,
PH

Human Resources and Organisational Development Committee
•

Workforce Safeguards: review Trust’s compliance with NHSI's
'developing workforce safeguards'.

•

Safe Staffing: review plan to address the risks associated with
medical and ward staffing, particularly for the winter months.

•

Guardian of safe working hours: oversee the response to GSWH
issues.

•

Freedom to speak up: complete F2SU self-assessment and
develop a plan to address any identified gaps.

•

Appraisals and mandatory training: review the plan for improving
compliance with appraisal and mandatory training requirements.

•

GMC Survey: review the results of the latest GMC survey and
ensure that robust plans were in place to address any issues of
concern.

•

Leadership Development: review the implementation plan and
arrangements for evaluating its impact.

ML,
SK

Finance and Investment Committee
•

MRI business case: confirm that benefits of the full business case
were clearly documented.

17

HW,
NK

Item 3

•

2018/19 budget: review the revised forecast and consider further
mitigations.

•

5 year plan: review the medium term financial plan.

•

GIRFT: ensure that clear plans are in place to address the
variations in performance and/or practice.
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Lee Budge noted that these actions should form the basis of each
Committee’s work over the coming months. Lee would make contact
with each of the Committee Chairs and Executive Leads in early
January 2019 to discuss progress and update the Board Assurance
Framework.
102/18

Any Other Business

There was no further business raised.
103/18

Review and Learning

Richard Crompton queried if the Board had any comments on today’s
the effectiveness of the meeting. Nick Thomas commented that the
position of the Board Assurance Framework gave real clarity to the
key issues requiring discussion; this was echoed by Estelle Thistleton
and Mike Leece who felt that the conversations had been very
constructive.
Hisham Khalil commented that, as he is not in attendance at the
Committees discussed, the structure of today’s meeting had been
very informative and helpful.
104/18

Date of next meeting

Friday 25 January 2019.
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Executive Actions Register (EAR)
Ref.
Date
Source
1447
30-Nov-18 Trust Board
(Public)
1448
30-Nov-18 Trust Board
(Public)

1449
1450
1451

30-Nov-18 Trust Board
(Public)
30-Nov-18 Trust Board
(Public)
30-Nov-18 Trust Board
(Public)

Theme
Committee Chair
Updates
CQC Action Plan

Action
Diagnostics should also be included where Pharmacy had been
mentioned within the Safety & Quality report
Ann & Richard to develop a proposal for learning for the Board,
potentially using a service area perhaps such as Imaging or Pharmacy
as a worked example to model if the Board is truly triangulating
information.

17 January 2019
Lead
Lee Budge

Date Due
01-Feb-19

Ann James
Richard
Crompton

01-Mar-19

Not Yet Due Provisionally set aside Board Development Session

01-Feb-19

Not Yet Due

15-Jan-19

Complete

01-Feb-19

Complete

Winter resilience Plan Jo Beer agreed that risk assessments or capacity would be undertaken Joanne Beer
regularly
Learning From
Phil Hughes would provide the Board with an update on the external Phil Hughes
Deaths
review in January 2019
Key Actions for
Lee Budge noted that the actions listed should form the basis of each Lee Budge
Committees and
Committee's work over the coming months. Lee would make contact
Executives
with each Committee Chair and Executive Lead in early January to
disvuss progress and update the BAF



Status
Complete

Comments by action holder
This has been more clearly referenced in the report
on the Board Assurance Framework.
on 1 March 2019 to complete this action, although
this will need to be confirmed once other priorities
such as 20191/20 planning have been considered.

'Asks from the Board' werecommunicated on 4th
December 2018 and followed up in early January
2019. An update Is included in the report on the
Board Assurance Framework.
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The purpose of this report is to update the Trust Board on key national, regional
and local developments with a view to setting the context for the strategic and
operational priorities for the Trust.
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Improve Quality
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Executive Summary
Background

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

 The NHS long term plan has been published. The Plan sets out ambitions for ensuring the
NHS is fit for the future and covers a ten year window. We will ensure that this process
reflects the ambitions and requirements of the NHS Long Term Plan together with the
emerging strategy from the Devon STP.
 NHS England (NHSE) and NHS Improvement (NHSI) published the ‘NHS Operational
Planning and Contracting Guidance 2019/20’ on 10th January 2019. This guidance is being
considered in detail as part of the development of our operational plans for 2019/20.
 The Trust has made an important and successful contribution to the National 100,000
Genomes Project which announced in December 2018 that 100,000 genomes had now
been sequenced.
 The Trust has been awarded Improving Quality in Allergy Services (IQAS) accreditation for
5 years. The IQAS assessment team were greatly impressed with the leadership, support
from senior management, the multidisciplinary team approach towards patient care and the
team's knowledge, skill and commitment.
 The Trust has been awarded £30 million of capital funding to build a new Urgent and
Emergency Care Hub at Derriford Hospital. The Trust will also benefit from new diagnostic
scanners and histopathology being digitised across Devon and Cornwall.
Quality Impact Assessment
There are no direct quality implications associated with this report.
Financial Impact Assessment
There are no direct financial implications associated with this report.
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Regulatory Impact Assessment
The report includes a number of references to regulatory requirements.
Equality and Diversity Impact Assessment
There are no direct equality and diversity issues associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the information contained within this report and is invited to seek
clarification on any of the issues highlighted.
Next Steps
The issues highlighted in the report will be taken forward as appropriate by the Chief Executive,
Executive Directors and the Trust Management Executive (TME).
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Trust Board
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Subject

Chief Executive’s Report

Prepared by

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

Approved by

Ann James, Chief Executive

Presented by

Ann James, Chief Executive

1.

NHS Long Term Plan

1.1

The NHS long term plan has been published. The
Plan sets out ambitions for ensuring the NHS is fit
for the future and covers a ten year window. A
consultation and engagement period will now begin
on the Plan, running until the summer. A summary
briefing from NHS Providers on the key aspects of
the NHS Long Term Plan is set out at Annex 1.

1.2

Sustainability and Transformation Partnerships
(STPs) and Integrated Care Systems (ICSs) now
need to develop and implement their own
strategies for the next five years. These strategies
will set out how they intend to take the ambitions
that the NHS Long Term Plan details, and work
together to turn them into local action to improve
services and the health and wellbeing of the
communities they serve – building on the work they
have already been doing.

1.3

The Board will be aware that we have already begun the process of refreshing our
organisational strategy. We will ensure that this process reflects the ambitions and
requirements of the NHS Long Term Plan together with the emerging strategy from the
Devon STP.

2.

NHS Operational Planning 2019/20

2.1

NHS England (NHSE) and NHS Improvement (NHSI) published the ‘NHS Operational
Planning and Contracting Guidance 2019/20’ on 10th January 2019. This overarching
guidance covers the new financial framework (including the new Financial Recovery
Fund), new operational planning requirements, and further detail on system planning
and national tariff proposals. The key points set out in this guidance are as follows:
 A new financial framework is being introduced to the provider sector, with the
aim of eliminating all trust deficits by 2023/24. Central to this is a new financial
recovery fund (FRF) that will be targeted at trusts that agree control totals,
deliver efficiencies but still record a deficit. The new financial regime will
phase out the control total and provider sustainability fund (PSF) regime,
which will be brought to an end in 2020/21.
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 Trusts and systems will be expected to produce recovery plans during
2019/20 and beyond. Not much detail is provided on these plans but further
guidance is expected. It is likely that capital plans drawn up by sustainability
and transformation partnerships (STPs) and integrated care systems (ICSs)
will play an important role in these.
 NHSI and the Department of Health and Social Care (DHSC) are reviewing
the cash and capital regimes for providers. More detail is expected in the
comprehensive spending review, likely in autumn 2019.
 Further detail is provided on system planning. STPs and ICSs will be
expected to provide an overview of how system resources will be utilised, in
addition to submitting aggregated data sets based on each member’s plans.
 There are a number of new commitments around mental health spending. In
addition to meeting the mental health investment standard (MHIS)
requirements, commissioners will be expected to increase the share of their
total mental health spend that is spent on mental health providers. NHS
England will also look at mental health spend per head for each CCG.
 The guidance does not include performance recovery trajectories, but makes
clear that the existing NHS Constitution standards remain in force.
2.2

The Board may wish to note that this guidance is being considered in detail as part of
the development of our operational plans for 2019/20.

3.

100,000 Genomes Project

3.1

The 100,000 Genomes Project was launched in late 2012 with an ambition of
transforming the way people are cared by creating a new genomic medicine service for
the NHS and sequencing 100,000 genomes of patients with cancer or families with rare
disease. It was announced in December 2018 that 100,000 genomes have now been
sequenced - this milestone marks an incredible achievement.

3.2

The Trust was an active partner in this project, working with the South West NHS
Genomic Medicine Centre (one of 13 GMCs in England) to recruit patients, provide
samples and clinical data. Extremely positive feedback has been received regarding
the transformation achieved through the project and the degree of participation by
clinical teams across the whole of our geography.

3.3

The Project has laid the foundation for the introduction of the NHS Genomic Medicine
Service and of whole genome sequencing as part of routine clinical care. Building on
the learning and transformation from NHS GMCs, it places the NHS at the leading
edge of global genomic medicine and research – and promises to enhance the
diagnosis and treatment of disease for millions of people in the coming years.

3.4

I am sure the Board will wish to join me in celebrating our contribution to this successful
project and, in particular, thanking everyone who went above and beyond their current
roles to make this possible. In particular, I would like to record my personal thanks to
Jocelyn Watson, Sian Dennison, Mike Biscombe and Steve Blunden who played a key
role as part of the Trust’s project group. I would also like to thank Dr John McGrath,
Deputy Director of SW NHS Genomic Medicine Centre, for the considerable support he
has provided to the Trust on this project.
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4.

IQAS Accreditation

4.1

On 28th November 2018 the Trust received confirmation
that the Trust’s Immunology & Allergy service has met
the required IQAS accreditation standards, and is
awarded IQAS accreditation for five years. Improving
Quality in Allergy Services (IQAS) is the accreditation
scheme for adult allergy services in the UK. The key
objective of the scheme is to raise standards in allergy
services.

4.2

The IQAS assessment team were greatly impressed
with the leadership, support from senior management,
the multidisciplinary team approach towards patient
care and the team's knowledge, skill and commitment.
The assessment team identified the following areas of
excellence in the service:
 There is clearly significant engagement from local patient representatives in
the development and working of this service.
 All patients interviewed by the lay assessor reported an excellent patient
centred experience. They said that the 'team are wonderful' and that this was
the same for all staff at all levels.
 The assessment team noted that seeking feedback (formal and informal) from
patients is part of the culture of this service. Importantly, there is evidence to
suggest that appropriate actions have been taken based on the feedback.
Patient feedback is excellent for the service and patients report a wonderful
caring experience.
 The front-facing public website is excellent for providing the public and
referrers with quality information about the service and the conditions it treats.
 The service has outstanding clinical leadership and clear succession planning
in place leading to a safe and effective clinical service.
 The team were particularly impressed by the expertise and organisational
skills of the nursing team. They are professional, competent and responsive to
patient feedback.
 The service has excellent dedicated dietician support. The role is very clearly
defined and adds enormous value to the service.
 Assessors were particularly impressed by the highly effective approach to
clinical coding.
 The team were particularly impressed by the communications plan adopted by
the team. This was multi-pronged and included a robust approach involving
daily safety meetings, weekly meetings and multidisciplinary clinical meetings
to name but a few. This ensures that the service includes all of its staff at all
levels.
 The Trust is commended for its support of the Allergy service. The
management support is excellent leading to a well led and run service.
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 The service has extensive accessible guidelines and appropriate standards
operating procedures to support safe practices.
 Evidence was provided during the assessment visit that multidisciplinary
clinical meetings are regularly held and effective.
 It is commendable that the service has few complaints. The assessors were
satisfied that there are excellent systems in place to deal with any complaints.
 Assessors were impressed by the detailed online records and the database.
 The team should be congratulated for contributing to a clinical trial in Chronic
Spontaneous Urticaria.
4.3

I am sure that the Board will wish to join me in congratulating Dr Claire Bethune and
her team for this fantastic achievement and for their hard work leading to this important
recognition.

5.

Major capital investment

5.1

In December 2018, a national announcement was made which awarded us £30 million
of capital funding to build a new Urgent and Emergency Care Hub at Derriford Hospital.
The Trust will also benefit from new diagnostic scanners and histopathology being
digitised across Devon and Cornwall. Whilst we are currently making short-term
improvements, this long-term investment will give us a state-of-the-art urgent and
emergency unit in keeping with our role as the region’s Major Trauma Centre and a
specialist hospital. We hope to begin building work in 2020.

5.2

Our existing Emergency Department was built in the late 1970s, with cubicles to treat
120 patients per day. Over the last 40 years, with a growing and ageing population,
demand for emergency care has increased considerably and the physical space
required has changed dramatically. As a Major Trauma Centre and specialist hospital,
we require more space, people and technology within the department to deliver care to
the critically ill and injured. This means our existing facilities are no longer big enough.
Although some improvements have been made since 1970, we regularly see and care
for 300+ people per day in a unit that can quickly become cramped and overcrowded.

5.3

The new Urgent and Emergency Care Hub will have dedicated areas for children and
for ambulatory care – patients who need urgent care but do not necessarily need to be
admitted – and a dedicated area that offers privacy and dignity for ambulances to drop
patients off. It will have state-of-the-art resuscitation facilities and a purpose-built frailty
unit with rapid early specialist medical and social assessment and intervention. This will
help avoid admitting older people, helping them get back home quickly with the right
support care in place. Importantly, it will give us is space to care, which affords patients
and their families privacy and dignity.

5.4

I want to take this opportunity to say a massive thank you to everyone involved in these
bids in our Trust, to our partners in the health and care service, in our local authorities
and to our local MPs who have supported us – we couldn’t have done it without them.
This has been a long time in development and many people have worked really hard
behind the scenes to make these things happen. It has been a real team effort on
behalf of the whole local health and care community.
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6.

CCG and STP Leadership

6.1

The Board may wish to note that changes to the leadership of the Devon STP and
CCGs were agreed in December 2018. Simon Tapley has been asked to undertake
interim leadership of both NEW Devon and South Devon and Torbay CCGs. Simon has
worked in the Devon system for many years and is well known and respected. Devon
CCGS are working closely with NHS England on options for recruiting to the
substantive role.

6.2

The latest STP briefing is attached to this report for the Board’s information at Annex 2.

7

This page is intentionally blank.

Item 5

NHS long term plan

Annex 1

The NHS long term plan has been published, following last June’s announcement of a
£20.5bn annual real terms uplift for the NHS by 2023/24. The Plan sets out ambitions for
ensuring the NHS is fit for the future and covers a ten year window. A consultation and
engagement period will now begin on the Plan, running until the summer. The attached
briefing from NHS Providers summarises key content included in each chapter of the Plan:
 New service model
 Prevention and health inequalities.
 Care quality and outcomes.
 Workforce.
 Digitally-enabled care.
 Value for money.
 Next steps in implementing the plan.
It also includes NHS Providers’ view and press statement.
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The NHS long term plan
The NHS long term plan has been published, following last June’s announcement of a £20.5bn annual real
terms uplift for the NHS by 2023/24. The Plan sets out ambitions for ensuring the NHS is fit for the future
and covers a ten year window. A consultation and engagement period will now begin on the Plan,
running until the summer.
This briefing summarises key content included in each chapter of the Plan: a new service model, action on
prevention and health inequalities, progress on care quality and outcomes, the NHS workforce, digitallyenabled care, value for money and the next steps in implementing the plan. It also includes NHS Providers’
view and press statement. For any questions on this briefing or our work in this area please contact Amber
Jabbal, head of policy, amber.jabbal@nhsproviders.org.

Chapter 1: A new service model for the 21st century
The Plan includes a guarantee that over the next five years investment in primary medical and community
services will grow faster than the overall NHS budget, creating a ring-fenced local fund worth at least an
additional £4.5bn a year in real terms by 2023/24. It summarises a series of improvements to be delivered
in the following five key areas:
1. Improving out-of-hospital care (primary and community services)
2. Reducing pressure on emergency hospital services
3. Delivering person-centred care
4. Digitally enabled primary and outpatient care (this is considered by Chapter 5)
5. A focus on population health and local partnerships through ICSs

Boosting out-of-hospital care and joining up primary and community services
Additional national investment, worth £4.5bn a year in real terms by 2023/24 will be invested in primary
medical and community health services (and supplemented by further funding from CCGs and ICSs), to
stem the pressure of high demand, expand the workforce and fund new services. Key measures include:
• A new NHS offer of urgent community response and recovery support: Within five years, all
parts of the country will be expected to have improved the responsiveness of community health
crisis response services to deliver services within two hours of referral, in line with NICE guidelines,
including delivering re-ablement care within two days of referral
• Primary care networks of local GP practices and community teams: Funding will cover
expanded community multi disciplinary teams aligned with new “primary care networks” covering
30-50,000 people. From 2019, NHS111 will start booking patients directly into GP practices, as well
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•

•

as referring to pharmacies. A shared savings scheme will be offered to primary care networks so
they can benefit from their improvements
Guaranteed NHS support for people living in care homes: There will be an upgrade in NHS
support for care home residents with care homes supported by a team of healthcare professionals,
including named GP support. The new primary care networks will work with emergency services
while care home staff will have access to NHSmail to allow a greater of information to NHS staff
Supporting people to age well: From 2020/21 the new primary care networks will assess local
population risk and reduce hospital admissions through an increased use of preventative measures
such as digital health records, population health management tools and new home-based or
wearable monitoring equipment

Reducing pressure on emergency hospital services
The Plan aims to reduce the number of hospital admissions but importantly states that that the financial
assumptions underpinning the Plan allow for hospital capacity to follow existing trends for the next three
years. Key measures include:
• Pre-hospital urgent care: To support patients to choose the correct ‘channel’ of care, a single
multidisciplinary Clinical Assessment Service as part of a fully integrated NHS 111 will be
embedded. The Urgent Treatment Centre model will be fully implemented by autumn 2020, so all
localities have a consistent offer for out-of-hospital urgent care. The plan is vague on how
ambulance services form part of pre-hospital urgent care, but capital investment will target fleet
upgrades and NHS England (NHSE) will set out a new national framework to overcome
fragmentation in how services are locally commissioned
• Reforms to hospital emergency care – Same Day Emergency Care (SDEC): Every acute hospital
with a type 1 A&E department will move to a comprehensive model of SDEC by 19/20 in both
medical and surgical specialties, increasing acute admissions discharged on the day of attendance
from a fifth to a third
• Cutting delays to discharge: An average delayed transfer of care figure of 4000 or fewer delays
will be achieved through enhanced primary and community services as well as the introduction of
an agreed clinical care plan within 14 hours of admission including an expected date of discharge,
implementation of the SAFER patient flow bundle and MDT reviews on hospital wards.

Personalised care
The NHS will support and help train staff to help patients make the right decisions for them, increase
support for people to manage their own health and roll out the NHS Personalised Care model. This will
include social prescribing, personalised health budgets and targeted training to NHS staff to improve care
planning for those in their last year of life.

A focus on population health via ICSs
Integrated Care Systems (ICSs) are central to the delivery of the LTP, with ICSs and expected to cover the
country by April 2021:
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ICSs will have a key role in working with Local Authorities at place level
Commissioners will make shared decisions with providers on how to use resources, design services
and improve population health but CCGs will continue to make some decisions independently, for
example in relation to procurement and contract award. There will be a single, leaner more
strategic CCG for each ICS area
Every ICS will have:
o A partnership board drawn from commissioners, trusts, primary care networks, local
authorities, voluntary and community sector and others
o A non-executive chair locally appointed and approved by NHSE and NHSI
o Full engagement with primary care through a named accountable clinical director of each
primary care network
All providers with an ICS will be required to contribute to ICS performance, underpinned by:
o potential new licence conditions supporting providers to take responsibility with system
partners, for wider objectives on resource use and population health
o longer-term NHS contracts with all providers including care requirements to collaborate to
achieve system objectives
o Changes to align clinical leadership with ICSs including ensuring Cancer Alliances and
Clinical Senates align with one or more ICS
NHSI will take a more proactive role in supporting collaborative approaches between trusts,
including supporting trusts to explore formal mergers
A new Integrated Care Provider contract will be made available for use from 2019 to be held by
public statutory providers
A new ICS accountability and performance framework will provide a consistent and comparable
set of performance measures, including a new ‘integration index’
ICSs will agree system wide objectives with the relevant NHSE/I regional director and be
accountable for their performance against these objectives
NHSE/I will support CCGs and local authorities to blend health and social care budgets.

Chapter 2: More NHS action on prevention and health inequalities
To address the growing demand for healthcare created by a growing and ageing population, the Plan sets
out an aim to target the top five causes of premature death in England.

Priority areas
•

•

Smoking: while smoking rates have fallen significantly, 6.1 million people in the UK still smoke, and
nearly a quarter of women smoke during pregnancy. The Plan makes a commitment to offering all
people admitted to hospital NHS-funded tobacco treatment services by 2023/24, with an adapted
model for expectant mothers and their partners. A universal smoking cessation offer will be
introduced for long-term users of specialist mental health and learning disability services.
Obesity: nearly two thirds of adults in England, and a third of children leaving primary school, are
overweight or obese. The government has pledged to halve childhood obesity. The existing
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•

•

•

national diabetes prevention programme, which has benefited over 100,000 people, will be
doubled over the next five years, with a new digital option. All trusts will be required to deliver
against the standards set out by the next version of hospital food standards, including substantial
restrictions on high fat, salt and sugar food. The Plan sets out an ambition to work with professional
bodies to improve the quality of nutrition training within medical courses.
Alcohol: over five years hospitals with the highest rates of alcohol-dependence related admissions
will be supported to establish Alcohol Care Teams (ACTs) using the health inequalities funding
supplement from their CCGs and in collaboration with local authorities and drug and alcohol
services. Hospitals which have introduced ACTs have seen a significant reduction in A&E
attendances, bed days, readmissions and ambulance call outs.
Air pollution: almost a third of preventable deaths are due to causes related to air pollution. In
2017 3.5% of road travel was attributable to the NHS. The Plan sets out plans to ensure 90% of the
NHS fleet will use low emissions engines by 2028, and heating from coal and oil fuel sources in NHS
buildings will be fully phased out.
Antimicrobial resistance: the Plan identifies a need for further progress on reductions in
antimicrobial prescribing in primary care, and the health service will continue to support the
delivery of the government’s five year action plan on antimicrobial resistance, supporting systemwide improvement, surveillance, infection prevention and control, and antimicrobial stewardship,
with resources for clinical expertise and senior leadership.

Stronger action on health inequalities
The Plan outlines some actions to tackle such health inequalities, including:
• Targeting a higher share of funding towards areas with high levels of health inequality than would
be ordinarily allocated using the core needs formulae.
• The NHS will set out specific and measurable goals for narrowing inequalities through the service
improvements outlined elsewhere in the Long term plan. All local health systems will be expected
to set out in 2019 how they will reduce health inequalities by 2023/24 and 2028/29.
• The NHS will accelerate the Learning disabilities mortality review programme and do more to keep
people with learning disabilities and autism to stay well with proactive care in the community.
• An investment of £30m to meet the needs of rough sleepers, ensuring that areas most affected by
rough sleeping have access to specialist homelessness mental health support.
• Identifying and supporting unpaid carers to who are twice as likely to experience poor health,
including quality marks for carer-friendly GP practices.
• Rolling out specialist clinics for people with serious gambling problems.

Chapter 3: Further progress on care quality and outcomes
For all major conditions, the quality of care and the outcomes for patients are now measurably better than
a decade ago. However, the Plan looks at both physical and mental health and outlines a range of
condition specific proposals.
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A strong start in life for children and young people
Services for children and young people have seen some improvement in recent years, and the Plan
outlines a push to build on these and broaden the focus of the NHS in this area in the next five and 10
years.

Maternity and neonatal services
•
•
•

•
•

The NHS will accelerate action to achieve 50% reductions in stillbirth, maternal mortality, neonatal
mortality and serious brain injury by 2025.
By March 2021, most women receive continuity of the person caring for them during pregnancy,
during birth and postnatally, following the launch of continuity of carer teams.
The Saving Babies Lives Care Bundle (SBLCB) will be rolled out across every maternity unit in
England, including a focus on preventing pre-term birth and the development of specialist preterm birth clinics.
Access to evidence-based care for women with moderate to severe perinatal
Mental health difficulties and a personality disorder diagnosis will increase, to benefit an additional
24,000 women per year by 2023/24.

Children and young people’s mental health services
•
•
•

•

The Long term plan sets out a goal that over the coming decade 100% of children and young
people who need specialist mental health care will be able to access it.
Funding for children and young people’s mental health services will grow faster than both overall
NHS funding and total mental health spending.
By 2023/24, at least an additional 345,000 children and young people aged 0-25 will be able to
access support via NHS funded mental health services and school/college-based MH Support
Teams.
Current service models will be extended to create a comprehensive offer for 0-25 year olds that
reaches across mental health services for children, young people and adults.

Learning disability and autism
•
•

•
•

The NHS will tackle the causes of morbidity and preventable deaths in people with a learning
disability and for autistic people.
Uptake of the existing annual health check in primary care for people aged over 14 years with a
learning disability will be improved, so that at least 75% of those eligible have a health check each
year.
The STOMP-STAMP programmes will be expanded to stop the overmedication of people with a
learning disability, autism or both.
By March 2023/24, inpatient provision will have reduced to less than half of 2015 levels.
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Children and young people with cancer
•

•
•
•

The Plan identifies the need to improve outcomes for children and young people with cancer,
simplifying pathways and transitions between services and ensuring every patient has access to
specialist expertise.
From 2019, whole genome sequencing will be offered to all children with cancer, to enable more
comprehensive and precise diagnosis, and access to more personalised treatments.
From September 2019, all boys aged 12 and 13 to be offered vaccination against HPV-related
diseases.
Over the next five years NHSE will increase its contribution by match-funding clinical
commissioning groups (CCGs) who commit to increase their investment in local children’s
palliative and end of life care services (this should more than double the NHS support, from £11m
up to a combined total of £25m a year by 2023/24).

Redesigning other health services for children and young people
The Plan recognises that the needs of children are diverse and complex, and their profile should be raised at a
national level.

•
•
•

A children and young people’s transformation programme will be created to oversee the delivery
of the children and young people’s commitments in the plan.
Improvements in childhood immunisation will be prioritised.
By 2028 the NHS will move towards service models for young people that offer person-centred and
age appropriate care for mental and physical health needs, rather than an arbitrary transition to
adult services based on age not need.

Better care for major health conditions
The Plan focuses on tackling the top five causes of early death for the people of England: heart disease
and stroke, cancer, respiratory conditions, dementias, and self-harm.

Cancer
The Plan sets a new ambition that, by 2028, the proportion of cancers diagnosed at stages 1 and 2 will rise
from around half now to three-quarters of cancer patients. The plan aims to increase awareness of
symptoms, lower the threshold for referrals by GPs, improve screening, accelerate access to diagnosis and
treatment, roll out personalised care plans, and expand screening of family members:
• Review the current cancer screening programmes and diagnostic capacity.
• Negotiate a capital settlement in the 2019 Spending Review, in part to invest in new equipment,
including CT and MRI scanners, which can deliver faster and safer tests.
• Safer and more precise treatments including advanced radiotherapy techniques and
immunotherapies will continue to support improvements in survival rates.
• Extend the use of molecular diagnostics and, over the next ten years, routinely offer genomic
testing to cancer patients where clinically appropriate.
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Milestones for cancer
• From 2019 we will start to roll out new Rapid Diagnostic Centres across the country.
• In 2020 a new faster diagnosis standard for cancer will begin to be introduced so that patients receive a
definitive diagnosis or ruling out of cancer within 28 days.
• By 2020 HPV primary screening for cervical cancer will be in place across England.
• By 2021, where appropriate every person diagnosed with cancer will have access to personalised care,
including needs assessment, a care plan and health and wellbeing information and support.
• By 2022 the lung health check model will be extended.
• By 2023, stratified, follow-up pathways for people who are worried their cancer may have recurred.
These will be in place for all clinically appropriate cancers.
• By 2028, the NHS will diagnose 75% of cancers at stage 1 or 2.

Cardiovascular disease
The Plan proposes improvement in early detection, the NHS Health Check, treatment, support of primary
care multidisciplinary teams. Proposals include:
• Increase the identification of Familia Hypercholesterolaemia from 7% to 25% in the next five years
through the genomics project.
• Create a national cardiovascular disease prevention audit for primary care.
• A national network of community first responders and defibrillators will help save up to 4,000 lives
each year by 2028.

Milestones for cardiovascular disease
• Help prevent up to 150,000 heart attacks, strokes and dementia cases over the next 10 years.
• We will work with our partners to improve community first response and build defibrillator networks to
improve survival from out of hospital cardiac arrest.
• By 2028 the proportion of patients accessing cardiac rehabilitation will be amongst the best in Europe,
with up to 85% of those eligible accessing care.

Stroke care
A specific aim of the plan is to modernise the stroke workforce with a focus on cross-specialty and in some
cases cross-profession accreditation of particular competencies. The plan says further implementation and
development of higher intensity care models for stroke rehabilitation are expected to show significant
savings. The existing national stroke audit (SSNAP) will be updated to provide a comprehensive dataset.

Milestones for stroke care
• In 2019 we will, working with the Royal Colleges, pilot a new credentialing programme for hospital
consultants to be trained to offer mechanical thrombectomy.
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• By 2020 we will begin improved post-hospital stroke rehabilitation models, with full roll-out over the
period of the Plan
• By 2022 we will deliver a ten-fold increase in the proportion of patients who receive a thrombectomy
after a stroke so that each year 1,600 more people will be independent after their stroke.
• By 2025 we will have amongst the best performance in Europe for delivering thrombolysis to all
patients who could benefit.

Diabetes
The Plan proposes that the NHS will:
• Provide structured education and digital self-management support tools, including expanding
access to HeLP Diabetes an online self-management tool for those with type 2.
• Ensure patients with type 1 diabetes benefit from life changing flash glucose monitors from April
2019.
• By 2020/21, all pregnant women with type 1 diabetes will be offered continuous glucose
monitoring, helping to improve neonatal outcomes.
• Double the fund of the NHS Diabetes Prevention Programme over the next five years.

Respiratory disease
The Plan proposes to do more to detect and diagnose respiratory problems earlier, support the right use of
medication, expand pulmonary rehabilitee and improve the response to pneumonia, particularly over
winter. And from 2019, the existing NHS RightCare programme will be extended to reduce variation in the
quality of spirometry testing across the country.

Adult mental health services
The long term plan builds on the Mental health five year forward view. The Plan proposes to increase the
budget for mental health, in real terms, by a further £2.3 billion a year by 2023/24. Specific waiting times
targets for emergency mental health services will take effect from 2020.
It sets out an expansion of talking therapies, new integrated primary care and community provision, a
reduction in the average inpatient length of stay to 32 days and an upgrade of the physical environment
for inpatient psychiatric care. Over the next 10 years, NHS 111 will be established as the single point of
contact for those experiencing a mental health crisis. There will also be a new Mental Health Safety
Improvement Programme, with a focus on suicide prevention.
Milestones for mental health services for adults
• New and integrated models of primary and community mental health care will give 370,000 adults and
older adults with severe mental illnesses greater choice and control over their care and support them to
live well in their communities by 2023/24.
• By 2023/24 an additional 380,000 people per year will be able to access NICE-approved IAPT services.
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• By 2023/24, NHS 111 will be the single, universal point of access for people experiencing mental health
crisis. We will also increase alternative forms of provision for those in crisis, including non-medical
alternatives to A&E and alternatives to inpatient admission in acute mental health pathways. Families
and staff who are bereaved by suicide will also have access to post crisis support.
• By 2023/24, we will introduce mental health transport vehicles, introduce mental health nurses in
ambulance control rooms and build mental health competency of ambulance staff to ensure that
ambulance staff are trained and equipped to respond effectively to people experiencing a mental
health crisis.
• Mental health liaison services will be available in all acute hospital A&E departments and 70% will be at
‘core 24’ standards in 2023/24, expanding to 100% thereafter.

Short waits for planned care
Under the Plan, the local NHS is being allocated sufficient funds over the next five years to grow the
amount of planned surgery year-on-year, to cut long waits, and reduce the waiting list. The Plan reinforces
that patients should have a wide choice of options for quick elective care, including making use of
available Independent Sector capacity.
In relation to elective care the NHS National Medical Director’s Clinical Standards Review will consider the
‘stop the clock’ rules. But meanwhile, there with be the reintroduction of the incentive system under which
hospitals and CCGs will both be fined for any patient who breaches 12 months.

Research and innovation to drive future outcomes improvement
The Plan sets out the important role the NHS will plan in driving forwards research and innovation. It states
that it will become easier to share innovation between organisations, innovation accelerated through a
new Medtech funding mandate, and UK-led innovations that are proven as ‘ready for spread’, will be rolled
out through Healthcare UK. We will also form an NHS Export Collaborative with Healthcare UK by 2021,
working with selected trusts to export NHS innovations.
The Plan also states that the NHS will play a key role in genomics with the new NHS Genomic Medicine
Service will sequence 500,000 whole genomes by 2023/24. During 2019, seriously ill children who are likely
to have a rare genetic disorder, children with cancer, and adults suffering from certain rare conditions or
specific cancers, will begin to be offered whole genome sequencing.
The NHS will also aim to increase the number of people registering to participate in health research to one
million by 2023/24. Furthermore, to expand the NHS infrastructure for real world testing, there will be an
expansion of the current NHSE ‘test beds’ through regional Test Bed Clusters from 2020/21.

Chapter 4: NHS staff will get the backing they need
The Plan does not obscure the scale of the challenges facing NHS trusts and staff with NHSE
acknowledging that workforce growth “has not kept up with need” while staff have been inadequately
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supported to meet the changing requirements of patients over the past decade. However while some
tangible goals and new programmes have been outlined in the Plan, most of the requisite detail has been
delayed until the publication of “the comprehensive workforce implementation plan”, due to be published
later in 2019. We expect this replaces the long awaited national workforce strategy.

Workforce implementation plan 2019
•

•

•

•

•

•

•
•

•

The workforce implementation plan will be overseen by NHS Improvement (NHSI), with a national
workforce group established by NHSI, NHSE and Health Education England (HEE) to ensure the
delivery of its actions. The aim of the plan “is to ensure a sustainable overall balance between
supply and demand across all staff groups”
The national workforce group will include the new NHS Chief People Officer, the NHS National
Medical Director, the Chief Nursing Officer; and other chief professions officers. It will also be made
up of representation from staff side organisations, the Social Partnership Forum, Royal Colleges, The
King's Fund, Health Foundation and Nuffield Trust.
The Plan does not contain a complete list of priorities for the workforce implementation plan, but
specifically notes a number of areas of focus, including:
o shaping a modern, flexible and supportive employment culture within the NHS;
o a “new deal” for staff to tackle bullying and harassment;
o improving staff health and wellbeing, and ability to move between NHS employers;
o options to improve the NHS leadership pipeline, building on the Kerr and Kark reviews; and
o domestic recruitment and training.
The NHS national nursing supply strategy will centre on increasing the number of undergraduate
training places, with a pledge to fund an additional 5,000 places from 2019/20 (a 25% increase) and
reduce the nursing vacancy rate to 5% by 2028.
A new online nursing degree will be established, “linked to guaranteed placements at NHS trusts
and primary care”. The government hopes the degree will be launched in 2020 at a “substantially”
lower cost than the £9,250-a-year for current students.
The Plan points to an increased scrutiny on professional registration and entry standards, saying it
is “paradoxical that many thousands of highly motivated and well-qualified applicants who want to
join the health service are being turned away”.
The Plan also promises every nurse or midwife graduating a five-year NHS job guarantee every
nurse or midwife graduating within the region they qualify.
4,000 more mental health and learning disability nurses will be in training by 2023/24, supported
by enhanced ‘earn and learn’ measures, particularly earned at mature students lacking financial
support.
The Plan offers very little detail on medical education and training, leaving the specifics around the
recruitment and retention of doctors to be established in the implementation plan. It does
however emphasise its overarching strategy to shift the balance of training away from focusing on
highly specialised skills to support the development of more balanced generalist roles.
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International recruitment
•

•

•

The Plan promised a “step change” in the recruitment of international nurses to work in the NHS.
NHSE acknowledges the need to rely on migrant workers in the coming years given the lead time
in training new domestic workforce entrants, saying that the NHS can expect national measures
will “increase nurse supplies by several thousand each year.”
The workforce implementation plan will set out new national arrangements to support NHS
organisations in recruiting overseas, recognising the difficulties faced by some trusts seeking to do
this independently.
Overall, the Plan gives very little new detail on how any “step change” will take place, noting that
further discussions with the government will need to take place over new rules recently introduced
in the immigration white paper.

Apprenticeships
•

•
•

NHS trusts are asked to “take on the lead employer model” to improve the uptake of
apprenticeships. The government also expects employers to offer all entry-level jobs as
apprenticeships before considering other recruitment options.
The Plan specifically promises a continuation of investment in nursing apprenticeships, saying that
over 7,500 new nursing associates will begin employment in 2019: a 50% increase from 2018.
The document point towards current difficulties with the apprenticeship system for NHS trusts,
saying that the terms of the levy may have to change. The plan indicates that changes may not be
fully considered until the government’s review of the levy in 2020.

Staff experience and diversity
•
•
•

•

NHSI will extend its retention collaborative to all trusts, as part of efforts to improve staff retention
by at least 2% by 2025. This equates to a goal of retaining an additional 12,400 nurses.
The Plan notes investment in current workforce development as a key priority saying it “expects
HEE to increase investment in continue professional development over the next five years”.
Workforce diversity has been outlined as a key feature of the NHS long term plan, with the
document outlining an additional £1 million to extend NHSE’s work on the Workforce Race Equality
Standard until 2025.
Furthermore, the document says that each NHS organisation will set its own target for BAME
representation across its leadership team and broader workforce by 2021/22.

Other key points
•

The Plan underlines the government’s commitment to national workforce planning in the NHS,
saying it has been “disjointed at a national and local level” for too long. Annual recruitment
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•
•

•
•

campaigns will be developed for roles facing the most acute shortages, in conjunction with royal
colleges and trade unions.
The government is pledging to create a “new compact with NHS leaders” to be enshrined in a new
NHS leadership code setting out cultural values and leadership behaviours within the NHS.
The document also underlines the need for greater flexibility in the workforce, and an improved
use of technology: By 2021, NHSI will provide support to NHS trusts to deploy electronic rosters or
e-job plans. A review of NHS workforce data will also be commissioned.
The Plan re-introduces the potential for a professional registration scheme for senior NHS leaders to
be introduces, while pledging to expand the NHS graduate training scheme.
The Plan outlines a goal to double the number of NHS volunteers over the next three years, in part
by committing an additional £2.3 million to the NHS Helpforce programme.

Chapter 5: Digitally-enabled care will go mainstream across the
NHS
The Plan commits the NHS to be “digital first” in ten year’s time. Particular attention has been given to
digitally-enabled primary and outpatient care, primarily via a digital NHS front door in the form of the NHS
App.
• Primary care: NHSE will create a new framework for digital suppliers to offer solutions to primary
care networks, with the aim of offering every patient the right to switch to a new digital GP
provider. By 2023/24 every patient will have access to a ‘digital first’ primary care provider.
• Outpatients: There will be push towards more non face-to-face outpatient care, with the intention
to reduce face to face appointments by a third. This will remove around 30 million outpatient visits
a year and will be driven by the increased use of telemedicine and mobile technologies. Where
appropriate, every patient will be able to opt for a ‘virtual’ outpatient appointment.
The intention is that in 10 year’s time, primary and outpatient care will be based on a model of tiered
escalation depending on need. This new focus will also mean senior clinicians will be more reliant on
digital technology, and less on junior staff and trainees, who will be freed up to learn and support services
in other ways. This will also support the plan’s other priorities, namely: supporting people to stay well,
allowing patients to manage their own health, and allowing patients to stay at home.
In terms of digital health more broadly, the Plan describes four ways in which ‘mainstreaming’ digitallyenabled care will improve services:
• Improving patient experience: a number of benefits will be realised by empowering patients and
carers. To support this, the NHS App will continue to be developed so that it becomes the
‘standard online way’ for people to access the NHS. There will also be a focus on improving
interoperability and increasing the uptake of mobile monitoring devices. Personal health records
will become more advanced, with patients and authorised carers being able to add information
themselves
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•

Supporting the NHS workforce: new digital technology will also support staff working in trusts.
For example, over the next three years there is an intention for all staff working in community
services to have access to mobile digital services, including patients’ care records and plans.
Renewed focus will also be given to digital leadership in the NHS, including a new commitment for
informatics representation on the board of every NHS organisation
Quality clinical care: much of this work will also require the NHS to rethink the way patients
interact with services. In addition to the changes to primary and outpatient services, all providers
will be expected to advance to a ‘core level of digitisation’ by 2024. This will include accelerating
the roll out of electronic patient records, improving IT hosting, storage and networks, and building
resilient cyber security. The plan states central funding will be made available to trusts to help
them achieve minimum standards
Population health: NHSE will deploy population management solution to ICSs during 2019. This
work will also involve the increased use of de-personalised data taken from local records.

•

•

The Plan recognises that this will only be achieved by creating the right environment and infrastructure.
This will involve, among other things, creating a digitally literate workforce, making NHS solutions available
as ‘open source’ to developers, and requiring NHS suppliers to comply with open standards and
interoperability requirements.
Milestones for digitally-enabled care

•
•
•
•
•
•

Introducing controls to ensure new systems procured by the NHS comply with new agreed
standards
By 2020, five geographies (to be confirmed) will deliver a longitudinal health and care record
linking NHS and local authority organisations. Three more areas will follow in 2021
By 2020/21, every patient will have access to their care plan on the NHS app, as well as
communications from their carer professionals
There will be 100% compliance with mandated cyber security standards by 2021.
In 2021/22, every local NHS organisation will have a chief clinical information officer (CCIO) or
chief information officer (CIO) on their board
By 2024 there will be universal coverage of regional local health and care records.

Chapter 6: Taxpayers’ investment will be used to maximum effect
The Plan outlines how the NHS will continue to become more efficient over the coming decade. It restates
the following five tests set out by the government in the 2018 budget, and sets out how the NHS will meet
them:
1. The NHS (including providers) will return to financial balance
2. The NHS will achieve cash-releasing productivity growth of at least 1.1% a year, with all savings
reinvested in frontline care
3. The NHS will reduce the growth in demand for care through better integration and prevention
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4. The NHS will reduce variation across the health system, improving providers’ financial and
operational performance
5. The NHS will make better use of capital investment and its existing assets to drive transformation.

Returning to financial balance
The Plan gives a revised timetable for the NHS to return to financial balance: the aggregate provider deficit
should reduce each year, and the provider sector as a whole should balance by 2020/21. This is two years
later than the aspiration set out in the 2018/19 planning guidance, for the sector to be back in the black by
the end of the current financial year. Meanwhile, the number of trusts and commissioners in deficit should
also decrease. The number of trusts reporting a deficit in 2019/20 is expected to halve, and all NHS
organisations should be in balance by 2023/24.
Previously-trailed policy changes for 2019/20 are restated, with little additional detail. These include
moving away from activity based payment systems, and aligning commissioner and provider financial
incentives.
NHSI will introduce an “accelerated turnaround process” for the “30 worst financially performing trusts”,
whose combined shortfall is equal to the overall provider sector deficit. However no detail is given on
what that process will involve, or how the trusts that will be subject to it have been identified.
Separately, a new Financial Recovery Fund (FRF) will be created to enable services to become sustainable.
No details are given on the size of the fund or when it will begin. It will be accessible “for trusts where
deficit control totals indicate a risk to financial sustainability and continuity of services”. In return, trusts
must draw up a multi-year financial recovery plan with NHSE and NHSI’s joint regional team, and a rate of
efficiency of at least 1.6% - 0.5% above the national minimum of 1.1%. The recovery plan will set out the
actions needed to make services sustainable at both trust and system level, and the agreed responsibilities
within the ICS or STP. It will be expected that trusts will implement national initiatives such as Getting It
Right First Time and redesigning outpatient services. The Plan says the FRF will mean the end of the
control total and Provider Sustainability Fund (PSF) regimes for trusts which deliver on their recovery plans.
It does not say what the future of the PSF and control total regimes will be for trusts which are not eligible
for the FRF.

Improving efficiency and reducing waste
The plan indicates there will be a “strengthened efficiency and productivity programme”. Although it does
not give detail on how the programme will run, it does set out ten familiar priority areas for efficiency and
productivity:
1. Improving the availability and deployment of the clinical workforce using e-rostering
2. Saving money through standardising and scaling-up procurement of consumables
3. Developing pathology and imaging networks
4. Making community, mental health and primary care services more efficient, in line with recent
reviews by Lord Carter
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5. Improving value from medicines spend
6. Reducing administration costs. This includes a commitment to save £700m by 2023/24, of which
£400m should come from providers. The plan does not state how those figures have calculated,
where the reductions in spending will come from or whether they are recurrent or cumulative
savings
7. Improving the way the NHS uses land, buildings and equipment, and will dispose of surplus assets
to enable reinvestment
8. Reducing the use of less effective procedures
9. Improving patient safety
10. Continuing to tackle fraud.

Capital
The Plan says the NHS has invested less in recent years in infrastructure than it has done in the past, and at
a lower rate than other western countries. It states that meeting its future aspirations will require digital
capability and diagnostic equipment will be enhanced significantly.
The capital settlement for the Plan period will be set out in this year’s Spending Review. At the same time,
a number of reforms will be set out to the regime for accessing capital. These will “remove the existing
fragmentation of funding sources, short-termism of capital decision making and uncertainty for local
health economies”.

Next steps
With 2019/20 positioned as a transition year, the next steps for implementing the Plan are:
• Local health systems receiving five-year indicative financial allocations for 2019/20 to 2023/24, and
being asked to produce plans for implementing the Plan’s commitments. Those local plans will
then be brought together in a national implementation programme in the autumn
• The Clinical Standards Review and the national implementation framework being published in the
spring, to be implemented in October following testing and evaluation of any new and revised
standards
• The NHS Assembly being established in early 2019. The Assembly – its members comprising third
sector stakeholders, the NHS arm’s length bodies and frontline NHS and local authority leaders –
will advise the boards of NHSE and NHSI and oversee progress on the Plan
• The spending review (expected in the autumn) setting out allocations for NHS capital, education
and training as well as public health and adult social care
In support of these steps, the Plan commits to automating and standardising the generation and storage
of data to reduce the burden on frontline services and reduce duplication. It also undertakes to set out a
single list of “essential interventions” (including effective e-rostering and e-job planning and processes for
standardising and aggregating procurement demand for products and services) to maximise value. The
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national bodies will also work with the Health Foundation to increase the number of ICSs building their
improvement capabilities.

National operating model
NHSE and NHSI will implement a new shared operating model, with shared regional teams accountable
for managing local systems and the providers within them, and ensuring systems secure the best value
from their combined resources. To deliver this, the Plan commits to:
• A move from relying on regulation and performance management to supporting service
improvement and transformation
• Strong governance and accountability mechanisms in place for systems
• A reinforcement of accountability at board, governing body and local system ICS level for adopting
standards of best practice and contributing to national improvement programmes, on a comply or
explain basis
• Making better use and improving the quality of frontline data and information

Approach to local systems
The Plan commits to “balance[ing] national direction with local autonomy to secure the best outcomes for
patients”. As part of that approach, it sets out:
• An ambition for ICSs to cover England by April 2021. Local systems will be supported in producing
and implementing development plans, including intensive support programme for the most
challenged systems with peer support from more developed systems.
• The intention to support organisations to take on greater collaborative responsibility. As well as
providing “high-quality care and financial stewardship from an institutional perspective”,
organisations will be expected to take on responsibility “for wider objectives in relation to the use
of NHS resources and population health”. System oversight will look at organisational and system
objectives alongside organisational performance.
• Successful organisations will be asked to support their neighbours in developing capability and
resilience, forming part of a ‘duty to collaborate’ for providers and CCGs.

Legislation
A “provisional list of potential legislative changes” which the national bodies would seek from government
includes:
• Giving CCGs and providers shared new duties to promote the ‘triple aim’ of better health for
everyone, better care for all patients, and local and national NHS sustainability
• Removing specific impediments to ‘place-based’ NHS commissioning, including how CCGs can
collaborate with NHSE and NHSE being able to integrate its public health functions within the
Mandate
• Allowing trusts and CCGs to exercise functions and make decisions jointly. This would mean
foundation trusts could create joint committees, and allow (with certain areas where there may be
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•
•

•

•
•

a conflict reserved to one party) the creation of a joint commissioner/provider committee in every
ICS, which could operate as a transparent and publicly accountable partnership board
Supporting the creation of NHS integrated care trusts. This would better enable creation of new
NHS integrated care providers (ICPs) and make organisational mergers easier to progress
Removing the Competition and Markets Authority’s (CMA) duties to intervene in NHS provider
mergers, and its powers in relation to NHS pricing and NHS provider licence condition decisions.
Monitor’s 2012 Act competition roles would also be removed
Allowing NHS commissioners to decide the circumstances in which they should use procurement
processes, subject to a ‘best value’ test, and removing the wholesale NHS’ inclusion in the Public
Contract Regulations. Patient choice and control would be protected and strengthened
Increasing flexibility in the NHS pricing regime, in order to move away from activity-based tariffs
where appropriate, facilitate integration and reduce fragmentation in public health commissioning.
Making it easier for NHSE and NHSI to work together, including being able to establish a joint
committee and subcommittees, with corresponding streamlining of non-executive and executive
functions.

NHS Providers view
A crucial next step will be the implementation of the plan which will require ruthless prioritisation of the
key investment areas which will require continued engagement from trust leaders. In addition, the key
interdependencies for the success of the Plan will be the national workforce implementation plan, along
with training and education funding, capital investment, and a sustainable solution for social care funding.
Some of these issues lie outside of NHSE/I’s control and will be addressed in separate publications. In
addition, the Plan’s approach to addressing the wider determinants of health, will be heavily reliant on
local authority support despite radical cuts to public health budgets in recent years.
Part 2 of the planning guidance is still due to be published later this week, which we expect will set out
further detail on the operational and financial performance expectations for 2019/20. The trajectory to
operational performance recovery against key constitutional targets is not included within the plan,
however the clinical review of standards is expected to be published in spring 2019.
The importance of the local autonomy and the accountability of provider boards is mentioned within the
Plan, although the role of the national bodies in ensuring consistency, value for money and support are
equally at the forefront of the intended revised approach. The roll out of ICSs across the country by 2021,
and the enhancements of the role of system working through the revised financial framework and in
relation to commissioning structures, regulation and performance management are significant. We will be
working closely with the national bodies, and providers, to unpack and help shape their implementation.
NHS Providers will continue to engage in the development of the detail underpinning the Plan and its
implementation. We will also provide further analysis to members on what the Plan means for them and
look forward to engaging members in our ongoing work in this area.
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NHS Providers press statement
NHS long term plan - trusts are committed to creating world class services
Responding to the publication of the NHS long term plan, the chief executive of NHS Providers, Chris
Hopson said:
“There will be strong support across the NHS for the vision and ambition set out in the document. Trusts
and their staff are strongly committed to creating world class services and continuously improving patient
outcomes. They also recognise the need to transform the way they provide care to reflect 21st century
health and care needs.
“There is a huge amount to do across a wide range of areas. Successful delivery will depend on four key
factors.
“First, ruthless prioritisation and effective implementation. To plan is to choose. We now need a detailed
implementation plan that sets out exactly what will be delivered when. This must clearly match the
priorities for each year to the available money and staff, ensuring that the trusts who have to deliver the
plan are actually able to do so.
“Second, a rapid solution to current workforce shortages. This plan cannot be delivered whilst trusts still
have 100,000 workforce vacancies. We need urgent action to solve what trust leaders current describe as
their biggest problem. It’s a major concern that we will have to wait longer to get the comprehensive plan
that is needed here.
“Third, a clear path to recovering performance in areas like urgent and emergency care and routine
surgery. Despite trusts working flat out, the NHS has fallen behind where it needs to be, missing all its key
performance targets over the last four years. Whilst trusts are ready to look at updating these targets, we
mustn’t lose the enormous gains trusts made in cutting waiting lists and improving care in the early 2000s.
“Fourth, there are a range of other issues central to the success of the NHS that must be satisfactorily
resolved through the spending review – social care, public health and NHS training budgets.
“The ambition and vision are welcome. But they need to be delivered.
"We welcome the commitment to an open and consultative process in developing a detailed
implementation plan over the next few months. It is vital that the expertise and concerns of NHS trusts are
central to those discussions. We look forward to making a full and positive contribution."
ENDS.
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Update to

Boards, Governing Bodies and Cabinet
meetings of Devon STP partner organisations

Date

December 2018

Title

MONTHLY UPDATE REPORT

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

Content
This is the tenth Update Report, and covers developments from the PDEG meeting
held on Friday, 21 December 2018.
Key items discussed were:
1. The 2019/20 Operational Plan.
2. Integrated care System (ICS) developments and next steps.
3. A Digital Strategy for Devon.
4. Autism Strategy.
5. Mental health priority update.
6. Life chances and social prescribing.
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1. The 2019/20 Operational Plan
In a letter to CCG Accountable Officers and Trust Chief Executives from Simon
Stevens and Ian Dalton, expectations were set out about the approach to planning
for 2019/20. More detailed guidance is expected shortly.
Two specific areas were flagged as a priority to ensure successful planning:



The importance of systems working together to align assumptions on demand
and capacity planning.
The need for systems to ensure that this is supported by well-developed
efficiency plans that address the anticipated financial challenge.

STP and ICS leaders have been asked to take greater control over the planning
round in 2019/20 and for systems to work together to ensure priorities are delivered
through a shared, open book approach to planning.
In November 2018, PDEG approved a paper setting out the national and local
context that would shape system planning and investment decisions for 2019/20 and
the approach, process and timescales for developing the Devon system operating
plan for the year ahead.
It has been proposed that for 2019/20 a more focused approach on fewer priorities to
deliver high impact transformational changes would make best use of the existing
system resources and any additional investment. The emerging system areas that it
is felt that most benefit and impact for 2019/20 in Devon are:







Accelerating the digital opportunities for the system – fewer, more integrated
and interoperable, care record systems and transformation of access to care
through technology.
Development of an acute strategy for Devon and Cornwall, including tertiary
services; and implementation of service delivery networks and changes in line
with this direction of travel.
Piloting the implementation of the national community models for mental
health to improve the interface between primary and secondary care,
development of in-patient services, work on geographical scope of specialist
services and the relevant shifts in investment required.
Addressing inequalities by ensuring resources are deployed in line with
strategic ambitions and population needs and outcomes.
Investment in prevention to support people’s needs in better ways, alternative
to traditional care settings, to impact on demand in 2019/20.

Additionally, it is felt that there are two areas that need to be progressed locally
across the system:



Implementation of the Integrated Care Model (ICM) blueprint agreed in 2017,
which will also help to stabilise primary care and impact on demand.
Implementation of the workforce strategy.

The Operating Plan for 2019/20, as well as an early draft of a new Five Fear
Strategic Plan for Devon, will be presented at the Collaborative Board in March 2019.
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2. Integrated Care System (ICS) developments and next steps
PDEG were briefed on the outputs from the system design and development
programme, which was in support of a move to a new Integrated Care System. This
work has been supported by an external facilitator, Julie Beedon.
This work has run concurrently with the national ‘Aspiring ICS programme’, run by
NHS England and PWC.
PDEG noted progress to date. They agreed the following actions:




Any further developmental ICS work should align to the national ‘Aspiring ICS
programme’, as this has been positive and beneficial.
The external organisational design and development facilitator support should
be re-focused on transition planning and capability building until the end of
January, after which the contract will end.
Further work on the system vision and priorities should be guided by the soonto-be-launched NHS Long-Term Plan.

3. A Digital Strategy for Devon
When the new Secretary of State for Health took office he shared his three priorities
for the NHS: Workforce, Technology and Prevention. Not only is Technology front
and centre, but it has a vital role to play in delivering the other priorities too. Since
then, The Future of Healthcare has been published, a policy paper that sets out a
bold vision for the role of digital in the NHS over the coming years.
In Devon, our system Collaborative Board has emphasised that developing electronic
records that “feel like one system” is a priority if we are to achieve our goal of
functioning as an Integrated Care System.
The STP Strategy on a Page lists being “digitally enabled” as one of the design
criteria by which all future service developments must be produced. As such, there
has never been a better opportunity for us to use technology and information not just
to enable change, but to lead our community in building a modern NHS that delivers
higher quality, safer care to the people of Devon.
Our new Digital Strategy sets out the overall direction for IM&T and digital services
for health and care within Devon. It builds on the work of the original Peninsula 2020
Local Digital Roadmap and can be regarded as the successor to that document.
There are four programmes of strategic focus:





“Feels Like One System”: Sharing, consolidating and integrating records to
deliver shared care and workflows.
“Technology Together”: Shared infrastructure and technical design.
“The Digital Citizen”: Delivering services and self-care online.
“Harnessing Information”: Delivering data analytics, intelligence and
governance for Devon.
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The collaborative work undertaken between organisations through the STP as part of
the wider development programme has helped create the environment in which we
can continue to deliver effective digital services at a local level but also recognise
where we are stronger together and can achieve more by working as a single system
for the benefit of all.
The health and care organisations in Devon have agreed to the following principles
that apply to all the work of the STP Digital Programme both at a collective and
individual level. These are:







Work towards a digital record that “Feels Like One System” based around the
citizen and clinician.
That all organisations within Devon work to common standards for data
structures, technology and information sharing.
Optimise and make best use of any funding sources to ensure that we
maximise income within this programme of work.
Work collaboratively and apply a “Do it Once” methodology across the county.
Make the best use of national IT systems.
Make best use of our combined procurement power to ensure financial
sustainability.

The move to an Integrated Care System requires us to work in new ways, based
around the needs of our citizens both individually and collectively. We shall marshal
our digital resources collectively wherever possible to support the new models of
care.
The Strategy on a Page sets out the five Ambitious Goals for the Devon STP, and the
four areas of digital strategic focus are designed to support those goals, as shown
below:

The purpose of the Digital Strategy is to support the delivery of the STP and
information and technology can provide support and leadership in all of the STP
priority areas. All projects that sit within the STP Digital Work Programme will be
assessed against their ability to deliver these priorities.
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4. Autism Strategy
The provision of support for adults with autism is a complex and challenging issue for
health and care communities across the country. There are pockets of excellence
and areas in which there are little or no services, as well as much in the middle.
There is national evidence that suggests that there may be local opportunities to
deliver better value and more effective services. Based on this, the Devon STP
Learning Disability and Autism Leadership Team have approved the further
exploration of how services for adults with autism are provided across the wider
Devon footprint.
More specifically, three areas have been prioritised: the diagnostic pathway; post
diagnostic support; and access to mainstream services. These areas cannot be
viewed in isolation, however as they are intrinsically inter-linked.
The focus of this work is adults with autism (excluding a learning disability). The
pathway and needs of children is covered by the STP Children and Young people’s
work stream, although there is a clear need to ensure that there are robust
transitional arrangements between the two.
The team have supported the further exploration of potential opportunities to improve
services across Devon for adults with autism who don’t have a learning disability.
The strategy, which was endorsed at PDEG, describes current provision, presents
national evidence in terms of best practice and highlights opportunities to provide an
evidence-based, consistent model and offer across the STP footprint.
There are a number of areas that lend themselves to potential development. These
include:







The differential approach/quality and variation in waiting times for an
assessment across Devon.
The availability of post diagnostic support for individuals with autism.
The opportunity to provide more clinically and cost effective services through
redirecting current spend into a NICE recommended model.
Improve the quality of life for people with autism through enabling improved
access to employment.
Support current services in being able to manage a number of very complex,
high risk individuals.
A specialist, NICE compliant service could reduce out of area placements
whilst supporting local areas (through a hub and spoke model) to improve
mainstream access to services for people with autism through the delivery of
training, support and supervision.

There is some clinical expertise that could be built upon in the form of DANA
(specialist autism assessment service) as well as specialist services run by Devon
County Council that could provide an opportunity to build a consistent, high quality
approach across the STP footprint. We also have the opportunity to gain support
from an area highlighted as a model of good practice (Bristol), to help us think about
how we might apply outcomes and principles of best practice locally.
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5. Mental health priority update
PDEG members were given an update on plans to develop a new system strategy for
mental health. They heard that mental illness is common, frequently starts in
childhood, reduces outcomes and increases costs in long term care, reduces life
expectancy and is treatable.
Although funding for mental health has grown, and is a priority in Devon, there is still
a funding gap that needs to be closed.
There are four main workstreams as part of the strategy, including:





Crisis and Urgent Care.
Dementia.
Primary/ Secondary Care Interface.
Children and Young People.

There has been engagement with key stakeholders in developing the strategy, and
below are graphics that highlight some of the challenges faced in mental health:
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6. Life chances and social prescribing
The profile of what is called ‘social prescribing’ is becoming increasingly evident
across the country, with many seeing it as an opportunity to contribute to a modern
and sustainable health and care system where avoidable demand is met with an
increased wellbeing offer from non-clinical sources.
The Minister for Health has called for it to be a part of the core offering in every local
area by 2023. At a national level, the term ‘social prescribing’ is featuring as a core
component of a number of government policies/strategies and plans.
At a local level there are numerous schemes underway. The work that has been
undertaken in relation to the ‘Life Chance’s programme, alongside programmes
already underway in Plymouth, Exeter and Torbay have given greater focus to social
prescribing as part of the STP Prevention Strategy.
However, this high-level strategic development is not yet sufficiently connected to
local activity and this needs to be addressed, without stifling local initiative. The
STP’s strategic reach, operational partners and geographic footprint make it well
positioned to bring this together.
PDEG heard that social prescribing can be developed as a core part of the STP’s
priority to build resilient communities and support self-care. They supported a
proposal that resources are put in place (a lead, supported by a seconded
programme team) to undertake specific work over 12-24 months to integrate social
prescribing at scale across the health and care system.
This work will enable the system to best understand, integrate with, and support
communities to provide social solutions for their citizens’ health and wellbeing. And, it
has the potential to unlock new sources of help for individuals, which will give them
greater resilience and reduce demand on the health and social care system.
A key function of the social-prescribing pathway is time for person-centred guided
conversations which build relationships and motivation. This is below. Note: the
diagram should be interpreted from the centre to edge and from left to the right.
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In October 2018, the Trust Board received a presentation on the Trust’s emerging R&D
strategy. This has led to the production of the attached strategy document which the Board is
asked to approve. Our overall vision and strategy is summarised in the diagram below.

This Research & Development Strategy will continue to be reviewed as the Trust’s overarching
organisational strategy is developed and the requirements of the NHS Long Term Plan become
clearer. In the meantime, we will agree an Annual Research Plan which will set out key how we
will translate our strategy into practice. The annual plan for 2019/20 will be reported to the Joint
Research Committee and Trust Board.

1

Item 6
Quality Impact Assessment

Research is the route to best practice, improves health & wellbeing for our local population,
improves efficiency in clinical pathways and underpins our aspiration to be outstanding for
clinical care.
Financial Impact Assessment

There are no direct financial implications associated with this report but it is important to note
that Research & Development represents a material component of the Trust’s business.
Regulatory Impact Assessment

The report includes a number of references to regulatory requirements.
Equality and Diversity Impact Assessment

There are no direct equality and diversity issues associated with this report.
Environment & Sustainability Impact Assessment

There are no direct environmental or sustainability issues associated with this report.
Key Recommendations

The Board is asked to review and approve the Research & Development Strategy and support
the publication of this document.
Next Steps

The Associate Medical Director for Research & Development will oversee implementation of
this strategy and, in doing this, will develop a more detailed operational plan for 2019/20 which
will be presented to the Trust Board in due course.
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Delivering Tomorrow’s Treatments Today
Research and Development Strategy
Our commitment to research
University Hospitals Plymouth NHS Trust is the largest hospital in the south west, at the centre of an integrated care
system serving a population of half a million people. This document sets out an ambitious plan for our development of
clinical research over the next 5 years. The commitment made by UHP`s Board in collaboration with our strategic
research partners is in line with the national drive to support Research & Development in the NHS.

Measuring our success
By 2025 we will have:
 Embedded a culture of research as part of usual clinical care across the local integrated care system.
 Established a portfolio of studies in the areas most relevant to our local population.
 Established research in preventative medicine as a key part of our research strategy.
 Built an otherwise balanced & financially viable research portfolio, including a commercial portfolio of
studies.
 Several grant funded Health Services Research projects running, measuring the value of our healthcare
delivery pathways.
 Digitalised Information systems across UHP and partners to facilitate research operations and delivery.
 Established an annually recurring internal grant scheme awarded by panel review, supporting local Chief
Investigators, including allied health professionals towards NIHR project grants.
 Developed joint research administration & governance arrangements with the University of Plymouth to
support a thriving health research program.
 a Hub for Health & Lifesciences research in Plymouth in which UHP has played a vital role.
 Purpose built research facilities – a space for delivering clinical trials & health research for community &
staff.
Research & Development Strategy: 2019/20 – 2024/25
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National context
The NHS Five Year Forward View (5YFV) set out a clear
direction and actions required to deliver the vision of a
better NHS including improved ability to undertake
research and apply innovation. Notably, the 5YFV states:
“Research is vital in providing the evidence we
need to transform services and improve
outcomes.”
NHS England took stock of progress at the half way point
of the 5YFV and recognised the importance of R&D in
helping to put money back into the NHS and the UK
economy. More recently, the NHS Long Term Plan
(2019) reaffirms the enormous value of research and
innovation to drive improvement.
Breakthroughs enable prevention of ill-health, earlier
diagnosis, more effective treatments, better outcomes
and faster recovery.
Linking and correlating genomics, clinical data and data
from patients provides routes to new treatments,
diagnostic patterns and information to help patients
make informed decisions about their care. ‘Researchactive’ hospitals have lower mortality rates, with benefits
not limited to those patients who participate in research.

Our contract with the NIHR CRN requires that we are able
to support research in all speciality areas where we have
a clinical pathway. Over the medium term we will focus
on recruitment and local Chief Investigator development
in our areas of local research strength (particularly where
these overlap with University of Plymouth`s research
strategy) and where there is a viable commercial return.
Over the longer term we will aim to develop additional
research capability where it is currently lacking in those
areas which are of particular relevance to the local
population. Our areas of research strength don’t
currently always overlap with the health priorities of our
local population or our largest areas of clinical need. Our
long term strategy is to close this gap.
Aim 2 - Transformation (including digitisation)
Services across Plymouth are developing an Integrated
Care System, bringing together local primary and
specialist care, physical and mental health services, and
social care organisations with shared leadership & action
to redesign care and improve population health.

Aim 1 - Needs of the population

We host an ageing and dispersed population,
characterised by inequalities of access to healthcare
and with a high prevalence of
physical & mental diseases
related to lifestyle. Our
research strategy mirrors our
emerging Putting People First
healthcare strategy. The key
focus of our research is to reflect the needs of the local
population, in particular where these reflect the
healthcare research priorities of the nation. We will do
this by:
 Introducing preventative & life coach approaches
to secondary and acute care, in line with the NHS
10 year plan.
 Increasing the number of people registering to
participate in health research by using a range of
channels and media to promote involvement.
 Working with our Patient Experience Committee and
other patient groups to consider their priorities and
providing greater visibility of research opportunities.
Research & Development Strategy: 2019/20 – 2024/25

We have introduced a series of transformative projects at
the interface of primary and secondary care. Our
partnership with Livewell Southwest allows a specific
focus on support for research across the whole care
pathway. Our partnership with Care UK in elective
orthopaedic & elective upper GI surgery is a national
vanguard partnership and supports our developing
research collaboration, the first with a Care UK provider.
These represent excellent opportunities for Health
Services Research (systematic evaluation of healthcare
pathways), in which the University of Plymouth has a
strong academic pedigree.
We will plan for an array of research opportunities
provided by advances in information technology such as
a global healthcare research database and a
sophisticated anonymised dataset linking several systems
to characterise the southwest population.
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Aim 3 - Research rich climate

Aim 5 - Financial sustainability

Research is everybody’s business and, as such, we will
develop a culture in which all staff are encouraged to
participate. This will include:

The global research and development market is buoyant
with an industry wide research investment of more than
£4.2 billion each year. The UK Industrial Strategy strongly
endorses
ongoing
NHS
involvement in commercial
research. The nature of the
industry is such that rapid drug
development is imperative and
reliable partners are required
to deliver studies in a timely
way.

 Establishing regular reporting arrangements and key
performance indicators for the Board, Executive,
Care Groups and Service Lines.
 Promoting the Trust as an attractive place to work by
making clear our ‘research offer’ to new and existing
staff.
 Developing a ‘research contract’ with each Care
Group and Service Line, outlining incentives and
responsibilities.
 Supporting the University of Plymouth`s Integrated
Academic Training program.
We will also provide incentives for Principal Investigators
(PIs) by ensuring that these roles are properly funded in
annual job plans and support Chief Investigators (CIs) to
promote R&D activities and attract grant funding.
Aim 4 - Multi-disciplinary workforce

Our partnership with the University of Plymouth’s
Clinical School holds great potential for nurse, midwife
and allied health professional led research. We will
ensure that our research activity adopts a multidisciplinary approach. This will include:

The Trust has a reputation for its efficient set up of
research projects, attracting the pharmaceutical industry
back to Plymouth time and again. This underpins our
commercial portfolio, supporting both income and drug
savings & reducing costs through better clinical care.
We will maintain a balanced portfolio of studies
prioritising the key areas that deliver local patient benefit
and contribute to a sustainable future. In doing so, we
will prioritise recruitment to NIHR non-commercial
studies which affects our annual CRN budget allocation
and to commercial studies.
We will seek to secure grant funding for local Chief
Investigators, either NIHR grants (which draws research
capability funding) or commercial (which attract funding
predicated against the CI).

 Working with the Clinical School to increase
capability and capacity and attract and retain highly
educated non-medical staff.

We are among the few UK centres holding a licence for
research in Genetically Modified Treatments (GMO) &
will develop local capability to support at least “Level 2”
GMO studies

 Increasing the number of non-medical Clinical
Investigators and Principal Investigators.

Aim 6 - Clinical Research Facility accreditation

 Promotion of women in science.
 Continuing to utilise our own charitable funds to
support first time researchers and, in particular, nonmedical staff to encourage participation and capacity
in undertaking research.

NIHR accreditation as a Clinical Research Facility (CRF) is a
kitemark of a safe, quality assured environment for
delivering clinical research studies, draws additional
funding from the CRN and facilitates partnership with
industry.
Our ambition for CRF status makes an unequivocal
statement embodying the Trust’s vision to embed
research within all aspects of its core activities and to
attract clinical key opinion leaders and those with a
robust reputation for research delivery.
CRF status requires flexible accommodation to support
the needs of the hospital and deliver a broad research
portfolio of investigators undertaking high-quality early
phase research across a diverse range of clinical areas.

Research & Development Strategy: 2019/20 – 2024/25
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We will work with the University to align strategies and
pathways to develop synergy across mutual key research
themes. The University`s Derriford Research Facility (DRF)
& Brain Research Imaging Centre (BRIC) provide
laboratory based, translational research & imaging
capacity to run in parallel with our clinical research.
In the medium term we will refit our existing estate in the
Lind Research Centre to deliver these objectives, with the
long term aim to develop a new purpose built facility.
Strategic enablers
High standards of governance and ethics
We will adopt consistently high standards of governance
and ethics to ensure that we make best use of our
resources and put the interests of the public first. This
will include:
 Agreeing joint working arrangements between
respective organisations and a clear governance
framework.
 Developing robust management arrangements
including regular monitoring of KPIs and publication
of an Annual Research Report.

Collaboration with local partners
We will continue to strategically align our healthcare
research with the University of Plymouth, a natural fit as
our partner Higher Education Institution.
A research rich environment offers the opportunity to
engage with Peninsula Medical & Dental and Derriford
Clinical School students at an early stage to encourage
research active clinicians for the future.
We will explore opportunities to collaborate with
Plymouth Science Park, a hub for innovation in health
and life sciences. We will also work in collaboration with
the Peninsula Clinical Research Network, SW Academic
Health Science Network, Peninsula Applied Research
Collaborative, IQVIA, Pharmaceutical & Industry partners
to continue to grow high quality health research in the
South West for the benefit of our local population.
We will work with Plymouth City Council, Public Health,
Local authority & partners as above to promote Plymouth
in the context of the regional and national research
agenda beyond healthcare research.

 Establishing an ‘engine room’ to identify, coordinate
and optimise funding opportunities across partner
organisations.
Communications
We will develop a comprehensive communications plan
to raise the awareness of our research activities.
Externally, this will include visible promotional materials,
the engagement of local press, MPs & community leaders
and an enhanced social media presence.
With our staff we will promote the message that research
is everybody’s business by developing clear and regular
communication on our research priorities. We will also
ensure that induction training for all staff covers research
& innovation.
Annual Research Plan
We will agree an Annual Research Plan which will set out
key focus areas and specialities for translating our
strategy into practice. Success at achieving the key
objectives will be reviewed annually and reported to the
Joint Research Committee and Trust Board.

Research & Development Strategy: 2019/20 – 2024/25
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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:

1

Item 7

Enhancing our assurance
In November 2018, the Trust Board agreed a series of ‘asks’ from each of its committees with a
view to enhancing the level of assurance on the key risks identified. The current position with each
of these asks is set out in Annex 1.
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. Review the progress with the issues being overseen by the Board’s committees and and
determine whether any further action is required by each committee.
Next Steps
The Board will continue to be provided with regular updates on the Board Assurance Framework.

2

Item 7

Annex 1

Enhancing our assurance
‘Ask’ from Board

Current Position

Safety & Quality Committee
Follow-up Backlogs
Agree plan to eliminate time critical follow-up
backlog.

The Committee will receive a report in February 2019
on a plan to eliminate the time critical follow-up
backlog.

Quality governance: Implement NHSI
recommendations for enhancing quality
governance arrangements.

The Committee will review the quality governance
approach in February 2019.

Mortality: Review HMSR & SHMI to
understand anomalies as identified by recent
CQC inspection.

The Committee were updated on progress with this in
December 2018. This information will be included in
the Integrated Performance Report.

QIAs: Review approach to completing robust
QIAs.

The Committee will review the approach to these in
February 2019.

Warning Notices: Confirm all pharmacy and
imaging related recommendations from the
CQC have been fully implemented.

The Committee reviewed the latest CQC action plan
in December 2018. An update on the CQC’s latest
visit will be reported to the Board.

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

The Committee last reviewed this risk in June 2018.
It was agreed that a report would be scheduled for
February 2019, to pay particular reference to risks on
DATIX.

Human Resources & Organisational Development Committee
Workforce Safeguards: Review compliance
with NHSI's 'Developing Workforce
Safeguards'.

The Committee received a briefing in December 2018
and will receive a further report in February 2019.
This is expected to be reported to the Board in March
2019.

Safe Staffing: Review plan to address risks
associated with medical and ward staffing
particularly for the Winter months.

This will be reviewed by the Committee in February
2019.

Guardian of Safe Working Hours: Oversee
response to GSWH issues.

Verbal update to be given.

Freedom To Speak Up: Complete F2SU
self- assessment and develop plan to
address any identified gaps.

The Committee reviewed and approved the selfassessment in December 2018. This will be reported
to the Board in January 2019.

Appraisals & Mandatory Training: Review
plan for improving compliance with appraisal
and mandatory training requirements.

Verbal update to be given.

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

Results of latest GMC survey are not yet known.

Leadership Development: Review
implementation plan and arrangements for
evaluating impact.

Verbal update to be given.

3

Item 7
‘Ask’ from Board

Current Position

Finance & Investment Committee
MRI Business Case: Confirm that benefits of
the FBC are clearly documented.

Reviewed by the Committee in December 2018.
Report to be provided by the DoPSS to summarise
options going forward and associated benefits.

2018/19 Budget: Review revised forecast
and consider further mitigations.

Month 8 and forecast position reviewed by the
Committee in December 2018. Update included in
the Integrated Performance Report.

5 year plan: Review medium term financial
plan.

Reviewed by the Committee in December 2018.
Additional Committee meeting in January to discuss
further.

Use of resources: Ensure clear plans for
addressing variations in performance and/or
practice are developed.

Verbal update to be given.

4

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
Pharmacy
Greg Dix
Q5
Medical Equipment
Phil Hughes
Q6
Infection Control
Greg Dix
Q7
Clinical Administration
Kevin Baber
Q8
CQUINs
Greg Dix
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
12

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

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

Weak
Weak
Reasonable
Weak
Reasonable
Excellent
Reasonable
Reasonable

25
15
12
16

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

Dec-18
Dec-18
Dec-18
Oct-18

Weak
Reasonable
Reasonable
Reasonable

20
8
12
20

FIC
FIC
FIC
FIC

Dec-18
Dec-18
Oct-18
Dec-18

Weak
Reasonable
Fair
Fair

20
16

Trust Board
Trust Board

Nov-18
Jun-17

Fair
Fair

12
10
12
12

Trust Board
Trust Board
Trust Board
Trust Board

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

Reasonable
Reasonable
Excellent
Reasonable

This page is intentionally blank.

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.

Monthly performance
report to Trust Board.

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

5

3

15

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
Regular REACT Bulletins.
culture. The percentage of incidents resulting in harm, loss or
damage is below the national average.
Incident reporting system.
Mortality
Mortality Review Group.
There are adverse HMSR/SHMI variances , however, after
investigation, the Trust has concluded that the cause was
Quality Assurance
SALUS, the Trust’s bed management system which increased
Committee.
number of coded episodes which had the result of appearing to
‘delay’ a definitive diagnosis. NHS Improvement had reviewed
Quality Improvement
the Trust’s investigation and ratified its conclusion.
Committee.
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.

(a) Incidents: Failure to report, investigate
and learn from incidents.
(b) Mortality: Failure to examine,
understand and explain mortality rates
(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.

Yes

Nov-18

Weak

15

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

Reasonable

3

Negative

5

Neutral

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

Phil Hughes

Diagnostics
Diagnostic waits have improved in December with 12.0% of the
waiting list (858 patients) having waited 6+ weeks or more
compared to 12.5% (894) in November.
There are a signficant number of patients flagged as time
critical who have gone past their see-by-date. 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.

Greg Dix

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

Cancer
We achieved 5 out of 9 National Cancer Standards in December.
if we continue to clear the backlog to a sustainable level then
achievement of the standard in March 2019 will not be
achievable, we can expect clearance to take an additional 4
months

Yes

Winter Resilience Plan.

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

Yes

Imaging Board.
(b) Delayed Diagnosis / Treatment: Delay
in diagnosing or treating patients leading to
an avoidable deterioration in their
condition.

Elective care
There were 106 patients waiting over 52 weeks for treatment at
the end of December.

S&Q

Monthly Cancer
Performance Review.

Apr-18

Monthly Care Group
Performance Reviews.

Urgent care
ED 4hr performance improved for the 3rd consecutive month in
December with 84.1% of patients attending ED and our
associated MIUs being treated within 4hrs.

S&Q

(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.

Daily operational site
management meetings.

Dec-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.
Develop and
implement revised
approach to
completing robust
QIAs.

A further CQC visit to Pharmacy took place in December 2018.
The CQC’s written report would be due in February, although
any immediate concerns would be communicated sooner. This
will be the subject of a separate report to the Trust Board in
January 2018.

Weak

Medicines Governance
Committee

Negative

15

Yes

3

S&Q

5

Dec-18

Q4 Pharmacy
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:

Greg Dix

Quality Impact Assessments (QIAs)
A new approach to undertaking robust and consistent QIAs is
being developed and implemented.
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.
(d) E-prescribing: Failure to implement an
effective electronic prescribing system.
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Board Assurance Framework
Reasonable Assurance
Excellent
Reasonable
Weak

Review compliance
with NHSI's
'Developing
Workforce
Safeguards' and
develop an action
plan to address any
gaps identified,
particularly with
regard to medical
staffing.

Reasonable

Reasonable

Yes Plan?

Neutral Outcomes

Yes

Neutral

Yes

Yes

Positive

Yes

National Requirements
The Committee received a briefing on NHSI's 'Developing
Workforce Safeguards' requirements in December 2018 and will
receive a further report in February 2019. This is expected to be
reported to the Board in March 2019.

Neutral

Daily ward staffing review
meetings.

Negative

25

The Committee received a report in December 2018 which
stated that whilst progress had been made there were
challenges in meeting the 2018/19 CQUIN targets for antibiotic
consumption. Further work was required to ensure sufficient
clinical engagement in this area.

Confirm that plans
are in place to
mitigate equipment
risks through capital
programme.
(February 2018)

Yes

5

CQUINS programme
management
arrangements.

Further assurance or
action required

Neutral

5

S&Q Group

12

Jun-18 Last Review

4

S&Q

3

This risk was reviewed by the Safety & Quality Committee in
October 2018 and a follow-up report will be scheduled in
2019/20.

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 2018,
cleanliness.
the Director for Infection Prevention & Control reported to the
S&Q Committee that cleanliness and infection control
Independent internal audit arrangements continued to be effective.
reviews.

Dec-18

Q8 CQUINs
Failure to achieve agreed CQUINs leading
to poor quality care and potential loss
ofplanned income.

Monthly Care Group
Performance Reviews

The Corporate Risk Register includes a number of serious
medical equipment risks. These predominantly relate to some
ageing diagnostics equipment. In developing the annual capital
programme, the Trust undertakes a comprehensive risk
assessment of medical equipment to ensure that any identified
needs are appropriately prioritised. FIC has conducted its
annual review of the process by which the Trust identifies
capital investments needs and the allocation of resources. FIC
was assured that a robust process is in place.

S&Q

12

Oct-18

3

S&Q

4

Dec-18

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

Infection Prevention &
Control Sub-Committee

Dec-18

12

HR&OD

3

Dec-18

4

Medical Devices Steering
Group.

HR&OD

Risk

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.

Nick Thomas Lead

12

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

Greg Dix

3

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

Kevin Baber

4

Description of identified risk and potential
consequences

Greg Dix

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

Ref.

ASSURANCE ASSESSMENT

Steven Keith

Impact

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

Develop plan to
address any
identified gaps from
the F2SU self-review

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.

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

(b) Nurse Staffing: Failure to maintain
sufficient ward staffing levels leading to
potential harm to patients.

Medical Staffing
Current vacancy level is 8.4%. There are particular risks
asscoiated with some service areas and professional grades.
This includes maintaining general medical rotas and medical
registrar vacancies.

(c) Medical Staffing: Failure to maintain
sufficient medical staff or provide
appropriate medical rota cover.

Allied Health Professionals
There are particular staffing risks in some areas including
radiologists, pharmacists and radiation protection.
5

3

15

Steven Keith

(d) AHPs: Failure to maintain sufficient
Allied Health Professionals leading to poor
patient flow through hospital.
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.

Annual Staff Survey.
'Your Voice' Sessions
F2SU Guardians
Leadership Walkrounds

(a) Staff Engagement: Failure to engage
with and/or act upon feedback from staff
including from the annual staff survey.
(b) F2SU Guardians: Failure to maintain
effective F2SU arrangements and/or act
upon their feedback.

Nurse Staffing
Current vacancy level is 11.8%. The HR&OD Committee has
noted that nurse staffing is supported by a good methodology
and plan but that this was not the same level of visibility for
other clinical staff groups.

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. There is is also ongoing
work in respect of the delivery of the Trust’s Leadership
Approach, approved by the Board on 30 November 2018, in
particular 360 degree appraisal, coaching capacity and staff
‘temperature check’ arrangements.
Freedom To Speak Up Guardians
The Trust has a very visible and active team of Guardians. The
Trust was required to undertake a self-review of its current
arrangements using an NHS Improvement Tool
The Committee reviewed and approved the self- review in
December 2018. This will be reported to the Board in January
2019.
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Board Assurance Framework
Dec-18 Last Review

Neutral Outcomes

Reasonable Assurance

Oct-18

Yes

Neutral

Reasonable

FIC

Yes

Negative

Weak

Review revised
forecast and consider
further mitigations.

Yes

Neutral

Reasonable

Review the adequacy
of assurance on
major capital
projects.

No

Neutral

Fair

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

No

Neutral

Fair

Review issues and
timetable associated
wih the long term
financial plan.

Yes Plan?

HR&OD Group
HR&OD

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

Mandatory Training
Current performance against the 95% target is as follows:
l Basic Life Support - 80%
l Manual Handling - 90%
l Trust Upate - 90%
l Child Protection - 92%
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.

Further assurance or
action required

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

4

4

16

4

20

Steven Keith

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.

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
Medical Education.
overall satisfaction mean score of 77.9% compared to 79.4% in
2016 with the Trust continuing to score within accepted
Service Line Plans.
outcomes across all domains with the exception of ‘feedback’.

Neil Kemsley

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

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.

Dec-18

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

FIC

Monthly Care Grup
Performance Reviews.

Appraisals
Appraisal compliance rates for Agenda for Change staff is
currently at 89%. HR continue to support service lines with their
improvement plans

Dec-18

Monthly performance
report to Trust Board.

FIC

12

Oct-18

4

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

FIC

3

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

ASSURANCE ASSESSMENT

Dec-18

Risk

W3 Core Requirements
Failure to ensure compliance with core HR
requirements. There are a number of more
specific risks including:

Steven Keith Lead

Description of identified risk and potential
consequences

Impact

Ref.

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

Monthly finance report to
Trust Board and NHSI.

AIM 3: IMPROVE OUR FINANCIAL POSITION
F1

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

5

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

(d) Cash: Adverse variances could lead lead
to an inability to meet monthly outgoings.
Capital Programme
Failure to effectively manage or deliver the
agreed capital programme leading to nondelivery of critical investments and/or
inefficient use of resources.

4

2

8

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

4

12

The deficit in month 9 is £2.98m, £1.29m adverse against plan.
The year to date deficit is £25.97m, £17.13m adverse to plan.
The Trust has delivered £13.13m financial improvement year to
date for December, £4.46m below target.

Nick Thomas

F3

SFIs and Scheme of
Delegation.

Annual Capital Programme Capital expenditure year to date for Month 9 was £8.79m,
£3.18m below the revised plan of £11.97m. There are no
anticipated cash issues, and the Trust was drawing cash support
in line with the revised deficit position. Nonetheless, the
Finance & Investment Committee has expressed a wish to
receive stronger assurance on major capital projects.

Neil Kemsley

F2

Budget sign off letters &
financial controls guidance.

The Trust originally planned for a deficit of £3.8m in 2018/19
but 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.

PDU.

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.

The Trust is developing a financial outlook / plan for the next
five years. 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.

Fortnightly TME meetings
to oversee programme.

F4

Financial Sustainability
Failure to develop a financial plan which is
consistent with commissioner assumptions
and regulatory expectations leading to an
inability to deliver services on a continuing
basis.

5

4

20

Neil Kemsley

CQC Use of Resources
Assessment.
NHSI oversight.
FIC oversight.
Trust Board oversight.
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Board Assurance Framework
Outcomes

Assurance

Fair
Fair

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

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

Plan?

Neutral
Neutral

Last Review

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.

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

Group

No

16

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

No

4

Nov-18

4

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.

Trust Board

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

20

Jun-17

S2

Further assurance or
action required

Trust Board

4

Risk

5

Lead

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.

Description of identified risk and potential
consequences

Ann James

S1

Ref.

ASSURANCE ASSESSMENT

Nick Thomas

Impact

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

AIM 4: CREATE A SUSTAINABLE FUTURE

(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 (including car parking).

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.

Trust Board

Jan-18

Yes

Neutral

Reasonable

Present an annual
report on H&S to the
Trust Board in May
2019.

Yes

Neutral

Reasonable

Review an annual
Fire Safety report in
January 2019.

Yes

Positive

Excellent

Review the annual
Emergency Planning
report in November
2019.

Yes

Neutral

Reasonable

Periodic report to Trust
Board.

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.

Jan-18

Health & Safety
Committee.

Trust Board

12

Nov-18

3

May-18

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.

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

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

Nick Thomas

G2

Designated Fire Officer
Fire Wardens

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.

Designated Emergency
Planning Officer

Mandatory Training

Emergency Plan
Business Continuity Plans
Timetabled software
updates

The hospital estate is complex, both in terms of physical layout
and use, and has in place comprehensive fire saftey measures.
Following the Grenfell Towers fire additional measures were
put in place pending testing of the cladding material used on
the TLB. Test results have confirmed that we are low risk.
Some additional fire compartmentalisation work was already in
progress for TLB level 8 and this will be completed this year.
The Trust Board received its annual Emergency Planning report
in November 2018. The Trust participated in a major incident
exercise last year which was coordinated across the South
West.
A detailed update on this risk is included in the Information
Governance report to the Board in May 2018.
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Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position Create Sustainable Future


Executive Summary

CQC Action Plan
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. The Trust
was required to make the significant improvements identified in the Warning Notices by 26th
October 2018. Our progress in this regard is currently being reviewed by the CQC. This
process commenced on 11 December 2018 and we are expecting a draft report in February.
An Action Plan was developed in response to the report and the Warning Notices with delivery
of this plan subject to a process of internal and external monitoring and reporting. Progress is
being overseen by a CQC Post Inspection Project Group which meets monthly and has a
forward plan of work. Ongoing assurance is also reported internally to Safety and Quality
Committee at each meeting and externally to the CQC, NEW Devon Clinical Commissioning
Group and to NHS Improvement; this will continue until completion or re-inspection.
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.
The action plans for Pharmacy and Diagnostic Imaging will be refreshed on receipt of the
inspection report in February.
Warning Notice (Pharmacy): The Warning Notice states that “Significant improvement is
required to ensure that systems and 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. The current concern relates to pace of change which is being adversely impacted
by the lack of capacity at a senior Pharmacy leadership level. Steps are currently being taken
to address this.
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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”.
Good progress has been made with delivery of the action plan although improving the culture
and wellbeing of staff will take time.
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 Emergency Department (ED) requests. Progress is now
being made with a four week pilot in Ultrasound and MRI which commenced in ED on 26
November. This will be extended to CT on 9 January, and if that is successful, to Plain Film.
Initial feedback has been positive.
Requirement Notices
A summary of the Leads’ assessment of our progress in addressing the Must Do actions within
the CQC report (the Requirement Notices) is submitted at Appendix 1. Please note that the
RAG rated assessment is purely subjective and designed to give an indicator of progress in
delivery of the actions.
The red rated areas of concern are as follows:
• Corporate action to ensure that all equipment is serviced as required (addresses two
actions).
• Ensure nursing staffing levels meet the nursing establishment on the endoscopy unit.
• 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. (addresses
three actions).
• Bring the current cancer wait targets, especially for two-week wait and 62-day pathways
into line with targets.
• Be assured that the trust is meeting its obligations to have a legal basis to deprive
someone of their liberty.
• Trustwide: Make significant improvements to meeting the needs of patients in the
diagnostic imaging departments in terms of timeliness of their appointments.
• Trustwide: 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. Bring the current outpatient referral
to treatment time target into line with targets.
CQC IR(ME)R Inspection
CQC inspectors conducted a short-notice announced inspection of compliance with the Ionising
Radiation (Medical Exposure) Regulations 2017 (IR(ME)R) of the radiology service at Derriford
Hospital on 18 December 2018. The inspection was focused on the action plan produced
following a full comprehensive inspection which took place on 29 November 2017.
The inspection reviewed the reasons why some of the actions around revision and ratification
of the employer’s procedures required under schedule 2 of IR(ME)R 2017 had not been
undertaken. Inspectors were informed that due to capacity and resourcing issues there had not
been time allocated to the work that was required. However, the team were able to
demonstrate that a new action plan was in place with a final date for implementation of March
2019. This is supported by a Project Manager and two full time dedicated members of staff with
the addition of weekly meetings and oversight through Trust governance processes.
As agreed at the time of the inspection, a weekly update will be provided to the IR(ME)R
inspection team to ensure that the March 2019 deadline is met.
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Quality Impact Assessment
Failure to comply with the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014
results in the provision of services to patients that fails to meet fundamental standards of quality and
safety.
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
The equality and diversity issues identified in the CQC report are being addressed in our action
plan.
Environment & Sustainability Impact Assessment
Environment and sustainability will be considered with each CQC action where relevant.
Key Recommendations
Trust Board is asked to note the progress being made with the CQC Action Plan.
Next Steps
Progress in delivery of the CQC action plan will continue to be monitored internally and reported
externally.
The outcome of the current re-inspection by the CQC of how we have addressed the Warning
Notices for Pharmacy and Diagnostic Imaging is awaited. The Action Plan will be reviewed in light of
the report once received.
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Pharmacy Requirement Notice

1

2

3

4

Status

• Completed Gap Analysis against the Royal Pharmaceutical Society's Professional Standards
Address and resolve the issue of unrecognised or
(RPS) for Hospital Pharmacy. Detailed action plan now needs to be formulated.
unaddressed risks in the pharmacy teams connected
• In the short term, an action plan has been formulated based on the detail of the Warning
with patient safety, staff pressures, performance, and
Notice.
governance failings.
• Risk Register has been reviewed and is subject to ongoing review at Pharmacy Board.

Exec Lead

Responsible Lead

Status
Jan'19

Chief Nurse

Sally Mayell

60%

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.

• Implemented a series of leadership and team development days planned to support staff.
• Recruited to current vacancies as identified in establishment review with the exception of the
Medication Safety Officer and Formulary Pharmacist posts.
• Cardiology Pharmacist is not in the current establishment and will form part of the
Chief Nurse
stakeholder review and business development process.
• Plan to conduct a workforce review in line with the planned pharmacy integration with
Livewell.

Sally Mayell

55%

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.

• Standard Operating Procedure for return of critical medicines to Pharmacy implemented; any
that are returned are escalated back to the ward.
• Improved TTA monitoring process on the wards has been trialled successfully on two wards.
An implementation plan is now being agreed.
• We have been undertaking a review of the confirmation letter process. One of the things that
wasn’t raised as an issue when we implemented electronic outcomes was the sending of a letter
acknowledging addition to the waiting list. The system automatically adds patient’s waiting list
entries rather than it being done manually. This means that when a patient is processed
Chief Nurse
through e-outcomes they are not receiving a letter; unfortunately this cannot be automated. As
an interim measure we are investigating whether the Outpatient Admin Centre can send letters
to patients based on a daily report. The template for the letter has been agreed and work is
underway to finalise process and accountabilities. For the longer term we are in the process of
procuring a hybrid mail solution for electronic communications with patients and we will push
the interface issue through this project to see if we can automate at that point. We have a
system demo on 16/01/19.

Sally Mayell

55%

Ensure effective governance within the pharmacy
service to provide a high quality and safe service.

• Revised governance framework has been agreed.
• The focus is now on improving ‘quality management systems’ (QMS) meetings relating to
internal pharmacy processes and on reviewing the reports submitted to Pharmacy Board related
Chief Nurse
to quality and safety.
• Controlled Drug and Antimicrobial Surveillance audits re-established following recruitment
and on-boarding of new pharmacists.

Sally Mayell

60%

Diagnostic Imaging Requirement Notice

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.

Status

Exec Lead

Responsible Lead

Status
Jan'19

Equipment was prioritised for the replacment programme by the Imaging Equipment Project
Manager and the Care Group Manager on 02/01/19. The Trustwide prioritisation will take place Chief Operating
later this month with the capital programme finalised February/March.
Officer
The prioritisation was assessed on the basis of age, risk to failure and impact of failure.

Mark Walker

90%

All risks have been reviewed and updated and the Risk Register and action plans will be
reviewed by the Imaging Governance Lead and escalated as appropriate. The Imaging
Governance Committee will report to the Imaging Board.

Chief Operating
Officer

David Edwards

85%

Chief Operating
Officer

Mark Walker

80%

2

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.

3

• Performance against the 6 week target for diagnostics continues to improve. Scanning
performance has stayed on trajectory and the reporting backlog has reduced significantly.
Make significant improvements to meeting the needs
Performance against the cancer standards (7 day scanning and 2 day reporting) is inconsistent.
of patients in the diagnostic imaging departments in
An intensive support project with the booking team is due to commence on 9 January.
terms of timeliness of their appointments.
• Performance will continue to be monitored through the weekly modality performance
meeting.

4

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

• Standard Operating Procedure was reviewed but did not need to be changed.
• Compliance was audited and found to be inconsistent. Further work has been completed on
education and communication with a re-audit planned in January.

Chief Operating
Officer

Di Nicholson

60%

5

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.

The Service Line have addressed some of these issues in the managerial team and in the
booking department. In addition there is a proposal to address capacity to lead across the
radiographer workforce. This has been circulated and generally well received, however, no
additional investment has been committed to support the workforce.

Chief Operating
Officer

Mark Walker

60%

Support and improve the culture and wellbeing of
staff

• Reinstated HR Leadership Meetings fortnightly with Clinical Leads.
• Implemented Communication Boards.
• Regular senior management walkabouts.
• Implemented 'SCORE' safety culture survey in Interventional Radiology.
• Musculoskeletal risks are on the Risk Register and are being adequately managed.
• The Service Line have identified some concerns relating to the leadership in one department
and have met with the staff to discuss those concerns.
• Further 'Your Voice' sessions are planned in February 2019.
• Responsibility for the management of the rota, which has been the cause of some concern
from staff will transfer to the Service Line Office with effect from February 2019.
• First formal meeting of Imaging Board 18 January 2019.

Chief Operating
Officer

Mark Walker

55%

6

7

Progress the e-referral system implementation to
reduce risks to patient safety, particularly around
unnecessary exposure, and incorrect referrals.
Urgent and Emergency Requirement Notice

Went live with e-requesting of Ultrasound and MRI on 26 November 2018. CT to go live on 9
January 2019 with Plain film to follow.
Status

Chief Operating
Officer
Exec Lead

David Edwards /
Andy Blofield
Responsible Lead

55%
Status
Jan'19

1

Urgently progress the redesign of the emergency
Chief Operating
department to ensure there is adequate space to care UHP awarded £30m for strategic rebuild announced w/c 3rd December. Project Board in place.
Officer
for patients safely and that patient needs are met.

Stuart Windsor

51%

2

Action plan was to project plan and manage the expansion of the resus capacity into majors
once minors has been relocated to provide a step down monitored area. Paediatric expansion
and reconfiguration is almost complete, snagging and furniture pending.
Ortho outpatient in fracture clinic destination still to be confirmed with Service Line but in
Provide sufficient equipment to monitor patients at all
preparation. Resus expansion dependant on the move of minors to fracture clinic; designs in
times.
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.

Chief Nurse

Stuart Windsor /
Iain Yearling

55%

3

Ensure patients are observed, or at least have the
means to call for assistance, when waiting outside Xray.

• Fixed call bells not feasible for installation and difficult for patient use therefore not
progressed.
• Joint SOP with the lead radiographer and Imaging Matron that will eradicate patients being
left alone in the corridor outside of x ray for majors patients will be completed week
commencing 7 January and drafted for ratification at Service Line level.
• Auditing via fundamentals of care remains outstanding pending Meridian programme for
electronic audit.

Chief Nurse

Iain Yearling

55%

Ensure all equipment is serviced as required, and put
in place appropriate monitoring systems to provide
oversight of equipment servicing.

The corporate plan is to implement a new medical devices database with service 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. Unfortunately the go live date for eQuip database has been delayed until 28 January 2019 due to synchronising availability of
supplier training resources, on-site training accommodation and UHP IM&T resources. Full
year’s data will be available 12 months later. The RFID project has gone out to tender.
Commencement of subsequently awarded contract is due to be 4th March 2019.
Medical Director
In addition the intention was to increase capacity in Clinical Engineering’s Technical Inspector
role which carries out routine testing of medical devices. Additional Technical Inspector
recruitment has been delayed due to funding issues.
MEMS have completed a compliance visit in ED - report pending.
ED consider their action to be 55% complete; the 20% figure stated relates to the corporate
action.

Jonathan Applebee
/ Iain Yearling

20%

4

5

Ensure patients have regular observations completed NEWS2 is live in the Emergency Department and has been rolled out across the whole of MAU
and documented, with easy to recognise trigger points and SAU. Roll out plan has been refreshed to ensure 3 key criteria are in place to ensure
for increased regularity of observations.
successful roll out to each area.

Medical Director

6

Ensure patients presenting with possible sepsis are
recognised, started on a treatment pathway and
administered antibiotics within 60 minutes.

• Sepsis action plan is in place. Sepsis screening tool incorporated into NEWS2 observation
booklet to raise the profile of sepsis screening.
• NEWS2 is live in the Emergency Department and has been rolled out across the whole of MAU
and SAU. Roll out plan has been refreshed to ensure 3 key criteria are in place to ensure
successful roll out to each area.
• Sepsis nursing team to commence independent audits of sepsis screening tool w/c 14.01.19
and provide targeted training to those areas identified as requiring support.
• Sepsis nursing team is leading education. Report of training uptake for NEWS2 monitored
weekly to define areas requiring support.
• % patients screened September 2018:
ED 100%
Medical Director
MAU Thrushel 90%
MAU Tavy 90%
Paediatrics 90.91%
Stonehouse 100%
• % patients treated within 60 minutes September 2018:
ED 52%
MAU Thrushel 100%
MAU Tavy 60%
Paediatrics 100%
Stonehouse 100%
• Data for quarter 3 is currently being collated.

7

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.

• FLIC continues to be activated when staffing allows and the department is not crowded.
• FLIC performance improving.

8

• Two Consultants successfully appointed further to interview on 28 November.
• Consultant Paed post to be re-advertised January 2019; currently have 2 days per week of ST7
support from paediatric unit.
• Mid-grade and junior doctors at advert as a continuum with no success.
Urgently review nursing and medical staffing numbers
Chief Nurse/ Medical
• Nurse consultant re-advertised; shortlisted, interview date to be confirmed.
to ensure there are always sufficient numbers on duty
Director
• 4 Band 7s appointed pending start dates.
to keep patients safe.
• Paeds posts appointed plus 6 band 6 posts with phased commencement dates. Full
complement expected 31/01/19.
• Escalation policy agreed by Medical Director for ED to utilise appropriately and for the Trust to
respond.

Chief Operating
Officer

Iain Yearling

55%

Paul McArdle

60%

David Wise

80%

Anne Hicks / Iain
Yearling

55%

9

Ensure medicines are always stored securely to
prevent unauthorised access.

• 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.
• Meridian audit results highlight that across the last 12 months we have achieved 89%
compliance with drugs being locked away in the treatment room.
• Locked cage for entonox and plan for new treatment room to have external lock and door
pending Estates.
• A secure drug prep area is to be an integral feature of the department's reconfiguration
works.

Chief Nurse

Iain Yearling

55%

Anne Hicks

55%

10

Ensure the privacy and dignity of patients is always
maintained.

• Links to the action to keep patients safe.
• Two Consultants successfully appointed further to interview on 28 November.
• Consultant Paed post to be re-advertised January 2019; currently have 2 days per week of ST7
support from paediatric unit.
• Mid-grade and junior doctors at advert as a continuum with no success.
Chief Nurse
• Nurse consultant re-advertised; shortlisted, interview date to be confirmed.
• 4 Band 7s appointed pending start dates.
• Paeds posts appointed plus 6 band 6 posts with phased commencement dates. Full
complement expected 31/01/19.
• Escalation policy agreed by Medical Director for ED to utilise appropriately and for the Trust to
respond.

11

Put in place appropriate escalation processes that
ensure a timely response to supporting the
emergency department to keep patients safe and
improve patient flow.

Escalation policy agreed by Medical Director for ED to utilise appropriately and for the Trust to
respond.

Chief Operating
Officer

Anne Hicks

55%

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.

• External review completed and actions are in progress to address identified risks.
• Redesign of paeds area in progress.
• Relocation of minors to fracture clinic pending.
Chief Operating
• Expansion of resus pending on above works.
Officer
• Recruitment of staffing across all levels both nursing and medical ongoing.
• Escalation policy to be enacted when > 18 in majors, no resus capacity, lack of critical staffing
> 25 minors or significant patient safety concerns.
• Trustwide full capacity protocol in draft for Exec sign off for Winter.

Anne Hicks

80%

12

Medical Care Requirement Notice

1

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.

Status

Exec Lead

Establishment review has been undertaken in the context of demand and capacity planning:
including future workforce requirements to meet the predicted growth in screening and
diagnostic services.Training posts have been agreed for succession planning. However, despite
recruitment progress and confirmation of “in-sourcing” through to March 2019, the capacity gap
remains such that c. 400 6 week breaches are currently forecast for the end of March 2019
Chief Nurse
position. Consequently, a dialogue with Four Eyes has commenced to use their expertise to help
improve our productivity and thus gain more capacity internally. An additional risk to
achievement of trajectory has occurred due to cancellation of 50% of the weekend lists planned
in December by the insourcing company “18 weeks”. The Trust will not be able to recover this
gap due to staffing shortages.

Responsible Lead

Status
Jan'19

Ed Cox

20%

2

Ensure that all patients are assessed for venous
thromboembolism (VTE) as soon as possible after
Based on Month 8 Trust Performance data, we are above the 95% target and currently achieving
Medical Director
admission, or by the first consultant review and that
97.6% compliance.
this is re-assessed within 24 hours in line with national
guidance.

Dr Ian Higginson

100%

3

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.

Corporate guidence on how to interpret M&M data is due to be published soon. This will include
an update on issues that affect SHMI and HMSR data.
It is not realistic to completely standardise meetings, but rather provide a minimum standard
Medical Director
which each Service Line must comment on during their M&M reviews. The Care Group is
therefore developing a toolkit to guide how these meetings should be conducted and what they
should entail.

Dr Ian Higginson

51%

4

Ensure Deprivation of Liberty Safeguards are applied
for in accordance with legal requirements.

Increased training continues to be offered. Over 500 staff have been trained with this additional
training since inspection and the volume of referrals for DoLS has increased. There is a need to Chief Nurse
complete the audit of staff knowledge.

Alison O'Neill

70%

Improve training compliance for medical staff
undertaking mental capacity assessment.

There are nine separate ‘Must Do’ Requirement Notices or ‘Should Do’ recommendations
related to mandatory training. Whilst initial actions had originally been identified, on reflection,
a piece of work has now been initiated by the Quality Managers to develop a unified and
pragmatic way forward to address these. This has commenced with identifying the causes of
non attendance at training, their individual repercussions and the controls in place at that point
Medical Director
in the chain of events. A number of further actions have been identified together with a
confidence rating which has helped to identify the likely success this will give against different
staff groups. A revised action plan will need to be developed. The Deputy Chief Nurse and
Interim Matron for Clinical Standards will take this to the Learning and Education Group. A
detailed paper on the issues in respect of Mandatory Training will be submitted to the February
meeting of the HR&OD Committee detailing the actions to be taken to improve attendance.

Dr Ian Higginson

10%

5

6

• 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.
Improve arrangements and work with the wider
• Ongoing identification of themes and issues through patient flow meetings in acute and
healthcare system to reduce delayed transfer of care. community setting - this will ensure ongoing attention to issues as they potentially arise.
Chief Operating
Patients who were medically fit for discharge were
• Oversight by System Integration Board.
Officer
unable to leave hospital, which put them at risk of
• System-wide ambition that no more than 3.5% of occupied beds will comprise patients
deconditioning and deterioration.
experiencing delays in transfer of care to other provider. After a difficult winter last year we
regained control of DTOC by April 18 and have maintained control under 3.5% since April. There
was a brief increase in November but due to the systems and processes in place we have been
able to regain control quickly.
Surgery Requirement Notice

1

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.

Maternity Requirement Notice

1

2

Status

Exec Lead

The Care Group will continue with Project Persist with the aim to ensure that all available
Theatre time is optimised to an 85% opportunity. The 85% Target continues to be compromised
by the non-elective admissions to the hospital which is leading to on the day cancellations. We
Chief Operating
have recently developed a new Standard Operating Procedure for starting theatres and we have
Officer
been an improvement in reducing delayed starts however, as we are now in the middle of
winter pressures, Opel 4 operational status is currently resulting in cancellations. The current
performance target is: all theatres-78% Freedom theatres-74%,
Status

Exec Lead

Jo Beer

Responsible Lead

Jemma Edge

Responsible Lead

100%

Status
Jan'19

75%

Status
Jan'19

Ensure all staff in maternity have in date mandatory
training, including emergency procedures and
safeguarding.

• Corporate training data is currently unavailable by staff group; the Performance dashboard
only displays service lines as a whole for Trust E-Learning & BLS.
Local training provided by the Practice Development Team can be split by staff group.
• No evidence of Midwives receiving training at start of rotation to CDS.
• Not meeting 85% tolerance level for BLS.
• Mandatory pool training has improved and is currently at 85% compliant.

Director of People

Ali Cowls

75%

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.

There are nine separate ‘Must Do’ Requirement Notices or ‘Should Do’ recommendations
related to mandatory training. Whilst initial actions had originally been identified, on reflection,
a piece of work has now been initiated by the Quality Managers to develop a unified and
pragmatic way forward to address these. This has commenced with identifying the causes of
non attendance at training, their individual repercussions and the controls in place at that point
Director of People
in the chain of events. A number of further actions have been identified together with a
confidence rating which has helped to identify the likely success this will give against different
staff groups. A revised action plan will need to be developed. The Deputy Chief Nurse and
Interim Matron for Clinical Standards will take this to the Learning and Education Group. A
detailed paper on the issues in respect of Mandatory Training will be submitted to the February
meeting of the HR&OD Committee detailing the actions to be taken to improve attendance.

Ali Cowls

10%

3

Corporate: The plan is to implement a new medical devices database with service 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. Unfortunately the go live date for
e-Quip database has been delayed until 28 January 2019 due to synchronising availability of
supplier training resources, on-site training accommodation and UHP IM&T resources. Full
year’s data will be available 12 months later. The RFID project has gone out to tender.
Commencement of subsequently awarded contract is due to be 4th March 2019.
Review the systems and processes to ensure all
In addition the intention was to increase capacity in Clinical Engineering’s Technical Inspector
equipment has been maintained, checked and cleaned
role which carries out routine testing of medical devices. Additional Technical Inspector
Medical Director
ready for clinical use, including equipment for use in
recruitment has been delayed due to funding issues.
emergencies.
Maternity: 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. Handover sheet revised. New spreadsheet will be signed to evidence the
conversation has occurred. 6 monthly audit to be presented at Clinical Effectiveness Committee
as a standard agenda item.
Maternity consider their action to be 100% complete; the 20% completion stated relates to the
corporate action.

20%

• Induction process for midwives attending Home birth.
• Lead for Homebirth Team to empty and replenish the Homebirth boxes.
• 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.

Chief Nurse

Sheralyn Neasham
/Charlotte Wilton

85%

Patient Group Directions (PGD) training underway and Midwives cannot issue PGDs until they
have completed their e-learing.

Chief Nurse

Ceri Staples

100%

6

Consistently achieve internal targets for the use and
completion of the WHO safety checklist.

• 92% compliance. Email sent to the theatre team involved when WHO checklist is recorded as
“failed” for feedback as to why.
• WHO checklist failure audits from Maternity theatres to be tabled every 6 months at Clinical
Effectiveness Committee and will be included in quarterly Maternity assurance rport.

Medical Director

Gill Nicholson

85%

7

Ensure patient information is protected in clinical
areas and records are amalgamated and stored
securely following discharge from the service.

Weekly audit now completed. Storage has been reviewed and lockable notes trolleys are now in Director of Corporate
Ali Cowls
place for the Antenatal Clinic area.
Business

8

Review governance, risk management, and
Appointed Care Group Quality Manager to ensure that risks are considered outside of Care
performance processes to ensure threats and defects
Group Management Team for appropriate check and challenge.
in the service are visible and escalated appropriately.

Chief Nurse

Steve Mumford

100%

9

Comply with the trust process for the introduction of Brand new competency pack has been re-written by the ward manager. The pack is explicit
new roles and practices to ensure the associated risks about the role of the RGN. Professional Midwifery Advocate support to be provided to the
are fully understood.
RGNs.

Director of People

Sheralyn Neasham

100%

4

5

Review the systems and processes for the safe
management of medicines, including replenishment
and storage, both within the hospital and in
community.
Ensure the process for approval to work under Patient
Group Directions are consistent with trust policy and
national guidance.

Jonathan Applebee
/ Sheralyn Neasham
/Charlotte Wilton

80%

10

Improve the process for document control to ensure
• The department is notified when guideline/policy document is within 6 months of expiry date.
policies and procedures are reviewed considering
Audit, Assurance and Effectiveness Team provide a monthly update on the status of guidelines. Medical Director
national guidance, before the time of expiry, and only
• Currently there are 12 out of date guidelines (14% of the total).
the most recent version is available to staff.

Tracey Sargent

80%

11

Ensure all nurses and midwives delivering care within
The midwives do not provide care for critically ill patients. Critically ill patients are cared for in
the high dependency unit have been assessed as
ICU by trained nursing and medical staff with midwifery and obstetric input.
competent to care for the critically ill woman.

Sheralyn Neasham
/Charlotte Wilton

100%

MEOWs audit now included on audit schedule. Plan for addition to Meridian to facilitate ease of
Chief Nurse
recording.

Sheralyn Neasham

100%

•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. •Decision to be
agreed at the next meeting of the Safety & Governance workstream within the LMS on 17
January 2019.

Sue Wilkins / Tracey
Sargent

51%

12

13

Ensure Modified Early Obstetric Warning Score
(MEOWS) charts are used consistently and escalation
occurs in accordance with policy.
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.
Outpatients Requirement Notice

1

Status

Director of People

Chief Nurse

Exec Lead

There are nine separate ‘Must Do’ Requirement Notices or ‘Should Do’ recommendations
related to mandatory training. Whilst initial actions had originally been identified, on reflection,
a piece of work has now been initiated by the Quality Managers to develop a unified and
pragmatic way forward to address these. This has commenced with identifying the causes of
Make sure all staff within the outpatient departments non attendance at training, their individual repercussions and the controls in place at that point
have undertaken mandatory training updates in line in the chain of events. A number of further actions have been identified together with a
Director of People
with trust policy.
confidence rating which has helped to identify the likely success this will give against different
staff groups. A revised action plan will need to be developed. The Deputy Chief Nurse and
Interim Matron for Clinical Standards will take this to the Learning and Education Group. A
detailed paper on the issues in respect of Mandatory Training will be submitted to the February
meeting of the HR&OD Committee detailing the actions to be taken to improve attendance.

Responsible Lead

Caroline Dawe /
Jemma Edge / David
Edwards / Keith
Chapman

Status
Jan'19

10%

2

3

Bring the current outpatient referral to treatment
time target into line with targets.

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

Trustwide Requirement Notice

1

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.

See Trustwide action
on RTT below.

See Trustwide action on RTT below.

• Level of confidence of achieving standards at end of March 2019: 90% of 2ww standard and
20% for 62 day standard.
• Action plans demonstrate progress of detailed cancer site tasks.
• Plans are monitored fortnightly at the Trust Management Executive Meeting.
• The backlog of incomplete pathways reduced again in December to the lowest level seen this
financial year but it should be noted that the Trust is 36 patients behind trajectory. Further
actions are being developed to return to the trajectory as soon as possible. Operational
pressures and staffing issues remain the key challenges combined with the continual growth in
demand; 2 week wait demand is 16.5% higher than the previous year as at month 9

Status

See Trustwide
action on RTT
below.

See
Trustwide
action on RTT
below.

90%

Chief Operating
Officer

Jacqui Beer

20%

Exec Lead

• Pilot pulse survey for Pharmacy and IM&T has been completed and results shared with local
management teams and HR Business Partners for follow up action as appropriate.
• Full trust-wide pulse survey will be undertaken during Q4 2018/19.
• 360 launched with full Board to test tool and methodology, initial exercise to be completed by
25th January 2019 with follow up facilitated feedback sessions. Plans for wider use of 360
Director of People
feedback being developed.
• Staff survey has been promoted widely in the organisation and has now closed. Overall
response rate of 52% confirmed. National benchmark data will not be available until
February/March however initial data from within the same survey provider cohort confirms a
favourable response rate.

Responsible Lead

Claire Underdown

Status
Jan'19

65%

2

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.

• Increased training continues to be offered and over 500 staff have been trained with this
additional training since inspection. The volume of referrals for DoLS has increased and referrals
are being made to the local authority appropriately. There is a need to complete the audit of
staff knowledge.
Chief Nurse
• There is still a need to appoint a medical lead for the Trust for MCA. This has been raised with
Executive leads via the Steering Group and placed on the Trust’s risk register. The Trust is now in
negotiations with the community mental health provider re appointment of a suitable MCA
lead.

Alison O'Neill

40%

3

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.

• 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.
• The Trust attends the monthly Devon wide STP cancer group to address operational and
strategic issues to improve cancer pathways and work with primary care to ensure a unified
approach.

Chief Operating
Officer

70%

4

DM01 standard performance is ahead of trajectory [12.0% versus plan of 12.1%] as at Month 9.
MRI – actions complete. Reduction in the number of waiters > 6 weeks is ahead of trajectory as
at December 2018; all additional capacity now on line. Risk to having zero breaches by end of
March 2019 due to complex scans which require input from staff in other departments e.g.
patients with devices – more rigorous PTL management has commenced to allow planning to
Make significant improvements to meeting the needs start for these earlier in their waiting time.
of patients in the diagnostic imaging departments in CT - actions complete. Number of waiters > 6 weeks as at December 2018 is significantly (-777)
terms of timeliness of their appointments.
reduced compared to July 2018 and ahead of trajectory by 159.
Chief Operating
Non Obs Ultrasound – actions complete. Reduction in the number of waiters > 6 weeks is
Officer
Please note that this is being addressed by Imaging
significantly ahead of trajectory as at December 2018.
(see Diagnostic Imaging section above) but has also
Endoscopy – despite recruitment progress and confirmation of “in-sourcing” through to March
been picked up separately as a Trustwide action.
2019, the capacity gap remains such that c. 400 6 week breaches are currently forecast for the
end of March 2019 position. Consequently, a dialogue with Four Eyes has commenced to use
their expertise to help improve our productivity and thus gain more capacity internally. An
additional risk to achievement of trajectory has occurred due to cancellation of 50% of the
weekend lists planned in December by the insourcing company “18 weeks”. The Trust will not
be able to recover this gap due to staffing shortages.

Jacqui Beer

20%

Chief Operating
Officer

5

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.
Please note that this is being addressed by Surgery
(see Surgery section above) but has also been picked
up separately as a Trustwide action.

Key:
>80%
51-79%
<50%

The number of incomplete pathways is now higher than the trajectory. The main reasons for the
increase include:
• Above planned level of referrals in October and November 2018 (60% of increase are 2 week
waits).
• Ophthalmology: lack of junior doctors in first 6 months of financial year – now recruited.
• Neurosurgery: demand higher than capacity – plan to recruit 1 or 2 new Consultants.
Chief Operating
• Neurology: new consultant recruited as per business plan but another leaving has meant no
Officer
increase in capacity. Further CNS posts have been approved and are being recruited to.
Although the number of patients waiting has increased, a similar level of performance is being
achieved in terms of length of wait.
The number of 52 week waiters is close to trajectory. The number of 52 week breaches has
reduced by 61 patients since June 2018.

Jacqui Beer

40%
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that robust plans are in place to secure required improvements.

Decision
Approval
Information



Assurance

Corporate Objectives
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Executive Summary

Our performance reporting framework has been aligned with the domains of care being used by the
Care Quality Commission and other health regulators. These nationally established domains of care
are safe, caring, responsive, effective and well-led (workforce).
This report also summarises our performance in respect of finance and efficiency. This approach
enables us to adopt an integrated approach to analysing and understanding a wide range of
information.
The key exceptions and summary improvement plans are set out on pages 4-7. There are a number
of other issues referenced in the report as follows:
•
•
•

The mortality indicators are the subject of a more detailed report on learning from deaths.
Compliance with national flu vaccination requirements is set out in Annex 15.
The Trust’s Cancer Operational Policy is set out in Annex 16.

Quality Impact Assessment
Meeting key performance standards will ensure the Trust minimises any risk to patient care.
Financial Impact Assessment
The report includes a summary assessment of the financial impact of our performance.
Regulatory Impact Assessment
This is a key report relevant to the Trust meeting NHSI requirements and CQC standards.
Equality and Diversity Impact Assessment
There are no direct equality or diversity implications associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environment of sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the key issues highlighted in this report, the actions we are taking to
address these issues and, where appropriate, our plans for improvement.
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Key exceptions and improvement plans
Urgent Care

MAINTAINED

The Trust’s performance against the A&E 4 hour standard (all types) has
improved month on month from September (78.8%) with December’s
performance at 84.1%. Performance over the Christmas break was particularly
strong and consistently above 90% with bed occupancy below 90%. Staffing
plans were robust throughout this period.
This positions the Trust 79/136 Acute Trusts in England where performance
ranges from 63% for the worst performing Trust to 99% for the best. Our type-1
performance (ED-only, excluding MIU, AAU) was 77.4% in December, a 5.3%
improvement on the previous month.
th

As discussed at the last Board and on the 4 January 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. As agreed
with board this will only be done when a review of the clinical impact has been
made.
The Trust has established a 'Hot Floor' board. Chaired by a lead clinician this
board has responsibility for delivering the 'Hot Floor' plan which incorporates all
actions associated with A&E recovery and actions associated with the external
review of ED. Actions to increase space in line with NHSI urgent care capital and
staff recruitment as described by the external review are ongoing. Building works
associated with the above point will not be complete until February, this is due in
the main to a delay in the ventilation plant for the new resus being delivered.
At the request of NHSI the Trust has also engaged the Leadership Academy to
look at leadership capability and relationships across the 'Hot Floor' and with the
wider hospital executive and management team
DTOC and long stay patients remain below the regional average. The complex
caseload remains at c.250 patients which is significantly below last winter’s peak.
This is also below the level set for UHP by the national team.
Integrated Performance Report

Elective Care

MAINTAINED

Overall the numbers of patients waiting at Derriford has increased to 26,798 at
December month-end although it should be noted that this won’t have included
all Care UK patients who were being transferred to our list at this time. This
transfer is now complete and patient numbers currently stand at 27,350
providing a significant level of challenge to meet the January NHSI trajectory of
25,772. The Trust has a RTT recovery plan that incorporates its 52 week
reduction plan - target 54 March 2019. The plan has eight key projects:
1. Outpatient Productivity Programme
2. Theatre Productivity Programme (PERSIST)
3. Development of new partnership working with Care UK
4. Development of 3rd Cath Lab
5. Consultant recruitment in Medical Specialties
6. Improved administrative functions in specified Service Lines
7. Reduction of diagnostic waiting times
8. Demand management –more Advice & Guidance schemes as per CQUIN
Of the above the Care UK partnership has been delivered and work to combine
surgical teams with the pooling of cases is ongoing. The 3rd Catheter lab has
been delayed but will be operational April 2019. The two biggest risks associated
with delivering the incomplete pathway target are Neurosurgery outpatients and
Ophthalmology FU treatments and day cases.
As at Month 9 overall Trust referral numbers are on plan for the year however it
should be noted that this is 3.6% higher than the same period last year which
equates to 3514 patients. Within the 2WW category referrals are 2587 up on the
same period last year which is an increase of 16.5%. RTT waiting time
performance against the 92% standard is at 78.4% with 5,795 patients waiting
greater than 18 weeks at the end of December. In terms of national comparison
th
this places us 169 out of 180 Acute Trusts
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At the end of December 106 patients waited over 52 weeks for their treatment
compared to a trajectory of 90. During January, a further waiting list initiative will
be undertaken at UHP to manage the cohort of longest waiting Orthopaedic
patients.

Introduction of a ‘Patient Knows Best’ portal is being progressed within the Trust.
Rheumatology have expressed an interest in becoming early adopters for system
which will manage patients through a model which reduces the need for face to
face follow ups.

Cancer

Ophthalmology are making good progress with plans to discharge glaucoma
patients to the care of community services which will release some of the burden
on the acute hospital service and deliver a reduced wait for patients to be seen.

MAINTAINED

At the end of December the Trust achieved 5 of the 9 national cancer standards
and continues to make a strong improvement against the 2ww standard where
th
the Trust benchmarks at 47 of 142 Trusts. 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 initial
appointment and diagnostic waiting times within the pathway continue to
improve.

Diagnostic waits

 IMPROVED

At the end of December 858 patients waited greater than 6 weeks which is 12.0%
of the waiting list, achieving the NHSI improvement trajectory of 12.1%.
Improvement in Imaging waiting times continues however this benefit is being
negated by an increasing capacity challenge in Endoscopy. The Trust is
collaborating with other Trusts within Devon in respect of a joint approach to this
issue.

Follow-up backlogs

DETERIORATED

The Medical Director continues to oversee focused work in a number of Service
Lines. Overall follow-up backlog figures for the past 3 months are as follows:
Description
Time Critical (number of patients)
Overall Backlog (number of patients)

October
7,245
32,894

November
7,254
32,568

December
7,874
35,043

Phase 1 meetings have been undertaken with the following service line
management teams as the large volume / key issue specialities, Ophthalmology,
Cardiology, Neurology, Thoracic Medicine, Rheumatology, Gastroenterology and
ENT. As a result of these meetings each service line has an action plan held on a
central FU recovery plan dashboard for senior review.
Integrated Performance Report

Mortality

MAINTAINED

This is the subject of a separate report to the Trust Board.

Staffing

MAINTAINED

Operational winter pressures have led to increases in demand for recruitment
primarily in front line clinical areas and, whilst the Trust vacancy levels have
remained relatively static over the past two months, there has been a small
increase in nursing vacancies due to a high number of leavers in December.
The New Deal Winter recruitment campaign has attracted over 200 enquiries
since its launch in November and continues to generate approximately 10
enquiries per week. Having triaged these enquiries, interviews and subsequent
appointments are now taking place prioritising frontline RGN and HCA
candidates. Due to the complexity of candidate requirements, RGN enquiries
have been sent directly to the specialties. The first cohort of trained HCAs have
now been offered positions following a successful New Deal recruitment day and
this has also generated a pipeline for HCA apprenticeships with an interview day
being set up in February.
Developing Workforce Safeguards’ was published by NHS Improvement in
October 2018 and sets out a series of recommendations for NHS Trusts to meet
from April 2019 in respect of the approach to the consideration, assessment and
monitoring of safe staffing levels taking into account guidance from the National
Quality Board.
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The Trust already has well embedded processes for regularly assessing and
reporting to the Board in respect of safe nurse staffing, as well as processes for
agreeing the introduction of new roles and associated workforce planning.
The HR & OD Committee at its December meeting had an initial discussion about
the implications of the publication and the actions required to ensure the Trust
can demonstrate informed, safe and sustainable workforce decisions via a
triangulated approach to safe staffing requirements in line with National Quality
Board (NQB) guidance. The Director of People, Medical Director and Chief Nurse
met in January 2019 to agree a series of next steps to:
•

Map out the governance and approach required to meeting the
requirements of ‘Developing Workforce Safeguards’ by 31st January
2019

•

Undertaking an initial assessment of current staffing levels using a
methodology in line with the NQB guidance by 31st March 2019.

•

Providing a further report to the Board in May 2019.

These actions will ensure the Trust is able to meet key requirements set out by
NHSI including:
•

Ensuring NQB’s 2016 guidance is embedded in safe staffing governance.

•

Publish an annual governance statement that staffing governance
processes are safe and sustainable and extent of their compliance with
the NQB guidance.

•

As part of the safe staffing review, the director of nursing and medical
director must confirm in a statement to the Board that they are satisfied
with the outcome of any assessment that staffing is safe, effective and
sustainable.

•

An annual workforce plan signed off at Executive level and discussed in a
public Board meeting.

•

Implementing an agreed local quality dashboard that cross-checks
comparative data on staffing and skill mix with other efficiency and
quality metrics such as the Model Hospital dashboard.

Integrated Performance Report
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•

Implementing a process to ensure the redesign or introduction of new
roles (including but not limited to physician associate, nursing associates
and advanced clinical practitioners – ACPs) have a full Quality Impact
Assessment.

•

Carry out regular dynamic staffing risk assessments including formal
escalation processes.

Finance

MAINTAINED

Although the Trust 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 recognised
this would be a challenge.
In October the Trust reported a forecast deficit of £29.5m, £25.7m adverse to the
control total of £3.8m. Of this £25.7m adverse variance: £10.0m relates to
shortfall on FIP targets, £4.6m relates to other operational shortfalls (mainly
lower than planned performance on variable contract activity) and £11.1m
relates to non-achievement of PSF A&E and control total targets.
At month 9 the Trust has a year to date deficit of £25.97m, £17.13m adverse to
plan. The ‘Provider Sustainability Funding’ (PSF) financial criterion has been met
for Q1, but not for Q2-3 and the A&E target has not been met for Q1-3.
Therefore the Trust has recognised only £1.31m of the £8.09m PSF available for
the year to date, a variance of £6.58m to date. FIP achieved to date is £13.13m, a
£4.46m adverse variance against the target. The income and costs associated
with service delivery show an adverse variance of £6.58m (mainly due to lower
than planned elective activity on variable contracts) and £0.68m favourable
variances on corporate, R&D, central reserves and other Trustwide budgets.
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The full year forecast of £29.5m deficit indicated a year to date deficit in Month 9
of £23.71m, the actual year to date deficit for month 9 is £25.97m, an adverse
variance of £2.26m. The current performance reflects a level of risk around nonpay increases for increased diagnostic clinical outsourcing, maintenance contracts
and utilities. It also reflects the increased pay levels above that targeted in the
revised forecast. The Trust has identified measures to mitigate the majority of
this variance in quarter 4 and, although further work is required, is still aiming to
deliver the revised forecast of £29.5m.
Although the Trust’s revenue position is £17.13m adverse to plan, the Trust has
maintained cash balances by drawing additional interim revenue loan support inline with the deficit forecast of £29.5m. At the end of December the Trust had a
cash balance of £5.4m, £4.4m above the planned cash balance as the adverse
variance in income has resulted in lower than planned debtor balances.
The Trust’s capital forecast has reduced by £2.00m to £18.92m as the
procurement of the mobile MRI (under finance lease) has been delayed and will
fall into the 2019-20 financial year. The Trust has spent £8.79m year to date
against a revised plan of £11.97m, an underspend of £3.18m. A review of spend
required in quarter 4 has been undertaken and the Trust is confident that existing
plans will be met.

Integrated Performance Report
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Comparisons with other acute trusts

Urgent Care

4 hour standard
December 2018

Planned Care

RTT Incomplete
Pathways
November 2018

Planned Care
Cancelled
Operations

Q2 2018/19

Integrated Performance Report

84.1% of UHP ED patients were admitted,
treated or discharged within 4 hours in
December ranking us 79/136 Acute Trusts in
England.

79.9% of patients on the UHP elective RTT
waiting list were waiting less than 18 weeks for
treatment at the end of November ranking us
169/180 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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Diagnostics

6 week standard
November 2018

Cancer

2 week waits
November 2018

Cancer

2 week waits
(Breast
Symptomatic)
November 2018
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12.5% of patients waiting for a diagnostic at
UHP were waiting less than 6 weeks at the end
of November ranking us 163/173 Acute Trusts
in England.

95.47% of suspected Cancer patients had their
first appointment within 2 weeks at UHP in
November ranking us 47/142 Acute Trusts in
England.

97.5% of 2ww Breast Symptomatic patients had
their first appointment within 2 weeks at UHP
in November ranking us 78/109 Acute Trusts in
England.
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Number reported.
April 2018 –
November 2018
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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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Care Group and Service Line Summary
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‘Caring’ metrics
Description

Current Performance

PALS

There were a total of 299 PALS
enquiries in December 2018. Which
is less than the number received in
both October and November.

400
300
200

40
30
20
10

Oct-18

Oct-18

Jul-18

Jan-18

Apr-18

Jul-17

Oct-17

Apr-17

Jan-17

Oct-16

Jul-16

Jan-16

Apr-16

Apr-15

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Dec-16

Oct-16

50

Top issues
No.
Waiting list issues
33
Outpatient delays / cancellations
20
Inpatient delays / cancellations
20
Communication – patients / relatives
42
Issue by service line
• W/list - Neurosurgey , Neurology & Stroke 6 ea
• O/pt delays – Gynae, MRI, Ophthal 3 ea
• Comms patients/relatives – Colorectal Surgery 9
• Inpatient delays – Urology, Trauma,
Orthopaedics & Rheumatology 4 ea
There is currently 3 open complex cases and 7
serious complaints. Learning from Incidents and
Complaints is summarised in Annex 2.
Top 3 issues
No.
Quality of nursing care
15
Quality of clinical care
13
Clinical Review
12
Additional resource has been identified to provide
earlier escalation to enable corrective action to be
identified to meet the response time for
complaints.
At the end of December we had 5 open cases, with
investigations on-going

6
5

Themes
Quality of clinical care
Communication
Delay in surgery

4
3
2

No.
2
2
1

Dec-18

Oct-18

Aug-…

Jun-18

Apr-18

Feb-18

Dec-17

Oct-17

Aug-…

Jun-17

Apr-17

Feb-17

0

Oct-16

1
Dec-16

I enquiry to confirm local resolution
is complete.
No cases were closed during this
month.
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100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

60

Aug-…

Monitoring update on new
cases received and those
currently open.

There was one new PHSO case
logged in December 2018.

Target

70

65 complaints closed in Dec 18, 13
were overdue, Response rate 80%.

Ombudsman New cases

Aug-16

80

Oct-15

3 complaints reopened in December,
a significant reduction on the
previous month (17). Of the 3 cases
1 was within the Medicine Care
Group and 2 in Surgery.

Complaints received
% within target

% completed within target

A total of 51 complaints were
received in December 2018, which is
a decrease from November.

Apr-16

-

Jun-16

100

Jul-15

Of that number 12 were claims, less
than in November when 20 claims
were received.

Jun-16

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

500

Apr-16

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
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Ombudsman closed cases

No final reports were received in
December.

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

PHSO cases upheld
One case partially upheld in November 2018,
which reported the following:

Partially Upheld

4

The Trust failed to report or review a chest X-ray,
and did not provide any reason for this omission.

3
2

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

Dec-16

Jun-16

Inpatients

Nov-18

Aug-18

May-18

Feb-18

Nov-17

Aug-17

May-17

Feb-17

Nov-16

Aug-16

May-16

Feb-16

-

Emergency

95.0%

80.0%

98.79%

75.0%

Maternity (Point 4)

98.77%

Outpatient

94.56%

70.0%

Oct-18

100%

Maternity (Point 3)

Jul-18

Maternity (Point 2)

Apr-18

85.0%

Jan-18

95.10%

Oct-17

Maternity (Point 1)

Complaints
PALS Enquiries
Ward Based Compliments
FFT – Inpatient
FFT – Emergency Areas
FFT – Day case
Total

12
9
138
63
17
69
308

Top themes for compliments
Quality of Clinical Care
Quality of Nursing Care
Clinical Review

No.
16
9
2

ED overall scores, including MIUs has improved to
93.58%. Derriford ED individual scores increased
by 5% to 93.58%%. MIUs recommender score
99.49%

Jul-17

90.0%

Jan-17

94.34%

Apr-17

Emergency

Oct-16

97.49%

Praise & Thanks received through:

Response rate for inpatient and day case FFT has
remained stable at 41.9%. Total responses
received for Derriford ED and MIUs 1520 and I/P &
DC was 2347.

100.0%

Inpatient & Daycase

Detailed results included in Annex 4.

Integrated Performance Report

100

Jul-16

% Recommended

200

Apr-16

Description

300

Jan-16

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

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

400

Oct-15

Friends & Family Test

500

Nov-15

Following a review, this chart now
includes the FFT praise and thanks
from October onwards.

600

Jul-15

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

700

Aug-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 121 compliments
during December 2018.

Apr-15

Compliments

Apr-16

-

Aug-16

1

The MIU response rate decreased to 5.4% in
December against a target of 20%. The MIU teams
continue to work hard to increase the number of
survey’s being handed out. ED response rates
have improved to 12.4% (target is 20%)
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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 426 clinically justified
breaches and 0 non-clinically
justified breaches in December 2018.

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
Clinically Justified

The Trust policy is in the final stages of review and
updating, in order to respond to operational
patient flow and patient safety requirements.
Whilst also prioritising and protecting patient
privacy and dignity at all times.

Non-clinically justified

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

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.

The Trusts compliance with Duty of
Candour in December 2018 was 86%.
Duty of Candour applies to all
Moderate & Severe/Catastrophic
incidents and incidents causing death.

Nov-18

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

Has Pt/Family received a verbal apology?
50

100.00%

40

80.00%

30

60.00%

20

40.00%

10

20.00%

0

0.00%

Yes

Integrated Performance Report

Nov-15

Jul-15

Sep-15

May-15

Jan-15

Duty of Candour

Mar-15

-

No

N/A

The risk and incident team monitor DofC and
report to Service Lines and Care Groups all non
compliance.

% Compliance
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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
rd
improved for the 3
consecutive
month in December with 84.1% 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
77.4% with the short waits in the
Minor Injury Units boosting overall
PHNT performance by a further 6.7%.
ED attendances are 1,276 above plan
for 2018/19 as at Month 9 and 2,556
attenadnces higher 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

No. of emergency admisisions

2016/17

2017/18

2018/19

5250

The Trust has established a 'Hot Floor' board.
Chaired by a lead clinician this board has
responsibility for delivering the 'Hot Floor' plan
which incorporates all actions associated with
A&E recovery and actions associated with the
external review of ED. Actions to increase space
in line with NHSI urgent care capital and staff
recruitment as described by the external review
are ongoing. Building works associated with the
above point will not be complete until February,
this is due in the main to a delay in ventilation
plant for the new resus being delivered.

The single biggest challenge remains early
flow of patients to help de-escalate ED. As
th
discussed at the last Board and on the 4
January 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. As agreed with board
this will only be done when a review of the
clinical impact has been made.
The numbers of DTOCs remain well below
national average.

5000
4750
4500
4250
4000
3750
3500
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Integrated Performance Report
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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

Dec-16

Jun-16

Contract penalties are in
place for delays exceeding
30 mins.

There have also been some technical issues with
SWAST’s electronic validation which are being
resolved.
Aug-16

3.8% of ambulance handovers in
December experienced a delay of
greater than 30 minutes – 150 out of
the 3908 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.

Apr-16

Local standards require
that no patient
experiences a delay of >15
mins between their arrival
at ED and handover to the
clinical team.

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

Feb-16

The Trust has observed three
consecutive months of improvement in
Ambulance Handover delays.

Finance & Efficiency

Comments

Oct-15

Ambulance Handovers

Workforce

Trend

Dec-15

Current Performance

Effective

Jun-15

Description

Safe

Aug-15

Responsive

Apr-15

Caring

% waiting >30 mins

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

2,500

No.of bed days attributed to
delay

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.

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

Page | 16

Caring

Responsive

Safe

Description

Current Performance

Referral To Treatment

In December the Trust achieved an RTT
Incomplete Pathways performance of
78.4% 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.

Workforce

Trend
88.0%
86.0%

Target
92%

Dec-18
78.4%

1800
0

5795
106

Actual

NHSI Trajectory

84.0%
80.0%
78.0%
76.0%
74.0%

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

Plan
79.9%
4900
90

Finance & Efficiency

Comments

82.0%

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

Effective

Of these the Care UK partnership has been
delivered and work to combine surgical teams is
ongoing. 3rd Cath lab has been delayed and will
be operational April 2019. The target for total
number of incomplete pathways needs to
increase to reflect the Care UK waiting list which
has been added to the UHP list c.800 patients
giving UHP a year-end target 26347. The two
biggest risks associated with delivering this are
neurosurgery OPD and Ophthalmology FU
treatments and day case
52-Week Waits

Dec-18
78.4%
5795
106

There were 106 patients waiting over 52 weeks
for treatment at the end of December.
Orthopaedics – 46
Neurosurgery – 13

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 opposite.

Cardiology – 11
ENT – 6
Upper GI / HPB – 6
The Trust has an RTT recovery plan that incorporates its 52
week reduction plan - target 54 March 2019.

Plastic Surgery – 5
Thoracic Med – 5

The plan has eight key projects: -

Cardio-Thoracic – 4

1. Outpatient Productivity Programme

Urology – 4

2. Theatre Productivity Programme (PERSIST)

Colorectal – 3

3. Development of new partnership working with Care UK

General Surgery -1

4. Development of 3rd Cath Lab

Gastroenterology – 1

5. Consultant recruitment in Medical Specialties

Gynaecology - 1

6. Improved administrative functions in specified Service Lines

With respect to 52 week reduction progress has
been consistent with trajectory. Further actions
to reduce 52 weeks in orthopaedics have been
agreed whilst Neurosurgery plans are based on
successful recruitment of additional medical
staff.

7. Reduction of diagnostic waiting times
8. Demand management – roll out more Advice & Guidance
schemes as per CQUIN

11 of the patients were in Cardiology. Longer
term the new Cardiology Cath Lab being built onsite will help address long wait Cardiology 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
94.3%
78.8%
100%
74.2%
92.3%
100%
95.1%
97.6%
95.4%

Improvement Trajectory 2018/19
Description
62 day urgent GP referral

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

Target
78.1%

Actual
78.8%

We achieved 5 out of 9 National
Cancer Standards in December.
The Trust has a Cancer Remedial
Action Plan and trajectory which was
designed to reduce our backlog of 62
day patients throughout the year to a
point at the end of Feb 2019 where
achievement of the standard was
sustainable going forward i.e. the
backlog was c.25 patients. This plan to
clear the backlog meant that we
expected to fail the standard until
March 2019.

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

Comments
A

M J

J

A

S

O

N

D

J

F

M

Clearance of the backlog was delayed in the early months of
the year, predominantly due to a significant increase in
demand (+17% on previous year & 9% above planned levels)
but additional capacity, revised pathways and Executive
oversight has led to a reduction in backlog since August (150)
down to 91 (of which 26 were >104 days) at the end of Dec.
Whilst we have reduced waits at the beginning of the
pathways with improved 2ww performance and reduced
diagnostic delays, surgical operator and HDU capacity remains
the challenge in Quarter 4.
Consequently, if we continue to clear the backlog to a
sustainable level then achievement of the standard in March
2019 will not be achievable, we can expect clearance to take
an additional 4 months.
104 Day Waits
At the end of December we had 27 patients waiting 104+ days
on an active Cancer pathway - Urology (12), Upper GI (6),
Colorectal (3), Gynae (3), Head/Neck (2), Lung (1).
23 of these long waits include an element of patient choice
delay, medical complexity or were late referrals from other
Trusts.

Integrated Performance Report

Finance & Efficiency

We observed 38.5 breaches of the 62-day
standard in December, 20 of which were
attributable to hospital reasons. Key areas of
challenge were delays in diagnostic or treatment
planning (9) and inpatient capacity (4.5)
Actions taken to reduce waiting times include:1 – The Cancer ‘Perfect Week’. For one week all
Service Line Teams directed additional admin
resource and focus towards their Cancer
pathways which resulted in a 30% reduction in
the backlog of undated patients. Learning from
this week has been disseminated and sustaining
this focus within a time/resource envelope is the
challenge moving forwards.
2 – In order to improve diagnostic waits for 2ww
patients we have introduced a series of daily
2ww huddles to instantly escalate issues which
are preventing patients being booked within the
target date relevant for that test. This has been
completed for CT whilst US and MRI are
st
undergoing the same exercise in w/c 21 Jan.
3 – The Endoscopy Team have transferred a
greater % of their capacity to 2ww patient slots
ensuring a quicker test for those on a Cancer
Pathway. This has had ramifications on the waits
for routine patients which we are attempting to
negate using an external company to insource
additional routine activity.
Cancer Operational Policy
Appended to this report is the latest version of
the Trusts Cancer Operational policy. The board
are asked to endorse this policy (Annex 16).
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Improvement trajectory 2018/19
The Trust delivered against the NHSI
Improvement trajectory in October of
12.1%.

Cancelled Operations
We must minimise the
incidence of cancelled
operations.

139 operations were cancelled on the
day of admission for hospital reasons
in December representing 2.93% of
elective admissions. A further 260
operations were cancelled or
rearranged in advance of the day of
operation during the month. There
were 29 breaches of the 28-day
rebooking standard in December.
When these patients are eventually
treated we will not receive any income
for them.

Integrated Performance Report

Colonoscopy – 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.

NHSI Trajectory

25.0%
20.0%
15.0%
10.0%

Colonoscopy
MRI
Flexi-Sig
Other tests

800
700
600

Breaches
458
176
102
122

On the day

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

In addition to this there is renewed focus on
improving performance for suspected cancer
2ww patients which is clinically the right thing to
do but takes away capacity for routine 6ww
patients.
MRI – Weekly PTL review and escalation
meetings have helped highlight the issues
preventing further progress. These include lack
of beds for pts requiring sedation, medical
physics support for patients with implants (a
growing cohort) and GI capacity which is
restricted due to GI consultant vacancies and
sickness.

December 2018
Test

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

0.0%

Dec-16

5.0%
Jun-16

It should be noted that we have
reduced the number of 6+ week
waiters by 1684 since June, a
significant improvement over a 6month period. However as the total
waiting list size has also reduced
significantly, the % performance has
not improved to the same degree.

Target

Aug-16

Trust-level diagnostic waits have
improved in December with 12.0% of
the waiting list (858 patients) having
waited 6+ weeks or more compared to
12.5% (894) in November.

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

In December, availability of general beds
emerged as the key issue with 64 of the
cancellations due to this reason and 26 due to
overrunning theatre lists.

500
400
300
200
100
0
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Safe’ metrics
Safer nursing and
midwifery staffing is
monitored daily and
reported monthly via NHS
Choices.

Trend

10.00

Description

Fill-Rate

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

81.3%
82.5%
86.1%
96.8%

The monthly safer staffing return for
December 2018 was 85.2%

8.00

RN Day

HCA Day

RN Night

HCA Night

Overall

105.0%
100.0%
95.0%

6.00

90.0%

4.00

85.0%
80.0%

2.00
0.00

Integrated Performance Report

Overall CHPPD

75.0%
70.0%

Fill Rate

Safer Staffing

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

Care Hours

Description

Comments
The overall fill rate has deteriorated slightly to
85.2% for December despite an improvement in
November as predicted. Most preceptors have
started and there are a small number of new
starters every month. There are many factors
that can affect the fill rate result but the actual
fill rate in reality can be better. There is a current
review of health roster housekeeping along with
constant analysis of temporary staffing
performance and recruitment activity to ensure
the best most helpful and accurate data.
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 was piloted and has been adopted
which has reduced the number of
redeployments of staff and encourages trust
staff to pick up additional shifts in their own
areas. The recently introduced weekly
forecasting staffing meetings supported by a
dashboard to aid the look ahead planning
continue. There is close working between trust
workforce teams, clinical teams and NHSP to
maximise shift coverage.
The national reporting of actual versus planned
figures will change to CHPPD only as this is
considered the principle measure of nursing,
deployment and healthcare support staff
deployment on inpatient wards.
On 14th January new guidance was published
from National Quality Board (NQB) to support
the deployment of nursing associates in
secondary care; this is currently being reviewed.
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15
10

Dec-18

Oct-18

Nov-18

Jul-18

Sep-18

Aug-18

Jun-18

Apr-18

May-18

Mar-18

Jan-18

Feb-18

Oct-17

Dec-17

Sep-17

Nov-17

Jul-17

Aug-17

Jun-17

Apr-17

May-17

Mar-17

5

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

Harm Free Care v Fill Rate
Fill Rate

Harm Free Care

100.00%
95.00%
90.00%
85.00%
80.00%

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.

Dec-18

Oct-18

Jun-18

Aug-18

Apr-18

Feb-18

Dec-17

Oct-17

Jun-17

Aug-17

Apr-17

Target

Feb-17

Dec-16

Oct-16

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

Actual

Aug-16

75.00%

Jun-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 December 2018 was 95%
across wards.

20

Apr-16

Fundamentals of Care

25

Feb-16

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

Qty
Description
1
Less than 2 RN time
1
Shortfall in HCA time
1
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. The application of red flags will be
reviewed to ensure we get the most helpful
information.

Red Flags

30

-

Finance & Efficiency

Comments

Oct-15

The overall Nursing fill rate for
December 2018 was 85.2% with Harm
Free care for the same period at 95%

Workforce

Trend

Dec-15

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.

Effective

Jan-17

Current Performance
There was 4 red flags raised in
December 2018

Safe

Feb-17

Description

Responsive

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
Nov-18
Dec-18

Caring
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Caring

Responsive

Description

Current Performance

Infection Control

There has been 0 cases of avoidable
hospital-apportioned Clostridium
Difficile (post 72hrs) reported in
December 2018.

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 MRSA
bacteraemia reported in December
2018.

Safe

Effective

Workforce

Trend
C-Diff Hosp avoidable

3

Finance & Efficiency

Comments
MRSA bacteraemia – 6 total (objective: zero
cases)

MRSA

Cases of Clostridium difficile – 20 (19 nonavoidable, 1 avoidable)

2

1

-

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

There were 1,253 patient safety
incidents were reported to the NRLS in
December 2018. Of these 20% resulted
in some form of harm, loss or damage,
which sits below the national average.

Escherichia coli bacteraemia – 62 year to date
(compared to 59 cases this time last year)

2,500

Incidents

Target

% Harm

100.0%
90.0%

2,000

80.0%
70.0%

1,500

60.0%
50.0%

1,000

40.0%
30.0%

500

20.0%

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%
-
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Methicillin-susceptible S. aureus (MSSA)
bacteraemia – 24 year to date

E-Coli

% resulting in harm

There have been 8 cases of E-Coli in
December 2018.

MSSA

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

Number of patient safety incidents

There have been 5 cases of MSSA in
December 2018.

0.0%
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Caring

Responsive

Description

Current Performance

Never Events

2 new Never Event have been reported
to StEIS since the last Trust Board.

The Trust is committed to
establishing appropriate
practices to minimise the
incidence of Never Events.

Safe

Effective

Workforce

Trend

Comments
The 2 Never Events reported in December 2018
are:

4
3

Regulation 28 letters
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’

Integrated Performance Report

The Trust was 0 regulation 28 reports
in December 2018.

Trauma, Orthopaedics & Rheumatology –
Overdose of Insulin, incorrect device. No
patient harm.

•

Ophthalmology –Wrong Site Block. No
patient harm

10
9
8
7
6
5
4
3
2
1
-

5

Dec-18

Jun-18

Sep-18

Dec-17

Mar-18

Jun-17

Sep-17

Dec-16

Mar-17

Jun-16

Sep-16

Mar-16

Sep-15

Dec-15

Mar-15

Number New Incidents Reported on STEIS:
Number of patient safety 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.

7 new Serious Incidents were reported
to StEIS in December 2018.

Jun-15

1

Serious Incidents

•

2

-

Finance & Efficiency

The types of Incidents reported in December
2018 were:
Incident Type
Cooling Incidents - HSIB
Delayed Diagnosis
Pt Fall resulting in #NoF
NE – Overdose of Insulin
NE – Wrong Site Block
Total:

1
2
2
1
1
7

Learning from Incidents and Complaints for this
period is summarised in Annex 2.
REG 28 issued

4
3
2
1
-
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Caring

Responsive

Description

Current Performance

Safety Thermometer

95% of care was assessed as harm free
in December 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 0.53 in
December 2018

PU per 1000 bed days 2-4

Target

Oct-18

Implementation of the new guidance from NHSi
has now gone live and all our pressure ulcers are
being classified accordingly. The Tissue Viability
team are validating any ‘new’ pressure ulcers to
ensure that they are correctly classified. Ward
teams are being supported with targeted
education to ensure prompt assessment and
interventions are in place to identify and prevent
any pressure ulcers.

UCL

2.50
2.00
1.50
1.00

2018.

The rate of falls causing
harm per 1000 bed days
was 1.55 in December

Target

Jul-18

UCL

In December we have seen a reduction in
pressure ulcers and no category 3 or 4 pressure
ulcers have been reported.

Oct-18

Apr-18

Jan-18

Oct-17

Jul-17

Apr-17

Jan-17

Jul-16

Falls causing harm per 1000

Oct-16

Apr-16

Jan-16

Oct-15

Jul-15

Apr-15

Jan-15

Oct-14

Jul-14

Apr-14

0.00

Falls

LCL

2.50
2.00
1.50
1.00
0.50

Oct-18

Jul-18

Jan-18

Apr-18

Oct-17

Jul-17

Apr-17

Jan-17

Oct-16

Jul-16

Apr-16

Jan-16

Oct-15

Jul-15

Apr-15

Jan-15

Jul-14

Oct-14

Apr-14

0.00
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Dec-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

Apr-16

Feb-16

Oct-15

Dec-15

Jun-15

Aug-15

Apr-15

Feb-15

91%

0.50

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.

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

There has been an increase in the number of falls
and falls with harm. More patients are requiring
direct observation to prevent falls and the Falls
Team are continuing to support our ward teams
with advice regarding cohort nursing and using
prevention equipment which can alert staff to
unsafe mobility.
A thematic review of in-hospital falls resulting in
harm has been requested, and will include
management of head injuries and patients at
higher risk of bleeding, to be completed by Feb
19.
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Aug-18

Nov-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

Sep-18

Jul-18

May-18

Jan-18

Mar-18

Sep-17

Nov-17

Jul-17

May-17

Jan-17

Mar-17

Nov-16

Jul-16

Sep-16

Nov-18

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.

Escalation beds

80
60
40

Oct-18

Jul-18

Apr-18

Jan-18

Jul-17

Oct-17

Apr-17

Jan-17

20
0
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Avg Daily Medical Outliers

100

Oct-16

We observed a daily average of 22
medical outliers in December and 2
escalation beds open to cope with
the emergency demand.

Areas of failed forms
• Breast Surgery
• Plastic Surgery
• Gynaecology
• Cardiology

Jul-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.

We had 4 failed forms in December 2018

Apr-16

Medical Outliers

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

Mar-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 December 2018.

May-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%

Jan-16

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

Oct-15

The Trust achieved the 95% target in
November achieving 96.2%

Finance & Efficiency

Comments

Aug-14

VTE Risk Assessment

Workforce

Trend

Nov-14

Current Performance

Effective

Jan-16

Description

Safe

Jul-15

Responsive

Apr-15

Caring

Page | 25

Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Effective’ metrics

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

The follow-up backlog increased by
2,475 patients in December to 35,043.
There are 7,874 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 1064.

ED Acuity
45.0%
40.0%

135.00

35.0%

Please see Learning from Deaths report.

30.0%

125.00

25.0%

115.00

20.0%

105.00

15.0%

95.00

10.0%

Nov-18

Jul-18

Sep-18

May-18

Jan-18

Mar-18

Nov-17

Jul-17

Sep-17

May-17

0.0%

Jan-17

5.0%

75.00

Mar-17

85.00
Nov-16

The Trust’s SHMI for the latest
available month of data (Aug 18) was
92.

SHMI

145.00

Jul-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.

HSMR

155.00

Sep-16

The Trust’s HSMR for the latest
available month of data (Sep-18) was
143.

Comments

May-16

Mortality

Trend

Jan-16

Current Performance

Mar-16

Description

The Medical Director continues to oversee
focused work in a number of Service Lines,
as follows:
Phase 1 meetings have been undertaken
with the following service line management
teams as the large volume / key issue
specialities, Ophthalmology, Cardiology,
Neurology,
Thoracic
Medicine,
Rheumatology, Gastroenterology and ENT.
As a result of these meetings each service
line has an action plan held on a central FU
recovery plan dashboard for senior review.
Introduction of a ‘Patient Knows Best’ portal
is being progressed within the Trust.
Rheumatology have expressed an interest in
becoming early adopters for system which
will manage patients through a model
which reduces the need for face to face

Integrated Performance Report
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Caring
Description

Responsive
Current Performance

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments

follow ups.
Ophthalmology are making good progress
with plans to discharge glaucoma patients
to the care of community services which will
release some of the burden on the acute
hospital service and deliver a reduced wait
for patients to be seen.

Integrated Performance Report

95
90

Jun…

Apr…

Aug…

Feb…

Dec…

Jun…

Oct…

Aug…

Apr…

Oct…

Feb…

Dec…

Jun…

Aug…

Apr…

Oct…

Feb…

Dec…

Jun…

Aug…

Apr…

Feb…

Oct…

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 (for good reason such as calculating safe
staffing levels), they flag as a readmissions.

Dec-18

Oct-18

Aug-18

Jun-18

Apr-18

Feb-18

Oct-17

Dec-17

Aug-17

Jun-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

Apr-16

Feb-16

Of the 13 breaches of this standard reported in
December, 10 were due to an incorrect or
complex initial diagnosis whilst the remaining 3
included a late referral to the Stroke Team from
ED and issues with beds on ASU.

Oct-15

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

Dec…

80

Jun…

85

Dec-15

79.7% of our patients spent at least
90% of their time on a specialist Stroke
Unit in December against a target of
80%.

100

Jun-15

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 Aug-18 with a
readmission relative risk of 91; this
infers a readmission rate 9% lower
(better) than expected.

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

Aug-15

Stroke

UHP benchmarks well nationally in the
top half of performing Trusts.

Readmission Rate

110

Aug…

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

The Trust’s readmission relative risk
has been below the benchmark of 100
for the last 5 reportable months (AprAug-18) indicating a readmission rate
lower than would be expected given
the case-mix of patients treated during
those months.

Apr-15

Readmissions
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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
November - December 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.

30 patients breached this standard in December.
Key issues include patients awaiting space on a
theatre list (17) indicating a capacity shortfall
whilst 9 were medically unfit for surgery.

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

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

46% of fractured neck of femur
patients were operated on within
36hrs of admission in December.

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 in part for
NICE Diagnostics Guidance DG32 Adjunctive
colposcopy technologies for assessing suspected
cervical abnormalities: the DYSIS colposcope
with DYSISmap and the ZedScan I.
Use of the Dynamic Spectral Imaging System
(DYSIS) colposcope with DYSISmap will not be
implemented for the following reasons:
• High costs for required equipment
•

Lack of evidence supporting technology

•

No intended benefits for patients

•

Consultation with other units within South
West demonstrated all in agreement with
above points
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Responsive

Description

Current Performance

Length of Stay

Non-elective surgical LoS shows an
improving trend despite a small spike
in December whilst both elective and
non-elective medical LoS exhibit an
increasing long term trend albeit
heavily influenced by the large
increases last Winter.

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

Safe

Effective

Workforce

Trend

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.

7.00
6.00
5.00
4.00
3.00

This will include a range of new processes such
as standardised ward and board rounds.

2.00

Integrated Performance Report

Oct-18

Elective Surgery

Elective Medicine

Non Elective Surgery

Non Elective Medicine

Dec-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

Apr-16

Feb-16

Oct-15

Dec-15

Jun-15

Aug-15

Apr-15

1.00
0.00

Finance & Efficiency

Comments

8.00

LOS (Days)

Caring
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Caring

Responsive

Safe

Effective

Workforce
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‘Workforce’ metrics
Medical

Nursing

An initial plan for 70 FTE
international recruits has now
been developed in alignment
with the STP international
recruitment initiative. This will be
subject to agreement of budget
and the intake is scheduled to be
cohorted during the latter part of
2019/20.

Other

14.0%
12.0%
10.0%
8.0%
6.0%
4.0%

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

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

Vacancy levels in the Trust have increased by 4 FTE
between October and December 2018), primarily due to
the lower recruitment activity that the Trust often
experiences in the final two months of the year. During
December there were also twice the number of
registered nurse leavers (25 FTE) than in the proceeding
few months. Analysing the increase, there is no
identifiable pattern either in reason for leaving or area,
however, there are an additional 25 nursing preceptees
due to start in January 2019 which will offset this
reduction.

Comments

Dec-15

Staff Vacancies

Trend

Jun-15

Current Performance

Aug-15

Description

The Trust ‘New Deal’ recruitment campaign for staff has
resulted in over 200 enquiries. These have been triaged
The Recruitment Team ran the latest Open Day for Nursing staff
and the first recruitment day took place in mid-January
on the 3rd November, supported by a variety of departments
recruiting qualified HCAs. Further recruitment events
and managers within the Trust. Following the presentations,
will be organised over the next two months.
tours and interviews, 33 newly qualified nurses were appointed
into the organisation with offers of employment (expected to
start post qualification later in the year). Areas in which they
will be placed are to be confirmed with the manager and Heads
of Nursing for placements. The next date is 26th January 2019
and the recruitment team are also supporting a Paediatric
Nursing Open Day on the 6th February for NICU, ED, Paediatrics
& Plym unit.
In collaboration with Livewell and Plymouth City Council, the
recruitment department organised the Proud to Care event on
the 4th December at the DCHW. Further Proud to Care dates
are due to be scheduled throughout 2019.
Vacant Band 2 to Band 5 posts for Nursing & Theatres are now
automatically approved for recruitment including internal
moves and vacancies due to maternity leave. This will reduce
delays by allowing managers to quickly recruit to vacancies as
they arise.
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Safe

11.0%
10.0%

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

8.0%

Oct-16

9.0%
Dec-16

Team level data will be available by the end of January
which will enable line managers to analyse the feedback
from their staff and engage with them on what the
results are saying. The full data from the Survey
Coordination Centre, is likely to be available earlier than
in previous years (to date this has been at the end of
Feb/ beginning of March), although an exact date has yet
to be be confirmed.

12.0%

Jun-16

December 2018 and the response rate looks likely to be
in the top 20% of Acute trusts. Data is currently
embargoed and currently for internal use only.

13.0%

Aug-16

We aim to retain staff with
the skills, knowledge and
attitude necessary for the
delivery of high quality care National Staff Survey
to our patients.
The National Staff Survey closed at the beginning of

Apr-16

Rolling annual turnover (the number of leavers in the
year divided by the average number of staff) to the end
of December 2018 is at 10.13% compared to 10.59% for
December 2017.

Finance & Efficiency
Comments

Feb-16

Staff Turnover

Workforce

Trend

Oct-15

Current Performance

Dec-15

Description

Effective

Jun-15

Responsive

Aug-15

Caring

Pulse survey

The Trust PULSE survey will launch in January and will provide
Quarter 4 feedback on 7 questions including the two
recommender questions as outlined in previous reports. All staff
will have the chance to give feedback though this route on a
quarterly basis, with Quarter 3 being the National Staff Survey.
The same level of reporting (i.e. down to team level) will be
The National Staff Survey Report will be published in a available.
new format this year, moving away from 32 key findings
to 10 themes with the intention of making data more
Manager’s Passport
concise and enable faster reporting, supporting the
earlier publication date. The scoring will be on a The Manager’s Passport continues to gain support with over
consistent 1- 10 point scale to ease reporting. The data 650 managers starting the package of skills. It will be phased
will now provide the trust with 5 year local trends to into mandatory completion for all line managers commencing in
April 2019, it is supported by a competency sign off process and
enable an easier line of sight to improvement.
further online modules through the Trust’s Online Learning
The ten themes are:
Management System.
•Equality and diversity
All Managers’ Passport sessions have been fully subscribed and
•Health and wellbeing
all sessions are now available. The on-line E-Learning Package
and competency pack are in the final stages of development
•Immediate managers
and evaluations show high satisfaction with content.
•Morale
•Quality of appraisals
•Quality of care
•Safe environment – bullying and harassment
•Safe environment – violence
•Safety Culture
•Staff engagement
Integrated Performance Report
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Caring
Description

Responsive

Safe

Workforce

Current Performance

Trend

Say Thank You and Learn from Excellence (LfE)

Where possible the team capture the impact on the recipient of
receiving a nomination

The Trust’s Say Thank You and Learn from Excellence
(LfE) initiative continues to gain traction. Over the last 2
years we have now received over 2400 nominations,
averaging 154 nominations per month since June 2018.
Our learning, gained from thematic analysis of all
nominations, shows that what nominees most commonly
appreciate in others, are positive and supportive
behaviours, contribution to teamwork, kindness and
hard work. About a fifth of nominations received have
been made by patients, their friends and family. Analysis
of these nominations also shows that positive and
supportive behaviours are greatly appreciated and that it
is often the seemingly little acts which make a big impact
on care – smiling, holding hands and giving time. Our
challenge for the next 12 months is to sustain and
increase use of the system and in particular increase
patient, friends and families’ awareness of the system,
as this is an extremely useful source of information to
determine what really matters to patients and identify
what we as an organisation should replicate / build upon.

Integrated Performance Report

Effective

Finance & Efficiency
Comments

“A simple thank you means so much to the NHS staff that work
tirelessly to provide high standards of care during the most
difficult times. I remember this shift and it wasn’t an easy one.
Thank you to those who show your gratitude”
“I have just returned to my desk and found your card – thank
you so much for your appreciation. I have been working for the
Trust for 23 years and have never received a formal thank you
like this, it has totally made my day/week/month…thank you
again for being so thoughtful”.
The early look 2018 National Staff Survey results show that
organisationally staff feel more satisfied with recognition for
their good work. We would propose that the Learning from
Excellence initiative and the appreciative, kinder culture that it
promotes, has been a significant contributory factor to this
improvement.
The core LfE team continue to maintain a national profile,
presenting at the second National LfE Conference in November
2018 and presenting posters at the International Forum on
Quality & Safety (Amsterdam), Patient Safety Congress
(Manchester) and Association Anaesthetists (Dublin) where the
team were second place prize winners.
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Caring
Description

Responsive

Safe

Effective

Workforce

Current Performance

Trend

Workforce Race Equality Standard

Disability Equality Standard (WDES)

The annual NHS Workforce Race Equality Standard
(WRES) reviews the treatment of BME staff in England’s
NHS, measured across nine key metrics, including
representation, experience of discrimination and equal
access to career opportunities. The latest report NHS
Workforce Race Equality Standard, published 16th
January 2019, shows that while there has been a year on
year improvement in BME representation in the most
senior NHS roles (including at board level) and an
increase in recruitment from these backgrounds, the
health service requires progress to be made in a number
of areas. For the first time, this report gives a unique and
comprehensive picture, against earlier WRES data for the
previous years, of how BME staff experiences and
treatment – holding up a mirror to organisational
performance in this area. UHP will assess its position
against the recently published data.

A Workforce Disability Equality Standard (WDES) is being
developed with a set of specific measures (metrics) that will
enable NHS organisations to compare the experiences of
disabled and non-disabled staff. This information will then be to
develop a local action plan, and enable organisations to
demonstrate progress against the indicators of disability
equality. The final WDES metrics are planned to be published in
Autumn 2018 and the indicative timetable is set out below.

Finance & Efficiency
Comments

Gender and Ethnicity Pay Gap
The Trust’s annual publication of gender pay gap data is due by
30 March 2019. The outcome of the Government’s consultation
for mandatory ethnicity pay gap reporting is expected in due
course.

The Trusts local WRES data for 2017 demonstrated it was
performing better in most areas compared to the
National average however, it remained the case that
BME staff reported a less positive experience compared
to white staff. Most notably, BME staff within UHP
reported an increase of 5%, in harassment, bullying or
abuse from patients, relatives or the public and a 3%
deterioration in BME staff believing that the organisation
provides equal opportunities for career progression or
promotion. Local action plans were developed through
the Trust’s Equality, Diversity and Inclusion Working
Group and progress is reported to the HR&OD
Committee.
NHS England will invest an extra £1 million a year to
extend its work to 2025. Each NHS organisation will set
its own target for BAME representation across its
leadership team and broader workforce by 2021/22 to
ensure senior teams and Boards more closely represent
the diversity of the local communities they serve.

Integrated Performance Report
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Safe

The targets have been achieved for Appraisal and
Mandatory Training due to Service Line leads and HR
meeting with line managers on a monthly basis to
discuss mandatory training and appraisal targets and
discussing solutions where blockages to training have
been identified. Line managers encourage employees to
book training at least 3-6 months in advance.
Surgery
The redesigned approach to performance reviews is
underway which will focus on compliance rates of
mandatory training and appraisals. HR are supporting
the service lines by creating 6 month plans for all
performance indicators. The combination of a clear plan
and maintaining monthly review of progress is expected
to create an improvement over the coming months
although may be reduced in areas such as BLS due to
issues of available sessions and releasing people.
In
addition, further consideration is being given to
improving the compliance rate for medical staff and how
this group may be targeted.

Dec-18

Jun-18

Sep-18

Dec-17

Mar-18

Jun-17

All areas within CSS services remain on or above the
mandatory training target of 95% or greater than 85% for
December 2018.

Sep-17

Two areas within CSS services remain above the
appraisal target of 95% with one area slightly below
(94.8%) the appraisal target of 95%.

Mar-17

Clinical Support Services

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

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

Dec-16

Appraisal compliance rates for Agenda for Change staff
have increased from 88% in October 2018 to 89% in
December 2018. This is the highest compliance rate
recorded for 7 years, however still behind the Trust
target of 95%.

Finance & Efficiency
Comments

Jun-16

Staff Appraisals

Workforce

Trend

Mar-16

Current Performance

Dec-15

Description

Effective

Jun-15

Responsive

Sep-15

Caring

Women’s & Children’s
In the last quarter the Care Group moved from having four
service lines under 85% for appraisals to just two service lines
(Maternity 76.51 and Gynae 84.78%). Plans are in place to
achieve green within the last quarter. Neonates now have a
100% completion record and Breast has improved from 64% to
92% in the last quarter.
Service lines have made marginal gains over the last quarter
with mandatory training compliance and plans are in plan to
achieve green in the last quarter. Neonates continues to be an
area of concern and a focussed Care Group effort continues to
help support their improvement plan.
Medicine
The service lines appraisal rates have generally held their
performance, with Thoracic medicine improving to over 80%
from as low as 60% in the last three months. Endoscopy
continues to receive focussed support though the operational
situation within Endoscopy remains the number one priority.

The service lines mandatory training rates have also maintained
General surgery are developing block training to improve
their position with some marginal gains. Recovery plans remain
the planning process and overall performance although
in areas under 85% and the Care Group Director has issued an
during the initial implementation compliance rates may
instruction for medical staff to complete outstanding training as
reduce.
a priority.
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Responsive

Description

Current Performance

Sickness Absence

Annual sickness absence (the number
of sick days divided by the number of
available working days) has increased
over the past 12 months from 4.18% in
December 2017 to 4.41% in December
2018. Additional clinical services
(predominantly HCAs) and estates
have the highest levels of recorded
sickness across the organisation
followed by professional and technical

We seek to minimise and
manage staff sickness.

staff and registered nursing.
A range of work continues to support
staff health and wellbeing and help
improve resilience and attendance,
including:
Seasonal Flu Campaign
As at 31st December 2018, a total
number of 4851 staff had been
vaccinated of which 4439 are
healthcare workers (HCWs) involved in
direct patient care (compared to 2888
HCWs at the same time last year). The
number of local peer vaccinators
increased to 89. Communication has
continued to focus on the message of
‘protect yourself, your family and your
patients’ and building upon the success
of the previous ‘breakfast and brew’
events, a third event was held on 08
January 2019 at which 20 more staff
received their vaccination.

Integrated Performance Report

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
Short Term

Long Term

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

Big Pinch
Staff are already signing up for the Big Pinch, our in-house 10
week weight-loss challenge which starts on 21st January 2019.
We are attempting to improve upon the 58 teams who engaged
with the challenge last year, and having listened to feedback,
this year’s challenge includes expert weight management advice
from the UHPNT Dietetics Team, a nutrition workshop, and free
fitness assessment and exercise classes at DCHW.
Staff Conversations
We are holding two focus groups on 22nd and 29th January
2019 whereby staff are invited to share their stories to enable us
to gain a better understanding of what gets in the way of
attendance, how they wish to be supported, and explore what
we can do to make this a better experience and help keep them
well and at work.
Financial Wellbeing
A package of financial wellbeing will be launched in January
2019 to include access to financial education resources, tools
and services.

Supporting Mental Health
To continue our focus on supporting mental
health, the following training has been
undertaken/arranged:
A free mental health workshop for managers
was held on 7th November 2018 to enable
managers to gain a wider understanding of the
causes and impacts of mental health issues in
the workplace, how to recognise symptoms
including stress and burnout, where and when
to escalate and how to support your staff
through creating a culture of wellbeing at
work. Feedback received was positive and we
are exploring further sessions with Vivup;
Connect 5 Training will be delivered by Livewell
Southwest on 31th January and 14th March
2019 and is open to all staff. Connect 5 is
evidence based training which aims to provide
participants with the skills and competencies
that build confidence in having conversations
about mental health and wellbeing as part of
routine practice. Alongside addressing the
FYFV objective to upskill the health and care
workforce in mental health and suicide
awareness, the training will help to build a
culture of self-management and improved
access to psychological approaches for mental
health and wellbeing.
The Harbour Centre Plymouth will be
delivering an awareness session for managers
on 7th February 2019. The training will focus
on recognising the signs and symptoms of
substance dependency, and signposting for
help and support.
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Caring

Responsive

Description

Current Performance

Mandatory Training

Mandatory training trust update
compliance has increased by 2% to
90% from October to December 2018,
basic life support has increased by 2%
to 80%, manual handling has increased
by 2% to 90% and child protection has
increased by 1% to 92%.

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

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
Basic Life Support

Manual Handling

Trust Update

Child Protection

100%

90%

80%
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Sep-18

Dec-18

Jun-18

Mar-18

Sep-17

Dec-17

Jun-17

Mar-17

Sep-16

Dec-16

Jun-16

Mar-16

Sep-15

Dec-15

Jun-15

70%
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Finance & efficiency’ metrics
Description

Current Performance

Financial Performance

The deficit in month 9 is £2.98m,
£1.29m adverse against plan. The year
to date deficit is £25.97m, £17.13m
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 £17.13m is mainly
due to adverse performance on service
delivery (£6.58m), Provider Sustainability
Funding (£6.78m) and Financial Improvement
Plans (£4.46m) offset with £0.69m of other
favourable variances.

0.0
(5.0)
(10.0)
(15.0)
(20.0)
(25.0)

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 Q2-3. Therefore the
Trust has recognised only £1.31m of PSF
income to date (relating to achievement of
financial criteria for Q1) against £8.09m
available, £6.78m adverse to plan.

(30.0)

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
£9.60m lower than plan at the end of
December, with a £3.02m underspend
on associated costs, giving a total
adverse variance on contract activity of
£6.58m 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 £9.60m below plan,
driven largely by elective activity of £12.78m
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 £3.02m 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 £26.19m in December,
£0.03m 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 £13.13m
financial improvement year to date for
December, £4.46m below target.

Safe

Effective

Workforce

Trend

Comments
The spend on pay for the year to date is below
plan by £4.25m.

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
£0.31m in December and below the NHS
Improvement ceiling of £0.69m.

Permanent Staff

Bank Staff

Agency Staff

Plan

Actual

Plan

The FIP delivered in month 9 is £2.63m against
target of £2.81m, a £0.18m 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 of £10m.

5
0
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Caring

Responsive

Description

Current Performance

Cash

The cash balance at the end of month
9 was £5.4m, £4.4m 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

Workforce

Trend

Finance & Efficiency

Comments

10

Actual

9

Cash is £5.4m, £4.4m above plan. The £17.1m
operating deficit is offset by an increase in
revenue support, as the Trust is now drawing
interim loan funding in-line with the month 6
forecast.

Plan

8
7
6

Other working capital balances are favourable
to plan as the Trust’s non-achievement of PSF
means that there is a correspondingly lower
debtor balance.

5
4
3
2
1
0

Capital
The Trust has a capital
programme of £22.0m.

Capital expenditure year to date for
Month 9 was £8.79m, £3.18m below
the revised plan of £11.97m.
For further information please see
Annex 12.

25.0
20.0
15.0
10.0

Actual

Revised Plan

Plan

The most significant year to date underspends
are on general contingency (£0.55m) and ED
mitigation (£0.53m).
The Trust’s capital plan has descreased to
£18.89m as the mobile MRI (finance leased
asset) (£2.0m) will now be procured in April
2019.

5.0
0.0
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Cancer standards

Annex 1

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

Apr-18
100%
94%
71%
75%
60%
43%
46%
100%
100%
100%
61%
63%

May-18
100%
94%
88%
75%
38%
45%
67%
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%
79%
100%
91%
91%
70%
49%

Aug-18
100%
90%
100%
44%
63%
58%
57%
100%
67%
89%
82%
40%

Sep-18
100%
78%
80%
64%
68%
47%
61%
100%
100%
93%
50%
66%

Oct-18
100%
100%
71%
0%
60%
44%
72%
100%
0%
100%
71%
60%

Nov-18
50%
95%
100%
58%
71%
40%
78%
0%
67%
93%
36%
61%

Dec-18
100%
100%
80%
100%
50%
22%
70%
100%
100%
95%
63%
62%

Jan-19

Feb-19

Mar-19

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Dec-18

Jan-19

Feb-19

Mar-19

1
2
2
2
8
11

1
1
1
5
6
7
1
1
2
5
11

3

3
2

3

5
7
3

5
3
5
10

4
2
4
3
13
9.5

Nov-18
1
1

2
4
4
9
6.5

0.5
5
3.5
22

1
6
1
25

3
4
11

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
23.5

2
2
16

2
5
2.5
9
5
1
0.5
4
7
12

3
7
5

3.5
3.5
15.5
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Learning from Serious Incidents & Complaints

Annex 2

Lessons Learnt

Recommendations

Application of the Five Steps of Safer Surgery was carried out but there is
a time gap between the initial incision and the point where laterality
needs to be confirmed.
Review of medications throughout patient stay, there was no
consideration of bone protection.
An orbital compartment syndrome SOP had been written to manage this
pathway but staff where not familiar with it.
Early signs of sepsis can be masked by normal observations such as a
normal BP and temp readings being in expected range. Patient usually
had high BP so although BP was thought to be normal it was not normal
for her.
Unsuitable environment led to a lack of dignity and respect for a patient
in their last days of life, the room had paint peeling from the wall and
exposed plaster.
Patient, who had suffered a stroke, was able to leave the ward when a
visitor held the door open for him to exit.

A new process is being trialled for midline procedures where there is
laterality. The new step is similar to the ‘Stop Before you Block’ process used
in anaesthetics.
Share with the patients GP with reference to the bone protection
medications.
Targeted training around orbital compartment syndrome for staff.

Nurse was interrupted while conducting the drug round and as a result,
an error occurred.
Surgery rescheduled due to difficulties locating specialist equipment for
the operation. Subsequent communication with the patient was poor,
which meant the patient arrived on the ward to be informed surgery had
been cancelled.

Integrated Performance Report

We have learned from the event and have proposed that an abscess pathway
is created to ensure timely imaging in cases where an abscess is present or
uncertainty exists.
To refurbish two of the ward’s side room, the rooms will also be de-cluttered
to make it a more welcoming space.
Patients who are likely to leave the ward without notifying staff, are to be
moved to a higher observation bay and staff made aware through the daily
safety briefing. Notice placed outside the ward door to remind visitors not to
hold doors open for patients.
Ward staff have been reminded through the safety brief to ensure registered
nurses are not disturbed during a drug round.
Staff to ensure patients are informed immediately when a delay occurs which
results in the need to reschedule, saving a wasted journey for the patient and
improving overall communication.
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Comments Noticeboard – Selection of Positive and Negative
I was overwhelmed by the care I received by
everyone whom I came into contact with. My
nurses were awesome. Emma and team were
extremely caring and compassionate. Can't
remember everyone but love them all. Not
once did I feel away from home in a negative
way because they were so good.

Thanks to everyone during my time
here. I have been well looked after.
Extra thanks to HCA Monica who
went above and beyond what would
be expected, several times in the
day. Her extra kindness made it all a
little easier for me that day.

Faultless treatment at a worrying time, very
busy department despite it being Christmas
eve. Made to feel I was valued and respected.
All questions answered and there were many.
Ensured I enjoyed Christmas with my family.
All staff were friendly and professional.
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I never worry about being in
hospital with my bad chest. Ward
always makes me feel safe and
nurses so kind thank you once again
for everything you’ve done.

Nurses station is very
loud at night, could
they keep the noise
down please!

The kindness of the staff elevates the
care from superior to epic. It makes so
much difference at a difficult time,
and all the staff today should be
applauded and thanks profusely as
they are super. Thanks

I would like to add that my whole trauma
and treatment experience has been
conducted very professionally by
confident, friendly and happy staff. Well
done all of you.

Had to cancel transport twice
because of delays in receiving my
medicines, annoying for my drivers
and frustrating for me, as in all
occupations there are good and bad
staff, a couple of staff were stroppy.

Staff very busy other patients
ringing the bells constantly
didn’t give them a break. Lovely
nurse, really cheerful, very
happy made us all laugh.

Annex 3
My mum has been looked after
so well on this ward from start to
finish, kind, caring nurses and
doctors very helpful. Physios
quite abrupt, but just doing their
jobs. Liked the old fashioned
ways of senior sister doing
rounds to see everyone, mum
liked that. Reassuring
information at all times.

Ward is amazing and very,
very happy with the standard
of care. Amazing staff.
Was told at 9:30 I could go home,
tablets still no ready at 2pm.
Sister arranged a taxi to deliver
very stressful despite the nurses
being kind and helpful. Lovely
ward and caring atmosphere.

Completely wowed by the
high level of care that I
have received while I have
been here. It has been
amazing and I am most
grateful.

Nurses exceptional on this ward
and the housekeeper absolutely
lovely went the extra mile to
make sure food was right and
always so cheerful and kind.
Lovely ward.

Treated with utter contempt,
moved around 3 wards at 3am
and then at 6.30am. Seizure
event was ignored although I
was on the floor in an empty
ward with no buzzer. Can
standard of continuing care
possibly drop any lower? I am
appalled at the lack of care,
interest and apathy towards
patients - shame on those few
people who fail the ones who
really nurse.
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Friends and Family Test Scores by Area

Annex 4

The tables below illustrate the score up to 31 December 2018.
Inpatient & Day Case Areas
Area

Not
Total
Extremely
Recommend
Likely
Recommend Responses
Likely

Neither
Likely
Extremely Don't
Unlikely
or
Unlikely Know
Unlikely

Bracken

100.00%

0.00%

21

18

3

0

0

0

0

Fal

100.00%

0.00%

15

14

1

0

0

0

0

Freedom
Recovery

100.00%

0.00%

15

11

4

0

0

0

0

Freedom
Theatre 2

100.00%

0.00%

1

1

0

0

0

0

0

Hexworthy

100.00%

0.00%

46

38

8

0

0

0

0

Honeyford

100.00%

0.00%

28

27

1

0

0

0

0

Marlborough

100.00%

0.00%

106

87

19

0

0

0

0

Mayflower

100.00%

0.00%

121

104

17

0

0

0

0

Monkswell

100.00%

0.00%

16

10

6

0

0

0

0

Moorgate

100.00%

0.00%

15

11

4

0

0

0

0

Pencarrow

100.00%

0.00%

1

1

0

0

0

0

0

Plym Childrens
Theatre Areas

100.00%

0.00%

52

52

0

0

0

0

0

Shipley

100.00%

0.00%

26

22

4

0

0

0

0

Tamar (Short
Stay Unit)

100.00%

0.00%

62

47

15

0

0

0

0

Torcross (CCU)

100.00%

0.00%

12

12

0

0

0

0

0

Freedom Unit

99.53%

0.00%

214

188

25

0

0

0

1

Endoscopy Unit

99.11%

0.00%

225

199

24

1

0

0

1

Meavy

98.41%

0.00%

63

50

12

1

0

0

0

Norfolk
Orthopaedics

97.92%

0.00%

48

41

6

0

0

0

1

Postbridge

97.84%

0.00%

139

125

11

0

0

0

3

REI Daycase

97.78%

0.74%

135

118

14

1

1

0

1

Stonehouse

97.62%

2.38%

42

28

13

0

0

1

0

Bickleigh

97.40%

0.00%

77

69

6

0

0

0

2

Lynher

97.20%

0.00%

107

79

25

2

0

0

1

Wolf

96.72%

1.64%

61

44

15

0

1

0

1

Brent

96.59%

0.00%

88

78

7

2

0

0

1

Hembury

96.43%

0.00%

28

20

7

1

0

0

0

Braunton

95.00%

0.00%

20

16

3

1

0

0

0

Crownhill

94.44%

0.00%

90

54

31

5

0

0

0

Clearbrook

93.98%

1.20%

83

67

11

2

0

1

2

Merrivale ASU

93.94%

3.03%

33

21

10

0

1

0

1

Hartor

92.31%

0.00%

13

8

4

0

0

0

1

Meldon

92.31%

1.54%

65

47

13

2

1

0

2

Shaugh

92.16%

0.00%

51

34

13

2

0

0

2

Burrator

91.18%

2.94%

34

18

13

1

0

1

1

Stannon Ward

87.50%

0.00%

16

14

0

0

0

0

2

Sharp

85.45%

1.82%

55

38

9

4

1

0

3

Summary

97.36%

0.36%

2239

1824

356

25

5

3

26
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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

MAU Tavy

100.00%

0.00%

49

38

11

0

0

0

0

Ambulatory
Care

100.00%

0.00%

27

23

4

0

0

0

0

Acute
Assessment
Unit

100.00%

0.00%

36

32

4

0

0

0

0

MAU Thrushel

98.86%

0.00%

88

74

13

1

0

0

0

Childrens
Assessment
Unit

96.43%

0.00%

28

20

7

1

0

0

0

REI
Emergency
Department

96.00%

0.00%

25

23

1

1

0

0

0

Emergency
Dept

95.48%

0.11%

884

652

192

37

1

0

2

SAU (Hound)

94.55%

0.00%

55

39

13

1

0

0

2

CDU

70.45%

3.79%

132

39

54

33

4

1

1

Summary

93.58%

0.45%

1324

940

299

74

5

1

5

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

4

0

0

0

0

0

Central
Delivery Suite

100.00%

0.00%

101

87

14

0

0

0

0

Argyll

99.03%

0.97%

103

74

28

0

0

1

0

Transitional
Care Ward

98.39%

0.00%

62

46

15

1

0

0

0

Community
Midwifery

96.70%

1.10%

182

151

25

3

0

2

1

Summary

98.23%

0.66%

452

362

82

4

0

3

1
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Outpatient Services
Recommend

Not
Recommend

Audiology

100.00%

0.00%

Birch Day Case

100.00%

0.00%

Chemo
Outpatients

100.00%

0.00%

Chest Clinic

100.00%

Children and
Young People
OPD

Likely

4

4

0

0

0

0

0

15

13

2

0

0

0

0

1

1

0

0

0

0

0

0.00%

2

1

1

0

0

0

0

100.00%

0.00%

2

2

0

0

0

0

0

Dental
Specialities

100.00%

0.00%

11

8

3

0

0

0

0

Dietetics

100.00%

0.00%

2

1

1

0

0

0

0

ENT OPD

100.00%

0.00%

18

15

3

0

0

0

0

GUM Clinic

100.00%

0.00%

5

4

1

0

0

0

0

Healthy Bones

100.00%

0.00%

12

11

1

0

0

0

0

Lind Research

100.00%

0.00%

7

4

3

0

0

0

0

MRI Mansfield

100.00%

0.00%

4

3

1

0

0

0

0

Nuclear
Medicine

100.00%

0.00%

36

34

2

0

0

0

0

Ocean Suite

100.00%

0.00%

4

2

2

0

0

0

0

Oncology OPD

100.00%

0.00%

41

35

6

0

0

0

0

OT OPD

100.00%

0.00%

4

4

0

0

0

0

0

Physio OPD

100.00%

0.00%

5

5

0

0

0

0

0

Renal OPD

100.00%

0.00%

1

1

0

0

0

0

0

SALT

100.00%

0.00%

7

7

0

0

0

0

0

Vascular
Assessment

100.00%

0.00%

2

1

1

0

0

0

0

Xray East

100.00%

0.00%

9

6

3

0

0

0

0

Erme

98.06%

0.55%

361

296

58

4

0

2

1

Orthopaedic
OPD

96.67%

0.00%

60

52

6

1

0

0

1

REI OPD

94.44%

0.00%

108

79

23

2

0

0

4

Dermatology
OPD

94.12%

0.00%

17

16

0

1

0

0

0

Primrose

92.86%

0.00%

42

34

5

0

0

0

3

Xray West

92.31%

0.00%

13

10

2

0

0

0

1

Plymouth Pain
Management

91.30%

0.00%

23

20

1

2

0

0

0

Eden

90.32%

0.00%

62

43

13

5

0

0

1

Diabetes Clinic

90.00%

0.00%

10

7

2

1

0

0

0

Chestnut Unit

88.24%

0.00%

17

11

4

1

0

0

1

Main OPD

87.96%

1.05%

191

118

50

15

1

1

6

Neurophysiology

85.00%

0.00%

20

10

7

2

0

0

1

Cardiology Dept

33.33%

16.67%

6

2

0

3

1

0

0

Summary

94.56%

0.45%

1122

860

201

37

2

3

19
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Total
Responses

Neither
Extremely
Likely or Unlikely
Unlikely
Unlikely

Extremely
Likely

Area

Don't
Know
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Friends and Family Test Benchmark Data

Annex 5

The tables below provide Friends and Family Test comparison data for November 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

8.46%
4.61%
2.27%
3.59%
0.06% (lowest)
6.63%
14.63% (highest)

91.07%
95.71%
92.05%
94.87%
*
96.55% (highest)
83.96% (lowest)

% Not
Recommended
0.53%
0.61%
4.55%
2.56%
*
1.15%
9.89%

Emergency Department – Major Trauma Centres
Trust

Response Rate

%
Recommended

% Not
Recommended

University Hospitals Plymouth NHS Trust

8.46% (lowest)
14.21%
23.51%
9.65%
13.08%
14.93%

91.07% (highest)
84.55%
88.04%
76.54%
84.46%
89.51%

0.53%
8.36%
6.17%
16.19%
10.84%
6.65%

9.87%
25.60% (highest)

83.59%
70.39% (lowest)

10.98%
17.78%

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

41.02% (highest)
19.50%
5.65%
32.17%
2.17% (lowest)
22.63%
16.33%

95.80%
93.88% (lowest)
98.61% (highest)
96.33%
95.12%
95.97%
97.90%

% Not
Recommended
0.48%
0.87%
0.55%
0.71%
3.66%
1.28%
0.23%

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

41.02% (highest)
9.21% (lowest)
12.21%
16.43%
27.97%
12.12%
32.47%
32.39%
20.66%
17.54%
17.39%
27.79%
25.90%
19.99%
13.05%

95.80%
96.77%
91.15%
98.61% (highest)
97.73%
94.03%
95.30%
96.80%
95.99%
86.44% (lowest)
95.18%
98.58%
96.83%
93.54%
96.57%

0.48%
1.20%
4.53%
0.56%
0.94%
1.28%
1.68%
0.98%
1.66%
7.18%
2.10%
0.31%
0.86%
3.12%
0.87%

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
75
40.17% (139)
177
91
39
12.17% (41)
84
9
5
3.06% (6)
6
3
37
25.55% (104)
73
42
73
15.89% (17)
83
4

%
Recommended
98.67%
99.28%
95.48%
97.80%
100.00%
100.00%
94.05%
100.00%
100.00%
100.00%
100.00%
*
97.30%
98.08%
94.52%
100.00%
100.00%
94.12%
97.59%
*

% Not
Recommended
1.33%
0.00%
1.13%
0.00%
0.00%
0.00%
1.19%
0.00%
0.00%
0.00%
0.00%
*
2.70%
0.00%
1.37%
0.00%
0.00%
5.88%
2.41%
*
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Ward Specialty

Annex 6
Specialty

Area
Bickleigh Ward
Bracken Ward
Braunton Ward
Brent Ward
Burrator Ward
Children HDU
Clearbrook Ward
Crownhill Ward
Hartor Ward
Hembury Ward
Hexworthy Ward
Honeyford Ward
Lynher Ward
Marlborough Ward
Mayflower Ward
Meavy Ward
Meldon Ward
Merrivale Ward
Monkswell Ward
Moorgate Ward
Penrose ICU
Pencarrow ICU
Norfolk (was PIU now Stannon)
Sharp Ward
Shaugh Ward
Shipley Ward
Stannon PIU Ward
Stonehouse Ward
Tamar (Short Stay Unit)
Torcross Ward
Torrington Ward
Wildgoose Ward
Wolf Ward
Woodcock Ward

Inpatient Areas
Cardiology
General Medicine
Haematology
Cardiology
Medical Oncology
Palliative Medicine
Healthcare of the Elderly
General Medicine
Paediatric Surgery
Cardiothoracic Surgery
Vascular
Thoracic Surgery
Upper Gastrointestinal
Healthcare of the Elderly
Geriatric Medicine
Healthcare of the Elderly
Geriatric Medicine
Respiratory Medicine (Female)
Respiratory Medicine (Male)
Maxillo Facial / Head & Neck
Plastic Surgery
Gastroenterology
Hepatology
Nephrology
Gynaecology
General Medicine
Neurology
Stroke Unit
Healthcare of the Elderly
Geriatric Medicine
Neurosurgery
Spinal Unit
Critical Care Medicine
Critical Care Medicine
Trauma & Orthopaedics
Joint Replacement
Trauma & Orthopaedics
Trauma & Orthopaedics
Healthcare of the Elderly
Geriatric Medicine
General Medicine
Gastroenterology
General Surgery
Upper Gastrointestinal
General Medicine
Cardiac Critical Care Medicine
Cardiac Critical Care Medicine
Paediatric
General Surgery
Upper Gastrointestinal
Paediatric

Birch Ward
Endoscopy Unit
Fal / Postbridge Ward
Freedom Day Case Unit
Plym Day Case Theatres
Royal Eye Infirmary Day Case Unit
Plymouth Peninsular Inpatient Ward

Daycase Areas
Haematology
Gastroenterology
General Surgery
General Surgery
Paediatric Surgery
Ophthalmology
Trauma & Orthopaedics

CDU
Emergency Department
MAU Tavy
MAU Thrushel
SAU Hound

Emergency Areas
Emergency Medicine
Emergency Medicine
Acute Medicine (Female)
Acute Medicine (Male)
General Surgery
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Geriatric Medicine

Bariatric Surgery

Urology
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Income and expenditure against plan

Annex 7

Planned and Actual Surplus/(Deficit)

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

Variance Favourable/
(Adverse)

Budget

Actual

Variance Favourable/
(Adverse)

Budget

Annual

Actual

Year to Date

Budget

Current Month

£M

£M

£M

£M

£M

£M

£M

38.66
2.06
0.69
41.41

37.24
1.94
1.92
41.10

(1.42)
(0.12)
1.23
(0.31)

341.11
18.48
17.87
377.46

330.53
18.11
18.23
366.86

(10.58)
(0.37)
0.36
(10.59)

454.98
24.66
23.91
503.54

(26.22)
(16.78)
0.18
(42.83)
(1.42)
(1.05)

(26.19)
(16.32)
0.00
(42.52)
(1.42)
(1.08)

0.03
0.46
(0.18)
0.31
(0.00)
(0.04)

(237.25)
(147.98)
4.45
(380.77)
(3.31)
(9.44)

(233.00)
(147.42)
0.00
(380.41)
(13.55)
(9.49)

4.25
0.56
(4.45)
0.36
(10.24)
(0.04)

(318.27)
(199.51)
16.12
(501.66)
1.88
(12.59)

SURPLUS/(DEFICIT) BEFORE PSF
Provider Sustainability Funding

(2.47)
0.00
(0.17)
0.00
(0.29)
(0.46)
(2.93)
1.25

(2.51)
0.00
(0.19)
0.01
(0.29)
(0.47)
(2.98)
0.00

(0.04)
0.00
(0.02)
0.01
0.00
(0.01)
(0.05)
(1.25)

(12.76)
0.00
(1.56)
0.02
(2.63)
(4.17)
(16.93)
8.09

(23.04)
0.01
(1.70)
0.08
(2.63)
(4.24)
(27.28)
1.31

(10.28)
0.01
(0.14)
0.06
0.00
(0.07)
(10.35)
(6.78)

(10.70)
0.00
(2.08)
0.03
(3.51)
(5.56)
(16.27)
12.44

CONTROL TOTAL (DEFICIT)/SURPLUS

(1.69)

(2.98)

(1.29)

(8.84)

(25.97)

(17.13)

(3.82)

EXPENDITURE
Pay
Non-pay
FIP variance
EBITDA
Depreciation Charges
NET OPERATING SURPLUS/(DEFICIT)
Profit/Loss on Asset Disposal
Interest Payable
Interest Receivable
Public Dividend Capital Interest
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Income and expenditure variance analysis

Annex 8

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

£M
Contract Healthcare Income
Other Healthcare Income
Private Patients and Injury Cost Recovery
Education Income
Research Income
Other Income
Sustainability and Transformation Funding
Income CIP Target
Total Income Variance

£M

(10.68)
(0.01)
(0.02)
(0.01)
(0.36)
0.49
(6.78)
0.00
(17.38)

0.00
0.00
0.00
0.00
0.00
0.00
(6.78)
0.00
(6.78)

0.72
1.90
0.78
0.85
0.00
4.25

0.00
0.00
0.00
0.00
0.00
0.00

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

0.96
0.69
0.21
0.03
(0.03)
(0.22)
(0.17)
0.82
0.73
(0.33)
0.04
(2.16)
(4.45)
(3.89)

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

Depreciation and Interest
Total Interest & Depreciation Variance
Total Variance

(0.11)
(0.11)
(17.13)

0.00
0.00
(6.78)

Medical and Dental
Nursing and Midwifery
Other Clinical
Non-Clinical
Pay CIP Target
Total Pay Variance
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Contract

Passthroug
h

Frontline
Services

Wards

Theatres

Clinical
Support
Services

CIPs

Prior
Periods

Other

£M

£M

£M

£M

£M

£M

£M

£M

£M

0.00
0.00
(0.25)
0.00
0.00
0.11
0.00
0.00
(0.15)

0.00
0.00
(0.01)
0.00
0.00
(0.03)
0.00
0.00
(0.03)

0.00
0.03
0.09
0.03
(0.05)
(0.55)
0.00
0.00
(0.45)

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

(0.04)
0.01
0.01
0.02
0.01
(0.10)
0.00
0.00
(0.09)

(0.40)
0.06
(0.24)
(0.22)
(0.32)
0.98
0.00
0.00
(0.14)

(0.05)
1.08
(0.02)
(0.04)
0.00
0.97

0.00
0.13
0.02
0.08
0.00
0.23

0.36
0.01
0.63
0.02
0.00
1.01

0.00
0.00
0.00
0.00
0.00
0.00

0.09
0.04
(0.01)
0.00
0.00
0.12

(0.09)
0.21
(0.00)
0.56
0.00
0.68

0.48
0.00
0.00
0.00
0.00
(0.06)
0.00
(0.00)
(0.12)
0.00
0.03
(0.49)
0.00
(0.15)

0.07
0.00
0.00
0.00
0.00
(0.00)
(0.03)
0.12
(0.23)
0.00
0.00
(0.04)
0.00
(0.11)

0.39
0.00
0.00
0.00
0.01
(0.26)
(0.09)
(0.01)
(0.04)
(0.77)
0.02
(0.37)
0.00
(1.13)

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
(4.45)
(4.45)

0.22
0.00
0.00
0.00
0.00
(0.06)
(0.15)
0.12
0.22
(0.04)
0.08
0.45
0.00
0.84

0.17
0.00
0.00
0.00
0.01
0.10
0.05
0.00
0.74
0.00
(0.07)
(1.61)
0.00
(0.61)

0.00
0.00
0.67

0.00
0.00
0.09

0.00
0.00
(0.56)

0.00
0.00
(4.45)

0.00
0.00
0.87

(0.11)
(0.11)
(0.18)

Income Categories
(9.21)
(1.03)
0.00
0.01
0.00
(0.12)
0.00
0.10
0.28
(0.00)
0.00
0.16
0.00
0.00
(0.00)
0.00
0.00
0.08
0.00
0.00
0.00
0.00
0.00
0.00
(9.20)
(0.93)
0.39
Pay Categories
0.00
0.00
0.41
0.00
0.00
0.42
0.00
0.00
0.16
0.00
0.00
0.23
0.00
0.00
0.00
0.00
0.00
1.23
Non-Pay Categories
0.00
0.00
(0.37)
0.00
0.69
0.00
0.00
0.21
0.00
0.00
0.03
0.00
0.00
0.00
(0.06)
0.00
0.00
0.06
0.00
0.00
0.04
0.00
0.00
0.59
0.00
0.00
0.15
0.00
0.00
0.49
0.00
0.00
(0.02)
(0.01)
0.00
(0.09)
0.00
0.00
0.00
(0.01)
0.93
0.81
Depreciation and Interest
0.00
0.00
0.00
0.00
0.00
0.00
(9.21)
0.00
2.43
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Income and expenditure monthly profile

Annex 9

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Dec-17

% Change
over 2017/18

Monthly Operational Finance Performance

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

%

37.33

39.67

36.76

38.36

34.60

36.45

36.11

37.58

35.93

34.61

39.41

38.22

37.24

37.33

0%

2.08

2.08

2.06

2.84

2.09

1.84

2.00

2.11

2.16

1.90

2.11

1.96

1.94

2.08

-7%
6%

INCOME
Provision of healthcare
Education, training and research
Other Income

1.81

1.88

1.85

5.15

1.88

1.83

1.85

1.91

2.99

2.08

1.92

2.21

1.92

1.81

41.22

43.63

40.67

46.35

38.57

40.13

39.97

41.60

41.09

38.59

43.44

42.39

41.10

41.22

Pay

(24.78)

(24.86)

(25.42)

(26.12)

(25.30)

(24.91)

(25.22)

(25.45)

(26.73)

(26.25)

(26.41)

(26.53)

(26.19)

(24.78)

6%

Non-pay

(15.27)

(16.78)

(15.31)

(16.35)

(15.87)

(16.34)

(15.31)

(16.59)

(16.82)

(14.84)

(17.63)

(17.68)

(16.32)

(15.27)

7%

TOTAL EXPENDITURE

(40.05)

(41.63)

(40.73)

(42.47)

(41.17)

(41.25)

(40.52)

(42.05)

(43.56)

(41.09)

(44.04)

(44.22)

(42.52)

(40.05)

1.17

2.00

(0.06)

3.88

(2.61)

(1.13)

(0.55)

(0.45)

(2.47)

(2.50)

(0.60)

(1.82)

(1.42)

1.17

(1.04)

(1.04)

(1.05)

(1.07)

(1.03)

(1.03)

(1.04)

(1.04)

(1.05)

(1.06)

(1.07)

(1.08)

(1.08)

(1.04)

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.01

0.00

0.00

0.00

0.00

0.00

0%

(0.20)

(0.22)

(0.16)

(0.20)

(0.18)

(0.18)

(0.18)

(0.21)

(0.19)

(0.18)

(0.19)

(0.19)

(0.19)

(0.20)

-3%

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

0.01

0.00

0.01

0.01

0.01

0.01

0.00

0.01

0.01

0.01

0.01

0.01

0.01

0.01

94%

(0.33)

(0.33)

(0.33)

0.05

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.33)

-10%

0.00

0.00

0.00

(2.78)

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

(1.55)

(1.58)

(1.53)

(3.99)

(1.49)

(1.50)

(1.51)

(1.54)

(1.51)

(1.53)

(1.54)

(1.56)

(1.56)

(1.55)

Sustainability and Transformation Funding

2.49

0.95

0.96

2.18

0.62

0.62

0.06

0.00

0.00

0.00

0.00

0.00

0.00

2.49

NET (SURPLUS)/DEFICIT

2.11

1.37

(0.62)

2.06

(3.48)

(2.00)

(2.00)

(1.99)

(3.98)

(4.03)

(2.14)

(3.38)

(2.98)

2.11

(8.00)

(6.63)

(7.26)

(5.19)

(3.48)

(5.48)

(7.48)

(9.47)

(13.45)

(17.47)

(19.61)

(22.99)

(25.97)

(8.00)

CUMULATIVE (SURPLUS)/DEFICIT
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Contracts

Annex 10

Actual Activity

Clinical Activity

Actual Incom e (£M)

YTD
Variance

YTD
Variance
M ovement

Plan

Actual

Variance

Plan

Actual

Variance

M8

£M

£M

£M

£M

£M

£M

£M

£M

Elective Inpatients & Day Cases

50,516

46,510

(4,006)

74.60

61.82

(12.78)

(11.07)

(1.71)

Non-Elective Inpatients (including Threshold)

45,889

42,669

(3,220)

97.83

92.81

(5.01)

(4.89)

(0.12)

0

5,727

4,593

0.00

3.47

3.47

3.06

0.41

Emergency Department

107,592

108,104

(4,081)

13.46

13.47

0.02

0.14

(0.12)

Outpatients

425,816

408,482

(17,334)

47.91

46.13

(1.78)

(1.41)

(0.37)

AAU

Excluded Services - Non Pass through

59.55

58.46

(1.09)

(0.48)

(0.61)

Readmissions

(3.20)

(3.32)

(0.12)

(0.11)

(0.00)

7.06

6.98

(0.08)

(0.02)

(0.06)

CQUIN
Late contract adjustments

1.92

0.00

(1.92)

(2.32)

0.39

Flat Cash Adjustment/ QUIPP

(8.98)

0.00

8.98

12.08

(3.10)

Adjustments for Contract CIPs

0.63

0.00

(0.63)

(0.55)

(0.08)

Income adjustments for block contracts

0.00

1.77

1.77

(3.10)

4.88

Profile Adjustment

0.00

0.00

0.00

0.00

0.00

Income Penalties

0.00

(1.12)

(1.12)

(1.02)

(0.10)

Other adjustments and provisions

0.00

0.70

0.70

0.31

0.39

Total Contract activity position

290.78

281.18

(9.60)

(9.40)

(0.21)
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Workforce

Annex 11

WTE worked

Variance

Budget

Expenditure

Variance

WTE

Establishment

£001

Dec-18

Expenditure

WTE

WTE worked

£001

Nov-18

Expenditure

WTE

WTE worked

£001

Oct-18

Expenditure

WTE

WTE worked

£001

Sep-18

Expenditure

WTE

WTE worked

£001

Aug-18

Expenditure

WTE

WTE worked

£001

Jul-18

Expenditure

WTE

WTE worked

£001

Jun-18

Expenditure

WTE

WTE worked

£001

May-18

Expenditure

WTE

WTE worked

£001

Apr-18

Expenditure

WTE

WTE worked

£001

Mar-18

Expenditure

WTE worked

WTE

Feb-18

Expenditure

WTE worked

Jan-18

£001

WTE

WTE

WTE

£000

£000

£000

Medical & Dental

449
17
2
553
40
14

Consultants
NHS Locum Cons
Agency Cons
Med & Dent Established
Med & Dent NHS Locum
Med & Dent Agency
Total

(5,039)
(243)
(45)
(2,845)
(428)
(149)

442
18
7
552
40
13

1,075

(8,750)

1,805
96
53
838
139
1

(6,290)
(436)
(290)
(1,730)
(330)
(3)

2,932

(5,031)
(205)
(106)
(2,826)
(697)
(161)

436
17
6
550
32
19

1,076

(9,026)

1,809
110
81
852
138
2

(6,258)
(411)
(301)
(1,769)
(290)
(6)

(9,626)

2,991

701
351
1
27

(2,835)
(718)
(3)
(3)

(3,423)

1,079

(674)
(2,997)
(104)
(15)

100
1,362
47
11

(3,790)
(25,418)

1,520
6,643

(5,084)
(198)
(115)
(2,829)
(464)
(136)

442
18
7
552
40
13

1,071

(8,827)

1,841
91
55
858
126
2

(6,482)
(407)
(308)
(1,870)
(303)
(7)

(9,079)

2,973

689
350
1
(2)

(2,586)
(685)
(3)
(31)

1,038

98
1,340
50
0

(4,940)
(170)
(114)
(2,816)
(398)
(129)

439
15
4
541
49
3

1,059

(8,568)

1,789
77
23
852
99
(0)

(6,256)
(389)
(282)
(1,813)
(306)
1

(9,034)

2,840

703
349
2
12

(2,656)
(694)
(4)
(53)

(3,560)

1,066

(737)
(3,150)
(114)
(22)

98
1,399
64
6

(4,022)
(26,121)

1,567
6,700

(4,855)
(128)
(72)
(3,276)
(516)
(66)

453
18
7
542
50
7

1,071

(8,913)

1,841
91
55
858
126
2

(6,596)
(516)
(297)
(1,844)
(368)
(5)

(9,377)

2,973

701
351
1
27

(2,631)
(698)
(3)
(92)

(3,304)

1,079

(667)
(2,933)
(103)
(22)

100
1,362
47
11

(3,725)
(24,858)

1,520
6,643

(4,710)
(226)
(75)
(2,883)
(586)
(39)

454
18
5
544
38
2

1,052

(8,519)

1,781
102
52
857
132
0

(6,404)
(462)
(291)
(1,856)
(352)
(1)

(9,045)

2,924

696
354
1
(0)

(2,668)
(710)
(14)
(28)

(3,406)

1,050

(693)
(3,013)
(118)
(13)

99
1,398
47
5

(3,838)
(25,303)

1,549
6,498

(5,000)
(208)
(117)
(2,965)
(646)
(19)

451
16
6
575
52
6

1,104

(8,955)

1,840
97
44
849
130
1

(6,678)
(443)
(252)
(1,890)
(374)
(3)

(9,893)

2,961

707
360
1
6

(2,846)
(811)
(3)
2

(3,512)

1,074

(732)
(3,121)
(127)
(13)

102
1,420
56
4

(3,992)
(25,451)

1,582
6,617

(5,111)
(200)
(79)
(2,838)
(436)
(89)

454
18
5
544
38
2

1,061

(8,753)

1,764
96
54
850
135
0

(6,273)
(433)
(302)
(1,852)
(333)
(1)

(9,366)

2,900

705
360
1
8

(2,622)
(724)
(3)
(29)

(3,421)

1,075

(696)
(3,022)
(141)
(15)

100
1,415
53
3

(3,874)
(24,909)

1,571
6,621

(5,223)
(152)
(106)
(3,036)
(617)
(67)

454
14
0
597
57
6

1,107

(9,202)

1,856
110
43
838
146
4

(6,548)
(492)
(245)
(1,820)
(383)
(13)

(9,640)

2,997

725
363
1
3

(2,770)
(760)
(4)
(10)

(3,659)

1,092

(754)
(3,372)
(183)
(19)

103
1,435
56
5

(4,329)
(26,733)

1,599
6,755

(4,829)
(208)
(142)
(2,967)
(645)
(61)

443
20
6
580
53
2

1,061

(8,852)

1,764
96
54
850
135
0

(6,604)
(472)
(274)
(2,029)
(518)
3

(9,194)

2,900

707
360
1
6

(2,717)
(740)
(4)
(50)

(3,378)

1,074

(747)
(3,086)
(113)
(7)

102
1,420
56
4

(3,953)
(25,215)

1,582
6,617

(5,060)
(181)
8
(3,209)
(708)
(100)

476
12
0
631
0
0

449
18
3
595
54
4

(27)
6
3
(37)
54
4

1,128

(9,250)

1,119

1,124

4

1,847
117
49
838
148
(0)

(6,590)
(519)
(276)
(1,855)
(388)
7

2,141
0
0
984
0
0

1,842
97
29
850
139
0

(298)
97
29
(134)
139
0

(9,502)

3,000

(9,621)

3,125

2,958

(167)

732
361
1
10

(2,805)
(742)
(5)
(49)

728
362
1
9

(2,814)
(755)
(5)
(46)

780
395
0
0

730
365
1
10

(3,545)

1,103

(3,601)

1,101

(3,620)

1,175

(737)
(3,207)
(147)
(20)

102
1,419
58
27

(737)
(3,172)
(144)
(54)

102
1,424
59
1

(728)
(3,171)
(143)
(1)

110
1,575
0
0

(4,111)
(26,251)

1,606
6,814

(4,107)
(26,412)

1,586
6,815

(4,042)
(26,533)

1,685
7,104

(5,257)
(141)
(82)
(2,842)
(462)
(87)

(5,121)
(203)
(58)
(3,154)
(674)
(29)

136
(62)
24
(313)
(212)
58

(8,872)

(9,240)

(368)

(6,664)
(162)
(431)
(2,117)
(160)
(3)

(6,447)
(468)
(165)
(1,826)
(410)
(2)

217
(306)
266
291
(250)
0

(9,537)

(9,319)

218

(50)
(30)
1
10

(2,762)
(812)
(2)
(43)

(2,762)
(747)
(2)
(49)

(1)
65
(1)
(5)

1,105

(70)

(3,618)

(3,560)

58

100
1,428
57
0

(9)
(147)
57
0

(772)
(3,350)
(72)
(3)

(737)
(3,173)
(151)
(11)

36
177
(80)
(8)

1,586
6,772

(99)
(332)

(4,197)
(26,224)

(4,072)
(26,192)

125
33

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
1,488
6,533
MEMO OF DISCRETIONARY PAY COSTS

Bank staff and NHS locums
Agency staff
Medical additional sessions
Other staff overtime
Total

(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)

(1,944)
(408)
(386)
(366)

(1,909)
(315)
(377)
(304)

(2,746)

(3,040)

(2,997)

(3,136)

(2,653)

(2,672)

(2,865)

(3,318)

(3,039)

(3,174)

(3,104)

(2,905)

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 31st December 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

Actual

Scheme
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
ED Mitigation Project
General Contingency
GS1
Donated assets
Other
Total
Gross cumulative spend
Updated 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
ED Mitigation Project
General Contingency
GS1
Donated assets
Other
Total
Cumulative spend
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Sep

Oct

Revised Plan

Nov

Dec

Jan

Feb

Revised
Plan
£'000s
13,500
(803)
3,000

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

Plan
£'000s
13,500
(803)
3,000

15,697
574

15,697
1,574
1,500

2,500
211
18,982

2,000
20,771

Feb-19

Mar-19

Original Plan

Apr-18
May-18
119
-9
-7
7
0
-2
-23
11
46
13
6
6
89
-1
21
0
5
10
41
25
0
0
85
-23
7
8
109
-46
2
4
6
-10
1
-3
0
0
0
0
36
90
1
1
0
248
1
1
0
0
-29
42
23
20
-106
128
-28
-121
405
399
405
804

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
0
124
16
-104
101
586
1,390

Jul-18
Aug-18
Sep-18
11
137
36
4
0
0
19
-3
0
10
120
57
29
19
12
-11
7
4
25
10
11
0
0
15
14
68
2
7
39
22
-16
67
80
-52
102
102
7
7
7
49
239
-6
12
136
69
14
1
1
1
7
389
0
0
0
1
1
33
27
165
128
1
0
0
2
6
2
1
1
0
0
1
117
234
39
210
32
28
16
14
-112
-61
3
20
11
438
1,105
1,257
1,827
2,931
4,188

Actual
Oct-18
Nov-18
Dec-18
183
145
94
0
4
-1
0
5
2
8
91
42
52
228
15
3
11
20
10
12
2
144
0
0
4
19
81
11
45
87
27
1
42
96
225
71
6
9
8
24
-174
27
221
5
159
200
1
0
8
355
46
0
0
0
10
2
21
163
43
51
1
1
0
0
0
0
7
8
63
11
255
782
284
37
101
16
26
13
5
-39
-1
47
5
12
1,541
1,320
1,737
5,731
7,051
8,788

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

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

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

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

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

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

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

(29)
23
(106)
(28)
405
405

42
20
128
(121)
399
804

124
16
(104)
101
586
1,390

234
32
14
3
438
1,828

39
28
(112)
20
1,105
2,933

210
16
(61)
11
1,263
4,196

284
16
5
47
1,541
5,737

Jan-19

0

0

0

Nov-18
141
0
5
101
5
29
8
15
93
215
3
241
9
67
350
135
232
59
1
185
22
24
10
395
203
34

Dec-18
206
18
0
48
37
23
8
0
41
352
107
152
9
30
138
0
234
50
21
257
20
0
97
1,302
480
16

Jan-19
242
15
0
41
18
23
36
50
94
34
25
142
9
318
168
0
0
50
25
268
20
0
24
1,477
89
13

Feb-19
194
30
0
6
17
23
32
394
33
58
122
112
90
29
218
0
0
50
25
105
2
0
11
197
36
13

Mar-19
264
29
0
0
20
48
82
184
191
175
0
195
90
29
228
0
0
80
23
138
2
0
43
0
11
12

2,582
8,319

3,646
11,965

3,181
15,146

1,797
16,943

199
2,043
18,986

Total
667
7
21
407
433
49
167
180
216
289
301
689
63
256
612
227
805
2
68
794
6
274
83
1,166
1,042
190
-276
50
8,788

Total
1,475
96
19
470
287
164
319
823
568
991
522
1,235
253
876
1,550
361
870
291
140
1,653
71
298
325
3,371
1,723
239
(236)
232
18,986
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Cash

Annex 13
Monthly Cash Flow 2018/19 as at 31 Decem ber 2018

10,000

Variance from Cashflow Plan

£000

8,000

Operating surplus variance (adjusted for donated
assets income)

(17,007)

6,000

Depreciation

4,000

EBITDA Variance

(502)
(17,509)
17,842

PDC / RWCF / Loan

2,000
0
£000

(392)

Capital payments

(3,129)

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

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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Feb- Mar19
19

6,470

Working Balances movement

31

Proceeds of Asset Sale

Plan

Other

1,127

Variance

4,440

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-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

(4,558)
1,085

(855)
1,084

(19)

(103)
(27)

(120)
(58)

(15)
(70)

(164)
(203)

5
(19)

1
(41)

0
(64)

(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)

(132)
(163)
1,604
(8)
(2,212)

(647)
(1,848)
(3,300)
0
(5,630)

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)

11
(1,899)
0
(1,888)

12
(1,462)
0
(1,450)

(648)

1,734

3,319

2,150

(1,419)

2,309

(1,510)

7,768

4,648
2,500

7

1,734

3,319

2,135

(1,419)

11
(350)
1,970

(52)

(685)

(1,562)

7,775

(3,265)

(78)

(674)

6,394

(194)

(84)

(4,622)

4,220
955

955
877

877
203

203
6,597

6,597
6,403

6,403
6,319

6,319
1,697

(37)

(15)

Jan-19

0

0

Feb-19

0

0

0

Mar-19

Total

0

(21,728)
9,485
0
(476)
(1,225)
(1,576)
(1,231)
9,457
3,105
(16)
(4,204)

0

79
(15,101)
31
(14,991)

0

0
18,351
2,500
(86)
(350)
20,415

7,148

0

3,675

67

0

0

0

1,220

1,697
5,372

5,372
5,440

0

0
0

0
0

4,220
5,440

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
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Balance sheet

Annex 14

Monthly Balance Sheets 2018/19 as at 31 December 2018
Dec-18

Mar-18
Actual
£M
147.5
41.3
23.4
3.2
215.3

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

Actual
£M

Variance
£M

Total

147.5
41.7
22.3
3.2
214.6

147.7
40.4
23.8
3.2
215.1

0.3
(1.3)
1.5
0.0
0.5

Total

11.7
20.4
6.8
1.0
39.9

12.9
14.5
7.1
5.4
39.9

1.1
(5.9)
0.3
4.4
(0.0)

Total

(1.6)
(38.3)
(2.6)
(29.9)
(0.9)
(73.3)

(0.8)
(41.0)
(2.6)
(23.9)
(0.3)
(68.5)

0.8
(2.6)
(0.0)
6.0
0.6
4.7

(23.6) Net current assets/(liabilities)
(60.9) Borrowings > 1 year
(1.2) Provisions > 1 year
129.6
Total assets employed

(33.3)
(60.9)
(0.6)
119.8

(28.6)
(79.2)
(1.2)
106.2

4.7
(18.3)
(0.6)
(13.7)

197.8
(86.3)
7.7
0.7
119.8

200.3
(102.4)
7.6
0.7
106.2

2.5
(16.1)
(0.1)
0.0
(13.7)

11.6
27.2
3.9
4.2
46.9
(7.1)
(37.0)
(2.0)
(24.2)
(0.3)
(70.6)

197.8
(76.5)
7.7
0.7
129.6

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
Total

TRW.COR.FOR.541.5 Cancer Operational Policy

56

Annex 16

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
media and on paper (4)

The Trust has an active programme of mobile
vaccinators and drop-in clinics which are regularly
publicized by the Trust daily email, intranet and
social media.

B3

Board and senior managers having their
vaccinations to be publicised

The Trust has used internal communications and
social media to promote the vaccination of Board
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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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(4)

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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Cancer Operational Policy

Annex 16

Issue Date

Review Date

Version

November 2018

November 2021

2

Purpose

To inform staff of the key principles for managing patients on a cancer pathway.
Who should read this document?

All Staff who deal with patients who are on a cancer pathway.
Key Messages

It is imperative that all members of staff understand the ‘rules’ that govern the management of
patients who are on a cancer pathway. This is primarily to ensure that no patient is
unnecessarily disadvantaged. It is every member of staff’s responsibility to ensure that these
rules are applied equitably.

Core accountabilities
Owner

Trust Cancer Manager

Review

Trust Board

Ratification

Chief Operating Officer

Dissemination
(Raising Awareness)

Cancer Operational Manager

Compliance

Cancer Operational Manager

Links to other policies and procedures
Version History
1

September 2015

Initial document

The Trust is committed to creating a fully inclusive and accessible service. Making
equality and diversity an integral part of the business will enable us to enhance the
services we deliver and better meet the needs of patients and staff. We will treat people
with dignity and respect, promote equality and diversity and eliminate all forms of
discrimination, regardless of (but not limited to) age, disability, gender reassignment, race,
religion or belief, sex, sexual orientation, marriage/civil partnership and
pregnancy/maternity.

An electronic version of this document is available on Trust Documents
on StaffNET. Larger text, Braille and Audio versions can be made
available upon request.
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1

Introduction

University Hospitals Plymouth (UHP) is committed to ensuring that patients receive treatment in
accordance with the NHS Constitution, national objectives and targets.
This policy sets out the Trusts local policy associated with meeting the cancer standards and takes into
account guidance from the Department of Health and has been agreed with local commissioners. This
policy is designed to ensure efficient and equitable handling of referrals in line with national waiting
time guidance relating to cancer pathways. This policy also describes how UHP manages and reports
performance relating to cancer waiting times.
Patient’s best interests are at the forefront of this policy. The timescales within which cancer
patients are treated is a vital quality issue and key indicator of the quality of cancer services
offered at the Trust. In doing so, the Trust must meet the national Cancer Reform Strategy
standards as set out in the National Cancer Waiting Times Monitoring Dataset Guidance
(version 9.0) and the Addendum to the National Cancer Waiting Times Monitoring
Dataset Guidance v9.0.
Staff within the Trust have a responsibility to manage all cancer pathways to ensure that patients are
treated within timescales that meet the cancer standards and in accordance with clinical priorities.
This policy should be used in conjunction with PHNTs Access Policy for Planned Care Services and any
relevant APNs relating to the booking of patients.

2
Purpose
This policy will be applied consistently and without exception across the trust. This will ensure
that all patients are treated equitably and according to their clinical need and is inclusive of
military patients. Cancer patients will be prioritised according to national guidance. Non-NHS
patients including overseas visitors are not covered by this policy and should be managed
according to the overseas visitor policy and clinical priority.
Patients will be treated in order of their clinical need. Patients of the same or comparable
clinical priority will be treated on a ‘first come first served’ principle, according to case mix.
Waiting lists will be managed equitably with no preference shown on a basis of provider or
source of referral.
Patients will be added to the waiting list if there is a real expectation that they will be treated
and are willing to make themselves available for treatment.
The standards are set with tolerances as there are reasons why some patients will be treated
outside the standards, these include –
•
•
•
•

Patients for whom it is not clinically appropriate to be treated within the cancer
standard.
Patients who may choose to wait longer for one or more elements of their care.
Patients who are not medically fit.
Patients whose diagnosis is complex

NHS England’s document Improving Outcomes: A Strategy for Cancer (2015) confirmed
that cancer waiting times remain an important issue for cancer patients and that the NHS
should continue to ensure that cancer services are delivered to patients in a timely manner.
The standards that NHS Providers are expected to meet are:
2 week wait
• All patients referred by a GP/GDP as suspected cancer will be seen within 14 days of receipt of
referral – operational standard 93%
• All patients referred with breast symptoms irrespective of whether cancer is suspected will be
seen within 14 days of receipt of referral – operational standard 93%
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62 day standard
• All patients referred by their GP/GDP as suspected cancer, who are subsequently diagnosed
with cancer, will commence treatment within 62 days of receipt of referral – operational
standard 85%
• All patients referred by their GP/GDP as suspected cancer, who are subsequently
diagnosed with children’s cancer, testicular cancer or acute leukaemia will commence
treatment within 31 days of receipt of referral – no separate operational standard
(monitored within 62 day standard)
• All patients referred from screening programmes (bowel, breast, cervical) as suspected cancer
who are subsequently diagnosed with cancer, will commence treatment within 62 days of
receipt of referral – operational standard 90%
• All patients that are upgraded by Consultants as suspected cancer who are subsequently
diagnosed with cancer, will commence treatment within 62 days of the date of upgrade – No
operational standard currently
31 day standard
• All patients diagnosed as a new cancer will receive treatment within 31 days of decision to
treat irrespective of treatment – operational standard 94%
• All patients that are having a subsequent treatment for cancer will receive treatment within 31
days of the decision to treat –
o Surgery – operational standard 94%
o Drug treatment – operational standard 98%
o Radiotherapy – operational standard 94%
28 day faster diagnosis standard
• This is a new standard that will be fully introduced and have an operational target from April
2020. Data collection begins from April 2018 and becomes mandatory from April 2019.
• The standard will initially apply to all patients referred urgently for investigation on a two week
wait, symptomatic breast or screening referral.
• The standard ‘clock’ starts on receipt of the referral by the provider who will first see the
patient.
• The ‘clock’ ends only at the point of communication with the patient, whether that is to inform
them of a diagnosis of cancer, a ruling out, or if they are going to have treatment before a
clinical diagnosis of cancer can be made.
This policy is applicable to patients cared for under Cancer Waiting Times, this is defined as activity
with ICD codes C00 – C97 (excluding basal cell carcinoma) or D05 (breast carcinoma in situ). This
includes patients:
• Treated as part of a clinical trial
• Whose cancer care is undertaken by a private provider on behalf of the NHS
• Whose care is sub contacted to another provider and paid for by an English NHS Trust
• Diagnosed with a second new cancer
• If the patient has been told they have cancer and/or has been treated for cancer
Patients excluded from the cancer waiting times standards are any patient:
•
•
•
•
•

With a non-invasive cancer i.e. carcinoma in situ (with the exception of breast)
Diagnosed with a Basal cell carcinoma
Who dies before treatment can begin
Who declines treatment
Who refuses to undergo diagnostic tests that would give a definitive diagnosis of cancer
are excluded from the 62 day standard but if they are subsequently diagnosed they will
monitored under the 31 day target
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•

Receiving diagnostic and treatment privately unless the patient chooses to be seen
privately but is then referred for treatment under the NHS. If a patient is seen under the
2 week wait and then chooses to have diagnostic tests privately but returns to the NHS
for further treatment they will monitored against the 31 day treatment standard only

For patients this policy will make sure that people:
•
•

Suspected to have cancer and/or with a confirmed cancer diagnosis receive treatment
in accordance with the cancer standards relevant to their cancer pathway and
according to their choice.
Are treated according to clinical priority and those with the same clinical priority are
treated in chronological order.

For clinician and non-clinicians this policy will make sure that:
• Teams and individuals are aware of their responsibilities for moving patients along the
agreed clinical pathway in accordance with the national Cancer Reform Strategy
standards as set out in National Cancer Waiting Times Monitoring Dataset
Guidance (version 9.0)
• Clinical support departments adhere to and monitor performance against agreed
maximum waiting times for tests/investigations in their department.
• Everyone involved in the Cancer pathway has a clear understanding of their roles and
responsibilities.
• Accurate and complete data on the Trust’s performance against the National Cancer
Waiting Times is recorded Somerset Cancer Registry and reported to the National
Cancer Waiting Times Database (Open Exeter) within predetermined timescales.

3

Definitions

Please see glossary (Appendix 3)

4

Duties

4.1 Chief Operating Officer
The Chief Operating Officer is the nominated Board Member with responsibility for cancer within the
Trust
4.2 Care Group /Service Line / Cancer Managers
•
•
•
•
•
•
•

To ensure the proactive management of patients on the cancer pathway and to ensure
milestones in the journey are met.
To ensure all staff within teams are conversant and compliant with national and this
policy. This includes ensuring that effective processes are in place to manage patient
care and treatment that meet national, local standards and the NHS Constitution.
To respond to escalation emails as laid out in this policy and act to resolve any delay in the
pathway for cancer patients.
To ensure the diagnostic services meet the targets laid out in this policy and monitor
performance at cancer performance meetings.
To review and validate breaches/root cause analysis and ensure robust action plans are in
place and monitored.
To ensure clinical review of harm is undertaken for patients with cancer treated over 104 days
from referral.
Ensure the clinical service runs smoothly and patients are seen within internal waiting
time standards, there is sufficient capacity to meet demand and that clinicians
adequately prepare patients for the next step of the pathway.
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•

Ensure all relevant Service Line staff are aware of this policy and receive training so
that they can meet the policy requirements.

4.3 Cancer Clinicians
•
•
•
•
•

To ensure proactive management of patients on a cancer pathway to ensure milestones are
met.
To respond in a timely manner to requests regarding cancer pathways and next steps e.g.
admin/review within agreed internal timeframes.
Work closely with and support the MDT coordinators to enable them to support the team and
enable patients to be seen within target.
Review breach analysis/root cause analysis.
Undertake 104 day clinical review of harm as appropriate.

4.4 Multi-Disciplinary Team Coordinator (MDTC)
•
•
•
•
•

To ensure all patients on a 62 day pathway – 2ww, upgrades and screening - are tracked
daily for the cancer huddle sites (Urology, Colorectal, UGI, Lung, Head & Neck and
Gynaecology) and at least twice weekly for all other sites.
To ensure all patients that have made a decision to treat are tracked and escalated where
necessary at least once a week.
To facilitate the process of ensuring clinical teams action the next key event in the patients
pathway within the pathway timescales
To facilitate the process of ensuring patients on a 62 day tertiary pathway are managed in
accordance with the South West Cancer Access Network Policy.
To complete/start breach analysis on all patients that are treated or seen outside the targets
as soon as they are aware that a patient will breach and in line with the monthly reporting to
Trust Board (by 5th working day of the following month).

All staff are responsible for ensuring that the principles of this policy are followed.
Individual management teams are responsible for ensuring that this policy is applied in all cases and that
the appropriate infrastructure is in place to enable delivery.
Clinical Commissioning Groups are responsible for facilitating effective communications with referring
practitioners.

5

Key Elements

5.1 GP referrals for Suspected Cancer (2ww)
Patients referred via the 2ww can choose to attend an appointment outside the 2 week target.
The tolerance set nationally takes into account the number of patients who may choose to wait
longer than 14 days but to try and reduce the number of patient choice breaches patients
should be offered as many dates as possible within the 14 day period.
Patients cannot be referred back to the GP because they are unable to accept an appointment
within the 2 week standard. A referral can only be downgraded with the consent of the
referring GP. Therefore if a Consultant, on reviewing the proforma, considers the referral
should be downgraded they should contact the GP for agreement. Once this has been done
iPM should be updated and Cancer Services should be informed.
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Patients may cancel appointments and should be re-appointed within 14 days if possible but
otherwise should be booked into the next available slot that the patient can attend. National
guidance states that patients should not be referred back to the GP after multiple cancellations
unless this has been agreed by the patient. However, it is good practice to let the GP know
that a patient has deferred appointments, as they may wish to either contact the patient or
possibly downgrade the referral. Patients that cancel multiple times resulting in a wait of more
than 6 weeks should be referred to the specialty team for clinical advice.
Patients who do attend (DNA) a 2ww appointment should be re-appointed within 14 days of
the DNA. Patient’s that DNA twice can be referred back to their GP if clinically appropriate.
The first appointment following a 2ww referral can be an outpatient appointment with the
relevant specialist or a diagnostic test where a direct to test pathway has been agreed. It can
also be a nurse led clinic where the triage makes an active decision about which is the
appropriate next step, such clinics needs not be face to face.
If a patient is admitted as emergency following their 2ww referral but before they are first seen
for the same reasons as their 2ww referral than the 2ww referral should be closed and the
patient tracked from their emergency referral. If the emergency admission is for another
condition then the 2ww referral remains open and should be booked as soon as the patient is
fit to attend, where possible the patient should be seen by the appropriate specialist while they
are admitted to save time.
5.2 Stops, Pauses and Adjustments
The operational standard applied to the 62-day standard takes account of the volume of
patients likely to defer appointments or be unfit at stages of their pathway. There is therefore
no clock pause for these reasons and patients cannot be downgraded to a 31-day only
pathway for these reasons:
•

•

For multiple cancellations, the patient should be contacted by the specialty team rather
than just giving multiple re-appointments. Patients may not understand the details of
the test being requested, or may be anxious and require reassurance. If the patient
does not wish to proceed then they should be referred back to their GP.
If a patient refuses proposed diagnostic tests that may diagnose cancer, they have
effectively removed themselves from the 62-day pathway. If they agree at a later stage
they should then be monitored against the 31-day standard only.

The 31 day and 62 day pathways end when:
•
•
•

treatment starts
a patient is given a non-malignant diagnosis
a patient refuses treatment

Patients given a non-malignant diagnosis will revert to the standard 18 week referral to
treatment pathway.
Pauses and adjustments can only be applied to cancer pathways in the following
circumstances –
•

•

When a patient DNAs their first appointment following a GP referral for suspected
cancer (2ww) or following a screening referral. In this circumstance the clock start is
reset to the date of the DNA. DNAs in all other parts of the pathway will not pause or
restart the clock.
If a patient is waiting for inpatient or day-case treatment and the patient declines an
offered date for treatment provided that the offered date is within target. An adjustment
can be made from the date that the patient declines to the date the patient is available
for treatment. An adjustment can also be made if the patient volunteers, before a
treatment date is offered and accepted that they are unavailable for treatment for a
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certain amount of time. Any patient unavailability should be recorded on the waiting
list.
5.3 Reasonable Offers
All patients offered an outpatient (new and follow-up), diagnostic appointments or offers for
admission should be given reasonable notice •
•

All appointments/admission offers made face to face or over the telephone which the
patient agrees to are deemed to be reasonable.
For appointments booked by letter only there should be 7 days’ notice from the date of
the appointment letter. All bookings for patients on a cancer pathway should ideally be
booked by telephone or face to face.

5.4 Patient thinking time
It is good practice to allow patients a period of thinking time prior to considering treatment.
Where this is short, there is no clock pause and pathways need to take account of this and be
able to accommodate a reasonable period for the patient to consider options. If a longer
period of thinking time is agreed, it may be appropriate to agree Active Monitoring as a
treatment and therefore a clock stop. For this to be applied a monitoring plan must be agreed
with the patient, documented and actioned. It is not acceptable to use Active Monitoring to
avoid breaches where the agreed thinking time is reasonable or another treatment is
unavailable.
5.5 Active Monitoring
This could be either a first or subsequent treatment where the intention is for long term
surveillance where the decision had been taken to monitor the progress of the disease. For
example, a slow growing tumour where there is not an immediate problem and it is clinically
appropriate to step back and monitor the situation until an active intervention is more
appropriate.
Treatment starts when this is discussed, documented and agreed with the patient.

5.6 Earliest Clinically Appropriate Date (ECAD)
An ECAD is the earliest date that it is clinically appropriate for the next treatment in a patient’s
cancer pathway. The activity may not always be the start of the treatment itself but could be
the next appointment which deals with the planning of that treatment. When determining an
ECAD, only patient issues should be considered and not local capacity constraints. Examples
would be:
• Patient with rectal cancer is to have radiotherapy then surgery – after the radiotherapy
the patient is not expected to be clinically fit for surgery for 6 weeks so the ECAD would
be set for 6 weeks after radiotherapy is complete
• Patient with breast cancer is to have surgery then radiotherapy – the patient would not
be fit for planning radiotherapy until they are able to lift their arm over their head –
ECAD would be set for when the patient would be fit for radiotherapy planning to start.
An ECAD can be reviewed and changed as long as the date has not passed. If an ECAD is set
but on patient review or prior to the ECAD the patient is clinically not able to progress to the
next treatment the ECAD can be changed to a later date.
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If the patient is unwell after the ECAD then the ECAD cannot be reset and a wait time
adjustment will not apply.
5.7 Tertiary Referrals
A new approach to monitoring inter-provider transfers began for all 62 day pathways in July 2018. This
new approach will provide a more transparent view of where delays in the pathway are being
experienced so that providers can work together to address issues. This is intended to ensure consistency
across the country and promote collaboration between providers.
Inter-provider transfers should be recorded when the responsibility for care is formally transferred. The
date that a referral request is received by the provider will mark the point at which the inter-provider
transfer is made. The allocation of patients for performance is set out in the table below Scenario

Total timeframe

Allocation

1

Referral
timeframe
> 38 days

≤ 62 days

2

≤ 38 days

≤ 62 days

3

≤ 38 days

>62 days

4

> 38 days

5

> 38 days

> 62 days, but
treating trust treats
within 24 days
> 62 days and
treating trust treats
in >24 days

100% of success allocated to the
treating provider
50% of success allocated to the
referring provider and 50% allocated to the
treating provider
100% of breach allocated to the
treating provider
100% of breach allocated to the
referring provider
50% of breach allocated to the referring
provider and 50% allocated to the treating
provider

5.8 Referrals by Consultant Upgrade

Patients not referred via 2ww or screening can be upgraded on to a 62 day referral to
treatment pathway, the clock starts at the point of upgrade and ends with treatment or a
non-cancer diagnosis. A patient can be upgraded at any point in their pathway but should
be before a decision to treat has been made.
The process for upgrading a patient is • Cancer is suspected following triage / OPA / diagnostic test
• An “Internal upgrade referral form” is emailed directly to Cancer Services or ring the
Cancer Services Team with the relevant information.
Information required to upgrade a patient –
•
•
•
•
•
•

Name of patient
Hospital number
DOB
Confirm suspect cancer and site
Name of doctor and name of consultant
Confirm on which stage of pathway ie..diagnostic, OPA
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6

Local Guidance and Process

6.1 Suspected Cancer Referral (2WW)
All suspected cancer referrals should be referred by the GP/GDP on the relevant site proforma
available on the UHP website and submitted via the NHS e-Referral service or via email to the
Cancer Services Team. If an incomplete referral proforma is received Cancer Services will
contact the GP to get the additional information required, the referral must not be returned to
the GP or delayed for this reason.
Cancer Services will process all referrals the same day and email to the relevant booking
team. Referrals received after 4pm will be processed the following working day by 10am.
Receipt of referral is day zero, referrals received after a working day has finished will have the referral
received date set as the date that the referral was received and not the next working day.
6.2 Diagnostic Phase
All diagnostics for patients on a cancer 62 day pathway should be requested with a 2ww
priority that should be clearly displayed on the request form or selected as the priority when
requesting electronically.
All tests should be made for the earliest available appointment and agreed with the patient. It
is expected that for patients on a cancer 62 day pathway the wait from request is no longer
than 7 days, this includes inpatient diagnostics.
6.4 MDT Meeting
Each Site specific team has a regular MDT to discuss the patient pathway in line with NICE
guidance and Cancer Peer Review Standards.
The agenda is administered by cancer services and shared with imaging and pathology at set
agreed times to enable them to review prior to the MDT meeting.
Breach dates are added to the agenda where there is a target date; if there is no current target
N/A will be inputted.
6.5 PTL Tracking and Escalation
MDTCs track patients from referral to first treatment and from Decision to Treat (DTT) to
treatment for all subsequent treatments. To enable this there are individual site specific
pathways and internal standards to enable tracking, and escalating as appropriate. Please
contact Lead Clinician or Cancer Services for individual cancer pathways.
A Cancer Treatment PTL can be created at any time using an online reporting tool which pulls
information from the Somerset Cancer Register (SCR) in to a list by cancer site holding key
information on the patient’s cancer pathway. This PTL includes all patients on an active
cancer pathway who are awaiting their first treatment. It includes tracking comments which the
MDTC updates regularly providing detailed information on what is currently happening on the
patient’s journey, any outstanding actions and escalation that has taken place.
All patients that have made a DTT for a subsequent treatment are on another PTL which is
tracked as above by the MDTC.
6.6 The Cancer PTL Huddle
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A cancer PTL huddle takes place throughout the week for the following cancer sites – Urology,
Colorectal, Upper GI, Lung, Head & Neck and Gynaecology – to review patients on referral to
treatment cancer pathways. These meetings focus on these sites as they are the pathways
that significantly affect the ability of the Trust to achieve the 62 day standard.
Cancer services will create and send out the cancer PTL huddle report highlighting any patient
that needs action in red indicating the Service Line that needs to action and feedback at the
huddle.
Service line Managers (SLM) are expected to attend to ensure delays can be addressed
immediately.
6.7 Daily Long Waiter Report
A daily report of all patients on an active cancer referral to treatment pathway that have waited
longer than 62 days is produced by the Cancer Services Team. Any patients requiring action
will be highlighted in red and the specialty that needs to action will be added. This report is
emailed out to all managers and responses are made by email to the Cancer Services Team
to include on the patients tracking.
6.8 Weekly PTL
For those sites not included within the daily huddle and for all 31 day patients a weekly PTL
report is produced for each site by the relevant MDTC. This report is updated by the MDTC to
show any actions required by the service line administration teams. Individual reports for
pathology, imaging and oncology are created pulling together the actions from all cancer sites.
The report is colour coded so it can be easily filtered for patient’s requiring action as follows –
•
•
•
•

Red – patient requires action
Yellow – patient progressing through pathway and does not require action
Green – patient is booked in target for treatment or has been removed from the cancer
pathway
Purple – patient is a confirmed breach that cannot be resolved e.g. confirmed cancer
already past their target date when DTT is made.

The weekly process includes escalation to managers at the end of the weekly process. Key
themes affecting multiple patients are escalated by the MDTC to the Cancer Operational
Manager.
6.9 Internal Targets

Pathway

Waiting Time

Action

First Appointment
(2 week national
standard)

7 – 14 days

All service lines should ensure they
have enough capacity to meet demand
and achieve 7 days for first
appointment. This will allow a patient to
have two offered appointments within
14 days.

Telephone triage
(urology and
colorectal)

48 hours

Where possible patients should be
referred straight to test either direct
from referral or following telephone
triage
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Follow up
appointments

7 days

Request to appointment

Radiological
investigations
exams

7 days

Request to exam : with the exception of
CTC – 10 days due to prep

Radiological
Reporting

2 working days

Pathology

7 - 10 days

Plan to improve performance from 10 to
7 days or less

Endoscopy OGD

7 days

Request to test

Endoscopy
10 days
colonoscopy/double

Request to test

MDT

Dependant on cut-off date for requests.
An emergency decision can be made
outside an MDT.

Next available MDT

6.10 Escalation
Single events of delays should be monitored, where there is continued breach of standards
SLM should raise these within Care Group and upload to the Trust cancer action plan with
robust plans for recovery. The issue should also be added to the Service Line risk register.
Escalation will occur when there is a potential or actual breach of the internal and external
standards. MDTC will alert support managers in the first instance and subsequently if
unresolved to Cancer Managers and Service lines Managers either through the daily huddle or
via the weekly PTLs. Delays without an appropriate action to resolve will be escalated to Care
Group Manager and Chief Operating Officer at the end of each week. Thematic delays will be
included on a cancer action plan which is managed through the Cancer Executive Committee /
Cancer Performance Meeting.
Each service line has responsibility for managing their cancer patients on the pathway and
should have their own internal escalation process.
6.11 Breach Analysis
A detailed review of every breach is undertaken by the MDTC and validated by the Cancer
Operational Manager. This review is detailed on a standard template detailing each step of
the pathway so that delays can be easily identified and the reasons recorded (see Table 1).
Breaches are allocated an overall reason as per the cancer waiting time’s dataset –
•
•
•
•
•
•

Administrative delay
Clinic cancellation
Complex diagnostic pathway
Delay due to recovery after an invasive test
Diagnosis delayed for medical reasons
Elective cancellation
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•
•
•
•

Elective capacity inadequate
Out-patient capacity inadequate
Health care provider initiated delay to diagnostic test or treatment planning
Patient choice

All breaches of the 62 day referral to treatment target will have a breach analysis produced by
the MDT Coordinator which will be reviewed by the Cancer Operational Manager on a monthly
basis. This includes all steps in a patient’s pathway and shows the wait for each step, an
example is shown below. All breach analysis and a blank template are saved on the Cancer
Services drive. MDTCs should start a breach analysis for all patients diagnosed with cancer
that we know are going to breach and all those over 62 days on the PTL unless the reason for
the delay is a single clear issue. Delays for patients over 62 days on the PTL should be added
to the tracking comments so they are clearly displayed on all PTLs.
Breach Analysis Example:

6.12 104 Day Breaches
All breaches over 104 days are added to DATIX, the Trust’s incident system, by Cancer
Services. Any that are due to factors that are avoidable are assigned to the specialty of the
MDT lead for review. The MDT lead can then record against the incident if harm was caused
by the extended wait for treatment. Any that are deemed to have caused harm will move to
the formal incident process for reviewing incidents. In those circumstances a full Serious
Incident Root Cause Analysis will be performed. Adding the incidents to DATIX also enables
summary reporting of the breaches.
Process for reviewing 104 day breaches
In the absence of national definition the Director of Cancer Services has provided the following
information to review patients for harm to all MDT members –
Clinical harm has occurred if the disease stage has increased during the 104 + days, or if the
patient’s performance status has deteriorated to the point that the ideal treatment option is no
longer possible. Evidence of this can be with clinical documentation, imaging or histo path
results.
Remember that evidence of clinical harm will trigger a risk and incident process which will
involve duty of candour to the patient and a root cause analysis. Clearly this is appropriate if
harm has been done, but there needs to be evidence. It can be a distressing process for the
patient and relatives.
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•
•
•

Service Line will receive a notification from cancer services that a DATIX has been raised
and this will also appear on the Service Line dashboard.
Service Line to review for clinical evidence of patient harm e.g. notes, MDT outcomes,
diagnostic reports etc.
Service Line complete relevant sections on DATIX form (SBA(R)R Investigation Section)

Monitoring of completed reviews and escalation process
•
•
•
•

Monitored by monthly performance report (Risk and incident team RIT) through to Quality
Governance and Learning Group Report to Care Group Governance teams
Monthly cancer performance report of completed reviews through cancer performance
meeting (monthly)
Clinical harm suspected – follow incident management policy
Tertiary referrals – review of harm undertaken – if harm suspected and delay attributed by
referring trust – DATIX changed to external Trust and RIT informed who will notify relevant
organisation

6.13 Cancer Performance Review Meeting
A weekly performance meeting will take place chaired by the Chief Operating Officer and
attended by
•
•
•
•
•

Clinical Director for Cancer
Head of Nursing (Cancer)
Cancer Operational Manager
Deputy Performance Information Manager
Service Line Managers – representation from Surgery, Imaging, and Pathology will
attend weekly, other service lines will attend as and when required.

A standard data pack will be produced for this meeting by the Performance Information Team
for discussion and includes for example diagnostics, cancer site specific performance and long
waiter report
Other data will be provided by Performance Information as and when required by the meeting
agenda.
6.14 Cancer Waiting Times Performance Reporting
Cancer Waiting Times performance against all standards will be:
•
•
•

reported monthly to the Trust Board and to the NEW Devon CCG (Western Locality)
included within the annual cancer quality assurance report to the Quality Assurance
Committee (QAC)
allocated to each service line and included within the monthly Service Line
Dashboards

6.15 Data Quality
In order to ensure reported performance is consistent and comparable across providers the
measurement and reporting of cancer waiting times is subject to a set of rules and definitions (Cancer
Waiting Times A Guide Version 9). It is important that there is a consistent approach to the
interpretation and implementation of national guidance to allow comparison between cancer sites,
time periods and other providers.
UHP has a centralised Cancer Services Team that sits as a corporate function within the
organisation, the benefits of this include –
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•
•
•
•
•

Assurance of adherence to rules, protocols and standard operating procedures
Ability of staff to share knowledge and experience
Clearer lines of responsibility
Consistency across tumour sites
Clearer escalation pathways

Cancer Waiting Times training is available on request for all staff across the Trust, bespoke
training is also provided for teams as required.
Training for cancer service staff e.g. MDTC, MDTC assistants will be undertaken as part of
their orientation and training for their role.
Data quality reports will be run and actioned within the Cancer Services Team –
•
•

•

•

7

Weekly report to check any 2ww referrals that have not resulted in an attendance. This
ensures no one has been missed but also that the national guidance has been applied
for patients that DNA or cancel their appointments.
Missing and mismatched data for the cancer waiting time’s dataset is run monthly direct
from the Somerset Cancer Registry. Some local reports have also been set up to look
at common DQ issues with the cancer waiting times data and these are also run
monthly and actioned by the MDTCs.
Monthly check at patient level between the patients uploaded to Open Exeter as part of
the national reporting schedule and the patients we have been reporting locally as part
of the cancer waiting times reporting. All mismatches are investigated by the Cancer
Operational Manager and actioned appropriately, if any issues with the local reporting
mechanism are identified these are also changed.
All breaches are analysed by the MDTC and then validated by the Cancer Operational
Manager. During this process all data from the cancer waiting time’s dataset is double
checked along with interpretation of the national guidance.

Overall Responsibility for the Document

The Cancer Operational Manager has overall responsibility for the co-ordination,
dissemination and implementation and review of this document.

8

Consultation and Ratification

The design and process of review and revision of this policy will comply with The
Development and Management of Formal Documents.
The review period for this document is set as default of five years from the date it was last
ratified, or earlier if developments within or external to the Trust indicate the need for a
significant revision to the procedures described.
This document will be reviewed by the TME and ratified by the Chief Operating Officer.
Non-significant amendments to this document may be made, under delegated authority
from the Chief Operating Officer, by the nominated owner. These must be ratified by the
Chief Operating Officer.
Significant reviews and revisions to this document will include a consultation with named
groups, or grades across the Trust. For non-significant amendments, informal consultation
will be restricted to named groups, or grades who are directly affected by the proposed
changes.
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9

Dissemination and Implementation

Following approval and ratification, this policy will be published in the Trust’s formal
documents library and all staff will be notified through the Trust’s normal notification
process, currently the ‘Vital Signs’ electronic newsletter.
Document control arrangements will be in accordance with The Development and
Management of Formal Documents.
The document owner will be responsible for agreeing the training requirements associated
with the newly ratified document with the named Chief Operating Officer and for working
with the Trust’s training function, if required, to arrange for the required training to be
delivered.
After approval and publication the Cancer Services Team will run and co-ordinate mandatory training sessions, to
familiarise staff with the policy. The sessions will also enable staff to ask questions about the use of the policy.
The process of tracking compliance will be monitored by the Cancer Services Team.

10

Monitoring Compliance and Effectiveness

Monitoring and compliance will be carried out by the Cancer Services Team. Please refer to the Data
Quality section of Key Elements section for full details.
11
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https://digital.nhs.uk/data-and-information/data-collections-and-data-sets/datacollections/cancerwaitingtimescwt
Achieving World Class Outcomes – A Strategy for England 2015 - 2020
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Dissemination Plan and Review Checklist

Appendix 1

Dissemination Plan
Document Title

Cancer Operational Policy

Date Finalised

November 2018

Previous Documents
Action to retrieve old copies

N/A

Dissemination Plan
Recipient(s)

When

All Trust staff

All staff
Review Checklist
Title

Rationale
Development
Process

Content

Evidence Base

Approval

Dissemination &
Implementation
Document Control

Monitoring
Compliance &
Effectiveness
Review Date
Overall
Responsibility

Ongoing

How

Responsibility

Vital Signs

Information Governance Team

Training sessions

Cancer Operational Manager

Is the title clear and unambiguous?
Is it clear whether the document is a policy, procedure, protocol,
framework, APN or SOP?
Does the style & format comply?
Are reasons for development of the document stated?
Is the method described in brief?
Are people involved in the development identified?
Has a reasonable attempt has been made to ensure relevant expertise
has been used?
Is there evidence of consultation with stakeholders and users?
Is the objective of the document clear?
Is the target population clear and unambiguous?
Are the intended outcomes described?
Are the statements clear and unambiguous?
Is the type of evidence to support the document identified explicitly?
Are key references cited and in full?
Are supporting documents referenced?
Does the document identify which committee/group will review it?
If appropriate have the joint Human Resources/staff side committee (or
equivalent) approved the document?
Does the document identify which Executive Director will ratify it?
Is there an outline/plan to identify how this will be done?
Does the plan include the necessary training/support to ensure
compliance?
Does the document identify where it will be held?
Have archiving arrangements for superseded documents been
addressed?
Are there measurable standards or KPIs to support the monitoring of
compliance with and effectiveness of the document?
Is there a plan to review or audit compliance with the document?
Is the review date identified?
Is the frequency of review identified? If so is it acceptable?
Is it clear who will be responsible for co-ordinating the dissemination,
implementation and review of the document?
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Equalities and Human Rights Impact Assessment

Appendix 2

Core Information
Date

November 2018

Title

Cancer Operational Policy

The purpose of this policy is to ensure that:
What are the
aims, objectives
& projected
• All of our services must be available to all irrespective of gender, race, disability,
outcomes?
age, sexual orientation, religion or belief.
• Access to our services is based on clinical need.
• The planning and delivery of our services must be focused on patient experience.
• Our services must reflect the needs and preferences of patients, their families and
their carers through the provision of choice wherever possible.
• The NHS works across organisational boundaries and in partnership with other
organisations in the interests of patients and the wider population.
• PHNT is committed to providing the best possible value for money to deliver the
most effective and fair use of finite resources.
• All services are accountable for supplying adequate and suitable capacity to meet
the needs of their patients
Scope of the assessment
This assessment covers the impact the project will have on the workforce (clinicians, admin staff and
others) and patients.
Collecting data
Race

There is no evidence to suggest there is a disproportionate impact on
race. However, data collection of those affected by the policy will be
monitored via workforce data, untoward incidents and complaints on
DATIX and feedback via other routes such as surveys.

Religion

There is no evidence to suggest there is a disproportionate impact on
religion. However, data collection of those affected by the policy will be
monitored via workforce data, untoward incidents and complaints on
DATIX and feedback via other routes such as surveys.

Disability

There is no evidence to suggest there is a disproportionate impact on
disability. However, data collection of those affected by the policy will be
monitored via workforce data, untoward incidents and complaints on
DATIX and feedback via other routes such as surveys.

Sex

There is no evidence to suggest there is a disproportionate impact on sex.
However, data collection of those affected by the policy will be monitored
via workforce data, untoward incidents and complaints on DATIX and
feedback via other routes such as surveys.

Gender Identity

There is currently no data collected for this area; however, will be
monitored via workforce data, untoward incidents and complaints on
DATIX and feedback via other routes such as surveys.

Sexual Orientation

There is no evidence to suggest there is a disproportionate impact on
sexual orientation. However, data collection of those affected by the policy
will be monitored via workforce data, untoward incidents and complaints
on DATIX and feedback via other routes such as surveys.
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Age

There is no evidence to suggest there is a disproportionate impact on age.
However, data collection of those affected by the policy will be monitored
via workforce data, untoward incidents and complaints on DATIX and
feedback via other routes such as surveys.

Socio-Economic

There is currently no data collected for this area; However, data collection
of those affected by the project will be monitored via workforce data,
untoward incidents and complaints on DATIX and feedback via other
routes such as surveys

Human Rights

There is no evidence to suggest that there is a disproportionate impact on
human rights regarding this policy. However, data collection of those
affected by the project will be monitored via workforce data, untoward
incidents and complaints on DATIX and feedback via other routes such as
surveys

What are the overall
trends/patterns in the
above data?

No trends or patterns have been identified at this stage

Involving and consulting stakeholders
Internal involvement
and consultation
External involvement
and consultation
Impact Assessment
Overall assessment
and analysis of the
evidence

Reasonable adjustments for training, equipment and information will be
made available upon request. Consideration will be given to those staff
that have special requirements during the implementation of the system.

Action Plan
Action
Monitoring of systems for
feedback of impacts

Owner

Risks

Cancer
Operational
Manager

Completion Date
Ongoing

Progress update

Specific issues and
data gaps that may
need to be addressed
through consultation
or further research
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GLOSSARY

Appendix 3

PHNT

Plymouth Hospitals NHS Trust

Active Monitoring

Where it is clinically decided to start a
period of monitoring in secondary care
without clinical intervention or diagnostic
procedure at that stage.

Active Waiting List (elective waiting
and elective planned)

The list of elective patients who are fit
and able to be treated at that point in
time. The active waiting list is also used
to report national waiting time statistics.

Cancelled operations/procedures

If the trust cancels a patients operation or
procedure on the day of or after
admission for non-clinical reasons – the
Trust is required to rearrange treatment
within 28 days of the cancelled date or
within target wait time whichever is
soonest.

CaRP (Communication and Referral
Protocol form)

A CaRP form is designed by the cancer
network to be completed when a
patient’s care is transferred between
NHS trusts. The form provides
information on the current pathway status
of a patient, including the referral and
breach dates.

Chronological order (in turn)

The general principle that applies to
booking patients in order. All patients
should be seen or treated in the order
they were initially referred for treatment
unless clinically more urgent.

CWT

Cancer Waiting Times

Decision to treat (DTT)

Where a clinical decision is taken to treat
a patient and the patient agrees to the
treatment plan.

Did not Attend (DNA)

Patients who have agreed or been given
reasonable notice of their
appointment/treatment and who without
notifying the Trust fail to attend.

DoH

Department of Health

Elective Admission/elective patients

Inpatients are classified in two groups,
emergency and elective. Elective
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patients are so called because the Trust
can ‘elect’ when to treat them.
Elective Planned

Patients admitted having been given a
date or approximate date at the time that
the decision to admit was made. This is
usually part of a planned sequence of
clinical care determined mainly on clinical
criteria.

Elective Waiting List

Patients waiting elective admission.

First definitive treatment

An intervention intended to manage a
patient’s disease, condition or injury and
avoid further intervention. What
constitutes first definitive treatment is a
matter of clinical judgement in
consultation with others as appropriate,
including the patient.

Incomplete pathways

Patients either on an admitted, nonadmitted or diagnostic pathway still
waiting for treatment.

Multi-Disciplinary Team (MDT)

An MDT comprises of medical and nonmedical professionals who are
responsible for the cancer patient’s care.
It includes clinicians from a variety of
disciplines, the exact constituent are
described for each tumour site as part of
Peer Review requirements.

MDT Coordinator

Multi-Disciplinary Team Coordinator.

PTL

Primary Targeted List, a report used to
ensure the maximum waiting time targets
are achieved by identifying the patient
wait time along that pathways and
patients who are at risk of being treated
outside the pathway requirements.

Peer Review

An annual assessment specific to each
specialty against national standards.
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Item 11

SUMMARY REPORT
Subject

Annual Maternity Report to Board

Friday 25 January 2019

Prepared by

Sue Wilkins, Director of Midwifery / Associate Director of Nursing

Approved by

Professor Greg Dix, Chief Nurse

Presented by

Sue Wilkins, Director of Midwifery/ Associate Director of Nursing

Purpose
The purpose of this report is to provide the Board with an update on Maternity
Services.
Distinct information from the Service Line is not always captured within trust
wide reporting and this annual report affords the board an opportunity to be
sighted on specific Maternity data.

Information





Assurance



Decision
Approval

Corporate Objectives
Improve Quality

Develop our Workforce


Executive Summary



Improve Financial Position Create Sustainable Future





UHP provide care to approximately 5000 women a year through all or part of their maternity care.
Care is provided in approximately 60 settings: Derriford Hospital, multiple Children’s Centres and
GP practices and Community Hospitals. The Service Line received ratings of either ‘Outstanding’ or
‘Good’ in all domains at the CQC inspection.
Maternity as a speciality is ‘data rich’ As well as a plethora of national reporting that is required,
PHNT have worked with the South West Strategic Network from the outset to achieve a regional
dashboard (appendix 1) This mechanism allows for direct comparison and sharing of best practice
with neighbouring trusts.
In the period since Maternity last reported to Board, the implementation of the recommendations of
Baroness Cumberlege’s National Review of Maternity Services have led the Maternity Agenda.
The embedding of Local Maternity Systems has seen a forum where the recommendations are not
just monitored, but cohesive working across trusts within the same LMS has ensured
unprecedented levels of learning from best practice and ‘check and challenge’
Pan- Devon five workstreams now see the four trusts working together on key maternity issues and
providing support under the umbrella of the ‘Mutual Support Agreement’

The body of the report will provide information as follows:
1)
2)
3)
4)

Patient Experience
Staffing
Governance
Local and National Direction

1

Item 11

Regulatory Impact Assessment
The service is not able to comply with offering ‘choice of place of birth’ being the only trust within the
South West delivering over 1500 women per annum to not offer women the option of delivering in a
Midwifery Led Unit (MLU)
It should be noted that a clear evidence base exists to show that without the physical distinction
afforded by an MLU the benefits of such (e.g. appropriately triaged ‘low risk’ women having an
approximate1/3 reduction in the chances of needing a Caesarean Section, epidural rate decreasing
by 40% etc) are not available to the families accessing care at PHNT
This issue is addressed in more detail in Part 4 of the report.

Equality and Diversity Impact Assessment
There are no reportable issues in this regard
Environment & Sustainability Impact Assessment
The Maternity Department has been subject to some general updating and decorating of rooms on
the Labour Ward this year resultant to the CQC recommendations regarding the environment.
The environment is vastly improved from Nov 2016 when the last update was provided.
Key Recommendations
The Trust Board / Committee is asked to:
1. Review this report as the annual update on Maternity Services at PHNT

2

Item 11

DETAILED REPORT
Trust Board
Subject

Annual Maternity Report to Board

Prepared by

Sue Wilkins, Director of Midwifery / Associate Director of Nursing

Approved by

Professor Greg Dix, Chief Nurse

Presented by

Sue Wilkins, Director of Midwifery / Associate Director of Nursing

Purpose
The purpose of this report is to provide the Board with an update on Maternity Services.
Distinct information from the Service Line is not always captured within trust wide reporting and this annual
report affords the board an opportunity to be sighted on specific Maternity data.

Patient Experience
Friends and Family Test
The Friends and Family Test (FFT) has been used within NHS-funded maternity services since October
2013. The Friends and Family Test aims to instigate a culture of continuous improvement by providing a
simple, headline metric which along with follow-up questions, can provide some insight into good
practice and lead to improvements in the quality of care provided. FFT enables the views of patients and
their families to be noted and helps better services to be delivered.
Women are asked for their views on their maternity services at three touch points:
Touchpoint 1: Antenatal care – to be surveyed at the 36 week antenatal appointment
Touchpoint 2: Birth either in a unit or following a home birth
Touchpoint 3: Care on the postnatal ward – to be surveyed at discharge from the ward
Touchpoint 4: Postnatal community care – to be surveyed at discharge from the care of the community
midwifery team to the care of the Health Visitor / GP (usually at 10 days postnatal).
Friends and Family Test response rates within Maternity at UHP have seen some fluctuations in the last
year across all areas, but community areas demonstrate the lowest response rates (touchpoints 1 and
4).
The low response rates, particularly from the community setting, are a contributory factor in the Trusts
performance overall. It is apparent that patients are more likely to complete the FFT if they want to bring
attention to something negative and the lack of general dilution by a minimal response rate is felt to be
contributory. The Patient Experience Committee set a response rate target for achievement again; 40%
for touchpoints 2 and 3 and 25% for touchpoints 1 and 4.
NHS England publishes Friends and Family data on a monthly basis, providing the opportunity to
benchmark the Trust against other organisations. The table below sets out the detailed breakdown of
recommender scores for November 2018 and enables comparison against other maternity services.

FFT
Maternity
(Antenatal)
Maternity
(Birth)

No of
organisations
submitting

Total
responses
to date

Response
s

Response
Rate

Score (%
recommende
d)

Score (% not
recommended)

131

441,430

6,830

N/A

95%

2%

131

697,822

9,932

20.9%

97%

1%
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Maternity
(Postnatal
Ward)

130

750,592

11,393

N/A

95%

2%

Maternity
(Postnatal)

131

337,258

4,788

N/A

97%

1%

Below are UHP’s response rates for all 4 touchpoints for November 2018 for comparison.
Touch Point 1 – Antenatal Care – Response Rate Target 25%
360
75
20.83%
98.67%
1.33%

Patients Discharged
Survey Returns
FFT Response Rate
Percentage Recommended
Percentage Not Recommended

Touch Point 2 – Birth/Homebirth – Response Rate Target 40%
346
139
40.17%
99.28%
0.00%

Patients Discharged
Survey Returns
FFT Response Rate
Percentage Recommended
Percentage Not Recommended

Touch Point 3 – Postnatal Ward – Response Rate Target 40%
352
177
50.28%
95.48%
1.13%

Patients Discharged
Survey Returns
FFT Response Rate
Percentage Recommended
Percentage Not Recommended

Touch Point 4 – Postnatal Community – Response Rate Target 25%
352
91
25.85%
97.80%
0.00%

Patients Discharged
Survey Returns
FFT Response Rate
Percentage Recommended
Percentage Not Recommended

One of the main issues around the FFT within the maternity service is that women are being asked to
complete four surveys in quick succession, which potentially could be over a short period such as two
weeks. The midwifery staff are working hard to ensure this is as easy for women to do as possible,
utilising both paper copies of the form and the electronic survey on an iPad so feedback is gained at
every touchpoint.
National Maternity Survey
The Care Quality Commission (CQC) National Maternity Survey is a nationwide review of all aspects of
maternity care. Almost 4500 women give birth cared for by our Trust staff every year. This is the fifth
survey of its kind that the CQC has carried out. It offers all Trusts the opportunity to receive feedback on
their service from every woman who delivers in a designated month. In February 2017, 104 women who
gave birth under the care of University Hospitals Plymouth returned the survey. Questions covered
antenatal, labour and postnatal care and themes questions including access to care, personal choices,
type of birth and emotional wellbeing.
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Our maternity department showed improvement compared to the 2015 results in the choices offered to
women about where to have their baby and the information given at that time. There was also an
improvement in women feeling they were involved in decisions about their care. The department was
also among the highest performing with regards to women feeling they could contact their midwife, or a
member of the team, once home with their baby. This year the results highlighted two areas where the
findings had again ‘improved significantly’, communication and care in the labour environment.
However there was a reduction in the number of women that felt they were introduced to the staff
member caring for them and spoken to in a way that they could understand and so work has been done
in this area to ensure these are rectified. Women also reported that they felt there was less support and
advice on feeding their baby and so an action plan was produced to address utilising the community
support groups.
UHP is also in the top 20% in other key areas of care including women feeling they are involved in
decisions both antenatally and through labour.
Relating to labour and birth questions in the survey, UHP was rated ‘about the same’ as other trusts in
the UK (as opposed to ‘better’ or ‘worse’).
Patient Advice and Liaison Service (PALS)
There were a total of 64 contacts with PALS from patients / families. These can be broken down into the
following themes:

Where possible, we encourage staff to inform any of the senior midwifery team when concerns are first
raised to ensure local resolution takes place where possible to try and resolve any issues or receive any
feedback prior to the patient leaving the hospital / community appointment.
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Formal complaints
There were 47 formal complaints for Maternity within the January – December 2018 period. 100% of
complaints in that period have been responded to within the recommended 45 days.

Compliments
The formal recording of compliments received by individuals is not always taking place and so staff are
aware of the importance of ensuring all compliments received are highlighted.
Birth Afterthoughts Service
The Birth Afterthoughts service is available to all women enabling them to discuss their experience
around their delivery / care with an experienced midwife. Predominantly this service is available to all
women 6 weeks after delivery, allowing time for the women to reflect on their experience and address
some issues with their own midwife. Where these issues need further clarification, a senior midwife will
meet with the patient either in the hospital “Birth Afterthoughts” clinic or at home to go through the
patients records.
Continuity of Carer
The National Maternity Review (2016) undertaken by Baroness Cumberlege, was commissioned by NHS
England. A full review of maternity services in England took place and seven recommendations were
made. One of the key recommendation affecting maternity services was “Continuity of Carer”. This
focuses on ensuring that the care women receive is based on a relationship of mutual trust and respect,
in line with women’s decisions about their care. The key recommendations are that:
• Continuity is provided by small teams of 6-8 midwives throughout pregnancy, birth and
postnatally
• Teams have a relationship with an identified obstetrician to ensure ease of consultation/referral
and an understanding of their service.
• Care is joined up in the community through the provision of community hubs.
Our long term vision is for women having a baby in Devon to have a named midwife, who can
provide continuity of care (continuity of carer) through pregnancy, labour and birth and the postnatal
period. This is because we know that continuity of care improves the likelihood of good outcomes for
women and their babies
6
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Devon’s ambitions include:
•

•

By March 2019, a minimum of 20% of women booked will be offered continuity of carer during
pregnancy, intrapartum and postnatally. By March 2020, 35% of women will
receive continuity of carer, with the aim of 55% of women receiving continuity of carer model by
March 2021.
Work closely with women, midwives, and workforce specialists in order to identify and implement
a model of care which meets Better Births recommendations for continuity and is sustainable for
the midwifery and obstetric workforce. Through implementing this plan, we anticipate that the
Devon Local Maternity System will be able to meet the national recommendation for achieving
continuity of carer. In doing so it is hoped that service users will experience better quality of care
and have better outcomes. In addition, it is anticipated that providing greater continuity of carer
for women will improve staff satisfaction. This has the potential to improve retention and
recruitment in the midwifery and medical workforce.

Staffing
Following the Francis report, (2013) the National Quality Board published guidance that set out the
expectations of commissioners and providers for safe nursing and midwifery staffing, in order to deliver
high quality care and the best possible outcomes for patients. This was followed by the NICE guidance
Safe staffing for nursing in adult inpatient wards in acute hospital, (July 2014) and Safe midwifery staffing
for maternity settings, (Feb 2015).
Maternity Staffing Review – Birth Rate Plus
The Royal College of Midwives (RCM) and the Royal College of Obstetricians and Gynaecologists
recommend the use of Birthrate Plus (BRP) which was endorsed by the RCM Council in 1999 and in the
Unit Commission Report: First Class Delivery (1997).
There is no other research-based methodology for workforce planning in maternity services and
traditional methods are of little value in today’s health service.
BRP is the most widely used system for classifying women and babies according to their needs, using
clinical outcome data to calculate the number of midwives required to provide antenatal, intrapartum and
postnatal care. Together with the case mix, the number of midwife hours per woman category based on
the well-established standard of one midwife to one woman throughout labour, plus extra midwifery time
needed for complicated care.
To assist regional and national workforce planning BRP calculates the clinical staffing for the annual
number of women delivered. Based on the accumulated data a ratio of 1:28 was derived from 54 studies
in England. This means that to provide safe high quality maternity services, the NHS in England needs 1
clinical midwife for every 28 births.
The tables below demonstrate the monthly calculations for University Hospitals Plymouth NHS Trust
Birth ratio, in comparison to the other Hospital Trusts in the South West and reassures that as a
department staffing levels are safe and compare favourably.

University Hospitals Plymouth NHS Trust Midwife: Birth ratio

2018
Midwife:
birth ratio

August

September

October

November

December

1.32

1.30

1.33

1.31

1.29
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September 2018-South West Dashboard Midwife to birth ratio
(latest available figures at time of reporting)
Hospital Trust
University Hospitals Plymouth
Gloucestershire Hospitals
University Hospitals Bristol
Royal United Bath
Royal Cornwall Hospitals
Great Western Hospitals
Royal Devon and Exeter
Taunton and Somerset
Hospitals
South Devon Hospitals
North Devon Hospitals
Yeovil District
Salisbury NHS Foundation

Number of Birth
Episodes
327
542
450
385
337

Midwife: Birth Ratio

342
333
256

1:30
1:30
1:30

181
111
116
172

1:29
1:29
1:27
1:29

1:30
1:29
1:34
1:31
1:33

Total Number of births at University Hospitals Plymouth Trust
Outcome Of
Birth
IUD
Miscarriage
Registerable Livebirth
Registerable Stillbirth
TOP<24Weeks
TOP>=24Weeks
Total Number
of Registerable
Births

Jan
2018
1
0
378

Feb
2018
0
2
308

Mar
2018
0
2
289

Apr
2018
0
1
337

May
2018
0
1
319

Jun
2018
1
0
332

Jul
2018
0
1
330

Aug
2018
0
0
329

Sep
2018
0
2
336

Oct
2018
0
1
352

Nov
2018
0
1
369

Dec
2018
1
0
328

Total

1

2

4

3

0

0

4

0

0

0

1

2

17

2
0
379

2
1
310

3
0
293

0
0
340

2
1
319

0
0
332

0
0
334

4
0
329

1
0
336

0
0
352

0
0
370

1
0
330

15
2
4024

3
11
4007

BRP calculations are based on clinical midwifery contribution only, which are midwives who provide
direct care to women. Midwives in a management, governance or service development role, whose
contribution is vital to maintaining safe high quality services, are excluded from the calculations however
are available to support the clinical setting through the established escalation policy.
Non-clinical Midwifery Roles band 7 and 8
•
•
•
•
•
•

Director of Midwifery
Matrons/Senior Midwives
Clinical Governance/Risk Management Lead Midwife
Practice Development Team
Specialist midwives
Antenatal Screening Co-ordinator

Current staffing
The establishment of total funded midwifery posts at bands 5, 6 and 7 in University Hospitals Plymouth
NHS Trust is 144.29 Full Time Equivalent (FTE) and Care support staff band 2 of 28.51 FTE and band 3
of 7.10 FTE.
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The table below demonstrates a current vacancy rate of 6.88% of registered clinical grades 5-7; however
there is an ongoing recruitment drive to support the achievement of the BRP gold standard ratio 1:28
midwifery staffing required to provide safe care to the women who access our service.

Midwife band 5 and 6 / Midwife Manager band 7 / Staff Nurse band 5
Month
December

Position FTE
144.29

Actual FTE
134.36

Vacancy FTE
9.93

Vacancy Rate
6.88%

Maternity Health Care Assistant (MCA) position bands 2 and 3 have a vacancy of 3.96 FTE
Safe Care Acuity Tool Maternity
The Lord Carter Review (2016) highlights the importance of ensuring that workforce and financial plans
are consistent in order to optimise delivery of clinical quality and use of resources. The review
recommended use of a new metric, Care Hours per Patient Day (CHPPD) to be collected daily along
with improved efficiency in the use of E-Rostering.
An adaptation of the Trust Safecare Acuity Tool has been developed for Central Delivery suite and
currently on trial in the ward area.
Adequate staffing levels for Maternity services and the ability to sustain 1:1 care in labour as
recommended by Safer Childbirth (2007), is dependent upon a number of factors which include case
mix, models of care and fluctuating demands and skill mix of available staff and the way they are
deployed.
Using a scoring metric that has been based on recommendations from Safer Childbirth (2007), the tool
accurately reflects acuity within CDS and assists the Matron and Senior band 7 Coordinators to support
staffing effectively across the whole department.
Maternity Safecare now incorporates maternity red flag events and together with the established
escalation policy, the data collection provides the management teams with the following:
•
•
•
•
•

Demonstrate staffing and activity levels which can be used prospectively to inform planning of
staffing and escalation procedures
Retrospectively provide evidence of staffing levels and action taken to escalate a situation
Support investigations where information about these measures may contribute to an
understanding of the clinical and staffing situation at the time
Provide data for the Maternity Dashboard
Demonstrate the provision of 1:1 care

Maternity Red Flags
Maternity Red Flags have been added to Safecare and in use from October 2018.
There are twelve specific Maternity Red flags, as recommended by NICE Safe Midwifery Staffing for
Maternity (2015)
During a reporting period from October 2018 – January 2019, a total of 28 women had care delayed by
more than or equal to 2 hours during the induction of labour process, 1 woman was unable to receive 1:1
care in labour in labour for a short period of time, in all cases staffing escalation had been activated
appropriately.
There is a recognised national trend in the number of women receiving induction of labour, in England
the proportion of deliveries where labour was induced has increased from 20.4 per cent in 2007-08 to
32.6 per cent in 2017-18 (NHS Digital 2018), local data for University Hospitals Plymouth demonstrates
an average rate of 36.6% of women were induced during this reporting period.
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A Red flag event is activated by the band 7 coordinator in charge of the shift and reviewed by Matron
within a 24 hour period. Data collection and audit will identify themes and trends to allocate midwifery
staffing appropriately for changing clinical acuity.

Sickness absence in Maternity
Month

UHPT

04/2018
05/2018
06/2018
07/2018
08/2018
09/2018

3.72%
3.88%
4.12%
4.47%
4.37%
4.29%

10/2018
11/2018

4.69%
4.43%

Maternity
Absence
% (FTE)
2.41%
2.85%
4.17%
3.72%
2.87%
4.13%
3.93%
4.14%
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The table above demonstrates the percentage absence from the workplace due to sickness of whole
time equivalent Band 2 - 8 clinical Maternity staff. Short and long term sickness absences are managed
fairly but robustly in line with the Staffing and Escalation policy.
NHSP and Agency spend
Maternity services have not had to utilise any agency midwives during this financial year.
NHSP staff are booked to cover vacant shifts, maternity leave and sickness within the costing of the
equivalent vacancy factor.

Governance
Table 1 Service Line Management Team
Position Held

Name

Service Line Director for Maternity Service’s
Director of Midwifery and Associate Director of
Nursing.
Care Group Director
Care Group Manager for Women’s and
Children’s
Service line Director for Gynaecology and
Obstetrics and Gynaecological Medical
Workforce
Service Line Clinical Governance Lead
Matrons For Maternity
Care Group Quality Manager
Maternity Risk Manager

Susan Wilkins

Peter Rowe
Keith Chapman
Peter Scott

Alexander Taylor
Charlotte Wilton, Sheralyn Neasham
Tracey Sargent
Helen Harling

Key:
CGD - Care Group Director
CGGM - Care Group General Manager
SLD - Service line Director
SLCGL - Service Line Clinical Governance Lead
CGRM - Care Group Risk Manager
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Safety
Infection Control
The Monthly Balanced Score Card issued by the Infection Prevention and Control Team is
used to review infections of significance to the Trust. This data is used to compare the
Service Lines performance against that of the Care Group. There have been no MRSA or C
Difficeal cases reported in this financial year. There were 8 Surgical site infections reported
from 241 cases during the latest data reporting period.
In the past 3 months there has been a reported drop in standards within the
environment/cleanliness audit. One common theme was that of toilets being cleaned and
receiving a signature and date on the checklist. The action taken was for Matron to discuss
with SERCO. Other areas of improvement during the last quarter include:Multiple laminated posters removed from the walls of CDS
SERCO staff given areas of concern
Bathroom refurbishment on CDS

Safety incidents
The Maternity Department has an Obstetrician and Midwife who work closely with the
Director of Midwifery, Maternity Matrons, Midwifery managers and who are jointly responsible
for managing safety. The Maternity Risk Framework is used in conjunction with the Trust
Risk Management Framework. The Maternity Service is committed to encouraging an
openculture of reporting patient safety related incidents and learning from these incidents to
reduce harm. The Department recognises that it is everyone’s responsibility to protect
patients and staff from adverse events, that failure in early recognition and escalation will
have potential to cause harm, negatively impacting upon the Maternity Service’s objectives.
All risks and incidents are recorded via the Datix system with reviews devolved to ward
managers, with the Clinical Risk team having an overall view. Incidents are analysed using
RCA (root cause analysis) and trends identified. A multidisciplinary review is undertaken by
the weekly governance team to either complete a full risk review or a desk top review, once
the obstetric notes have been initially reviewed. During the reporting period January to
December 2018, there have been 1129 reported incidents. 840 incidents graded as no
harm, loss or damnage. 268 incidents resulting in minor harm and in 21 incidents, moderate
harm occurred.
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The themes are of maternity managed events that are reportable to the National Data Base
“hospital episode statistics”. These are major obstetric haemorrhage, shoulder dystosia and
perineal tears together with neonatal unit admissions, babies born before arrival at hospital
and transfers into unit. Cases of unexpected admissions of term infants ≥ 37 weeks
gestation in additon to local reviews of care within the trusts governace team are also, in
some cases, subject to external reporting mechanisms for independent review.
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In November 2017, the Secretary of State for Health published a refreshed National
Maternity Safety Strategy ‘Safer Maternity Care’ and announced plans for the Healthcare
Safety Investigation Branch (HSIB) to undertake a number of independent safety
investigations within maternity. This criteria includes cases of intrapartum stillbirths, early
neonatal deaths amd sever brain injury diagnosed within the first 7 days of life. Since the
introduction of HSIB in July 2018, University Hospitals Plymouth have reported 7 cases for
independent review.
In additon to reporting to HSIB, the same reporting criteria is applicable for Royal College of
Obstetricians and Gynaecologists (RCOG) national quaility improvement programme ‘Each
Baby Counts’. This on line data collection collates information relating to reportable cases
contains questions related to the adverse event and the results of local serious incident
investigations and root-cause analyses. Criteria for eligible babies for HSIB and RCOG ‘Each
Baby Counts’ and can be found in Appendix 1.
NHS Resolutions Early Notification scheme maintains focus on improving maternity and
improving safety and reducing impact when avoidable erros do occur, both for the
consequences for the child andfamily but also the cost to the NHS and the impact on
clinicians involved in the delivery of care. Continuing on from its introduction in April 2017,
maternity incidents meeting the criteria set by RCOG Each Baby Counts programme are
reportable to NHS Resolutions Early Noification scheme within 30 days of the incident. The
overalll aim of the scheme is to reduce the time between the incident and resolution for
families. The scheme upholds transparency vetween famies and trusts and maximise
opportunities to learn from incidents. The sceme aims to challenge the view of litigation as a
barrier to safety. In cases where avoidable erros have been identified, this proactive
approach to investigation can expedite fanancial support for families, practical advice on how
to access care, a written apology to families as well as prociding support for staff involved in
incidents.
NHS Resolution’s maternity incentive scheme set out with the ambition to reward those trusts
who have taken action to improve maternity care they provide. The second year continues to
support the delivery of safer maternity care with the contriution to the ten safety actions of
Clinical Negligence Schemes for Trusts (CNST). The ten actions have been refined for the
coming year. Trusts able to demonstrate they have achieved all of the ten safety actions will
recover the element of their contribution to the CNST maternity incentive fund and will also
receive a share of any unalocated funds. The ten actions are detailed in Appendix 2.
Clinical Guidelines
Since October 2018 there has been appointed a band 6 Guideline and Audit Champion
The Service Line is committed to providing care that is based on the best possible evidence
based research. Our guidelines will reflect this best practice and guide all practitioners in the
care that they deliver.
Midwife working 04.WTE to coordinate the effective management of both clincial guideline
updates and the ongoing service line audit schedule. This has allowed a more effective
system to be produce to update and renew guidelines and following the implementation of
new guidance and practice changes, to ensure audit data is captured and disseminate to
provide assurance of clincial effectiveness.
There are now currently 9 guidelines out of date, 5 of which are to be rattified by the Clinical
Effectiveness Committee meeting in January 2019. This has seen an uplift from 24 out of
date guidelines at the beginning of the year which has been a significant imporvement in this
area. All guidelines are now allocated to authors to update 6 months ahead of expiry in order
to prevent delays in the renewal process.
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Work is underway within the Devon Local Maternity System Safety and Governance
workstream (LMS) to review guidelines, priority afforded to those having the greatest impact
on patient care across boundaries between neighbouring trusts, to standardise guidance
within the LMS. Details of the individual workstreams are explored further on in this report.

Maternity Dashboard
The maternity dashboard serves as a clinical performance and governance score card to
monitor the implementation of the principles of Clinical Governance in real time. This may
help to identify patient safety issues in advance so that timely and appropriate action can be
instituted to ensure a woman-centered, high-quality, safe maternity care.
The use of the dashboard has been shown to be beneficial in monitoring performance and
governance to reassure the ‘health’ of maternity units (RCOG). It is compiled on a monthly
basis and disseminated to the department along with the maternity newsletter.
Current concerns:
• Induction of Labour rates continue to increase ranging from 30.7 - 39.2% and this
may partly attributed to the management of the Small for Gestational age fetus and a
more robust antenatal screening programme for the identification of these babies with
enhance ultrasound screening in line with the Saving Babies Lives care bundle.
Trends of occurrence of Major Obstetric Haemorrhage are examined using the maternity
Dashboard data and also through the DATIX reporting system. This area will become a
particular focus following the introduction of the NICE recommendation for active
management of the third stage of labour. This method of monitoring trust performance
continues to be integral in identifying and tracking improvement in rates of OASI since the
introduction of the OASI care bundle and the routine use of Episcissors for any delivery
assisted with the use of an episiotomy.

Mortality
There were 15 stillbirths in the reporting period (January – December 2018). All are reviewed
at weekly governance meetings and reviewed using the Perinatal Mortality Review Tool
(PMRT). Cases discussed at Care Group mortality and morbidity meetings. All stillbirths are
also reported through the national reporting and surveillance mechanism of MBRRACE.
A collaboration led by MBRRACE-UK has been appointed by the Healthcare Quality
Improvement Partnership (HQIP) to establish a national standardised review tool. This tool
is designed with user and parental involvement to support high quality, systematic, multidisciplinary standardised perinatal reviews. Themes and trends from national reviews
established from this tool will enable national lessons to be learned.

Local and National Direction for Maternity Services

1) Better Births – The Maternity Transformation Plan and the role of the Local
Maternity System (LMS)
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The report of the National Maternity Review in England was launched on 22nd February
2016, runs to 124 pages and includes 28 recommendations or actions.
The report begins with a letter from Baroness Cumberlege, the Review Chair, and then
outlines the Review’s vision for maternity services:
"Our vision for maternity services across England is for them to become safer, more
personalised, kinder, professional and more family friendly; where every woman has
access to information to enable her to make decisions about her care; and where she
and her baby can access support that is centred around their individual needs and
circumstances.
And for all staff to be supported to deliver care which is woman centred, working in
high performing teams, in organisations which are well led and in cultures which
promote innovation, continuous learning, and break down organisational and
professional boundaries."
The fundamental recommendation of the work of Baroness Cumberlege is reliant on the
successful formation of Local Maternity Systems across the Country. The Local Maternity
System is the mechanism through which it is expected collaborative working will transform
Maternity Services a nd improve outcomes for women and their families, eliminate variance
and support a local vision for transformation based on the principles of the National Maternity
Transformation Programme.
Devon LMS is now in its second year and has moved from being a ‘late starter’ to being cited
as an exemplar. It is the authors opinion that such cohesive working is unprecedented in not
just Maternity Services, but across the NHS as a whole.
As well as the overarching LMS Board, where Commissioners, Providers and Key StakeHolders work cohesively to deliver the objectives outlined above, there are corresponding
workstreams delivering the work plans to support achieving the vision and aim:
1)
2)
3)
4)
5)

Safety and Governance
Prevention
Personalisation and Choice
Continuity of Carer
Perinatal Mental Health
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The LMS also has four imperative workstreams to implement the LMS priorities and
ambitions
•
•
•
•

People: Workforce Development
Technology: Digital Transformation – covering digital roadmaps and infrastructure
Financial Systems
Communication and Engagement with women and their families, staff and
stakeholders

2) Maternity And Neonatal Safety Collaborative
The overall aim of the Maternal and Neonatal Health Safety Collaborative is to reduce the
rates of maternal deaths, stillbirths, neonatal deaths and brain injuries that occur during or
soon after birth by 50% nationally. The 5 main clinical drivers are:
•
•
•
•
•

reducing smoking in pregnancy
optimisation and stabilisation of the very preterm infant
detection and management of diabetes in pregnancy
detection and management of neonatal hypoglycaemia
recognition and management of deterioration in mother
or babies
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There are three waves to the programme and the Devon providers are participating as
follows:
Wave 2: April 2018:

University Hospitals Plymouth NHS Trust
Royal Devon and Exeter Foundation NHS Trust

Wave 3: April 2019:

Torbay and South Devon Foundation NHS Trust
Northern Devon Healthcare NHS Trust

To date, UHP and RDE have finalised their improvement plans, registered their projects on
Life QI (Quality Improvement portal), registered and trained project team members. Monthly
highlight reports are now being completed. In addition, the improvement teams have also
been supported to undertake a SCORE survey for measuring safety culture. Sharing of all
relevant messages and learning points will take place between providers throughout
2018/19/20.

Avoiding Term Admissions to Neonatal Units (ATAIN)
The Devon LMS includes 4 neonatal units. The NHSE ATAIN Target is 5% - that is 5% of
>37/40 babies of total born admitted to a neonatal unit - any level. Current data for ATAIN is
indicative of UHP being the only Devon provider achieving the national aim:
Avoiding Term Admissions to the Neonatal Unit (ATAIN)
NHSE
Actual
Provider
Target
2018
Northern Devon Healthcare NHS Trust
5%
5.0%
Royal Devon and Exeter NHS Foundation
5%
5.6%
Trust
University Hospitals Plymouth NHS
5%
4.2%
Trust
Torbay and South Devon NHS Foundation
5%
8.1%
Trust
Source: Trust Data 2018

Neonatal Unit
Type
SCU Level 1
LNU Level 2
NICU Level 3
SCU Level 1

3) Saving Babies Lives Care Bundle
By benchmarking our activity against the four key elements of the Saving Babies Lives Care
Bundle (NHS England 2016), we have been able to establish the following information:
Reducing smoking in pregnancy
•
•
•

all women are asked about their smoking status at booking
women who are smoking at booking or have recently stopped are referred (unless
they opt out) to the smoking cessation service
we offer a carbon monoxide test at booking

All areas in Devon have smoking at delivery rates that are above the England average of
9.7% per 1000 births. Devon’s rate is 10.93%, with the highest rate in Torbay at 14.99%
(Data source: IAF, 2018). Work completed with the Maternity and Neonatal Health Safety
Collaborative (see above) has indicated that reducing smoking is the first priority for both
RDE and us here at UHP.
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In order to reduce smoking in pregnancy rates UHP will:
•

•
•

work in collaboration with the Prevention Work Stream t:
o develop and implement action plans where performance is poor. This priority
links with our health prevention priority and is driven by the preventative
elements in Saving Babies Lives (NHS England, 2016). Our action plan is
outlined within the Prevention Work stream (see Prevention section).
o ensure that health professionals discuss smoking at each clinical contact
using a consistent format.
utilise provider information (audit, patient experience data) in order to inform smoking
cessation services.
continue work on reducing smoking in pregnancy with the Maternity and Neonatal
Health Safety Collaborative (Wave 2).

Risk assessment and surveillance for Fetal Growth Restriction (FGR)
Women at highest risk of FGR are offered a number of scans depending upon their level of
risk and referred appropriately in order to discuss the timing of birth.
The service standards currently offered are not in line with national guidance and there is
variation between providers. There is a major challenge with resources related to the
provision of ultrasound scans nationally. In particular, there is a shortage of trained workforce
exacerbated by the rurality of UHP.
Innovative ways to cover the scanning requirement continue and the investment of the CNST
monies to train and backfill midwives to take on the extended role of sonography has been
seen as the next logical step to progress services.

Raising awareness of reduced fetal movements
At UHP, audit is indicative that:
•

all women are reminded of the importance of self-monitoring fetal movements.

•

all women are provided with a written information highlighting the importance of
identifying reduced fetal movements

•

all women are advised to attend their local maternity unit for assessment and
monitoring if they experience a change in fetal movements.

•

A change to the ‘folders’ that pregnancy notes are carried within has reiterated this
reminder

Effective fetal monitoring during labour
UHP:
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•

has a policy whereby two practitioners assess a CTG trace when a woman is in
labour hourly, when there is cause for the fetal heart to be continuously monitored.

•

all staff undertake mandatory training in relation to fetal monitoring in labour and
undertake an annual competency assessment

4) Snowdrop – Bereavement Area
Provision for families experiencing loss of a baby at or around the time of birth has been
improved in recent years thanks to the ‘Snowdrop Appeal’
A local family who found themselves in this tragic situation pledged to raise money for a
distinct area within the Labour Ward footprint to ensure that access could be away from
families having a happier outcome to their pregnancy. Their vision was also that facilities
would allow for ease of access for chosen friends and family of women who found
themselves in this situation.
This appeal has now raised substantially over £100 000. In the interim £10 00 was also
released from the funds to refurbish two of the existing Labour Ward rooms to go some way
towards improving the environment in the shorter term.
On February 28th the public ‘launch’ of the Snowdrop Plans will take place. After 9 years of
commitment and fundraising a designated area is now being developed into a distinct
Bereavement Area.

5) Choice of Place of Birth
UHP remains the only hospital in the South West (12 Maternity Units) delivering >1500
babies per annum that does not comply with the Choice of Place of Birth Agenda; namely
UHP cannot offer women the option of delivering in a Midwifery Led Unit.
The rationale remains unchanged; women want to deliver in a Midwifery led Unit. In a recent
pan- Devon survey, over 75% of women stated an MLU would be their first choice of
location. Equally significantly, for women designated as ‘low risk’, rates of intervention have
been shown to be considerably less when women labour in this environment.
Women are, reflective of this study, having unnecessary Caesarean Sections when the
choice of an MLU is not available to them. The potential complications of a Caesarean are
far reaching for both Mother and Baby, physically and emotionally.
The LMS have recently reiterated the disparity in their ‘Case for Change’, stating that women
booking at UHP should not have a different offer to those across the rest of the South West.
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Executive Summary
Background
Having effective speaking up arrangements is a central component to ensuring patient safety and
improving the work-based experience of NHS workers. The King’s Fund research describes the
elements of a healthy culture and staff feeling safe to speak up is a key part of this.
NHS Improvement and the National Guardian’s Office published a guide, setting out the expectation of
Trust Boards in relation to Freedom to Speak Up (FTSU). The guide helps Boards to support a culture
that actively seeks to understand the experience of staff and patients is responsive to feedback and is
focused on learning and continual quality improvement. A self-review tool accompanies the guide, to
help Boards examine the leadership and governance arrangements in place in relation to FTSU and to
identify areas for improvement.
The Care Quality Commission (CQC) assesses a Trust’s speaking up culture during inspections under
key line of enquiry (KLOE) 3, as part of the well-led question. The self-review tool and associated
improvement action plan, assists UHP in working towards embedding speaking up and will provide a
methodology to evaluate how healthy the speaking up culture is in the organisation. The Trust’s finding
from the self-review is contained in Annex 1 and the self-review and actions are contained in Annex 2.
This work is particularly relevant given the Trust’s CQC inspection that identified, whilst work was
under way to tackle culture, there remained concerns that not all parts of the organisation are
supporting a speaking up culture and enabling staff to feel safe to raise concerns. Addressing this lack
of consistency is a key action. The Self-Assessment was initially discussed at the October HR & OD
Committee in October 2018 and was subsequently updated and agreed for recommendation to the
Board at its meeting in December 2018.
Quality Impact Assessment
There are no direct quality implications associated with this report although Speaking Up is crucial to
both quality of patient care and staff experience.
Financial Impact Assessment
There are no direct financial implications associated with this report although the failure to ensure an
open culture could result in lengthy formal processes and patient safety issues.
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Regulatory Impact Assessment
The Care Quality Commission (CQC) key line of enquiry (KLOE) 3.
Equality and Diversity Impact Assessment
This subject of this report has potential impact on all staff and patients and all protected characteristics.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the key headlines associated with the Trust’s self- review and to support the
associated RAG ratings.
Next Steps
The Director of People will continue to work with the Executive team to drive the responses to the
identified actions. Delivery of these will be assured through the HR and OD Committee.
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Background and Findings of the UHP Self
Review

Annex 1

1. Background
1.1 Having effective speaking up arrangements is a central element of developing a safety
culture, which puts patient at the heart and keeps them safe from avoidable harm.
Understanding the sense of psychological safety that is required to speak up is key to
improving the work-based experience staff and ensuring they can work in a positive,
supportive and compassionate environment. The Trust is supported by four Freedom to
Speak Up Guardians who have worked hard to both raise their internal and national profile.
The Guardian team have been involved in sense checking the work undertaken to date on
the self-assessment.

2. NHSI Expectations
2.1 NHS Improvement and the National Guardian’s Office have jointly published a guide which
details the expectations of Trust Boards in relation to Freedom to Speak Up (FTSU). The
guide helps Boards to support a culture that actively seeks to understand the experience of
staff and patients, is responsive to feedback and is focused on learning and continual quality
improvement.
2.3 There are 8 areas of expected focus. It is expected that leaders (meaning executive and nonexecutive directors):
• are knowledgeable about FTSU
• have a structured approach to FTSU
• actively shape the speaking up culture
• are clear about their role and responsibilities
• are confident that wider concerns are identified and managed
• receive assurance in a variety of forms
• engage with all relevant stakeholders
• are focused on learning and continual improvement.

3. The Self- Review
3.1 The self-review tool has been produced to accompany the guide and sets out the
expectations, helping boards examine the leadership and governance arrangements in place
and to identify areas for improvement. The Trust’s self-review is attached at Annex 2. This
self-review has been completed by the Trust with input and support from the Freedom to
Speak Up Guardians.
3.2 The Care Quality Commission (CQC) assesses a Trust’s speaking up culture during
inspections under key line of enquiry (KLOE) 3, as part of the well-led question. The selfreview tool and associated improvement action plan will assist UHP in future inspections.
3.3 The self-assessment and improvement plan provides a structure for the work on embedding
speaking up and will provide a methodology to continually evaluate how healthy the speaking
up culture is in the organisation. The self-review has been completed by senior leaders with
significant input from the Trust’s Freedom to Speak Up Guardians and a wider group of staff
as part of an initial discussion at the HR & OD Committee in October 2018.
Crucial to the review process is the importance placed on making the link between speaking
up and improved patient safety and staff experience. The guide sets out good practice but
warns the process should not become a mere regulatory ‘tick box’ approach; the
assessment should reflect the judgements of the senior leaders in relation to what needs to
be done to continually improve.
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4. Findings and learning from the Self-Review exercise
4.1 The key areas of good performance relate to the clear FTSU vision and how this is put into
operation with explicit links to patient safety, staff experience and continuous improvement.
Good joint working and governance arrangements are also highlighted.
4.2 There are a number of items rated amber many of which are rated due to lack of assurance
of consistent good practice across the whole organisation. A focus on consistency will enable
these to be improved and moved to green.
4.3 There are 7 areas highlighted as red on the assessment tool requiring immediate focus. The
key issues requiring improvement are:
•
•
•
•

How assured the Board are to state with confidence, that workers know how to speak up;
do so with confidence and are treated fairly.
That routine audits of process happen to ensure FTSU policy is being implemented and
shared for learning and quality.
Data is not currently included in the annual report and this should be included by the
Chair / Chief Executive.
Positive outcomes from cases are not currently promoted or case reviews undertaken on
a sample basis.

5. Actions & Next Steps
5.1 There are a number of actions emerging from the self-assessment:
• Establishment of an annual review of the People strategy work programme to assess
Speaking Up progress and to plan for 19/20.
• Implement actions linked to the leadership development work including 360 degrees
appraisal.
• Ensure the F2SU steering group considers how best to ensure learning from cases,
triangulates information, undertakes ‘audits’ and cascades organisational messages
• Ensure Speaking Up features as part of the Trust’s annual report
• Agree improved reporting metrics to HR & OD Committee and onward to the Trust Board.
5.2 Subject to Trust Board sign off of the self-review paper, the HR & OD Committee will receive
a more detailed plan and oversee the progress of work for assurance.
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The Trust’s Freedom to Speak Up Self Review

Annex 2

Freedom to Speak Up Self-Review Tool
University Hospitals Plymouth NHS Trust
September 2018
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Self review indicator
(Aligned to well-led KLOEs)

To what extent is this
expectation being met?

What are the principal actions required for
development?

How is the board assured it is
meeting the expectation?

Senior leaders are knowledgeable and up to date
about FTSU and the executive and non-executive
leads are aware of guidance from the National
Guardian’s Office.

Good – generally senior
leaders are knowledgeable
about FTSU.

Senior leaders can readily articulate the trust’s
FTSU vision and key learning from issues that
workers have spoken up about and regularly
communicate the value of speaking up.

Variable – good in areas, but
RI in others. Individual
dependant.

Regular reports to Board.
Meetings with Board members.
Meetings with the FTSU Guardians
Steering group minutes.
CQC reports on well-led.
Staff feedback.

They can provide evidence that they have a
leadership strategy and development programme
that emphasises the importance of learning from
issues raised by people who speak up.

Partial - leadership strategy
due to be considered by the
Board in October 2018.

Board Development Session on FTSU
requirements and issues.
Establishment of a FTSU Steering Group.
Greater engagement from leaders who don’t
come into direct contact with the Guardians
on a regular basis:
• SERCO.
• Middle-managers.
• NEDs.

Senior leaders can describe the part they played
in creating and launching the trust’s FTSU vision
and strategy.

Overall good, but there are
some areas that need
development.
Steering group to be embedded.
Publish six month plan from Guardians, with
statement alongside from Trust about how
this can be achieved.
Further, ongoing work, developing the
strategy with the Guardians. The steering
group will help to formalise this process.
Improved reporting measures to HR&OD
committee

Minutes from steering group
meetings
Six monthly plans published in the
public domain.
HR&OD Committee meetings etc.
Board reports and HR&OD reports.
Minutes from the steering group.
Steering group minutes.
Guardian reports to the Board.

Leaders are knowledgeable about FTSU

Leaders have a structured approach to FTSU
There is a clear FTSU vision, translated into a
robust and realistic strategy that links speaking up
with patient safety, staff experience and
continuous improvement.

Good – work with OD team
e.g. big conversation, steering
group

There is an up-to-date speaking up policy that
reflects the minimum standards set out by NHS
Improvement.

Good - we use the NHSI policy.

The FTSU strategy has been developed using a
structured approach in collaboration with a range
of stakeholders (including the FTSU Guardian) and
it aligns with existing guidance from the National
Guardian.

Yes, good engagement with
Guardians and representatives
from the Union and Staffside.
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Progress against the strategy and compliance
with the policy are regularly reviewed using a
range of qualitative and quantitative measures.

Partial. There are some wellestablished metrics.

Leaders actively shape the speaking up culture
All senior leaders take an interest in the trust’s
speaking up culture and are proactive in
developing ideas and initiatives to support
speaking up.

Partial – generally good
engagement at Board level,
but some senior and middle
management RI

They can evidence that they robustly challenge
themselves to improve patient safety, and
develop a culture of continuous improvement,
openness and honesty.

Good / Outstanding in this
area. Current strategies are
working well.

Senior leaders are visible, approachable and use a
variety of methods to seek and act on feedback
from workers.

Partial – board level very
good, middle management RI

Senior leaders prioritise speaking up and work in
partnership with their FTSU Guardian.

Partial – board good, some
middle managers good, but
there are others that are less
positive

Senior leaders
acknowledging
improvements.

Partial -

model speaking
mistakes
and

up by
making

The board can state with confidence that workers
know how to speak up; do so with confidence and
are treated fairly.

Board
Development
Session
on
organisational culture and F2SU.
FTSU half-day session for middle and senior
managers
Discussion of themes at steering group is a
way of developing this further
Leadership programme will help – e.g.
behaviours
Improving feedback gained from staff
outside of initiatives like staff survey.

Guardian reports to the Board.
Guardians to develop newsletter to
help share journey and progress
Recent issues escalated and the
response.
Staff survey feedback.
Exec walkabout board – good
Feedback from staff.
Feedback from events such as the
‘Big Conversation’

Some issues highlighted as
part of CQC inspection.

Leaders are clear about their role and responsibilities
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The trust has a named executive and a named
non-executive director responsible for speaking
up and both are clear about their role and
responsibility.

Yes – very good

They, along with the chief executive and chair,
meet regularly with the FTSU Guardian and
provide appropriate advice and support.

Yes – very good. Regular
meetings.

Other senior leaders support the FTSU Guardian
as required.

Yes, generally. Sometimes
misunderstanding about the
role.

Board
Development
Session
on
organisational culture and F2SU.
Steering group will help focus this.
Greater awareness needed amongst staff
that individuals have these roles.
Not all of these meetings have minutes.
Some record would be good

Board reports
Minutes / records of meetings.
Board reports, meetings with
Guardians

Steering group – this will also help to
formalise these processes more.

Minutes from the group
Development of a process for these
concerns being shared with the
Guardian team.
Board reports, informal feedback.
It would be positive to keep more
detailed records of these meetings,
where appropriate.

Continued promotion of the role. Increasing
awareness of what the Guardians do and do
not do. Increased visibility in sites that are
not the main Hospital site. Wider view
needed.
Need to develop a more coherent strategy
around this area.

Board reports
Staff survey and feedback
Big conversation – diversity week
Steering group minutes
Evidenced
through
Guardian
reports, the confidential Guardian

Leaders are confident that wider concerns are identified and managed
Senior leaders have ensured that the FTSU
Guardian has ready access to applicable sources
of data to enable them to triangulate speaking up
issues to proactively identify potential concerns.

This is an area that is
developing, the steering group
will help with this, as will
closer working with HR and
patient safety teams.

The FTSU Guardian has ready access to senior
leaders and others to enable them to escalate
patient safety issues rapidly, preserving
confidence as appropriate.

This has been excellent and a
real strength.

Leaders receive assurance in a variety of forms
Workers in all areas know, understand and
support the FTSU vision, are aware of the policy
and have confidence in the speaking up process.

Partial
–
improvements
needed in supporting the
vision.

Steps are taken to identify and remove barriers to
speaking up for those in more vulnerable groups,
such as Black, Asian or minority ethnic (BAME),
workers and agency workers

Partial – need to give this
more consideration Events
such as the ‘Big Conversation’
have helped
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Speak up issues that raise immediate patient
safety concerns are quickly escalated

Relevant concerns have been
escalated
rapidly,
with
appropriate outcomes.

Action is taken to address evidence that workers
have been victimised as a result of speaking up,
regardless of seniority

This is being completed well.

Lessons learnt are shared widely both within
relevant service areas and across the trust

Yes but can be complex due
confidentiality issues

Handling of speaking up issues is routinely
audited to ensure FTSU policy is being
implemented

This is not being done
routinely at the moment

FTSU policies and procedures are reviewed and
improved using feedback from workers

Yes – collected using the
recommended route (NGO).

The board receives a report, at least every six
months, from the FTSU Guardian.

Yes, and presentation occur in
person at least once a year

Continued clear reporting lines are needed –
a clearer document that sets out how to
raise these concerns will be developed
through the steering group.
Formalising the minutes of meetings and
ways of anonymously reporting issues to
steering group.
This can be developed through the steering
group, newsletter from the Guardians and
through the sharing of best practice across
departments.
Develop process for how this occurs – need
to ensure that confidentiality is being
appropriately maintained at all times and
that individuals are not compromised by
their other roles.

log, and feedback from those who
have raised concerns.
Outcomes which are shared across
the
organisation,
with
confidentiality preserved.

Leaders engage with all relevant stakeholders
A diverse range of workers’ views are sought,
heard and acted upon to shape the culture of the
organisation in relation to speaking up; these are
reflected in the FTSU vision and plan.

Achieved in particular through
recent
Big
Conversation
events focussing on E&D

Issues raised via speaking up are part of the
performance data discussed openly with
commissioners, CQC and NHS Improvement.

Yes

Discussion of FTSU matters regularly takes place
in the public section of the board meetings (while
respecting the confidentiality of individuals).

Yes

Ongoing work in this area, aiming to recruit a Big Conversation Programme
more diverse Guardian team that is more Quarterly Guardians report to NGO
representative of colleagues in the Trust.
Regular CQC meetings.
Better triangulation of information obtained Regular NHSI meetings.
from varying sources such as staff survey,
patient safety walkarounds and ‘Your Voice’
sessions.
Improve reporting of FTSU matters and the
actions taken as a result.
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The trust’s annual report contains high level,
anonymised data relating to speaking up as well
as information on actions the trust is taking to
support a positive speaking up culture.

Not at the moment.

Agree via Steering Group how to build this
into Annual Report

Reviews and audits are shared externally to
support improvement elsewhere.

Audits not completed at the
moment.

Review at Steering group how to approach
this given case sensitivities/confidentiality.

Senior leaders work openly and positively with
regional FTSU Guardians and the National
Guardian to continually improve the trust’s
speaking up culture

Yes

Senior leaders encourage their FTSU Guardians to
develop bilateral relationships with regulators,
inspectors and other local FTSU Guardians

Yes.

Senior leaders request external improvement
support when required.

Yes

Leaders are focused on learning and continual improvement
Senior leaders use speaking up as an opportunity
for learning that can be embedded in future
practice to deliver better quality care and
improve workers’ experience.

Variable – differs throughout
the Trust.

Senior leaders and the FTSU Guardian engage
with other trusts to identify best practice.

Yes

Board
Development
Session
on
organisational culture and F2SU.
Production of an annual F2SU development
plan which includes:
• Links with People First Programme.
• Implementation of a QA process

Regional network engagement.
Senior engagement through HR
Directors forums and STP.
F2SU Policy.
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•
•

Resource requirements.
Publication of FTSU matters and
actions taken.

Executive and non-executive leads, and the FTSU
Guardian, review all guidance and case review
reports from the National Guardian to identify
improvement possibilities.

Yes

Senior leaders regularly reflect on how they
respond to feedback, learn and continually
improve and encourage the same throughout the
organisation.

Variable – scope for improving
consistency
in
approach
through
People
First
programme.

Review as part of cultural re-set programme
and leadership 360

The executive lead responsible for FTSU reviews
the FTSU strategy annually, using a range of
qualitative and quantitative measures, to assess
what has been achieved and what hasn’t; what
the barriers have been and how they can be
overcome; and whether the right indicators are
being used to measure success.

Partial – scope for completing
a formal annual review and
better triangulating measures.

Build regular review of People Strategy work
programme into forward work plan following
publication of annual staff survey results.

The FTSU policy and process is reviewed annually
to check they are fit for purpose and realistic; up
to date; and takes account of feedback from
workers who have used them.

Yes

A sample of cases is quality assured to ensure:
• process is of high quality; outcomes &
recommendations are reasonable and impact
of change is being measured.
• workers are thanked for speaking up, are
kept up to date though out the investigation
and are told of the outcome.
• Investigations are independent, fair and
objective; recommendations are designed to
promote patient safety and learning; and
change will be monitored.

Not yet developed.

Agree mechanism for doing this via F2SU
Steering group recognising sensitivities and
need to maintain/respect confidentiality.
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Positive outcomes from speaking up cases are
promoted and as a result workers are more
confident to speak up.

Not yet developed

Agree mechanism for doing this via F2SU
Steering group recognising sensitivities and
need to maintain/respect confidentiality.

The chief executive is responsible for appointing
the FTSU Guardian.

Yes

Board
Development
Session
organisational culture and F2SU.

The chief executive is accountable for ensuring
that FTSU arrangements meet the needs of the
workers in their trust.

Yes, Board Development
Session planned to review
position.

The chief executive and chair are responsible for
ensuring the annual report contains information
about FTSU.

No, 2017/18 annual report
contains limited information

The chief executive and chair are responsible for
ensuring the trust is engaged with both the
regional Guardian network and the National
Guardian’s Office.

Yes

Both the chief executive and chair are key sources
of advice and support for their FTSU Guardian and
meet with them regularly.

Yes

Chief executive and chair
on

Regular meetings between F2SU,
Chair and Chief Executive.
Annual Report 2017/18
CQC Report

Review Annual Report content to cover F2SU

Executive lead for FTSU
Ensuring they are aware of latest guidance from
National Guardian’s Office.

Yes

Overseeing the creation of the FTSU vision and
strategy.

Yes - Links to People Strategy
and Cultural ‘re-set’ work

Ensuring the FTSU Guardian role has been
implemented, using a fair recruitment process in
accordance with the example job description and
other guidance published by the National
Guardian.

Yes

Board
Development
Session
on
organisational culture and F2SU.
Review resource requirements necessary to
meet all aspects of the national guidance.

Board meetings.
HR&OD Committee meetings
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Ensuring that the FTSU Guardian has a suitable
amount of ring fenced time and other resources
and there is cover for planned and unplanned
absence.

Yes, though some concerns re
workload raised by F2SU
guardians.

NED assurance via direct contact &
Additional F2SU Guardian capacity secured updates at F2SU Steering Group.
for October 2018
Review through updates at F2SU Steering
Group.

Ensuring that a sample of speaking up cases have
been quality assured.

Not yet in place

Agree mechanism for doing this via F2SU
Steering group recognising sensitivities and
need to maintain/respect confidentiality

Conducting an annual review of the strategy,
policy and process.

Partial - Oversight of People
strategy
via
HR&OD
Committee but doesn’t extend
to F2SU policy & process

Operationalising the learning derived from
speaking up issues.

Partial - No structured
mechanism in place for this
currently

Ensuring allegations of detriment are promptly
and fairly investigated and acted on.

Yes

Providing the board with a variety of assurance
about the effectiveness of the trusts strategy,
policy and process.

Yes (partial?)

Build regular review of People Strategy into
forward work plan following publication of
annual staff survey results.

Agree mechanism for doing this via F2SU
Steering group recognising sensitivities and
need to maintain/respect confidentiality

F2SU Guardian reports to Board

Non-executive lead for FTSU
Ensuring they are aware of latest guidance from
National Guardian’s Office.

Yes

Holding the chief executive, executive FTSU lead
and the board to account for implementing the
speaking up strategy.

Yes

Board
Development
Session
organisational culture and F2SU.

on
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Robustly challenge the board to reflect on
whether it could do more to create a culture
responsive to feedback and focused on learning
and continual improvement.

Yes

Role-modelling high standards of conduct around
FTSU.

Yes - Expected of all Board
members

Acting as an alternative source of advice and
support for the FTSU Guardian.

Yes

Overseeing speaking up concerns regarding board
members.

Yes

Accessibility of Director of People,
Chief Executive NED lead, and
Chairman.
Direct F2SU Guardian reporting to
the Board

Human resource and organisational development directors
Ensuring that the FTSU Guardian has the support
of HR staff and appropriate access to information
to enable them to triangulate intelligence from
speaking up issues with other information that
may be used as measures of FTSU culture or
indicators of barriers to speaking up.

Yes, though some further
work to do on triangulating
information
from
other
sources

Agree mechanism for doing this via F2SU
Steering group recognising sensitives and
need to maintain/respect confidentiality

Ensuring that HR culture and practice encourage
and support speaking up and that learning in
relation to workers’ experience is disseminated
across the trust.

Partial – pockets of concern
across the organisation

Review as part of cultural re-set programme
and leadership 360

Ensuring that workers have the right knowledge,
skills and capability to speak up and that
managers listen well and respond to issues raised
effectively.

Partial – pockets of concern
across the organisation

Review as part of cultural re-set programme
and leadership 360

Partial – need to clarify links
between F2SU and senior
clinical leaders.

Board
Development
Session
on
organisational culture and F2SU.
Clarification of roles, responsibilities and

Medical director and director of nursing
Ensuring that the FTSU Guardian has appropriate
support and advice on patient safety and
safeguarding issues.

Senior medical leadership minutes.
NMOC minutes.
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Ensuring that effective and, as appropriate,
immediate action is taken when potential patient
safety issues are highlighted by speaking up.

Partial – some good examples
but need to clarify role of
senior clinical leaders.

Ensuring learning is operationalised within the
teams and departments that they oversee.

Partial – need to clarify how
senior clinical leaders are
linking in with F2SU and
operationalising through their
leadership teams.

arrangements
for
cascading
operationalising F2SU matters.

and
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Executive Summary
Background
In October 2018, the Trust Board reviewed the Trust’s overall education and training arrangements,
and agreed that the Board would receive a bi-annual report on key educational developments as a
means of providing structured assurance and oversight on the quantity and quality of training. This
report brings together the following three key components of the education and training agenda:
•

Overall education and training arrangements for all staff groups.

•

Postgraduate medical education overseen by the Director of Medical Education.

•

Undergraduate medical education provided by the University of Plymouth.

Overall education and training arrangements

The Trust’s Learning and Education Steering Group (LEG) continues to oversee
implementation of the strategic ambitions set out in the Learning and Development Framework
which was supported by the Board in October 2018. Key developments are as follows:
•

The continued growth of a wide range of apprenticeship opportunities, resulting in over
300 apprentices in the organisation and the meeting and exceeding of the public sector
target in 2018/19.

•

The Manager’s passport is providing a development package and competency
framework for all leaders, to ensure a consistent approach to people management.

•

New pathways to the development of registered nurses are both in place and being
explored further, utilising the apprenticeship pathway.

•

Governance and structural changes have taken place to support clarity of focus
between clinical skills development and non-clinical training.

•

Work continues to refine staff access to training and to training facilities, which remains
a risk to delivery ambitions.

Postgraduate medical education

A report from the Director of Medical Education is attached at Annex 1.
1
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Undergraduate medical education

A report from the Dean of Faculty of Medicine and Dentistry is attached at Annex 2.
Quality Impact Assessment
There are no direct quality implications associated with this report although effective training and
education is an essential component of the provision of high quality care to patients.
Financial Impact Assessment
There are no direct financial implications associated with this report although the education and
training agenda requires considerable investment but also has the potential to be an area where
greater oversight could result in efficiency and income generation.
Regulatory Impact Assessment
There are no direct regulatory implications associated with this report.
Equality and Diversity Impact Assessment
There are no direct equality and diversity issues associated with this report although fair access to
education and development is a key enabler of the Trust’s approach to equality and diversity.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the key headlines associated with the Trust’s overall education and
training arrangements together those associated with postgraduate and undergraduate medical
education.
Next Steps
The Director of People will continue to work with the Director of Medical Education and the
Associate Dean for Strategic Planning and Liaison in partnership with the Medical Director and
Director of Nursing to drive the Trust’s education and training agenda.
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Medical education

Annex 1

Background
There are between 400 and 450 whole time equivalent postgraduate medical trainees
working at Derriford at any one time. These are doctors with a ‘National Training Number’
(NTN) who are on a recognised training scheme which, depending on their progress through
the training grades, will take them on to be either a Consultant (or other permanent senior
staff member such as Associate Specialist) or a General Practitioner.

Key developments
Key developments since the last report to the Trust Board in July 2018 are as follows:
•

Overall arrangements
‒

•

GMC National Training Survey 2018
‒

•

•

A new Foundation Training Programme Coordinator has been recruited and
started in post this month. This post, which has been vacant for a number of
months, is vital to provide full support and administrative guidance to the 110
Foundation Doctors in the Trust. Health Education England has provided
funding for consultant time in all Trusts for two new roles, to which we
appointed in November (a) SuppoRTT (Supported Return to Training)
Champion and (b) Clinical Leadership Mentor (for trainees).

The results of the GMC NTS 2018 were presented to the Board in July 2018.
The Training, Education and Exception Reporting Register has been
developed, as reported in July, which records details of areas of concern and
action plans

Health Education England visits
‒

Senior Leader Visit by Postgraduate Dean and team – 19/12/18.
Multiprofessional visit. Excellent representation from Trust Board very much
appreciated by Dean. Generally went well with no major concerns.

‒

Triggered Visit by HEE-SW to Community Paediatrics – 10/12/18 - following
poor feedback at Quality Panel - Report from HEE-SW awaited.

‒

Follow up meetings from Triggered Visits to Core Surgery and Trauma and
Orthopaedics took place in the Summer - HEE-SW recognised significant
improvements in both.

Feedback from Junior Doctors
‒
‒
‒
‒

Foundation Quality Panel November 2018
60 F1 and F2 posts graded
Majority graded excellent or good
4 graded ‘requires improvement’; nil ‘inadequate’.
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Looking ahead
Key areas of activity over the coming months are as follows:
•

National Education and Training Survey (NETS): The first ever round of this
survey of all HEE learners took place in November/December. Results are expected
soon.

•

Winter pressures: Monitor compliance with recent HEE guidance on redeployment
of trainees to different posts.
Study leave arrangements: New arrangements were introduced nationally in 2018
without IT backup. UHP has coordinated Peninsula wide bid for IT support from HEESW – await outcome.

•

GMC National Training Survey 2019: Will take place during April 2019.

•

Trust Grade Doctors: Work up case for full time administrator to coordinate
induction, appraisal, mandatory training, retention etc. of this vital group (numbering
about 100) of doctors, with aim of improving their experience and our ability to recruit.

•

Physicians Associates: Ensure Trust’s commitment to continue to expand this
important group. The Trust currently sponsors 5-10 PA students a year through 2
year course. Need to ensure there are posts for them to work in once qualified.

•

Development of Postgraduate Medical Centre: As discussed at the Senior Leader
Visit - Request Board approval to start to develop a plan for a new multi-professional
training and education centre to cope with demand and at least to match those of our
neighbouring Trusts, either by extension of current PGMC or new build.

Matthew Bowles
Director of Medical Education
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Undergraduate medical education

Annex 2

Background
University Hospitals Plymouth (UHP) NHS Trust is the largest NHS partner of the Faculty of
Medicine and Dentistry (FoMD), University of Plymouth. The Trust provides core clinical
placements and special study modules for medical students as well as clinical placements for
Dentistry, Physician Associate students and students on healthcare programmes from the
School of Biomedical Sciences. Trust clinical teachers also contribute to the academic
aspects of the Faculty programmes.

Key developments
Key developments since the last report to the Trust Board are as follows:
•

Medical student numbers: There are 105 year one medical students this year (86
last year) and a projection of 156 year one medical students in 2019/20. This is in
addition to 16 Foundation places with a path to Medicine and Dentistry

•

Quality improvement: The Peninsula Medical School (PMS) quality management
processes have been commended by the GMC. This year, the medical school will
continue with a comprehensive staff development programme including a staff
development day in March, 2019.PMS students will continue to contribute to Quality
Improvement projects in the Trust.

•

Diagnostic Radiography Programme: The accreditation visit for this programme
has taken place in November 2018. There are a number of conditions and
recommendations to meet following this visit. The student applications to the
programme for a September 2019 start are very healthy. The FoMD and UHP NHS
Trust have agreed a plan for staffing to support the delivery of the programme in
Plymouth as well as the number of students on clinical placements.

•

Potential Faculty Merger: A consultation has gone out to staff regarding the
possible merger of the FoMD and the Faculty of Health and Human Sciences. A
decision regarding this will be taken by the University Executive Group in January
2019 and then Senate in February 2019.

Looking ahead
Key areas of activity over the coming months are as follows:
•

Development of the Radiology Academy to act as a ‘Centre of Excellence’ for
undergraduate radiography and postgraduate radiology training.

•

Continuation of clinical capacity planning activity.

•

Work on introducing an Ultrasonography programme.

Professor Hisham Khalil
Dean of Faculty of Medicine and Dentistry
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SUMMARY REPORT
Trust Board

25 January 2019

Subject

Annual Safeguarding Report

Prepared by

Alison O’Neill Head of Safeguarding/ Named Nurse Safeguarding Children

Approved by

Greg Dix Chief Nurse/Executive Director of Improvement

Presented by

Greg Dix Chief Nurse/Executive Director of Improvement

Purpose
This report details the work of the Safeguarding team. It focuses on providing
assurance that processes are in place and culture exits to adequately safeguard
those people at risk of abuse, neglect or exploitation.
It demonstrates how University Hospital Plymouth NHS Trust (UHPNT) prevents,
identifies and responds to abuse, according to national legislation, multi-agency
and Trust policies and procedures.
The Trust can demonstrate compliance with national standards including those
from the Care Quality Commission, statutory responsibilities from Section 11
(Children’s Act 2004), the Mental Capacity Act (2005) and the Care Act (2014)

Decision
Approval
Information



Assurance



Corporate Objectives
Improve Quality

Develop our Workforce


Executive Summary



Improve Financial Position Create Sustainable Future



Abuse has a serious impact on all aspects of a person’s health, development and well-being. Abuse
and neglect have a high cost to individuals and society. All agencies have a duty to proactively
safeguard the vulnerable. UHPNT recognises the importance of safeguarding and is committed to
promoting the welfare of individuals.
UHPNT is required to provide assurance that:
• People using and delivering services will be protected from abuse
• Everybody’s human rights are respected and upheld
• Care plans will promote personalised care reducing risk of abuse.
• Training is in place so that staff understand and recognise signs of abuse
In taking appropriate action to prevent abuse UHPNT must:
• Identify potential for abuse or harm and work to prevent the risk of harm.
• Respond appropriately when abuse is suspected
• Take action with multi-agency partners to mitigate risk, protect against abuse and minimise
its affects.
• Take action to ensure that staff are protected and provided with training and support against
professional abuse
• Act swiftly to identify themes and trends and ensure systems are in place to reduce and
avoid future risk
The Trust has specialist roles, policies, procedures, training programmes and models of
safeguarding supervision in place to ensure quality service provision. Activity and compliance with
standards are monitored through the Safeguarding Steering Group.
1
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The Trust can demonstrate that a positive safeguarding culture exists within the organisation.
Processes are established to ensure safeguarding is prioritised at all levels. There is evidence of
effective multi-agency working strategically and operationally. Safeguarding training is compliant
with national standards.
Work has commenced to develop a robust physical interventions team to ensure staff are provided
with the training and support needed to prevent and minimise abuse towards themselves and
remain safe when issues arise. Further development to ensure required expansion of the team is
currently in progress.
The Safeguarding Team with support from the Steering Group and Trust leads continues to develop
a culture of shared Safeguarding responsibilities and improved compliance with national standards.
Quality Impact Assessment
Safeguarding people is a key strategic objective of the Trust
Financial Impact Assessment
Low impact. No immediate planned financial implications. With the expansion of the physical
interventions team it is anticipated it will be possible to develop income generation for the Trust.
Regulatory Impact Assessment
The Trust is required to comply with statutory and legislative obligations. National and local
commissioning specifications include the need for the Trust to provide assurance of compliance with
safeguarding standards and responsibilities.
Equality and Diversity Impact Assessment
Those who may be more vulnerable and at increased risk of abuse include:
• Children and young people
• People with a Learning Disabilities
• Those who lack mental capacity
• People with long-term conditions
• Frail older people
• People with disabilities
• People with mental health needs
• People who are socially isolated
• People at risk of Child Sexual
• Those at risk of on-line abuse
Exploitation/abuse
• Those who live with Domestic Abuse
• Those whose lifestyle places them at
increased risk of abuse
• Staff who experience verbal and physical
• Those at risk of Female Genital Mutilation
abuse
• Those at risk of modern slavery
• People with no fixed abode
• People with sensory deprivation
Environment & Sustainability Impact Assessment
Minor
Key Recommendations
The Trust Board is asked to:
1. Note the contents of this report
2. Confirm assurance that there is sufficient evidence of compliance with national standards with
on-going progress
Next Steps

1. The Safeguarding Steering Group will continue to review evidence of assurance of
safeguarding standards and compliance with national requirements.
2. Key risks to safeguarding will be reported to and monitored by the Safeguarding Steering
Group
3. Operational planning will be transferred to the Safeguarding Committee meeting for
dissemination and action at operational level
2
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DETAILED REPORT
Trust Board

25 January 2019

Subject

Alison O’Neill Head of Safeguarding/ Named Nurse Safeguarding Children

Prepared by

Alison O’Neill Head of Safeguarding/Named Nurse Safeguarding Children

Approved by

Greg Dix Chief Nurse/Executive Director of Improvement

Presented by

Greg Dix Chief Nurse/Executive Director of Improvement

Purpose
1

This report details the work of the Safeguarding Team and Steering Group.

2

Ensure appropriate processes, procedures and culture exists within the Trust to safeguard
adults and children at risk of abuse, neglect or exploitation.

3

Demonstrate how clinical teams identify those at risk, take action to prevent abuse, and
respond according to national legislation, multi-agency & Trust policies and procedures.

Background
4

All NHS organisations have a statutory duty to safeguard and promote the welfare of people.
For children, this includes standards within Section 11 Children’s Act (2004); for adults this
includes the Care Act (2014) and Mental Capacity Act (2005).

5

The Trust must ensure that we safeguard individuals and respect their dignity, protecting
human rights.

6

We must be compliant with the Children’s Act (2004) the Care Act (2014), when decisionmaking, using restrictions or restraint and in the use of Deprivation of Liberty Safeguards
(DOLS, 2007).

The key guidance and legislation highlighting safeguarding responsibilities includes:
•
•
•
•
•
•
•
•
•
•
•
•

•
•

•

The Children Act (1989) revised in (2004)
The Care Act (2014)
National Service Framework for Children, Young People & Maternity Services (2004)
Mental Capacity Act (2005)
Deprivation of Liberty Safeguards – Mental Capacity Act updated (2009)
Care Quality Commission Regulations (2009)
Care Quality Commission (CQC) Essential standards of Quality and Safety (2010)
Responsibilities of NHS Boards for Safeguarding Adults (2011)
Working Together to Safeguard Children (2018)
Health and Social Care Act (2012 & 2014)
The NHS Constitution (2013)
Cheshire West Supreme Court Ruling on DOLS (2014)
Wood report Review of LSCB (2016)
Confidential Inquiry into premature deaths of people with learning disabilities (CIPOLD
2013)
Six Lives Progress Report on Healthcare for People with Learning Disabilities (2013)
3
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1.

Organisational and Strategic Responsibilities:

Local Safeguarding Boards (LSCB) and Safeguarding Adult Boards (SAB) currently provide the
key statutory mechanisms for local agencies to work together, in partnership and promoting the
safety of people. They hold partner organisations to account for robust and relevant processes
and ensure multi-agency co-operation to safeguarding people. UHPNT co-operates with
Safeguarding Boards annual assessments and information gathering processes as needed.
The Wood report (2016) recommended changes to functioning of:
• The LSCB-moving to provision of more locally based safeguarding partner arrangements
• The Serious Case Review process-will be co-ordinated locally and cases submitted for
consideration to a National Rapid Review Panel for decision making.
• The Child Death Investigation process-child death reviews are now managed locally by
LiveWell and the safeguarding team at UHPNT retain clerical support and co-ordination
function.
Working Together to Safeguard Children (2018) reiterates these changes and stresses that new
arrangements will be in place to replace regarding LSCB functioning by September 2019. UHPNT
will continue to co-operate with multi-agency partners at strategic and operational level with the
new Safeguarding partner arrangement that will replace LSCB. We continue to be fully involved
with partner agencies in Plymouth, Devon and Cornwall Safeguarding Boards.
The Safeguarding Adult Board (SAB) Annual report has been published and objectives will be
incorporated into forward planning (See Annex 5)
The Safeguarding Steering Group for the Trust provides leadership for safeguarding across the
organisation. This forum includes representation from various clinical teams, HR and Learning &
Development and has the following functions:
•
•
•
•
•
•
•
•
2.

Provides strategic leadership for all aspects of safeguarding
Monitors safeguarding practice – including risks and incidents
Reviews evidence of assurance of compliance with national standards,
Promotes multi-agency working
Assesses safeguarding risks
Approves safeguarding policies, practices and processes
Reviews progress regarding training for all aspects of safeguarding
Reports annually to the Trust Board
Organisational Structure
To ensure the Trust can execute the functions required to prioritise their safeguarding function
the following personnel structure has been developed to provide clinical leadership for
safeguarding:
Title
Chief Nurse
Named Doctor
Safeguarding Children
Named Nurse
Safeguarding children
and Head of
Safeguarding.

Role
Executive lead with Board level responsibilities
Part time post as part of Consultant Paediatrician role &
Medical Lead for safeguarding children
This role includes:
• Providing Safeguarding Strategic and operational
leadership for the Trust
• Leading Safeguarding Children’s team, safeguarding
adults and Physical Interventions.
• Promoting excellence of professional practice
• Providing advice and expertise for clinical teams
• Quality Assurance and provision and uptake of training
4
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•

Developing quality processes including for supervision
and audit
• Represent the Trust in partnership working
• Provide assurance of compliance with statutory
safeguarding legislation and national standards.
Named Midwife
Head of Midwifery – supported by Safeguarding Midwife, lead
Safeguarding Children
on all safeguarding children issues related to midwifery.
Named Nurse
Managed and supported by Executive Lead for Safeguarding,
Safeguarding Adults
the Head of Safeguarding.
• Providing Safeguarding Adult operational leadership for
the Trust
• Promoting excellence of professional practice
• Providing advice and expertise for clinical teams
• Quality Assurance and provision and uptake of training
• Developing a quality processes including audit
• Represent the Trust in partnership working
• Providing assurance of compliance with statutory
safeguarding legislation and national standards.
Lead HR Manager for Liaison with Local Authority Designated Officers (safeguarding
Safeguarding
children), Local Safeguarding Adult services and Clinical
Commissioning Group Designated clinicians - with regards to
allegations of safeguarding involving Trust staff.
The named leads for safeguarding have key roles in promoting excellence in practice within the
organisation, providing advice and expertise for clinical teams and ensuring safeguarding training
and supervision are in place.
The Named Professionals contribute to the subgroups of the local safeguarding boards and
represent the Trust in partnership working. They lead the Trust in providing assurance of
compliance with statutory safeguarding duties, relevant legislation and national standards, working
regionally to build networks and increase excellence in practice.
The Safeguarding Team support staff across the Trust and liaise with services from the Trust and
from multi-agency partners to ensure risk is managed and communication is effective. (See annex
1 for team structure)
The Safeguarding team continue to work across all age groups and promote a Think Family
approach across the Trust. The team continue to:
• Promote the profile of the team and safeguarding across the Trust.
• Work to increase training and teaching regarding safeguarding
• Raise awareness of safeguarding within clinical settings.
• Support and empower staff to recognise and act regarding safeguarding issues
The volume of work continues to increase this year especially in the adult safeguarding,
Mental Capacity (MCA) and Deprivation of Liberty (DoLS) enquiry areas.
Following unification of adult and children’s teams in 2017 we have continued to work at enhancing
the Think Family perspective in all areas of safeguarding and new appointments to the team have
been to cover all aspects of safeguarding. In this way the needs of the service users and staff are
met using resources in the most efficient way possible. Safeguarding is the responsibility of all and
the safeguarding team promotes this message and ensures the Trust can meet safeguarding
obligations.
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There continues to be an increasingly significant issue with verbal and physical abuse of staff
within the Trust. There is a need on occasion to physically restrain patients in our care for their own
safety, the safety of other patients, visitors and staff. The appointment of a full time senior Physical
Interventions lead has meant that we can offer a more co-ordinated approach to training and
support for staff.
To meet the need to train and support staff with DoLS and MCA issues we have had the support of
a Band 7 Nurse on a day secondment a week for several months which has been invaluable in
increasing knowledge to clinical staff and supporting them with issues related to DoLS and MCA.
There is much increased awareness of process and increased referrals in this area within the
Trust.
4. Assurance of Compliance with the Care Quality Commission standards
The Care Quality Commission (CQC) standards require NHS providers to ensure that people who
use services are protected from abuse, or the risk of abuse, ensuring human rights are respected
and upheld. The Trust is compliant with CQC standards, raising standards of care to safeguard
people in hospital. (See Annex 2 and 3)
•
•

•
•
•
•
•
•
•

The Trust continues to have a good working relationship with multi-agency partners.
The Named Nurses represent the Trust at multi-agency level on several Safeguarding
Board subgroups raising the profile for the Trust and ensuring UHPNT views are
represented.
The Chief Nurse is the Executive Lead for the Trust and Vice Chair of Plymouth’s Local
Children’s Safeguarding Board and sits on the Safeguarding Adult’s Boards.
UHPNT meets statutory requirements to carry out recruitment and vetting checks for staff to
safeguard people.
Safeguarding policies are current and published. Safeguarding Adult policy is currently
under review.
The Trust works to South West Child Protection Procedures and follows safeguarding
policies and procedures published by Plymouth Safeguarding Boards.
The safeguarding teams receive referrals and give advice to staff across the Trust the
volume of referrals continue to grow.
We have refined data collection for safeguarding adults and separated DoLS referral from
Safeguarding reportable incidents and this is reflected in our data collection.
Collation of data in safeguarding children has been refined to focus more specifically on
safeguarding medium and high risk and this is evident in the figures represented below.
Number of referrals from Safeguarding teams
Safeguarding Adult referrals to the Safeguarding Team (DoLS)
Safeguarding Children referrals to the Safeguarding team

2018
930
5264

•

Systems are in place to report concern, provide support, advice, supervision, leadership and
management. With increased support the Trust can be further assured that systems to
protect adults at risk and children are working leading to increase safe discharge planning
and placement by highlighting risk appropriately.

•

Safeguarding training is established. Systems are in place to update training material and to
maintain and improve compliance with intercollegiate documents. Specific training is
delivered to groups or individuals as required to support the Trust standard safeguarding
training programme. Collation of evidence of additional training has been revised and
improved.
Safeguarding children supervision is available for clinical teams. Supervision has been
expanded to meet the needs of more high risk areas within the Trust. Supervision needs to
be offered regularly and further embedded in practice in high risk areas. Processes and
systems are continued to be reviewed.

•
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•

•

•

•

•

•
•

•
•

•

The safeguarding team have developed a system of safeguarding champions across the
Trust to support and share expert knowledge and ensure safeguarding information is
disseminated throughout the Trust. This continues to be extended.
The safeguarding team continue to respond to Section 42 (S42) (Care Act 2015) and Section
47 (Children’s Act 2004) enquiries and investigations from the Local Authority. Response
times have been reviewed and improved, on occasion, with adult enquiries this can remain
protracted due to complex investigations needed but general return rates are prompt.
The Trust established use and uptake of the Deprivation of Liberty Safeguards (DoLS)
application, ensuring care plans are compliant with Mental Capacity Act requirements. DoLS
application rates continue to rise, a trend that is reflected nationally. This figure reflects the
increased staff awareness for the need for DoLS application and necessitates increased
support from the safeguarding team.
Following findings from the CQC report that identified poor staff knowledge in areas
regarding DoLS and MCA further training, support and awareness raising in occurring Trust
wide.
The Trust has gone live with the national CP-IS system, this is a national government led
scheme to allow clinical staff access to information regarding children on child protection
plans and looked after children in unscheduled care settings. There are some problems at
present with some clinical areas accessing the systems due to IT difficulties, this is being
reviewed as a priority.
The Trust is imminently going to join FGM-IS which is a national alerting scheme for Female
Genital Mutilation. Negotiations re process are on-going at present.
CAMHS (Children’s Mental Health Service) provision for children who self-harm continues to
improve and good working relationships exist between safeguarding team and CAMHS COT
services in Plymouth.
Availability of placement for young people in tier 4 CAMHS placement has improved ensuring
more prompt discharge from UHPNT.
There continues to be issues with delayed discharge of young people when their behaviour
makes them difficult to place especially if not meeting the criteria for Tier 4 placement. Often
there is a disconnect and disagreement re best placement between social care and CAMHS
or difficulty finding social care accommodation. This leaves the young person inappropriately
placed in UHPNT, this issue is being reviewed at commissioning and executive level. We
have worked hard with partner agencies in Plymouth to implement a silver command
structure to escalate quickly in these situations to facilitate agreement and discharge. This
has just been agreed and we will monitor and report on outcomes.
Difficulties with adolescent behaviours has meant increasing stress and risk for staff and
young people within the Trust and significantly delaying discharge, necessitating increase
levels of support from the safeguarding team and physical interventions lead.

Key challenges and risks to meeting CQC standards are reviewed regularly by the Safeguarding
Steering Group. These are described in Annex 4.
The Safeguarding Steering Group reports to the Quality Assurance Committee regarding on going
action plans to ensure good compliance with national safeguarding standards, as described in the
CQC Essential Standards of Quality & Safety.
5. Domestic Abuse
The impact of domestic abuse on adults and children is devastating. Within UHPNT staff are able
to identify, assess and support victims of domestic abuse, recognising safeguarding concerns.
NICE Guidance on Domestic Abuse requires staff to be familiar with best practice guidelines.
•
•

Domestic abuse is included in the safeguarding agenda of the Trust.
Domestic abuse training is incorporated into the mandatory training programme for
safeguarding, enabling staff to, recognise signs of domestic abuse, be aware of the impact,
identify and refer appropriately.
7

Alison O’Neill Jan 2019

Item 14
•
•

•
•

There is a need to consider further evidence routine questioning regarding domestic abuse
within the Trust
The safeguarding team attend Multi-agency Risk Assessment Committee (MARAC)
meetings regularly in Plymouth and Cornwall and are moving to support Devon to input and
receive vital information to enable multi-agency planning to protect victims of high level
domestic abuse.
Trust safeguarding leads participate in strategic and operational multi-agency meetings.
The safeguarding team undertake publicity and teaching regarding Domestic Abuse to raise
the profile within the Trust, working with multi-agency partners from across the region.

6. Prevent
Healthcare professionals have a key role in the Prevent agenda, working with vulnerable
individuals who may be at risk of being exploited through radicalisation and subsequently drawn
into terrorist activity.
The Trust has effective systems and processes in place to respond promptly to issues of concern;
nominated Prevent Contacts are identified. Staff can discuss any concerns they have regarding an
individual and receive advice on actions needed to comply with national reporting processes.
Leads are in place and we co-operate and submit to national reporting systems.
7. Child Sexual Exploitation, Sexual Abuse, Modern Slavery and Female Genital Mutilation
(FGM)
There have been significant developments and new information regarding identification and
prevention of Child Sexual Exploitation, Sexual Abuse and Modern Slavery. The safeguarding
team have engaged in multi-agency strategic meetings and the development of processes to
manage and promote awareness in these areas.
The Trust highlight and report into the national reporting system cases of FGM as required.
Information has been included in safeguarding training and in supplementary training in paediatric
areas, reported cases have increased but numbers remain low compared to the national average
(2016-6 FGM cases 2017- 15 FGM cases 2018-19), most cases are reported through midwifery
services.
8. Midwifery
Organisational changes within the Safeguarding Midwifery Team last year have been very positive.
The development of the post within the team is working well and we continue to have safeguarding
midwives in each locality who will care for most of the substance misusing mothers with this
support. This enables the sharing of expertise across the service and will facilitate succession
planning.
Referrals into the safeguarding midwifery team continue to steadily increase with an average of 70
a month. Requests for court reports have also continued to rise which has increased the workload
of the safeguarding team in supporting midwives in this area. Recorded court reports needed from
Midwifery in 2016-3 in 2017-19 2018-25.
The total number of referrals to the UHPNT midwifery safeguarding team have increased as
follows:
2016-741
2017-813
2018-988
The complexity of cases referred to midwifery does seem to be increasing and there is an intention
to audit this within the next year.

8
Alison O’Neill Jan 2019

Item 14
9. Deprivation of Liberty Safeguards (DoLS)
The Trust uses its Restraining Therapies guidance, including the relevant risk assessments;
clinical decisions tool and care plan; documenting mental capacity assessments and Best Interest
decisions. This guidance promotes a systematic review of patients requiring non-physical and
physical intervention (restraint) in hospitals and prompts applications to supervisory Local
Authorities for DoLS where required.
There has been an increase in reporting of incidents involving use of restraint and physical
intervention over the past year. Physical assault on staff on occasion on both children’s adolescent
and some adult wards from confused patients continues to be an issue. The Trust has a Band 7
Physical Intervention lead (with clerical support) to promote and deliver training, provide assurance
and support staff in this difficult area.
DoLS authorisations are notified to the CQC enabling an overview of the use of prolonged/
continuous restrictions and restraint. DoLS in an acute hospital applies where there is use of
chemical, physical and/or observation restraint of a patient who lacks mental capacity. Restraint
may be used in order to provide and maintain life-saving treatment: for example high observation,
1:1 support, bed-watch locked doors or medication management to maintain the patient’s safety
(and the safety of others or to keep a patient on the ward for vital clinical treatment.
Following legal ruling regarding DoLS, the threshold for applications was lowered to include
anyone who is under constant supervision and not free to leave. In 2015-16 this led to an increase
in number of applications made for DOLS which has been maintained this year:
•
•
•
•
•
•

2012-13 – DOLS applications = 11 (April – March)
2013-14 – DOLS applications = 12 (April – March)
2014-15 – DOLS applications = 23 (April – March)
2015-16 – DOLS applications = 164 (April – March)
2016-17 – DOLS applications = 195 (April – March)
2017-18 –DOLS applications= 215 (April – Dec) It is estimated that at the current referral
rate the total number of referrals will be 285 representing annual increase of 43%.

To improve compliance with DoLS processes, further training needs to continue to be delivered.
Processes are in place and will be amended with expected updating in 2019. The Trust continues
to work with Local Authorities and Clinical Commissioning Group to ensure DoLS assessments are
undertaken in timely manner and necessary notifications are made and more recently clarification
has been established with CQC and the formal notification criteria. The demand and compliance
with the process in significantly increasing and in turn the support needed for clinicians continues
to be provided by the safeguarding team to ensure safe, timely and appropriate implementation of
processes to protect adults at risk.
The safeguarding team provide more support to complete the processes especially in adult high
risk areas when possible. This would ensure increased confidence and compliance with
Safeguarding adult and DoLS processes reducing risk to individuals and the organisation.
Moreover, the formal review of the safeguarding Adults Service identified a need and made a
provocative proposition for establishing an operational team, notwithstanding the recruitment of the
retired MCA/DoLS Medical Lead.
The safeguarding team will continue to support clinical teams as much as possible to reduce the
risk of unsafe discharge, relieve some clinical pressure and strengthen knowledge and
understanding of the safeguarding process within the Trust. This is a challenging field at present
due to rapidly increasing demand for the service but with the seconded support one day a week
training have been provided to over 300 staff in a 3 month period. In addition, Patient Information
leaflets have been designed, on-line decision-support tools have been piloted and a revised Policy
is imminent.
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10. Safeguarding Training
The Trust Level 1 and Level 2 Safeguarding training programmes are revised annually, as a
minimum and are available as eLearning or face-to-face training. Safeguarding training at these
levels is combined for safeguarding children and adults, this being included in the Induction
Programme and Mandatory training three yearly rolling programmes.
Safeguarding Children, Level 3 Child Protection training is delivered on a Multi-Agency bases in
co-operation with Plymouth Safeguarding Children’s Board as recommended in the safeguarding
children’s intercollegiate document (2015).
During 2018 the awaited safeguarding adult intercollegiate document was published. There is a
need to review training to ensure all recommendations are followed and this is a priority for the
safeguarding team.
Training figures for level 1 and 2 remain good within the Trust and there is a need to review and
improve compliance at level 3. There has been vacancies within the safeguarding team and it is
possible that some of the reduction in the figure for 2019 due to lack of capacity to input data.
January 2016 training
% figures
Level 1
97.6%
Level 2
90.3%
Level 3
75.2%

January 2017 training
% figures
Level 1
97.86%
Level 2
90.3%
Level 3
84.52%

February
2018
training % figures
Level 1
98.29%
Level 2
90.19%
Level 3
82.66%

January
2019
training % figures
Level 1 99.32%
Level 2 90.31%
Level 3 80.70%

11. Physical Interventions and Conflict Resolution
The Trust has an established guidance in the use of physical and non-physical intervention
(restraint), this ensures appropriate restraint is used which is compliant with Mental Capacity Act
(2005) and avoids abuse. With additional support extra training continues to be provided in clinical
areas and departments to ensure staff are knowledgeable and confident in this area.
There is increasing pressure on clinical staff to cope with increasing levels of abuse. See
below:
900
800
700
600
500
400
300
200
100
0

Total number of incidents
Incidents Involving Restraint
Incidents where Safeguarding
identified

Systems have been put in place to ensure staff are trained in conflict resolution and restraint
therapies. There is a growing need and demand for this service and proposals are currently being
drafted to increase provision. This service is under development to increase support and training
for staff.
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This service is in great demand within the Trust and the expressed need from areas requesting
training and support is difficult to cope within existing capacity. There is a need to provide a more
permanent training venue for this type of training and expand the team to reduce the expense of
outside trainers and ensure support specifically meets the increasing demand from within the
organisation. This will help to ensure processes are followed to safeguard the Trust, staff and
patients
12. Audit
Audit plans for 2018 were reviewed:

1.
2.
3.
4.
5.

Compliance with Children & Young People who are ‘not brought’ policy.
Awareness of safeguarding processes within the Trust
Use of the Domestic Abuse question in Maternity
Awareness of the Mental Capacity Act. (currently being reviewed).
Assessment of work streams trends and themes are monitored through the safeguarding
DASH Board and reported through the Safeguarding Steering Group.

We have further developed assessment of work streams and reporting within the team and partially
completed audit of staff awareness of safeguarding processes within the Trust and DoLS.
13. Conclusion and Recommendations
University Hospitals Plymouth NHS Trust continues to demonstrate leadership, processes and a
positive culture to ensure the safeguarding of people at all levels of the organisation. Commitment
and responsibility for safeguarding is everyone’s business and is relevant at all levels of the Trust.
As a statutory agency, the Trust can demonstrate that it is fully engaged, committed and supportive
of the work of Local Safeguarding Boards, sub groups and multi-agency structures, processes and
working. We are engaged with multi-agency partners at strategic and operational levels. A culture
exists where safeguarding people is promoted and abuse prevented. Standards are maintained
and good and poor practice is identified, highlighted and actioned. We will continue to work with
Local Safeguarding Adult and Children’s Boards (or its replacement body) to ensure that during
this period of change UHPNTs patient’s needs are represented.
The safeguarding team will continue to raise awareness of safeguarding, team, issues and
processes within 2019. This will include increased presence of the team in clinical areas including
regular proactive support to wards and departments especially those with high need including ED.
The Trust can demonstrate that it is responsive to the national and local changing landscape of
safeguarding. There have been improvement in response times to Section 42 safeguarding adult
enquiries and full investigations and report writing with further support offered to clinical leads to
build expertise and knowledge in this area.
The recruitment of a Physical Intervention Senior Nurse and clerical support for the Trust is a
positive step forward to support the assurance of action in difficult situations and to support staff
with restraint training and feedback in difficult situations. This service is under review as present
capacity is not sufficient to meet demand. There is a need to ensure adequate training facility
provision. Demand for support from clinical areas is high.
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Staff are engaged with training at the appropriate level required. Training compliance is
consistently reaching expected levels at level 1 and 2 and is under review at level 3. The team will
continue to monitor and work to improve compliance. In house training will continue to be updated
as needed internally to ensure we comply with up to date legislation and guidance. We will
continue to engage with the LSCB to ensure the needs of our service are reflected in multi-agency
training and that we participate in delivery as expected. Adult training will be reviewed in light of
new guidance and it is thought changes will be needed especially regarding level 3 training.
Provision of support, monitoring compliance and training with respect to MCA and DoLS will
remain a priority in 2019.
Audit will be a priority in 2019 to ensure we can further evidence compliance with safeguarding
expectations from the Safeguarding Boards, CQC and government and local agendas. This will
enable the team to take action to address any issues identified, evidence and share excellence in
practice. Review of alerting records, staff awareness of safeguarding and understanding of DoLS
and MCA and currently planned.
Safeguarding service demand continues to grow and will be monitored and re-evaluated to ensure
we continue to ensure efficient and effective use of service provision. The team will continue to reevaluate and refine processes to ensure best use of resources and safeguarding people is a
priority. Review of systems will continue to ensure they are as simple as possible for clinical staff to
implement whist retaining compliance with national standards and upholding safety for all.
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Structure for Safeguarding Service at Plymouth Hospitals
NHS Trust Jan 2019

Annex 1

Chief Nurse
(Safeguarding exec lead)

Director of Midwifery
and Named
Midwife (MW)

Safeguarding MW
Team
Band 7
Safeguarding MW

Deputy Director of
Nursing

Head of Safeguarding and
Named Nurse Safeguarding
Children

Physical
Intervention
team
Band 7 (1.0
WTE)
Band 3 (1.0)

(1.0 WTE)

Band 6
Safeguarding MW
(1.0 WTE)

Safeguarding Team
Nurses covering adults and children
Band 7 (2.0 WTE)

Band 8A Safeguarding Adults NN
(1.0 WTE)

Safeguarding Adults Nurse
Band 7- (1.0 WTE)

Safeguarding
Nurse
Band 5 (0.8
WTE) Shared

Safeguarding Clerical Team
Band 4 (1.0WTE including
0.2 For Child death co-ordination)
Band 3 (1.2 WTE)

Diagram
Showing structure and accountability for the Safeguarding team.
Direct Line Management shown in bold arrows.
Lines of communication and professional leadership in faint lines
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Summary of Trust Compliance for Safeguarding Adult
standards

Annex 2

The Trust is compliant with safeguarding adult’s standards and has made good progress
to raise standards of care to appropriately safeguard adults at risk in our care. Legal
rulings regarding the implementation of Deprivation of Liberty Safeguards, under the
Mental Capacity Act have increased the need for DoLS applications yet continues to be a
concern re full compliance with Mental Capacity Act.
For Safeguarding Adults the Trust has the following in place:
•

Safeguarding Adults policy is in place and will be reviewed this year

•

An established Safeguarding Steering Group – to provide leadership for both
Safeguarding children and adults; this has reported annually to the Trust Board.
Objectives for the group reviewed and updated annually.

•

Lead Officers for Safeguarding Adults are identified for services dealing with
adults at risk

•

Good working relationships with multi-agency partners across Plymouth, Devon
and Cornwall are in place, including reliable attendance at Local Safeguarding
Boards, with consistent representation from UHPNT.

•

The Trust complies with both NHS standards and current legislation and meets
statutory requirements in relation to carrying out relevant recruitment checks for
staff.

•

Safeguarding Team work well with other specialist services for adults at risk to
promote multi-agency working with vulnerable groups including patients with
Mental health, Learning Disabilities, Elderly, Alcohol issues.

•

There is inclusion of safeguarding training (children and adults) on all mandatory
training programmes.

•

The team participate in multi-agency public awareness campaigns re safeguarding
adults issues, including modern slavery and domestic abuse.

•

The Trust follows safeguarding policies and procedures published by Plymouth
Safeguarding Boards.

•

Leadership for PREVENT agenda established, with training to key clinical staff re
Channel processes (reporting re terrorist activity).

•

The Safeguarding Team continue with work to increase the profile of Domestic
Abuse and other safeguarding issues in the organisation.

•

CQC Action plan continues to be supported by Quality team is in place
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Summary of Trust Compliance for Safeguarding Children

Annex 3

standards
UHPNT has made good progress to raise standards of care to safeguard children and can
demonstrate compliance with standards. The following are in place to provide assurance of
compliance
•

Children’s Safeguarding Policy is in place

•

The Children’s Safeguarding function is very active within the safeguarding team. The team
includes the Named Nurse, Named Doctor and Named Midwife and senior safeguarding
nurse advisers.

•

Referrals are received, monitored and advice is given to staff across the Trust.

•

Positive liaison and good working relationships are maintained with multi-agency partners
across the peninsula at strategic and operational levels

•

The established Safeguarding Steering Group provides leadership for both Safeguarding
children and adults

•

Work continues to raise the profile and provide support for people suffering from Domestic
abuse, Modern Slavery and Child Sexual Exploitation, including work with multi-agency
partners at operational and strategic level.

•

There is consistent representation from UHPNT to all Local Safeguarding Boards and subgroups and this will continue with changes in process

•

The Trust complies with both NHS standards and current legislation and meets statutory
requirements in relation to carrying out relevant checks for staff

•

There is good uptake of training and system for recording compliance. Level 3 training levels
are above 80% and will continue with other levels to be monitored

•

Safeguarding children supervision is formalised, with some excellent examples of practice
and will be extended. With work continues to increase scope for supervision across the Trust

•

Improvements continue to be made to the management of safeguarding children referrals
and liaison in liaison with community health colleagues. Data collection systems and
recording have been further refined to provide assurance and increase accuracy of
monitoring and governance.

•

The safeguarding team have participated in multi-agency audit representing the Trust in
areas of review with good outcome and audit of systems alerts and staff awareness of
process have taken place and will be repeated following further action

•

Audit has been reviewed and some progress has been made. Forward planning is in place

•

We continue to monitor and complete actions from Serious Investigations, Local Case and
Serious Case reviews through the Safeguarding committee

•

Physical Interventions lead has been appointed and the service is developing to support staff

•
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Summary of Actions to Improve Safeguarding Standards

Annex 4

•

Progress is needed to ensure all children’s notes are contained within a single record.
Movement towards paperless systems will improve this goal.

•

Compliance with all safeguarding training is good and needs to be assured (CQC 2016), all
training will continue to be monitored and compliance reported through the steering group

•

Continuation of training for DoLS processes and applications is required and to evidence
effectiveness and implementation of existing increased training. There is a need to continue
to improved use and uptake of DoLS applications, ensuring care plans are compliant with
Mental Capacity Act requirements.

•

There is a need to continue to review processes and support offered to meet increasing
demand for safeguarding services within resource including areas of mental capacity and
DoLS support

•

The Trust continues to evidence that staff report concerns in a timely manner, about
employees whose actions suggest that they may pose a risk

•

Assurance is given and continues to be needed that actions from Serious Incidents and
Serious Case reviews re Safeguarding, are completed

•

Appropriate UHPNT staff need to have access to other organisations’ clinical information
system, in order to ensure a co-ordinated approach to ensuring access. Work has
progressed and is on-going to achieve this.

•

Following recent serious investigation recommendations alerts are now placed on records
when a child misses significant appointments so that staff using other systems are alerted.
This will be monitored to ensure consistence is evidenced.

•

There is a need to review the safe use of the recommended risk assessment tool for
Domestic Abuse, including a review and extension of the use of Routine Inquiry re
Domestic Abuse

•

Work needs to be carried out to be able to evidence that the Trust demonstrates the voice
of the child in written assessments

•

Safeguarding Supervision is offered regularly to practitioners have caseload responsibility
for children and adults at risk of abuse. Further expansion of supervision is planned to
further embedded in policy and in practice in high risk areas.

•

Audit and evidencing of safe practice is a priority for the Safeguarding teams. The audit
plan needs to be fully implemented in a timely fashion.

•

Work continues to ensure we remain fully engaged with all relevant partner agencies and
improve prompt discharge of young people specifically with behavioural difficulties.

•

There is insufficient provision of Physical Intervention (PI) and conflict resolution training
within the Trust and a need to reduce the use of outside trainers due to cost and lack of
governance.

•

There is a need for more capacity within the PI team to support staff with issues of verbal
and physical abuse towards them

•

There is a need for appropriate training venue to carry out Physical Interventions training.
16
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•

There is a need to appoint a Medical Lead in position for Mental Capacity

•

Restraining Therapies protocol to ensure appropriate restraint used which is compliant with
Mental Capacity Act and avoids abuse.

•

Plans are in place to support a project to host a Specialist Independent Advocate in the
safeguarding Team. This will further support staff, offer bespoke training and evidence
compliance with process.

17
Alison O’Neill Jan 2019

This page is intentionally blank.

PLYMOUTH SAFEGUARDING ADULTS BOARD
ANNUAL REPORT 2017 - 2018
Committed to ensuring improvements in the safeguarding of adults at risk of abuse,
neglect or exploitation by Assurance, Challenge, Support and Learning

Plymouth

CONTENTS
1.

Independent Chair’s Foreword

2.

Who we are and what we do

3.

Safeguarding in numbers

4.

Review of progress and achievements

5.

Safeguarding Adults Review

6.

Member’s reports

7.

Priorities and plans for the year ahead

Appendix 1: Budget

2

INDEPENDENT CHAIR’S
FOREWORD
I am pleased to introduce Plymouth Safeguarding Adults Board Annual Report for 2017/18,
which represented another exceptionally busy year for the Board and its partners. We’ve
made significant progress in many areas of our work as outlined in our Strategic Plan. I
would like to thank the staff that work so hard in the Business Unit, the Chairs and members
of sub groups and all my Board members for their hard work and commitment to meet our
statutory requirements and quality standards.
The report sets out all the work that has been undertaken from April 2017 to March 2018.
In particular I am pleased to see the progress made with our efforts to improve participation
and engagement with adults with care and support needs and their carers. Harnessing their
lived experiences is key to ensuring adult safeguarding services continue to improve and
reflect the needs of those requiring support. I look forward to this work informing new
approaches to our engagement processes in 2018/19.
In 2017/18 considerable work was undertaken to complete or progress statutory reviews.
The Board published 2 Safeguarding Adult Reviews with recommendations for a range
of agencies in the City. These reviews are a significant undertaking and represent an
opportunity for practitioners, managers and senior leaders to reflect on practice and deliver
changes to improve inter-agency communication, systems work, culture and leadership. Of
equal importance is the insight these reviews provide for family members. We are constantly
looking to improve the way we deliver these reviews and how we ensure that learning is
embedded and meaningful changes are made.

Organisational changes have continued to impact on many of our partner organisations
throughout the last year. This has affected the funding available for Board work as well as
challenging the timeliness of some partners’ contributions and completion of work. This led
to the commissioning of a review of our arrangements which will be published in 18/19.
The review will examine the best way to organise the board’s work, how to resource it
and ultimately deliver the collective aspirations the partners hold for ensuring we safeguard
adults at risk of abuse in Plymouth.
There remains much work to be done. I am confident that we will continue to improve
our focus on outcomes offering challenge and support to agencies to deliver the very best
services for service users in Plymouth.

Andrew Bickley
Independent Chair
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WHO WE ARE AND WHAT WE DO
Plymouth Safeguarding Adults Board (PSAB or ‘the Board’) is a statutory
body set up by the local authority in line with requirements of the Care Act
2014. Our main objective is to ensure that local safeguarding arrangements
and partners act to help and protect adults at risk in our area.The Care Act
2014 requires statutory members of the Board to include; the Local Authority,
the police and the Clinical Commissioning Group.

What does the annual report include?

In Plymouth the SAB is also supported by a range of other key partner agencies and
stakeholders as associate members:

 How we have done in delivering agreed priorities in 2017/18 and the associated work
of our sub-groups during the year

 NHS England

 An overview of published and ongoing Safeguarding Adult Reviews

 Care Quality Commission (CQC)

 Our priorities looking forward

 Office of the Police and Crime Commissioner (OPCC)

 The contributions of our member organisations to adult safeguarding locally

 South Western Ambulance Service NHS Foundation Trust (SWAST)

This report will be published on the PSAB webpages for all partners and members of the
public to access. As required by the Care Act, it will also be submitted to the Chief Executive
and Lead Member for Health and Adult Social Care for Plymouth City Council, Chair of the
Health and Wellbeing Board, the Police and Crime Commissioner for Devon and Cornwall,
the Chief Constable of Devon and Cornwall Constabulary, and Healthwatch Plymouth.

 Livewell Southwest CiC
 Plymouth Hospitals NHS Trust (PHNT)
 Plymouth, Cornwall and Isles of Scilly Local Delivery Unit, HM Prison and Probation
Service (HMPPS)
 Dorset, Devon & Cornwall Community Rehabilitation Company (CRC)
 Sovereign Housing Association
 Independent Lay member
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Safeguarding Adults Boards are required to produce an annual report that details what
both the SAB and its members have done to carry out and deliver the objectives and other
content of its strategic plan. This annual report includes:
 The data gathered regarding adult safeguarding in 2017/18

It is expected that those organisations will consider the contents of the report, and how
they can improve their contributions to both safeguarding in their own organisations, citywide safeguarding networks, and in partnership with the Board.

Plymouth
Safeguarding
Plymouth Safeguarding
Adults Board (PSAB)
Adults Board
Independent Chair: Andy Bickley

PSAB Executive Group
Chair:
PSAB Independent Chair
Membership:
PCC, Police, CCG, Sub Group Chairs
Function:
Co-ordination of sub-groups, Governance and daily
business of the Board Embed Equality & Diversity,
Oversight of SAB Strategic Plan

Safeguarding Adult Review (SAR) Sub-Group
Chair: Local Authority Independent Chair
Membership: PCC Strategic Safeguarding Lead, Police,
CCG, Lay Members as appropriate
Function: Receive and consider SAR Referrals,
management of SAR process, embed principles of
equality & diversity

Policy and Lead Officer Sub-Group
Quality and Performance Sub-Group

Chair: Local Authority Independent Chair

Chair: Lead SAB member

Membership: Agency/Provider Safeguarding Lead
Officers

Membership: Agreed as appropriate
Function: Analyse data, trends and national
benchmarking information, carry out multi-agency case
audits, report to the Executive Group and PSAB

Function: Vehicle for multi-agency communication,
review policy, practice and case studies, consider
learning from Safeguarding Adult Reviews and
implications for practice, recommend to Exec group
and PSAB
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SAFEGUARDING IN NUMBERS
The Board receives regular reports on the previous quarter’s data and the establishment of
the Quality and Performance sub group has provided meaningful scrutiny of the information
as well as qualitative analysis. This has informed practice and recording guidance for
practitioners, the review of the PSAB Strategic Plan and themed case auditing going forward.

Levels of safeguarding concerns received
When a case is referred for consideration, we undertake a triage process to enable us to
decide whether, and which type of safeguarding response is required. This year we recorded
a decrease in cases accepted as safeguarding concerns; in 2017/18 there were 1,523
concerns, representing a decrease of 22 % on the previous year. This decrease is a result of
an improved triaging process, rather than a reflection of a reduction in the numbers referred
for consideration; these increased in 2017/18 to a total of 3,926 from 2,710 in 2016/17.

Figure 1 – Numbers of Safeguarding concerns and S42 enquiries
Figure 1 – Numbers of Safeguarding concerns and S42 enquiries
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Figure 5 below illustrates the different outcomes recorded and splits by source of risk.
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It is more likely that ‘no action’ will be taken if the source of the risk is an individual not
known to the victim, this is a change from 2016/17 when it was more likely no action would
be taken if the victim knew the alleged perpetrator. This shift can also be attributed to the
improvement in recording outcomes alluded to previously. In 22% (11) of cases where the
perpetrator is unknown, no action has been recorded. No action has been taken in 20%
(143) of cases where the perpetrator is known to the victim and more than two thirds of
these (67%) were down to the enquiry being ceased at the request of the victim. In 18% of
cases where the source of risk is a provider of social care support the outcome recorded is
‘no action taken’, this is down from 20% in 2016/17 and re-emphasises the improvement in
this area. Overall safeguarding action has been taken in 80% of closed enquiries in 2017/18.

Figure 5 – S42 Enquiry outcomes and by Source of risk
Figure 5 – S42 Enquiry outcomes and by Source of risk
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In all safeguarding enquiries we try to help the adult at risk stay safe from harm, in line with
their wishes wherever possible. This may involve taking action against the person who caused
the harm or a protection plan to prevent reoccurrence of the harm. Our success in doing
this can be partially measured by looking at the outcomes recorded for the victim at the
conclusion of each enquiry. Analysis by the Quality and Performance sub group has led to
practice guidance and improved recording, represented by reductions in some of the types
of recorded outcomes.
For example, over the past 12 months the number and percentage of enquiries closed with
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4. REVIEW OF PROGRESS AND ACHIEVEMENTS
In terms of the 2016-19 Strategic Plan, we have completed a number of objectives and are on track to deliver the ongoing work.

Strategic Plan 2016-2019 Tracking
We said we would:

Outcome

Risk Management & Self Neglect: develop , pilot and launch the ‘Creative Solutions Forum’, to consider creative options for people with highly complex
needs and presentations that require a multi-agency response

Complete and ongoing

Mental Health: gain assurance from commissioners that safeguarding principles are embedded and actively promoted throughout the mental health system.
Ensure that learning from SCRs & SARs are embedded in operational practice

Ongoing

Engagement and Participation: increase understanding of adult safeguarding across the city. Ensure local people with care and support needs and carers are
involved in the safeguarding plan and that feedback is collated and used to improve practice

In progress

Quality Assurance: develop a multi-agency sub group to analyse data and evaluate trends and patterns for which the SAB will seek assurance and /or action
plans from relevant agencies

Established and ongoing

Learning & Development Strategy: produce and monitor an agreed competency framework for Board partners and related agencies and organisations.

Agreed and underway

SAB management arrangements: design and establish appropriate SAB management processes and procedures. Develop a SAB communication strategy,
including revised web pages and use of social media and mechanisms for Board partner agency self-assessment and member appraisal.

Included in SAB review and in
progress

In addition we have also considered and actioned a number of related work streams to support our priorities:
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Issue

What did we do

Improvement/Outcome

2017/18 review of PSAB

Commissioned a review of Board function,
form and funding.

Confirmation of statutory duties fulfilled and positive benchmarking. Findings will
inform revision of the business plan and associated work streams

Contribution to the development of SAB
Independent Chairs’ national, regional and
peninsula networks, as communities of practice

Established and consolidated links to relevant
networks, SAB managers and regional Local
Authority safeguarding leads

Improved consistency of approach, shared understanding and focus for common
challenges. Dissemination of best practice and associated improvement in standards.

Strengthening of relationship between Plymouth
Adult and Children’s Safeguarding Boards, Safer
Plymouth and the Heath & Wellbeing Board.

Developed a collaborative working protocol
across the strategic partnerships, and links
between the various Board Chairs.

Joint safeguarding board work has provided efficiencies, shared knowledge and
consistent scrutiny by the joint Independent Chair. Partnership Board Chairs are
better informed on developments and vision across the leadership system in
Plymouth.

SAFEGUARDING ADULTS REVIEWS
The full reports of the published reviews to date are available on the following links

Serious Case Review ‘V’ published
June 2017:

Safeguarding Adult Review ‘Ruth
Mitchell’ published November 2017:

http://web.plymouth.gov.uk/serious_case_review_v_2017.
pdf

http://web.plymouth.gov.uk/safeguarding_adult_review_
ruth_mitchell.pdf

This review was commissioned prior to the Care Act
implementation in 2015 and accordingly remained an
SCR. The progress of recommendations is monitored by
the SAR sub-group, and those particularly for housing
providers are being progressed via a task & finish group led
by our housing Board partner. A year on from publication,
further work is currently being undertaken to assure the
Board, completed actions linked to the recommendations
are reviewed and updated as necessary.

A task & finish group, comprising relevant agency
representatives, are undertaking the work to develop an
action plan to meet the recommendations set out in the
report. Of particular focus is work to improve awareness,
systems and actions related to risk management and
self-neglect. Our local health and social care provider
has included this area in mandatory training to ensure
all staff have the appropriate information to recognise
the risk of self-neglect and how to raise concerns. In
addition the Creative Solutions Forum has continued to
successfully support workers and agencies in situations
where non-engagement, self-neglect and risk are apparent.
The Creative Solutions Forum continues to receive high
levels of interest regionally and nationally, recognition
that Plymouth has taken an alternative and innovative
view of how to manage risk fluidly, and supports workers
and agencies to achieve positive change in an individual’s
circumstances.

Safeguarding Adult Review ‘DP’:
During the scope of this Annual Report we received a
referral to look into the circumstances surrounding an
individual who had been convicted of a murder which
occurred at New Year 2015. The review is unusual in that
the subject is the perpetrator of a serious crime, but the
referral was accepted under the criteria for the Care Act
section 44(4); A SAB may arrange for there to be a review
of any other case involving an adult in its area with needs for
care and support (whether or not the local authority has been
meeting any of those needs). The review process continues.
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MEMBER’S REPORTS
This year we asked our members to report on their contribution and engagement with
a number of areas of work, including the priorities in the Strategic Plan, embedding of
learning from Safeguarding Adult Reviews, training provision and uptake, key areas of
development and plans and ambitions for 2018/19 in terms of adult safeguarding.

As lead agency for adult safeguarding, the Local Authority continues to fulfil its statutory duty to
maintain and support the Board, including provision of management support. Resources have been
provided to chair and facilitate sub groups and for work streams related to agreed priorities. In addition
we facilitated the review of the Board’s function, format and funding, the recommendations from which
will inform the review of the Strategic Plan going forward. PCC provides overall management of the
SAR sub group and its processes. Co-ordination responsibilities have included commissioning and
progression of SARs, management of media involvement, oversight of consequent learning events and
agencies’ action plans, and reporting of related assurance.
This year has seen a review of the Council’s retained adult services, including those for operational and
strategic safeguarding. The resulting restructure is expected to increase capacity for partnership working
and support of the PSAB. Plans are underway to further develop the strategic safeguarding leads’
network in the City, along with arrangements for multi-agency case auditing to improve practice and
recording.
The Local Authority co-ordinates and manages delivery of the multi-agency adult safeguarding
training programme across sectors and agencies. Specific training for managers is provided to support
leadership roles, facilitate opportunities to share experiences and concerns, and contribute to
service improvement and development. Internally we continue to deliver adult safeguarding induction
awareness sessions to newly qualified social workers in our Children, Young People and Families Service,
and tailored safeguarding awareness to all councillors and elected members.
For the coming year, we will continue with all of our commitments to the PSAB, with a focus on
the recommendations from the Board review and work of the Quality and Performance sub group.
Operationally we will be looking to improve the quality of referrals and pathways into related services,
and to further develop the system through partnership working and our strategic network.
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In terms of the Strategic Plan, NEW Devon CCG continue
to support the work of Creative Solutions Forum. Where
appropriate the CCG Safeguarding team have raised
the profile of the forum and self -neglect agenda with
NHS providers via the CCG assurance processes. Our
commissioners continue to work in partnership with Local
Authorities and NHS providers across the Devon and
Peninsula wide system to ensure mental health provision
is appropriate to the needs of our population. Patient
experience is an essential component of commissioning
services with the voice of the service user being at
the forefront. We have presented patient safeguarding
experiences at safeguarding training to ensure the voice
of the person is heard, and all NHS related cases are
reviewed by the CCG safeguarding team to ensure
providers are making safeguarding personal to meet the
wishes of the person.
We continue to provide support to the PCC safeguarding
team regarding safeguarding concerns relating to health
care delivery, including assurance of the quality of any
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enquiry prior to closure. Our defined internal governance
process includes an Integrated Safeguarding Steering
Group which reports up to the Quality Committee in
Common which in turn reports to the Governing Body.
We have made a significant contribution to the Learning
& Development Strategy, particularly in terms of reviewing
competency frameworks and the expected NHS England
framework for health practitioners. As a statutory member,
NEW Devon CCG continues to be fully engaged with the
Board and sub groups and adding value to the strategic
plan, and contributed at senior level to the Board review.
Regarding responses to SARs, we have shared the
learning from both published reports at the Regional
NHS Safeguarding Leads Network meeting. NEW Devon
CCG supported the learning event for the SAR ‘Ruth
Mitchell’, and relevant staff attended a number of learning
events relating to the thematic review of SCR/SARs
commissioned by the regional ADASS safeguarding leads
group. Consequent learning has informed current SAR case
discussions. The published SAR reports and learning points
are sent directly to commissioning managers for review
and where appropriate to inform commissioning decisions.
A summary briefing report was sent to the CCG executive
team on the individual reports and learning to inform them
of the case and learning, and links to the SAR reports are
published in CCG newsletters.

The key development for our dedicated Safeguarding Team
remains the ongoing integration with that in the South
Devon & Torbay CCG. This will have a positive outcome in
respect to Board work, allowing staff to rationalise work
plans and priorities, identify emerging themes across the
system and share developments within partner SAB’s
with Plymouth colleagues. Specific safeguarding training
needs are matched to role profiles and is a mandatory
requirement. Awareness training is via e learning and all
new starters receive a safeguarding pack on induction,
and face to face training is delivered to key groups, with
compliance overseen by line managers. Annual safeguarding
adult training is delivered to the Governing Body members
and executive team, and compliance is monitored.
Plan for the coming year include continuing to develop
closer working relationships with partner agencies, and
to support the wider agenda of quality assurance and
performance mechanism. In addition, to progress the work
of the Safeguarding steering group under a new chair, and
to move to a position in safeguarding where thing are
done once if at all possible across the STP footprint. We
intend to strengthen provider compliance reporting and
monitoring under new local arrangements, and recruit to
Designated Doctor (Safeguarding Adults) post.

The Creative Solutions Forum is utilised within Plymouth
Basic Command Unit (BCU) to address the complex
issues of vulnerable adults in the community. We
provide neighbourhood knowledge of circumstances
and take an active part in decision making and holistic
discussion in order to help manage the complex needs
and vulnerabilities of individuals. Developments in relation
to the Policing and Crime Act require police to consult
mental health specialists prior to the use of section 136
to detain a person. The Street Triage process supports
this by making mental health specialists available to
police officers regarding appropriate responses and use
of the Mental Health Act. Access to mental health data,
specialists and a place of safety allow for adults in mental
health crisis to be assisted in a more considered way and
prevent unnecessary police detention. Improved detailed
recording of S136 detentions can be used to inform future
responses. Working with mental health services to protect
individuals is a listed objective in the Plymouth BCU
senior management team plan, we have a dedicated team
and have developed a new risk assessment / information
sharing/ decision making form; related training is being
developed for frontline Officers, and at a practitioner level,
work is underway to break down barriers and increase
understanding of mental health.
Regarding engagement, our publicly accessible website has
links to services and information connected to safeguarding
adults and associated crime or community concerns. We
are fully committed to ongoing partnership working and
are actively engaged with the local multi-agency Strategic
Leads network. Similarly we will continue to support
the work of the PSAB and its sub groups, with senior
management membership of the Board and Executive
Group, and regular management contribution to the SAR
sub group in particular.
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The PSAB is attended by the Executive with safeguarding
responsibilities and in the case of his absence he is
deputised by the Integrated Safeguarding Manager (ISGM),
thereby ensuring 100% attendance and commitment to the
PSAB. In terms of Board priorities, Livewell is fully engaged
with the Community Safety Partnership and ensures
attendance by appropriate staff. The Risk Management,
Self Neglect and Hoarding policy has been adopted and
the Principle Social Worker (PSW) has supported with
communication strategies and ongoing dissemination of
education and support for staff, including ensuring the
policy is embedded in our training programme. We have
strong links to the multi-agency strategic leads group which
identifies best practice.
The Executive with responsibilities for safeguarding has
led the establishment of the Quality and Performance
sub group and its work to look at the quality of the data
collected for the city; interpretation of this information will
be used to identify work streams for Livewell alongside
their PCC partners and the Board Manager. The themes
identified will form the foundation of a workshop to look
at how we can improve reporting, conversation rates for
enquiries and outcomes for the people we serve. It will
also support the identification of the key individual/groups
most at risk in the city so that services can be directed
towards them.
Livewell completed the training needs analysis framework
and submitted it to the Board for assurance of compliance,
with the offer of a robust training package for all staff.
This is currently based upon the intercollegiate document
(health based). The Bournemouth document has been
accepted by Livewell and will be incorporated into training
for staff. The levels will be correlated with the existing
health levels and the offer will be highlighted to staff
depending on their role requirements.
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Published Review reports are shared across the
organisation, and staff have attended subsequent learning
events. Senior mental health management supervise action
plans and resulting changes to practice, with Executive
oversight. SCR ‘V’ has been shared throughout Livewell, and
staff were invited to attend a learning event. The mental
health lead has overseen the action plans and resulting
changes to practice, with Executive oversight.

offer. We report training figures through our Quality and
Performance meeting and this is monitored on a monthly
basis. There is an Executive with responsibility for training
and therefore Board commitment to quality and delivery of
training, and plans are in place for the ISGM to hold regular
meetings with the training department, to pass on subject
knowledge to ensure the training offer is up to date and
relevant.

Key developments include continuing to drive home the
messages of the Risk Management and Self Neglect policy
to staff and work towards a better system of long term
risk management to prevent crisis and a safeguarding
intervention. In addition we will continue to embed the
key messages form the SCR/SARs and identifying means
of testing out changes in practice from the learning. We
have an identified training department that works closely
with the ISGM and PSW, who support in collaboration
with a senior PCC colleague to work through how to
embed the competency framework into the training

Future plans include maintaining delivery of risk
management and self-neglect policies and procedures
throughout the organisation, and ensuring that face to face
safeguarding training is maintained, delivering competent
support to local people and supporting the delivery of
the training competency framework. We will continue our
commitment to the Quality and Performance sub group
of the Board, to provide meaningful analysis of data and
inform the effectiveness of multi-agency safeguarding
policies and procedures.

This year the system of reporting and managing risk
within the Trust for adults at risk, including self-neglect,
has been significantly developed. This now includes
extensive feedback to staff, supervision and support
to reporters and professionals managing risk clinically.
During assessment within UHPNT full account is taken
of vulnerable circumstances and appropriate actions to
inform the Local Authority as needed are taken. Whilst we
are not commissioned to directly provide mental health
services, we liaise and work closely with commissioned
mental health services in our area to ensure the needs
of our patients with mental health issues are met. We
accommodate Livewell Southwest psychiatric liaison
teams within our premises and work closely with them
to ensure mental health needs of patients and robust
discharge planning is in place. In terms of engagement, the
Trust has an active patient participation process and holds
regular events with clinical leads and matrons to ensure
opportunities for patients to feedback their experience of
services.
Policies and processes are in place to ensure staff
awareness of responsibilities for safeguarding adults, and
are regularly reviewed and updated to ensure compliance
with national and regional policy, and reflect learning from
Safeguarding Adult Reviews. Adult safeguarding activity
is quality assured by a dedicated team who review all
reported safeguarding issues. Processes exist to ensure
timely, measurable responses to identified learning points.
Training is in place at relevant levels within the Trust to
ensure staff are made aware of their responsibility’s to act
to protect adults at risk and to report any potential abuse
appropriately. Standard training is regularly updated and
supplemented with additional area and subject specific
training and information sharing as needed to groups or on

a 1-1 basis. Training is combined with safeguarding children’s
training, and training figures are reviewed regularly and
steps put in place to improve compliance actioned as
required. E-learning is used to deliver training within the
Trust and face to face training is available, often area based.
Safeguarding training is part of the mandatory process,
available as part of every member of staff ’s induction. Audit
is in place to assess staff knowledge of safeguarding and
training and information sharing will be amended to meet
need. Our Safeguarding Adults team provide face to face
weekly training to meet individual area need, areas of high
need reviewing activity in the Trust are targeted in this way
to improve knowledge and focus is the understanding of
MCA and DoLS for front line clinical staff within their own
workplace.

develop clinical knowledge further regarding use of DoLS
and MCA legislation within clinical areas, and build closer
working relationships with senior clinical managers and
the safeguarding team to ensure safeguarding adults at risk
is embedded across the whole organisation. In addition,
to empower staff at all levels to take responsibility and
advocate for adults at risk in all circumstances and act
in their interests to protect, and to build on established
relationships within the multi-agency arena to ensure the
needs of adults at risk using Trust services are adequately
represented.

UHPNT are represented at executive level within PSAB,
we are active members and participate in decision making.
The Safeguarding Steering Group within the Trust is
chaired by this Exec lead, who regularly feeds information
regarding process and policy development to the group
and Trust leads which then informs safeguarding workplanning and service development. Relevant learning form
SARs is disseminated via teaching, incorporated into policy
development, discussed at management and operational
meetings and shared as needed and appropriate via
relevant professional publication. Specific training is
organised and structured to deliver information as required
to ensure information is shared with relevant services
within the organisation. University Hospitals Plymouth
were not involved in the immediate care for either recent
serious case review but learning has been taken into
consideration and the needs of patients with mental health
issues, self-neglect and the importance of multi-agency
communication have been emphasised in training.
In areas of development, we are currently reviewing staff
knowledge of Deprivation of Liberty Safeguards legislation,
legal literacy around mental capacity and implementation
of related processes. There are plans to build on work
to increase the profile of adult safeguarding and review
associated processes, and develop further understanding
about the need to prioritise and report issues regarding
safeguarding across the Trust at all levels. We intend to
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Sovereign Housing Association:
Sovereign represent the housing sector on the Board and
are an active contributor to the Board and Policy and
Lead Officers sub group’s debate and action. In terms
of priorities, we have circulating the Risk Management
and Self Neglect and Hoarding policy and coached staff.
This is augmented by an organisational working group
on Hoarding and Self Neglect, including plans to roll out
a related tool kit to all staff. We have led on the task &
finish group for recommendations for the housing sector
from both published reports, taking messages to local
teams through meetings and communications. In particular
work around housing aspects, and interactions with
mental health services and utility providers. In addition
we have established an increasing number of legislation
related courses to increase awareness of mental health
issues in enforcement action. We have championed the
Competency Framework in Sovereign and designing a
tailored version to be an integral part of the forthcoming
Sovereign Safeguarding Strategy review. Roll out to all of
our areas including Plymouth planned within the next 12
months.
We have developed an overarching Safeguarding Strategy,
to include a review of how we collect, store and share
information, and a competency framework for staff and
managers. Management of self-neglect and hoarding
is a key area for development in an environment with
decreasing support options. In regard to training, we deliver
 face to face training on Safeguarding for all Client
Facing Officers, reviewed and refreshed regularly
 Safeguarding training for managers, reviewed and
refreshed regularly
 Supplementary courses mental health/medication,
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MHA, MCA and other legislation
 E-Learning for all staff in the organisation, with ongoing
coaching of teams
 Collecting aggregate information on reports to assess
prevalence and awareness to inform the future training
program.
 Tool box talks for trades on recognising and
responding to and recording Safeguarding concerns.
 Induction and training for call centre staff on
recognising and responding to and recording
Safeguarding concerns.

Dorset, Devon and Cornwall
Community Rehabilitation
Company (DDC CRC)
Over the last year Dorset Devon And Cornwall
Community Rehabilitation Company have commenced a
quality assurance programme which includes a focus on
risk management and assessment as a core part of our
role. Related cases are reviewed by the local manager
in supervision and arrangements are in place for senior
management to review current practice in relation to all
safeguarding cases and we now have the ability to flag on
our case management system. Learning from SCR’s and
SAR’s are circulated to the team by the local manager
and discussed in team meetings. We have undertaken
an audit of the learning and development needs of our
staff and an e learning module has been developed in
relation to Safeguarding Adults. Areas for development
include ensuring our staff complete the e-Learning module
which will be rolled out to all our Probation Officers and
Probation Support Workers over the coming year and we
are developing a safeguarding adults practice champion in
each locality. .

PRIORITIES AND PLANS
FOR THE YEAR AHEAD
Following the review of PSAB in 2017 we are in the process of
implementing its recommendations, including
 development of the Board’s assurance role in regards to the Making
Safeguarding Personal agenda
 adoption of a Constitution and aligned Memorandum of Understanding
 revision of the Strategic Plan into a higher level public facing strategy
supported by a more detailed business plan. The priorities of which will
be informed by the output and findings of the sub groups, particularly
those from Quality and Performance.
 development of a peer review process to provide more in depth
learning outcomes, identified by a particular theme or element from
Safeguarding Adult Reviews
 development and actioning of the joint Children and Adult safeguarding
boards’ protocol to consolidate links with other partnership boards
 review membership of and contributions to the Board
and its sub groups
 implementing the joint safeguarding boards’
Communications Strategy
 reviewing the current website with a
view to a relaunch
 develop templates for members’ selfassessment and contribution
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APPENDIX 1
EXENDITURE 2017/2018
Planned
£

£

Quarter 1
Actual
Total
£
£

Quarter 2
Actual
Total
£
£

Quarter 3
Actual
Total
£
£

Quarter 4
Actual
Total
£
£

Annual
Projection Total
£
£

Safeguarding Employee Costs (includes oncosts) funded by SAB
Safeguarding Administrator (D Grade - 0.5 FTE)

12,629

3255

6510

9765

12,629

Safeguarding Training Administrator (D Grade - 1.0 FTE)

25,257

5441

10822

16323

25,257

Safeguarding Officer (J Grade - 1.0 FTE)

56,960

15122

30244

45366

56,960

94,846

23,818

47,423

71,454

94,846

94,846

94,846

11,122

10,000

11,122

16,600

20,000

16,600

2,046

5,000

2,046

Engagement of Independent Chair of the PSAB
10,000

SAB Independent Chair

2185
10,000

3185
2,185

2665
5370

3087
8035

Learning and Development
Adult Safeguarding Training
Safeguarding Enquiry Training

23,000

5,750

16600

Safeguarding Managers Training
23,000

5,750

11,500

17,250

Safeguarding Adults Review (SAR)
10,000

Independent Report Author

697
10,000

1349
697

0
2046

0
0

Supplies and Services
SAB engagement, promotions, publications and leaflets

3,000

685

Safeguarding Policy online platform costs

3,000

0

SAB Engagement Contract

8,300

8300
6,000

Total Actual Expenditure
Total Planned Expenditure

Funding Source
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236

3000
8,300

11,300

11,985

12,221

14,300

12,221

40750

77639

108724

136,835

144,146

136835

u/s
Underspend
PCC
CCG
OPCC
Total

7,311

143,846

Suggested Contribution TBC

£

Plymouth City Council

67.00%

96,377

NEW Devon CCG

24.00%

34,523

Police & Crime Commissioner (OPCC)

9.00%

12,946

100%

143,846

4898.37
1754.64
657.99
7311

21

Item 15

SUMMARY REPORT
Trust Board

25 January 2019

Subject

Fire Safety Annual Report

Prepared by

Dale Mills, Fire Safety Manager

Approved by

Stuart Windsor, Director of Estates and Facilities

Presented by

Nick Thomas, Deputy Chief Executive & Director of Site Services

Purpose
The purpose of this report is to provide the Trust Board with assurance that the
standard of Fire Safety within University Hospitals Plymouth NHS Trust
(UHPNT) complies with Health Technical Memorandum (HTM) 05-01: Managing
Healthcare Fire Safety.

Decision
Approval
Information
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Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position Create Sustainable Future


Executive Summary
The Trust has a commitment to complete the Fire Safety projects that were commenced in 2018,
and to continue making further improvements in the physical estate during 2019 and beyond. The
Trust continues to invest to improve the standards of Fire Safety across the organisation.
To provide assurance of this, the annual audit of Fire Safety Management was recently completed
by the Trust’s external Authorising Engineer for Fire. This confirms that progress had been made
during the past year. The audit identified areas that had notably improved, or were considered to be
good practice. These included:
• Work to survey the Fire Dampers, rectify many of the issues identified, and establish an
ongoing programme of remedial works. This was identified as an area of concern in the
previous audit;
• Engagement with the Fire Rescue Service so that they remain familiar with the Trust site,
and that the local Fire crews are trained;
•
Continuing to make sure that the Fire Safety Policies and Management Procedures are
appropriate, including work to update the Hot Works Permit system, maintaining
governance, and sharing Good Practice.
The review audit identified three areas where improvement could be made. These included:
• Addressing the limitations associated with training of staff using e-learning;
• Ensuring that all Fire Risk Assessment are annually reviewed;
• Improving the evacuation strategy and Fire Safety arrangements in place at the
Haemodialysis Unit.
The audit highlighted that there is evidence that the Trust has allocated sufficient resources to
improve the standards of Fire Safety over the past year. Of particular note, the auditor was
impressed with the knowledge of the staff and management at the off-site Medical Records Library,
and the standards of Fire Safety management being applied.
Quality Impact Assessment
There are no Quality Impacts associated with this paper.
Financial Impact Assessment
There are no additional Financial Impacts associated with this paper.
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Regulatory Impact Assessment
The audit by the external Authorising Engineer for Fire confirms compliance with HTM 05-01.
Equality and Diversity Impact Assessment
There are no equality and diversity impacts associated with this paper.
Environment & Sustainability Impact Assessment
There are no environmental or sustainability impacts associated with this paper.
Key Recommendations
The Trust Board is asked to:
1. Take assurance regarding the management of Fire Safety in the Trust following the completion
of the independent audit.
2. Note the areas for improvement identified by the auditor, and the actions to be undertaken.
3. Continue to support the Fire Safety team to maintain the Fire Safety protection measures
required to ensure the safety of the Trust’s patients, visitors and staff.
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DETAILED REPORT
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Subject

Fire Safety Annual Report

Prepared by

Dale Mills, Fire Safety Manager

Approved by

Stuart Windsor, Director of Estates and Facilities

Presented by

Nick Thomas, Deputy Chief Executive & Director of Site Services

Purpose
1.

The purpose of this report is to provide the Trust Board with assurance that the
standard of Fire Safety within University Hospitals Plymouth NHS Trust (UHPNT)
complies with Health Technical Memorandum (HTM) 05-01: Managing
Healthcare Fire Safety.

Background
2.

HTM 05-01 provides a model structure for managing Fire Safety in Healthcare
premises, and sets out the requirements for the annual auditing of Healthcare
Trusts to establish whether the applied Fire Safety Standards are met.

3.

The results of this annual audit are designed to provide Trust Boards with
sufficient assurance of compliance and to identify areas for improvement. The
audit provides relevant information about the Fire Safety Management system
and the outcomes that it delivers. It assesses these against the objectives set in
the Fire Safety Policy and subsequent protocols.

4.

In order to provide this assurance, the Fire Safety Manager instructed the Trust’s
externally appointed Authorising Engineer for Fire to undertake this audit on the
standards of Fire Safety Management.

5.

Whilst the findings of the audit should enable the Trust to demonstrate due
diligence, it also serves as the means by which the Board holds the Trust
Management Executive to account for the delivery of an appropriate level of Fire
Safety within the Trust.

Overview of the current position
6.

It is evident from the Fire Safety audit that the Trust has key personnel who
understand the tasks involved to bring the Trust to a level of appropriate and
acceptable Fire Safety.

7.

The audit showed that whilst there are still variations in Fire Safety across the
Trust, improvements are evident compared to the audit carried out last year.
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8.

9.

The Trust performs strongly in some areas, and these are considered as
following good practice. These areas include:
•

Fire Damper Maintenance: Last year’s audit highlighted that the Trust did not
have a designated programme to manage and maintain the Fire Dampers.
The audit this year confirms that this has now been rectified. The Trust has
allocated significant resource to addressing this issue and has achieved
progress during 2018. Due to the extent of the remedial works required, the
programme will need to continue to be delivered over forthcoming years. The
Trust has identified an additional company who have experience of the Fire
Damper systems used across the Trust, and they will be engaged in 2019 to
continue this rectification work.

•

Engaging with the Local Fire Rescue Service: A regular programme of
visits is in place to capture the anticipated stations and crews who would
attend the site in the event of an incident. These visits cement the knowledge
required to understand the complex layout and the on-site emergency
procedures that are implemented during an incident. Working in partnership
with the Local Authority Fire Service offers huge benefits to both
organisations. The site is monitored for non-compliance by the Fire Service’s
inspecting officers, and the crews develop increased competency in the Fire
protections measures and the complex layout of the Trust’s premises.

•

Fire Safety Policies and Management Procedures: The current ‘Fire Safety
and Arson Prevention Policy’ is recognised as good practice. As part of
increase sharing of expertise across the South West peninsular, this policy
has been shared with one of our neighbouring Trusts to form the template for
the update of their own policy. Following concerns raised last year, the Trust’s
hot works permit was amended to be more robust. This new permit was
praised by the auditor. The Fire Safety Manager is a member of the Trust’s
Health & Safety Committee, and this provides the route for raising any Fire
Safety concerns. Quarterly Fire Safety group meetings are also organised with
relevant people across the Trust including a nominated matron.

The medical records library was visited during the audit and was found to be very
well managed. This is a credit to both the management and staff, and deserves
special mention.

Areas of concern
10. From the information witnessed and the observations made through interviews
and inspections during the audit, there are three specific areas which should be
considered by the Trust for improvement. These are:
•

Training of staff using e-learning: All members of staff are required to
complete annual mandatory training, which is delivered via an e-learning
package. This includes a module on Fire Safety. The auditor raised concerns
that e-Learning should not be the only method used for delivering Fire Safety
training. This is already recognised by the Fire Safety Team, and to ensure a
robust level of training the e-Learning is supplemented with:
4
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1. All new staff members receive face to face Fire Safety training from a
competent Fire Safety Officer during their induction. This is then
followed up with localised Fire Safety training by line management in
their workplace.
2. The Fire Safety team supplement localised training with Fire Warden
training for nominated staff. This additional training is designed to
ensure that each department or area always has a Fire Warden on
duty. Fire Wardens not only fully understand the evacuation process,
but also act as the eyes and ears for the Fire Safety team, and report
any issues they discover.
3. The Fire Safety team also encourage all departments and wards to ask
for additional Fire Safety advice when they have an identified weakness
or need support.
•

Fire Risk Assessments: During the audit it was noted that a small number of
the Fire Risk Assessments (FRAs) had not been reviewed in last period.
However, the period set for review is subjective: the only requirement set out
in the Regulatory Reform (Fire Safety) Order 2005 is to review the
assessments when there have been significant changes. None of the FRAs
that were out of date had been subject of any change. The Trust can be
assured that the Fire Safety team have visited all areas of the Trust during the
past 12 months, and in future this will be reflected in all of the FRAs.

•

The evacuation strategy and Fire Safety arrangements in place at the
Haemodialysis Unit: The Haemodialysis Unit was visited during the audit,
and the staff members present were asked a number of Fire Safety questions.
It was disappointing that they were unable to adequately answer these
questions. Improvement action was taken by the Sister in charge of the unit,
who was not present during the audit. The Trust can be assured that on a
follow-up visit it was noted that all areas of concern had been addressed.

Conclusion and recommendations
11. After a busy year that has seen a large number of capital projects delivered at a
time when the hospital has experienced unprecedented operational pressures, it
is pleasing to report that there have been no significant Fire Safety issues. Trust
staff members continue to engage well in Fire prevention awareness and in the
reduction of unwanted Fire alarm calls.
12. With a hospital carrying a legacy of continual change and a significant backlog
maintenance programme, it is important that the Trust continues to support the
Fire Safety team in their work to implement and maintain the Fire Safety
protection measures. This assurance will continue to keep our patients, visitors
and staff safe.
13. Through the audit process, the Authorising Engineer has highlighted areas for

improvement, which are now being addressed. The overall feedback from the
auditor was positive. The Fire Safety team now look forward to the challenges of
the next 12 months.
5
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Executive Summary
Background
Cyber Security is a UK Government ‘Tier 1’ threat to national security and, with healthcare being the
fourth most targeted industry worldwide, is considered to be one of the greatest threats faced by the
NHS. Strong leadership is required to address Cyber Security threats.
Headline messages

 Since the WannaCry event in May 2017 the Trust has improved protection against Cyber
Security threats and, whilst future attacks are inevitable, it is anticipated that their impact
will be significantly reduced.
 The Trust recognises the importance of effective leadership in addressing the Cyber
Security threat and has established a number of arrangements for ensuring that senior
leaders drive this agenda.
 The Trust has conducted a number of reviews in order to test the adequacy of our Cyber
Security arrangements – this has included self-assessment of our arrangements with the
help of NHS Digital.
 The Trust has developed and maintained a comprehensive action plan in response to the
reviews and self-assessments undertaken and received £1m of central funding to help
implement this plan.
 The Trust’s Information Management and Technology (IM&T) service has been leading on
the implementation of the agreed action plan. Overall, good progress has been made but
we are not complacent and further action continues to be taken in a number of areas.
 We face a number of significant challenges in implementing our Cyber Security
improvement plan, particularly with regard to securing additional specialist resources and
avoiding disruption to front-line services.
 The challenges and risks associated with the Trust’s Cyber Security arrangements
continue to be overseen by both the Deputy Chief Executive (IM&T Lead Executive) and
the Director of Corporate Business (in his capacity as Senior Information Risk Officer).
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Quality Impact Assessment

Improved Cyber Security will reduce the risks associated with the Trust information systems
and support sustainable patient care. Improvement progress is monitored by the Digital Care
Record Portfolio Board and the Caldicott and Information Governance Assurance Committee.
Financial Impact Assessment

Capital resources are provided from the £630k funds held by DELT Shared IT Services via the
CCG. Revenue implications are included in the IM&T Department business plan for 2019/20.
Regulatory Impact Assessment

Cyber Security has a number of legislative and regulatory implications, including: General Data
Protection Regulation (2018), Data Protection Act (2018), Network and Information Systems
Directive (2018), ePrivacy, Caldicott Principles, Data Security and Protection Toolkit.
Equality and Diversity Impact Assessment

No impact.
Environment & Sustainability Impact Assessment

No impact.
Key Recommendations

The Trust Board is asked to note the contents of this report and is invited to comment on the
progress made and plans in place to address the risks associated with Cyber Security.
Next Steps

The Digital Care Record Portfolio Board and the Caldicott and Information Governance
Assurance Committee will consider the outstanding challenges and actions identified in this
report. The Board will continue to be kept informed of our progress in addressing Cyber
Security threats throughout the course of the coming year
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DETAILED REPORT
25th January 2019

Trust Board
Subject

Cyber Security Annual Report

Prepared by

IM&T Chief Technology Officer

Approved by

Deputy Chief Executive Officer, Director of Site Services and Planning

Presented by

Deputy Chief Executive Officer, Director of Site Services and Planning

1.

Background

1.1

Cyber Security is a UK Government ‘Tier 1’ threat to national security and, with
healthcare being the fourth most targeted industry worldwide, is considered to be one
of the greatest threats faced by the NHS. This is evidenced by the fact that 34% of
NHS Trusts were disrupted by Wannacry in May 2017 whilst further attacks on national
infrastructure are considered a matter of ‘when’ not ‘if’.

1.2

As an indicator of the challenge faced nationally, a technical maturity assessment was
undertaken within the NHS which identified that none of the 160 Trusts audited would
pass Cyber Essentials+ (an independently verified level of CS assurance), 26% of all
passwords are weak, 16% of inactive accounts are still live and only 4% of critical
patches are applied within 14 days.

2.

National response

2.1

The Department of Health has stated that cyber threats, and associated risks, pose a
leadership challenge that must be understood, discussed and championed by Trust
Boards to protect information whilst optimising public health and care. Additionally, the
National Data Guardian and Data Security Standards review stated:
“The overarching message is that strong leadership is essential to all
three themes (people, process and technology) and strong leadership
from the Trust Board to properly support the Senior Information Risk
Owner (SIRO) and Caldicott Guardian makes a significant difference.”

2.2

National definitions of countermeasures and standards of compliance upon which to
base an organisational risk assessment are still in their infancy although is worth noting
that current countermeasures include:
 New legislation within the Network and Information Systems (NIS) Directive.
 The Data Protection Act (DPA) 2018.
 The National Data Guardian’s 10 Security Standards.
 Data Security and Protection (DSP) toolkit and Cyber Essentials+.

2.3

Furthermore, executive briefings have been held nationally to help raise understanding
on the critical importance of effective Cyber Security arrangements at a senior level.
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3.

How the Trust is responding
Addressing the leadership challenge

3.1

The Trust recognises the importance of effective leadership in addressing the Cyber
Security threat and has established a number of arrangements for ensuring that senior
leaders drive this agenda. This includes:
 Provision of Cyber Security training to Board members in December 2018.
 Establishment of clear leadership roles including Lead Executive for IT, Senior
Information Risk Owner (SIRO) and the Caldicott Guardian.
 Regular Senior IT leadership meetings to provide operational oversight of
progress, threats and mitigating actions.
 Caldicott & Information Governance Assurance Committee (CIGAC) meetings
are held on a monthly basis to review assurance on IG related matters.
 Regular reporting on progress to the Trust Board.
Reviewing our arrangements

3.2

The Trust has conducted a number of reviews in order to test the adequacy of our
Cyber Security arrangements. This has included a review of the lessons learnt from the
WannaCry event in May 2017, an internally commissioned (CIGAC) cyber gap
analysis, and an NHS Digital sponsored audit. The Trust also engaged with NHS
Digital on a self-assessment process as part of the funding allocated to Major Trauma
Centres last year and provisionally assessed ourselves as 3.5 out of a possible 5 as
illustrated in the diagram below.

3.3

The Trust has developed and maintained a comprehensive action plan in response to
the reviews and self-assessments undertaken. It is also worth noting that the Trust
received £1m of central funding to implement the agreed action plan.
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Implementing a robust action plan
3.4

The action plan is being delivered by the Trust’s Information Management and
Technology (IM&T) service and external specialist contractors under the governance of
the Integrated Digital Care Record Portfolio Board (IDCRPB) and providing Information
Governance assurance to the Trust’s SIRO through the Caldicott Information
Assurance and Governance Committee (CIGAC). Actions already undertaken include:
 Recruitment of an IT Security Officer was completed and the successful
candidate commenced work in September 2018.
 Server patch management processes have been upgraded and largely
automated, providing faster protection against known vulnerabilities and
greatly reducing the resource overhead to apply patches, something which
proved challenging during the WannaCry attack in 2017.
 Sophos Intercept X, enhanced antivirus protection, has been rolled out to all
of the PC and laptop estate providing protection against ransomware,
malware clean up and enhanced root-cause analysis.
 Microsoft’s Advanced Threat Protection, funded by the NHS Digital centrally
funded agreement, is also being deployed and is 15% complete. This is
expected to be fully deployed during Q1 of 2019. The integration with the
Trust’s software management tool (Microsoft SCCM) during Q1 and migration
to Windows 10 by January 2020 will further improve client device assurance.
 Network Access Control (NAC) - A solution to provide NAC, to secure physical
network sockets against unauthorised use, has been procured.

3.5

Whilst good progress has been made, it is important to note that we are not
complacent and that further action is being taken in the following areas:
 Full implementation of Network Access Control (NAC).
 Instigation of a Security Operations Centre (SOC) - Discussions are on-going,
in partnership with DELT Shared Services Ltd., to establish a SOC, including
incident and event management capabilities, to compliment Trust resources
and to provide enhanced threat identification and alerting. Progress is
expected during the 2nd quarter of 2019.
 Identity and Access Management (IDAM) - An opportunity has arisen for
combining work on IDAM with the Scan4Safety project, integrating new staff
identity solutions with the GS1 and national smartcard standards.
Consequently this work stream will extend into 2019 and is currently planned
to start in the 3rd Quarter of 2019.

4.

Key challenges and risks

4.1

The work already undertaken on the action plan outlined above has greatly enhanced
the technical protection from ransomware, which led to the WannaCry incident, and the
completion of the work outstanding will address the challenges faced from advanced
persistent threats (APTs) within the complex technical environments in which
organisations, including the Trust, now operate.
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4.2

The presence of a dedicated IT Security Officer and additional engineers will permit
greater focus on cyber security activities, risk assurance and mitigation across the
IM&T service. An assessment of progress against plan suggests that the Trust will
have mitigated the initial CS risk to an acceptable level on completion of the action plan
and, once completed, the Trust will repeat the self-assessment process.

4.3

Notwithstanding this, we face a number of key challenges if we are to fully implement
our Cyber Security improvement plan, as follows:
 There is a requirement for additional (and scarce) specialist resource to
supplement the existing team to implement NAC although use of existing
resources may be possible following the completion of the Trust-wide network
upgrade and work is expected to commence on NAC during Q1 2019.
 Recruitment of dedicated Cyber Security resource is proving challenging as a
result of scarcity of resource, aggressive recruitment by other organisations
and market forces factors. This is being addressed by the Director of IM&T
(CIO) and the IM&T senior team within the annual business planning process.
 Much of the work on Cyber Security resilience involves network and system
downtime with the impact being fairly widespread and, at a time of ever
increasing operational pressures, identifying a suitable ‘window’ for planned
downtime is always a challenge. The Director of IM&T liaises directly with the
Chief Operating Officer on a case-by-case basis to ensure that the work is
undertaken with the minimum of operational disruption (normally undertaken
out of hours at the quietest time possible).
 The assessment process upon which the action plan was based had an
assumption that there was a single accountable point of Cyber Security
technical assurance within the Trust. This is not the case, however, as not all
critical IT clinical systems are managed by the Trust’s IM&T service. The
Director of IM&T is reviewing this and will identify a series of options on how
this might be addressed.

5.

Proposed next steps

5.1

The Board may also wish to note that, in addition to the ongoing oversight of our Cyber
Security improvement plan, a number of further actions are proposed in order to
enhance our arrangements. This includes:
 Developing a Cyber Security executive dashboard (Annex 1).
 Achieving Cyber Essentials accreditation for all IT staff, Cyber Essentials+ for
engineering staff and specialist qualifications for security-focused individuals
during 2019-2021
 Ensuring that all IT staff complete Data Security Awareness training in 2019.
 Considering whether all staff should be required to undertake the Data
Security Awareness training or whether this should be targeted in areas where
weaknesses have been identified.

5.2

Finally, the Board will continue to be kept informed of our progress in addressing Cyber
Security threats throughout the course of the coming year.
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Example Information Security Executive Dashboard

Annex 1
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Purpose
To provide the Trust Board with assurance that Directors and Non-Executive
Directors have been subject to the requirements of the Fit and Proper Person
Test (FPP), in accordance with the Fit and Proper Persons process approved by
the Trust Board in May 2015.

Decision
Approval
Information
Assurance
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Executive Summary
The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 introduced a “fit and
proper person’ test” for NHS organisations.
The Trust Board approved a new FPP process in May 2015, to enable the Trust to demonstrate that
it has the appropriate systems and processes in place to ensure that all new appointees to, and
holders of, Director posts, are and continue to be, fit and proper persons. The CQC made some
minor changes to its guidance relating to Regulation 5 which was previously incorporated in the
Trusts process and reported to the Board in November 2017.
The CQC have however also made some recommendations in 2018 regarding the format for record
keeping on Fit and Proper Persons checks which are referred to in this paper.
This paper provides confirmation that the annual check for Directors and Non-Executive Directors
has been completed in line with the FPP requirements.
Quality Impact Assessment
This paper describes the process for ensuring that the Trust meets its requirements to ensure nonexecutive and executive appointments meet the ‘fit and proper person test’.
Financial Impact Assessment
There are no direct financial implications associated with this report.
Regulatory Impact Assessment
The Trust’s ‘fit and proper person test’ process is needed to secure compliance with the Health and
Social Care Act 2008 (Regulated Activities) Regulations 2014.
Equality and Diversity Impact Assessment
The application of the ‘fit and proper person test’ will be carried out in accordance with the Trust’s
Equality, Diversity and Human Rights Policy.
Environment & Sustainability Impact Assessment
None directly associated with this paper.
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Key Recommendations
The Trust Board is asked to note the FPP process in relation to Board level appointees to ensure
compliance with the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 as
amended.
The Trust Board is also asked to endorse the use of the revised record keeping template attached
as Appendices to the paper.
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DETAILED REPORT
25th January 2019

Trust Board
Subject

Fit & Proper Person Test – Annual Review

Prepared by

Director of People

Approved by

Director of People

Presented by

Trust Chairman

1. Purpose
The purpose of this paper is to provide Trust Board members with assurance that the annual review
as required under the FPP process approved by the Trust Board in May 2015 has been completed.

2. Background
The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 introduced a “fit
and proper person’ test” for NHS organisations. The Trust Board agreed a FPP process in May
2015 to enable the Trust to demonstrate that it has the appropriate systems and processes in
place to ensure that all new appointees to, and holders of, Director posts, are and continue to be,
fit and proper persons. This process has been revised to take into account minor changes to its
guidance relating to Regulation 5.
New appointments are subject to the completion of a FPP self-declaration of compliance, and
also to a series of FPP assurance checks carried out by the Trust.
The required process confirms that individuals appointed to a director level role within the Trust
are:
• of good character (as defined in Schedule 4, Part 2 of the regulations);
• have the appropriate qualifications;
• are competent and skilled (including that they show a caring and compassionate nature
and appropriate aptitude);
• have relevant experience and ability (including an appropriate level of physical and
mental health, taking account of any reasonable adjustments); and
• exhibit appropriate personal behaviour and business practices.

2.2 Annual Declaration
The FPP process requires that an annual self-declaration is undertaken by Directors and NonExecutive Directors holding office which is then reviewed by the Chairman, and by NHS
Improvement for the Chairman.
It is confirmed that a FPP self-declaration of compliance form has been completed by the list of
Directors and Non Executives as set out in Appendix 1. The Chief Executive has reviewed the
requirements for Executive Directors as part of the annual check, and checks have also been
undertaken via the Insolvency Service, the Companies House register of disqualified directors
and the Charity Commission list of disqualified charity trustees. No issues of concern have been
declared or identified for any of those completing the annual self-declaration process.
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Confirmation that the correct checks have been undertaken and are up to date will be through a
checklist kept on the personal files of each board level director. Appendix 2 sets out the record of
checks on appointment aligned to the NHS safe recruitment standard and Appendix 3 sets out a
record of the checks to be carried out annually.
Whilst there is no requirement for debarring services records (DBS; previously known as CRB
checks) to be updated following the initial check on appointment, additional assurance would be
gained through periodically refreshing the DBS reports. For Trust Board level positions, it is
recommended that this is carried out every three years (with the possibility of an annual refresh to
be considered using the new DBS update service)

3. Recommendations
The Trust Board is asked to note the completion of the FPP process in relation to the
required annual checks for 2018 and to note compliance with the Health and Social Care Act
2008 (Regulated Activities) Regulations 2014 including the revisions introduced in 2017.
The Trust Board is asked to approve the personal file checklists set out in appendices 2 and
3.
The Trust Board is asked to approve the 3 yearly refresh of the DBS records for Board Level
Directors.
Appendix 1

Name

Title

Date signed

Ann James

Chief Executive

11th October 2018

Nick Thomas

Deputy CEO/Director of Site Services & 12th October 2018
Planning

Kevin Baber

Chief Operating Officer

10th October 2018

Lee Budge
Neil Kemsley

Director of Corporate Business
Director of Finance

11th October 2018
12th October 2018

Greg Dix

Director of Nursing

12th October 2018

Steven Keith

Director of People

10th October 2018

Phil Hughes
Richard Crompton

Medical Director
Chairman

10th October 2018
9th October 2018

Giles Charnaud

Non-Executive Director

11th October 2018

Jacky Hayden

Non-Executive Director

9th October 2018

Elizabeth Kay
Mike Leece

Non-Executive Director
Non-Executive Director

29th October 2018
10th October 2018

Estelle Thistleton

Non-Executive Director

10th October 2018

Henry Warren
New Appointment

Non-Executive Director

25th October 2018

Graham Raikes

Non-Executive Director

10th September 2018

Hisham Khalil

Non-Executive Director

12th August 2018
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UNIVERSITY HOSPITALS PLYMOUTH NHS TRUST- FIT AND PROPER PERSON COMPLIANCE
CHECKLIST FOR EXECUTIVE DIRECTORS AND NON-EXECUTIVE DIRECTORS APPOINTMENTS

Name:
Post:
Standard

(1) Providers should
make every effort to
ensure that all available
information is sought to
confirm that the
individual is of good
character as defined in
Schedule 4, Part 2 of the
regulations.
(Sch.4, Part 2: Whether
the person has been
convicted in the United
Kingdom of any offence
or been convicted
elsewhere of any
offence which, if
committed in any part of
the United Kingdom,
would constitute an
offence.
Whether the person has
been erased, removed
or struck-off a register of
professionals maintained
by a regulator of health
care or social work
professionals.)

Assurance Process

Evidence

Checks
Completed
(please tick the
relevant boxes or
if not appropriate
please indicate
the reason)

Name and date of
completion of
checks

Employment checks
in accordance with
NHS Employment
Check Standards
issued by NHS
Employers including:

• References

References

Name………………..

• two references,
one of which must
be most recent
employer

• DBS check

• qualification and
professional
registration
checks
• right to work
checks

• Outcome of
other preemployment
checks.

• Register
search
results
• List of
referees and
sources of
assurance

Date………………….
Qualification
and
Professional
registration
checks
Right to work
checks

• DBS checks
• search of
insolvency and
bankruptcy
register
• search of
disqualified

Date………………….

Name………………..

Date………………….
Proof of identity
checks

• proof of identity
checks
• occupational
health clearance

Name………………..

Name………………..

Date………………….
Occupational
Health
Clearance

Name………………..

Date………………….
DBS checks
Name………………..

Date………………….

directors register

Search of
insolvency
and bankruptcy
register

• search of
Charities
Commission
Register

Name………………..

Date………………….
Search of
disqualified
directors
registers

Name………………..

Date………………….
Search of
Charities
Commission
Register

Name………………..

Date………………….

(2) Where the Trust
deems the individual
suitable despite not
meeting the
characteristics outlined
in Schedule 4, Part 2 of
these regulations, the
reasons should be
recorded and
information about the
decision should be made
available to those that
need to be aware.

Decision recorded in
a written report by
Trust Chair

(3) Where specific
qualifications are
deemed by the Trust as
necessary for a role, the
Trust must make this
clear and should only
employ those individuals
that meet the required
specification, including
any requirements to be
registered with a
professional regulator.

Requirements
included within the
job description for all
relevant posts.

(4) The Trust should
have appropriate
processes for assessing
and checking that the
individual holds the
required qualifications
and has the
competence, skills and
experience required,

Employment checks
include a
candidate’s
qualifications and
employment
references.

Recruitment
policy and
procedure

Recruitment
processes include

Copy of NED
external

Written record of Not Applicable
decision made
and rationale

Name………………..

Date………………….
External advice
sought as necessary

Checked as part of
the pre-employment
checks and
references on
qualifications.

Decision
confirmed by
Trust Chair and
rationale
included in
written report.

Person
specification
Recruitment
policy and
procedure

Values-based
questions

Please confirm
any specific
qualifications and
registration
requirement have
been met by the
appointed
candidate.

Name………………..

To be completed
by the Chairman
of the Interview
Panel.

Name………………..

Please confirm
that the
recruitment
process for Trust

Date………………….

Date………………….

(which may include
appropriate
communication and
leaderships skills and a
caring and
compassionate nature),
to undertake the role;
these should be followed
in all cases and relevant
records kept.

qualitative
assessment and
values-based
questions.

appointment
documentation

appointments
was based on a
qualitative
assessment and
values based
questions by
ticking the box
below.

NED appraisal
framework.

To be completed
by the Chairman
of the Interview
Panel.

Decisions and
reasons for
decisions recorded
in interview notes.

N.B. While this provision
most obviously applies
to Executive Director
appointments in terms of
qualifications, skills and
experience will be
relevant to NED
appointments.

(5) In addition to the
above requirement, the
Trust may consider that
an individual can be
appointed to a role
based on their
qualifications, skills and
experience with the
expectation that they will
develop specific
competence to
undertake the role within
a specified timeframe.

(6) When appointing
relevant individuals the
Trust has processes for
considering a person’s
physical and mental
health in line with the
requirements of the role,
all subject to equalities
and employment
legislation and to due
process.

Discussions and
recommendations by
the Appointments
Panel.
Reports, discussion
and
recommendations
recorded in minutes
of meetings.

NED
competence
framework.
Notes of ED
appraisals.

Follow-up as part of
continuing review
and appraisal.

Self-declaration
subject to clearance
by occupational
health as part of the
pre-employment
process.

Name………………..

Date………………….

Not applicable as
the candidate
meet all
the required
criteria.
If applicable,
please confirm
what the specific
competences are
and the
timeframe
agreed to
develop the
competence(s).

Occupational
health
clearance.

Please confirm
by ticking the box
that occupational
health
clearance has
been
received.

Name………………..
Date………………….

(7) Wherever possible,
reasonable adjustments
are made in order that
an individual can carry
out the role.

Self-declaration of
adjustments
required.

Appointment
Panel outcome
documentation.

Please confirm
whether
adjustments
have been
identified
and that the
adjustments
have been put in
place by ticking
the box (where
no adjustments
required please
state N/A)

Name………………..

NED
Recruitment
Information
pack.

Please confirm
that the
employment
checks and the
self-declaration
have not
identified any
serious
misconduct
issues as set out
in the left hand
column, by
ticking the box.

Name………………..

NHS Employment
Check Standards.
Appointment Panel
outcome.

(8) The Trust has
processes in place to
assure itself that the
individual has not been
at any time responsible
for, privy to, contributed
to, or facilitated, any
serious misconduct or
mismanagement in the
carrying on of a
regulated activity; this
includes investigating
any allegation of such
potential behaviour.
Where the individual is
professionally qualified,
it may include fitness to
practise proceedings
and professional
disciplinary cases.
(‘Regulated activity’
means activities set out
in Schedule 1,
Regulated Activities, of
The Health and Social
Care Act 2008
(Regulated Activities)
Regulations 2014.
Schedule 1 covers the
provision of:
• personal care;
accommodation for
persons who require
nursing or personal
care; accommodation
for persons who
require treatment for
substance misuse;
treatment of disease,

Checks set out in 1.
Above i.e.
Employment checks
in accordance with
NHS Employers preemployment check
standards including:
• self-declarations
of fitness
including
explanation of
past
conduct/characte
r issues where
appropriate by
candidates;
• two references,
one of which
must be most
recent employer;
• qualification and
professional
registration
checks;
• right to work
checks;
• proof of identity
checks;
• occupational
health clearance;
• DBS checks
• search of

Reference
Request for
ED/NED.
Outcome of
checks set out
at (1) above.

Date………………….

Date………………….

disorder or injury;
assessment or
medical treatment for
persons detained
under the 1983 Act;
surgical procedures;
diagnostic and
screening
procedures;
management of
supply of blood and
blood derived
products etc.;
transport services,
triage and medical
advice provided
remotely; maternity
and midwifery
services; termination
of pregnancies;
services in slimming
clinics; nursing care;
family planning
services.
‘Responsible for,
contributed to or
facilitated’ means that
there is evidence that a
person has intentionally
or through neglect
behaved in a manner
which would be
considered to be or
would have led to
serious misconduct or
mismanagement.
‘Privy to’ means that
there is evidence that a
person was aware of
serious misconduct or
mismanagement but did
not take the appropriate
action to ensure it was
addressed.
‘Serious misconduct or
mismanagement’ means
behaviour that would
constitute a breach of
any legislation/
enactment Care Quality
Commission deems
relevant to meeting
these regulations or their
component parts.”)
N.B. This provision
applies equally to

insolvency and
bankruptcy
register;
• search of
Charities
Commission
Register;
• search of
disqualified
directors register.
Included in
reference requests.

executives and NEDs.

(9) The Trust must not
appoint any individual
who has been
responsible for, privy to,
contributed to, or
facilitated, any serious
misconduct or
mismanagement
(whether lawful or not) in
the carrying on of a
regulated activity; this
includes investigating
any allegation of such
potential behaviour.
Where the individual is
professionally qualified,
it may include fitness to
practise proceedings
and professional
disciplinary cases.

Core HR policies for
appointments and
remuneration.
Employment checks
specified at (1)
above.

NED and ED
Recruitment
Information
packs.
Core HR
policies.

Included in
reference requests.

Reference
Request for
ED/NED.

DBS checks are
undertaken for all
posts where
appropriate.

DBS policy.

Please confirm
that the
employment
checks, including
references, have
not identified any
serious
misconduct or
mismanagement
issues as set out
in the left hand
column, by
ticking the box
below.

Name………………..

Please confirm
that the DBS
check has
been undertaken
by ticking the
box.

Name………………..

Date………………….

N.B. The Care Quality
Commission accepts
that trusts will use
reasonable endeavours
in this instance. The
existence of a
compromise agreement
does not indemnify the
new employer and trusts
will need to ensure that
their core HR policies
address their approach
to compromise
agreements.

(10) Only individuals
who will be acting in a
role that falls within the
definition of a ‘regulated
activity’ as defined by
the Safeguarding
Vulnerable Groups Act
2006 will be eligible for a
check by the Disclosure
and Barring Service
(DBS).
N.B. The Care Quality
Commission recognises
that it may not always be
possible for trusts to
access a DBS check as
an individual may not be

Record of DBS
checks carried
out.

Date………………….

eligible.
(11) As part of the
recruitment/appointment
process, trusts should
establish whether the
individual is on a
relevant DBS list.

DBS checks are
undertaken for all
posts where
appropriate.

DBS policy.
Record of DBS
checks carried
out.

Please confirm
that
the DBS check
has been
undertaken by
ticking the box.

Name………………..

Date………………….

Checks (completed by the Director of People)
I confirm that I have the completed the necessary checks and there are no issues or concerns which I
need to bring to the attention of the Trust Chair.
I wish to declare the following information which may affect the person’s eligibility for the role.

Signed: ………………………………………………………….………………………………..……..
Date: …………………………………………………………………………………………………….
Approval (by the Trust Chair)
I confirm that I am satisfied that the and there are no issues or concerns which affect the person’s
eligibility for the role.
There are issues or concerns which affect the person’s eligibility for the role as set out below.

Signed: ………………………………………………………….………………………………..……..
Date: …………………………………………………………………………………………………….

This page is intentionally blank.
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UNIVERSITY HOSPITALS PLYMOUTH NHS TRUST- FIT AND PROPER PERSON COMPLIANCE
CHECKLIST FOR EXECUTIVE DIRECTORS AND NON-EXECUTIVE DIRECTORS ANNUAL ONGOING
COMPLIANCE
Name:
Post:
Standard

Assurance
Process

Evidence

Checks
Completed
(please tick the
relevant boxes or
if not appropriate
please indicate
the reason)

Name and date of
completion of
checks

Assessment of
continued fitness
to be undertaken
each year as part
of appraisal
process.

Continual to be
assessed as
part of
appraisal/
supervision
process.

Confirmation by
Director of People
that annual selfdeclaration form
completed

Name……………….

Annual selfdeclaration
process.

Confirmation by
Chief Executive
that annual
appraisal has
been completed

Continuing provisions
1

The fitness of directors
is regularly reviewed by
the Trust to ensure that
they remain fit for the
role they are in; the
Trust should determine
how often fitness must
be reviewed based on
the assessed risk to
business delivery
and/or the service
users/patients posed by
the individual and/or
role.

Checks of
insolvency and
bankruptcy
register, Charities
Commission
Register, and
register of
disqualified
directors to be
undertaken each
year as part of
the appraisal
process.

Trust Board
Paper to
annually confirm
annual rechecks have
been
undertaken.

Confirmation by
Workforce Team
that annual rechecks have
been undertaken
for:
i) search of
insolvency and
bankruptcy
register.
ii) search of
disqualified
directors register.
iii) search of
Charities
Commission
Register.

Date…………………

Name……………….
Date…………………

Name……………….
Date…………………

2

If the Trust discovers
information that
suggests an individual
is not of good character
after they have been
appointed to a role, the
Trust must take
appropriate and timely
action to investigate
and rectify the matter.
The Trust has
arrangements in place
to respond to concerns
about a person’s fitness
after they are appointed
to a role, identified by
itself or others, and
these are adhered to.

3

4

5

Core HR policies
provides for such
investigations.
Contracts (for
EDs and directorequivalents) and
agreements (for
NEDs)
incorporate
maintenance of
fitness as a
contractual
requirement.

The Trust investigates,
in a timely manner, any
concerns about a
person’s fitness or
ability to carry out their
duties, and where
concerns are
substantiated,
proportionate, timely
action is taken; the
Trust must demonstrate
due diligence in all
actions.

Core HR policies
include the
necessary
provisions.

Where a person’s
fitness to carry out their
role is being
investigated,
appropriate interim
measures may be
required to minimise
any risk to service
users.

Core HR policies.

The Trust informs
others as appropriate
about concerns/findings
relating to a person’s
fitness; for example,
professional regulators,
Care Quality
Commission and other

Core HR policies.

Core HR
polices.

Chief Executive
to confirm no
concerns raised
in relation to good
character.

Name……………….

Chief Executive
to confirm no
concerns raised
in relation to
fitness or ability to
carry out duties.

Name……………….

Managerial
action taken to
backfill posts as
necessary.

Chief Executive
to confirm any
interim measures
are in place (if
required).

Name……………….

Referrals made
to other
agencies if
necessary.

Chief Executive
to confirm any
concerns notified
appropriately (if
relevant).

Name……………….

Contracts of
employment (for
EDs and
directorequivalents).

Core HR
policies.

Action taken and
recorded as
required.

Date…………………

Date…………………

Date…………………

Date…………………

relevant bodies, and
supports any related
enquiries/investigations
carried out by others.

Checks (completed by the Director of People)
I confirm that the above annual self re-declaration and checks have been satisfactorily completed and
there are no issues or concerns which I need to bring to the attention of the Trust Chair.
I wish to declare the following information which may affect the person’s eligibility for the role.

Signed: ………………………………………………………….………………………………..……..
Date: …………………………………………………………………………………………………….

Approval (by the Trust Chair)
I confirm that I am satisfied that the and there are no issues or concerns which affect the person’s
continued eligibility for the role.

There are issues or concerns which affect the person’s eligibility for the role as set out below.

Signed: ………………………………………………………….………………………………..……..
Date: …………………………………………………………………………………………………….

This page is intentionally blank.
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SUMMARY REPORT
Trust Board

January 2019

Subject

Learning from deaths

Prepared by

Steve, Mumford, Head of Quality Governance

Approved by

Phil Hughes, Medical Director

Presented by

Phil Hughes, Medical Director

Purpose
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.

Decision
Approval
Information
Assurance



Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

Create Sustainable Future


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 143 whilst the Hospital Standardised Mortality Rate (HSMR) is at 92.
 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.
 Given that the headline indicators for SHMI & HMSR are higher than expected we
established 2 work streams to better understand the variance which have found.
 The introduction of SALUS system which allows frontline staff to transfer a patients
care to a new clinician which has adversely affected the episode to spell ratio.
 The increase of episode to spell ratio means that there are instances where the
definitive diagnosis is not used to code the death through Dr Foster & HED.
 We have found gaps in our palliative care coding as we do not code episodes of
care where the clinical record does not explicitly mention palliative care.
 The changes to Ambulatory Care have removed zero length of stay patients from
our data submission which in turn has affected our headline indicators.
 The introduction of local medical examiner services will be phased over the course of
2019/20. A national conference is taking place on 30th January 2019 where we will get
clarity on the impact at our Hospital.
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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.

2

Item 18

DETAILED REPORT
Trust Board

January 2019

Subject

Learning from Deaths

Prepared by

Steve, Mumford, Head of Quality Governance

Approved by

Phil Hughes, Medical Director

Presented by

Phil Hughes, Medical Director

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.
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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

155.00

SHMI

Total number of in-patient deaths (including
Emergency Department) and how many have been
screened using the Trust screening tool.

ED Acuity
40.0%

135.00

30.0%

115.00

20.0%

95.00

10.0%

75.00

0.0%

How many deaths have been subjected to a further
case record review using the Structured Judgement
review (SJR).
SJR Requested
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Total number of Deaths reviewed in support of a
project or an alert.

80
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Total number of patients who have died with a known
Learning Disability
5
4
3
2
1
0

Screened

600

12

0

No of Deaths

700
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Q2 Jul Sept 17

Q3 Oct Dec 17
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Q2 Jul Sept 18

Q3 Oct Dec 18

Q1 Apr Jun 17

Q2 Jul Sept 17

Q3 Oct Dec 17

Q4 Jan Mar 18

Q1 Apr Jun 18

Q2 Jul Sept 18

Q3 Oct Dec 18

Number of Deaths where we have reported a Serious
Incident
10
9
8
7
6
5
4
3
2
1
0

Q1 Apr - Jun Q2 Jul - Sept Q3 Oct - Dec Q4 Jan - Mar Q1 Apr - Jun Q3 Oct - Dec
17
17
17
18
18
18

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 (August 2018) was 92 which
is higher than expected.

Note: The HED Team believe that the mortality dataset received from NHS Digital is
missing some out of hospital deaths. We have no reason to suspect that the deaths (in
or out of hospital) that have been provided are incorrect, merely that there should be
more out-of-hospital deaths reported by NHS Digital. We have raised this with NHS
Digital and are awaiting their response. As such we would advise caution when viewing
SHMI values for recent months (April - July 2018). SHMI estimates are likely to be low
given expected deaths are correct but observed deaths are light
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 (Sept 2018) was 143 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 initially established two specific work streams to review and better understand
the reasons for this variance. These where “impact of consultant episodes” and
“mortality variation group” as part of this work we identified a number of areas
that we believed where affecting our headline mortality figures for HMSR & SHMI
these are:


Episode to Spell Ratio: UHP have observed an increase in the episode to
spell ratio which coincided with the introduction of the SALUS system
allowing frontline staff to transfer a patient's care to a new clinician on the
PAS system (iPM). Additional clinician transfers create a new episode of
care within that inpatient spell.
National mortality methodology only looks at the first two episodes of care
within a spell to determine risk and categorise deaths. As a result key
diagnostic info might be ignored by the algorithm with ‘extra’ episodes of care
introduced via SALUS pushing this detail further down the spell and outside
of the range of scope. It can also lead to deaths being categorised into lower
risk diagnosis groups resulting in alerts made to the Trust.



Palliative Care Coding: The Palliative Care Team are now sending a list of
patients they have had contact with through to the Clinical Coding Team
each month to ensure we are able to code all contacts after audit discovered
this was not always recording appropriately in the notes.



Ambulatory Care (Emerg Zero LoS): UHP made a decision not to submit
its Acute Assessment Unit admissions to SUS which is evident in the zero
LoS emergency admissions data. Whilst other Trusts continue to submit,
they will be in effect ‘diluting’ their mortality figures with a mostly clinically
well cohort and we will continue to benchmark worse.

To validate these findings we contacted NHSI and asked for their support. NHSI
arranged for their Director of Quality Intelligence and Insight to visit us on
Monday 10th December where we presented the findings above. They concluded
that the issues we have found will affect our headline mortality data and
concurred with our initial findings.
6
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Engaging Service Lines
5.2

We have produced a presentation to explain our findings with the intention to
brief the Care Groups during February and also give some guidance on how we
should interrogate our SHMI & HMSR data at Service Line level.

Responding to Coroner’s Inquests
5.3

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.
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.

For example, during this period we have implemented a number of changes in
response to the Regulation 28 process where the Coroner concurred with our
investigation (Root Cause Analysis) which identified a delay in a medical review of a
patient post fall. Since this report we have we have focused on reviewing those
patients who fall with a suspected head injury who are may be at a higher risk of
bleeding. The identified need is for reviewing doctors to have a clear guidance in the
form of a prompt in the notes and a pathway.
 Prompt for neurological review added to falls sticker
 Falls e-learning training available to Doctors
Learning from clinical incidents
5.5

We continue to identify and act upon learning from clinical incidents. For
example, we identified some improvement required on how we manage an
abscess. We producing a new pathway to ensure timely imaging in cases where
an abscess is present or uncertainty exists. Teaching has been provided to the
junior team regarding management in situations where uncertainty of diagnosis
exists in cases of mastitis/abscess formation.

Quality Improvement Projects
5.6

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:
7
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 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, and 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. We have started rolling NEWS 2 out across the organisation, the
following areas have implemented NEWS 2
o
o
o
o
o

Emergency Department
Medical Assessment Unit (MAU) TAVY
Medical Assessment Unit (MAU) Thrushel
Surgical Assessment Unit (SAU)
Clinical Decision Unit (CDU)

Discharging Patients without Critical Medications: Following on from 2 serious
incidents in 2017/18 we have reviewed the actions taken to prevent a patient
leaving the hospital without a critical medication. We have introduced a process in
pharmacy that will flag back to the discharging ward that a critical medication has
been returned which should have gone with a patient allowing the ward to follow
this up.
 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.
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University Hospitals Plymouth NHS Trust
Minutes of the Safety and Quality Committee meeting
12.30 pm on Monday 17 December 2018
Conference Room, Derriford Centre for Health & Wellbeing

D
R
A
F
T

Acting Chair’s Summary of Meeting for the Trust Board
•

The foundations of a regular programme of audit of antibiotic prescribing and
documentation across the Trust was in place. Engagement with these audits and with
the Antimicrobial Steering Group by service lines and clinical teams was not universal.

•

36% of actions within the Action Plan developed in response to the CQC’s 2018 inspection
had been completed. A review of the Trust’s progress in addressing the Warning Notices
for Pharmacy and Diagnostic Imaging was currently underway by the CQC. The Board
will be updated on 25th January 2019.

•

The cause of the adverse HMSR/SHMI data was discussed. The issue would be included
in the scheduled quarterly Learning from Deaths Report to the public Trust Board
meeting on 25 January 2019. Care would be taken to ensure that the language used in
this report was accessible to non-clinical Board members and, most importantly, to the
public.

Present:

Giles Charnaud, Non-Executive Director, acting Committee Chair
Kevin Baber, Chief Operating Officer (part meeting)
Lee Budge, Director of Corporate Business
Greg Dix, Chief Nurse
Phil Hughes, Medical Director

In attendance:

Cathryn Briggs, Officer Commanding Nursing, DMGSW
Arron Greenaway, Interim Quality Manager, DMGSW
Mark Griffiths, Patient Engagement Lead (part meeting)
Gill Hunt, Board Secretary
Paul McArdle, Assistant Medical Director for Quality (part meeting)
Vera Mitchell, Chair of the Patient Experience Committee
Julie Morgan, Head of Audit, Assurance and Effectiveness
Steve Mumford, Head of Quality Governance
Lorraine Webber, Associate Chief Nursing Officer, NEW Devon CCG

Apologies:

Beverley Allingham, Deputy Chief Nurse
Anthony Gravett, Healthwatch Representative
Jacky Hayden, Non-Executive Director, Committee Chair
Action
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78/18

Welcome, apologies and declarations of interest
The acting Committee Chair welcomed those present and apologies were
noted. There were no declarations of interest.

79/18

Minutes of previous meeting, matters arising and review of Action List

D
R
A
F
T

The minutes of the previous meeting, held on 15 October 2018, were
agreed as a true and accurate record. The acting Chair noted a typo on
page 9 which required correction. There were no matters arising and no
outstanding actions.
To accommodate colleagues attending for specific papers, the acting
Chair took items in a different order to that set out on the agenda.
80/18

Key messages from the Trust Board
The acting Chair had not been present at the Trust Board meeting on 30
November 2018 but the Committee Chair had provided a summary of the
issues upon which the Board had asked the Committee to seek assurance.
These were:
•
•
•
•
•
•

Follow-up backlogs: agree a plan to eliminate time critical followup backlog.
Quality governance: implement NHSI recommendations for
enhancing quality governance arrangements.
Mortality: review HMSR & SHMI to understand anomalies as
identified by recent Care Quality Commission (CQC) inspection.
Quality Impact Assessments (QIA): review approach to completing
robust QIAs.
Warning Notices: confirm all Pharmacy and Imaging related
recommendations by the CQC had been fully implemented.
Equipment risks: confirm that plans were in place to mitigate
equipment risks through capital programme.

These were noted by the Committee.
81/18

Antimicrobial Stewardship Bi-annual Report
Dr Rosie Fok, Consultant Microbiologist and Antimicrobial Stewardship
Lead, attended for this item. Her report detailed that:
•

The Trust was currently failing the 2018/19 CQUIN targets, with
antibiotic consumption 1.7% in excess of the target. However,
there had been a continuous fall in the twelve month rolling
average for total antibiotic consumption since a peak in March
2018.
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•

The Trust was currently failing the carbapenem consumption
target.

•

The third element of the CQUIN target was antibiotic consumption
within the Access group of the AWarRe category. Performance
was 45%, failing the 49% target.

D
R
A
F
T

Discussions focused on:
•

Initiatives to reduce the consumption of antibiotics, and in
particular broad spectrum agents such as carbapenems. It was
noted that this required good documentation of the indication for
continuing antibiotics and regular review and revision of
prescriptions.

•

Carbapenem was the drug of choice in respect of antibiotic allergy.
Community patients may present having already been prescribed
this although there were community carbapenem reduction
targets.

•

The requirement for better clinical engagement; responsibility for
appropriate prescribing; the prescribing culture in the Emergency
Department and Medical Assessment Unit, and the work of the
sepsis team as a quality improvement project.

Dr Fok moved on to the Antimicrobial Stewardship Audit Programme.
•

The ward pharmacists’ monthly drug chart antibiotic audit had
been suspended between May and October 2018 due to
withdrawal of the ward pharmacist service but had resumed again
in November, with data submitted by 26 of the Trust’s 36 wards.
Performance was subject to review at clinical governance
meetings.

•

Antibiotic Take Five audit data (260 patients). Engagement was
variable but the total number of returns was increasing. Dr Fok
drew the Committee’s attention to the review figure in section (iv)
of paragraph 34 of her report. She stated that the figure referred
to documented evidence of a review, although a visual review may
have taken place. Therefore she could not give full assurance. The
acting Chair asked how the Committee could be assured that
nothing had been missed. There followed a more detailed
discussion on how the evidence of review may be obtained but the
wider context was ownership and accountability by professional
groups other than nursing.
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•

Dr Fok stated that engagement with audit was currently
inconsistent and gave an example within orthopaedics. She was
working with the Performance Team to sure the Service Line audit
results were visible via Care Group reviews and a RAG rating
system was expected to be implemented in January. Mr Baber
invited Dr Fok to work with the Executive members of this
Committee to inform challenge at Care Group reviews.
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The acting Chair invited questions. There were none.
The Committee noted Dr Fok’s conclusions:
•

Over the past twelve months the antimicrobial stewardship team had
built the foundations of a regular programme of audit of antibiotic
prescribing and documentation across the Trust.

•

Engagement with these audits and with the Antimicrobial Steering
Group was not universal. The inclusion of antimicrobial stewardship
metrics within the Service Line performance dashboard was intended
to improve this.

The acting Chair asked Dr Fok to consider what more she may need to
support more effective engagement with clinical colleagues. Mr Budge
suggested consideration of relevant and specific clinical governance
objectives for 2019/20 and would pick this up with Dr Fok outside the
meeting.
The Committee supported Dr Fok’s two recommendations set out in
paragraph 49.
The acting Chair thanked Dr Fok for attending and she left the meeting.
82/18

Infection Prevention and Control Bi-annual Report
Dr Peter Jenks, Director of Infection Prevent & Control, and Claire Haill,
Lead Nurse for Infection Control, attended for this item.
Key points from Dr Jenks’ report were:
•

The Trust had reported five cases of MRSA in 2018/19 against a
target of zero. The extensive staff screening exercise in cardiology
had failed to identify the source (previous minutes 102/17 and 35/18
refer). One patient with persistent bacteraemias had been
counted three times but, retrospectively, the Trust’s actions would
not have been different.

•

Performance for C.difficile was good, with nineteen cases reported
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against a target for 2018/19 of thirty four. Dr Jenks described
changes to mandatory reporting of C.difficile infections from April
2019. No national benchmarking was yet available.
•

The Trust has reported nineteen MSSA bacteraemias in-year,
compared with nineteen at the same point in 2017/18. The
Committee noted that 2017/18 marked the fewest number of cases
on record and a requirement to achieve a reduction of 46% from
2016/17.

•

The Escherichia coli target for the Trust for 2018/19 was fewer than
fifty one cases. By the end of November 2018, the Trust had
reported fifty four cases.

•

There had been no ward closures due to Norovirus in-year.

•

There were no residual problems with the heater cooler units used
for cardiopulmonary bypass surgery.
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The acting Chair invited questions. There were none.
Referring to page 4 of Dr Jenks’ report, the acting Chair queried Dr Jenks’
use of the term ‘inconsistent’ with regard to the cleaning of clinical
equipment. Was there an issue that the Committee should be aware of?
Dr Jenks stated that there was not and he explained the assurance and
escalation process in place. It was Dr Jenks’ view that, in general, the
cleanliness of equipment was more consistent and much improved.
The acting Chair again invited questions. There were none.
The Committee noted Dr Jenks’ report.
The acting Chair thanked Dr Jenks and Lead Nurse Haill for attending and
they left the meeting.
Mr Paul McArdle joined the meeting.
83/18

Care Quality Commission Inspection Report Action Plan
Ms Morgan’s report set out the Trust’s progress in responding to the CQC
Warning Notices in Pharmacy and Diagnostic Imaging and with the wider
Action Plan in response to the CQC’s 2018 inspection. 36% of actions had
been completed.
Since the drafting of this report the CQC had re-visited the Trust on 11
December 2018 to review progress with actions in response to the two
Warning Notices. High level feedback had been received and this was
shared with the Committee. A further CQC visit to Pharmacy was
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expected on 18 December 2018 and preparations for this were in hand.
The CQC’s written report would be due in February, although any
immediate concerns would be communicated sooner.
An Ionising Radiation (Medical Exposure) Regulations in England
Inspector would be attending the Trust on 18 December 2018 to review
progress against outstanding issues identified in the November 2017
inspection.
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The acting Chair invited questions. There were none.
The acting Chair sought clarification regarding item 6.1.6 on page 4 of the
CQC Action Plan Monitoring Report. Ms Morgan stated that the issue
concerned the servicing of equipment and there followed a brief
discussion on the role of the Trust’s Medical Devices Safety Officer. Ms
Webber stated that medical devices had been highlighted by the CQC in a
number of their inspections across the county.
Mr Baber stated NHS Improvement had been requested to identify any
resource that may be available to assist with effecting more rapid
progress with Pharmacy improvements.
The process by which the Warning Notices could be lifted by the CQC was
briefly discussed.
It was noted that oversight of the response to the CQC inspection was a
standing agenda item for this Committee. It was agreed than update
would be required for the Trust Board meeting on 25 January 2019.

JM

This concluded the Committee’s discussion of this item.
Mr Baber and Mr Griffiths left the meeting.
84/18

Improving Outcomes for Breast Reconstructive Surgery
Ms Sharon Kowalski, Service Line Cluster Manager, and Mr John Dickson,
Consultant Plastic, Reconstructive and Oncoplastic Surgeon, attended for
this item.
Mr Dickson set the context for this follow-up report, six months after
concerns about patient outcomes were raised by the CQC and brought to
this Committee’s attention. He referred the Committee to the details of
the improvements made to date and to the ongoing issues which had yet
to be resolved. These were:
•

Securing sufficient trauma operating capacity.

•

Initiating dedicated joint orthopaedic/plastic surgery lists for
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complex lower limb injuries (required to meet national standards).
•

Staffing: additional resources had been required in the Service
Line 2019/20 business plan.

•

Getting It Right First Time (GIRFT) feedback was awaited.

•

Formal feedback following a recent Royal College review.
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The acting Chair invited questions. There were no questions on the
report or the accompanying action plan.
Dr Hughes stated that, in his view, no immediate action was required.
The Royal College had been satisfied that the team had addressed some
of the CQC’s concerns and that they were working more effectively. Dr
Hughes suggested a further report to this Committee when a revised
action plan had been drafted to incorporate GIRFT and Royal College
feedback. The acting Chair agreed.

SK/JD

The Committee noted the report.
The acting Chair thanked Ms Kowalski and Mr Dickson for attending and
they left the meeting.
85/18

Safety & Quality Report

In introducing this report, Mr Mumford stated that an Integrated
Performance Report (IPR) was reviewed at every public Trust Board
meeting. Much of the content of the Safety & Quality Report to this
Committee was the same as the IPR and the time period between the
Board and this Committee meeting was insufficient to update the data.
He asked colleagues to consider two questions:
•

What data did this Committee require in this report?

•

How could the report be adapted to improve the Committee’s
engagement with it?

The main items discussed were:
•

The Trust’s work on mortality review, set out on page 4,
specifically to identify the cause of the adverse HMSR/SHMI data.
After investigation, the Trust had concluded that the cause was
SALUS, the Trust’s bed management system. Dr Hughes gave a
visual explanation of the issue, which demonstrated the impact of
SALUS in generating additional consultant episodes, resulting in an
increased number of coded episodes which had the result of
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appearing to ‘delay’ a definitive diagnosis. NHS Improvement had
reviewed the Trust’s investigation and ratified its conclusion,
requesting it not to amend its coding system. There followed a
discussion between Dr Hughes, Mr McArdle and Mr Mumford on
the detail behind this. Mr Mumford would include the issue in the
scheduled quarterly Learning from Deaths Report to the public
Trust Board meeting on 25 January 2019. Care would be taken to
ensure that the language used in this report was accessible to nonclinical Board members and, most importantly, to the public. The
acting Chair offered his assistance in this regard and a suggestion
from Mrs Mitchell that the report be reviewed by a member of the
public to confirm its accessibility prior to publication was
accepted.
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•

Two Never Events had occurred since the public Board on 30
November 2018. Mr Mumford gave high level details. In neither
case had the patient come to harm.

•

Following a recent Dermatology Risk Summit, an assurance update
would be provided at the next meeting.

SM

The acting Chairman invited questions. There were none.
The acting Chair noted the downward trend in the number of
compliments the Trust had received. Mr Dix stated that underlying
circumstances caused him not to have an immediate concern as it was
principally due to narrowing the definition of what was considered a
recordable compliment.
The acting Chair noted that there had been five incidents where the Duty
of Candour had not been applied. Mr Mumford stated that the issue
concerned not whether an apology had been made but an inability to
evidence that an apology had been made.
The acting Chair noted deteriorating performance in respect of the
fractured neck of femur target patient. Dr Hughes stated that the
Executive team were aware of this issue. It was under close view,
particularly in the context of the Trust’s relationship with Care UK.
Discussion returned to Mr Mumford’s initial questions of the Committee
as to the contents of the Safety & Quality Report. Points discussed
included:
•

RAG ratings were helpful indicators of where problems may lay.

•

A RAG rating of green could give false assurance, i.e. aggregation
could disguise under performance.

8

Item A
•

There were occasions when data and RAG ratings were not aligned
due to time lags in reporting.

No specific actions on content revisions were identified.
This concluded the Committee’s review and discussion of the Safety &
Quality Report.
86/18
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Board Assurance Framework (BAF)
The Committee had been provided with the Quality section of BAF. The
role of the Committee in reviewing it was detailed on the agenda. The
acting Chair requested Mr Budge to lead discussion of this item.
Mr Budge referred to the Chair’s messages from the Trust Board,
identified earlier in the meeting and set out in minute 80/18.
Risk Q2 Follow-up backlogs
The Committee would receive a report in February 2019 on a plan to
eliminate the time critical follow-up backlog.
Risk Q3 Quality governance (b) Mortality
As previously discussed, a report was scheduled for the January public
Board. Care would be taken to ensure this was accessible to the public.
Risk Q3 Quality governance (d) Quality Impact Assessments
The Committee would review the approach to these in February 2019.
Risk Q4 Medicines Management
Whilst this would feature in the scheduled CQC Action Plan update in
February, it would be helpful for the Interim Chief Pharmacist to report to
the Committee post-CQC follow-up visit.
Mr Budge would consider adding an appropriate risk to the BAF regarding
antimicrobial stewardship.

LJB

Risk Q5 Medical Equipment
The Committee was required by the Board to confirm that plans were in
place to mitigate equipment risks through the Trust’s capital programme.
The Committee had last reviewed this risk in June 2018. It was agreed
that a report would be scheduled for February 2019, to pay particular
reference to risks identified on DATIX.
Risk Q6 Infection Control
Mr Budge suggested that the Committee had received good assurance on
this issue.
Risk Q7 Clinical Administration
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This risk had been reviewed by the Committee in October 2018 and a
follow-up report would be scheduled in 2019/20.
In considering the totality of the BAF, Dr Hughes stated that in his Quality
Improvement Committee Chair’s Report he would refer to three
significant quality improvement projects that were unable to progress
due to lack of IT support. Mr McArdle agreed and referred to the wider
issue of IT investment within the Devon STP. Ms Webber requested Mr
McArdle follow this up with her via email. It was agreed that the Trust
Management Executive (TME) would review this issue and that Mr Budge
would update the BAF post-TME discussion.
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This concluded the Committee’s review of the Board Assurance
Framework.
87/18

Mr Dix left the meeting.
Reports from Chairs of Sub-Committees
Clinical Effectiveness Group
[Note: the agenda had requested a Clinical Audit Report but this was not
included in the papers].
Mr McArdle’s report included updates on:
•
•
•
•
•

Clinical Guidelines.
National Confidential Enquires into patient Outcome and Death
Common Themes Report.
NHS England 7 Day Survey.
EIDO Healthcare Informed Consent Trial.
Clinical Handover and Internal Transfer of Patients Policy.

Patient Experience Committee Chair’s Report
Mrs Mitchell did not propose to go through her report; rather, she wished
to highlight the many small but important quality improvements
throughout the hospital which the Committee continued to secure on
behalf of patients. Mr McArdle agreed and stated that taking
responsibility for quality improvement was encouraged at staff induction
and it was an issue on which the Trust received positive feedback.
Quality Assurance Committee Chair’s Report
Ms Morgan highlighted the red RAG rated topics and to the detail set out
in the report’s narrative at Annex 1, drawing the Committee’s attention to
Pharmacy-associated issues.
Quality Improvement Committee Chair’s Report
Dr Hughes’ drew the Committee’s attention to the headline messages in
his report, including three quality improvement projects currently on hold
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due to lack of IT support: Radiology acknowledgement (potential CRIS
update), Quality of Discharge information (e-discharge) and the
deteriorating patient (e-observations).
The acting Chair invited questions on these reports. There were none.
The Committee noted the reports from the Chairs of Sub-Committees.
88/18
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Acting Chair’s summary for the Trust Board
The acting Chair referred to the issues identified under minutes 80/18 and
86/18.
He would also include in his summary the requirement for greater clinical
engagement to support the work of the antimicrobial stewardship team.

89/18

Any Other Business

During the meeting Mr Mumford had received an update on actions in
response to one of the Never Events he had described in Minute 85/18
and this information he conveyed to the Committee.
90/18

Review and Learning

The acting Chair invited comments on the learning from this meeting.
The Committee welcomed a shorter agenda.
There was no further business and the meeting closed at 2.50 pm.
91/18

Date of next meeting

12.30 – 3.00 pm on Monday 18 February 2019.
[Calendar invitations issued for the 2018/19 meeting round].
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University Hospitals Plymouth NHS Trust
Minutes of the Human Resources & Organisational Development Committee
11.00 am on Thursday 20 December 2018
Conference Room, Derriford Centre for Health & Wellbeing

D
R
A
F
T

Chairman’s Summary of Meeting for the Trust Board
•

The Committee were made aware of the changes to the Board Assurance Framework
and the areas the UHP Board wished the committee to focus on, the most significant of
which in the short term are the requirements of the NHSI document Developing
Workforce Safeguards. The requirements in this document go live in April 2019 and
require the Medical Director and Director of Nursing to report twice a year confirming
safe staffing levels across the establishment. Work has commenced to respond to
requirements set out by NHSI and progress with UHP response will be reported in the
months ahead.

•

The Committee agreed the ratings within the F2SU self-assessment, noting the
supporting narrative.

•

A detailed paper on the issues in respect of Risk 3b (Mandatory Training) will be
available at the February meeting of the Committee detailing the actions to be taken to
improve attendance. It will also address ‘passporting’ issues.

Present:

Mike Leece, Non-Executive Director, Committee Chairman
Vicky Brotherton, RCN Staff Side Representative
Greg Dix, Chief Nurse
Anna Orrock, Care Group Manager
Steven Keith, Director of People
Louise Shalders, Freedom to Speak Up Guardian
Estelle Thistleton, Non-Executive Director (part meeting)
Sophia Wrigley, Consultant Anaesthetist/Guardian of Safe Working Hours
Paul Youngs, Consultant Anaesthetist

In attendance: Bill Chapman, Head of Workforce
Gill Hunt, Board Secretary
Lisa White, Head of HR Operations
Apologies:

Jemma Edge, Service Line Manager
Martin Bamber, Deputy Director of Human Resources
Jamie Read, Freedom to Speak Up Guardian
Peter Rowe, Deputy Medical Director
Ray Stewart, GMB Staff Side Representative
Action
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76/18

Welcome and apologies
Mr Leece, Committee Chairman, welcomed those present. The apologies
listed above were noted.

77/18

Minutes of the previous meeting, matters arising and review of action list
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The minutes of the previous meeting, held on the 18 October 2018, were
approved as a true and accurate record. There were no matters arising.
Actions 43/18 and 82/18: Matters outstanding from Guardian of Safe Working
Hours (GSWH) Report to the August meeting/Management response to be
circulated to Committee by 9 November 2018
Mr Keith stated that after the October meeting he and Dr Wrigley had met
to discuss the management response. It had been updated and now set out
Executive leads for all actions. Mr Keith acknowledged that the Committee
had not yet had sight of this and he would circulate it for assurance
purposes. Should Dr Wrigley feel that the Trust’s response was not
appropriate, she would bring her concern to the Committee’s attention.

SK

Action 66/18 Director of People to identify with Medical Director process to
conduct junior doctors’ rotation exit interviews and collect feedback
Not discussed and no update given.
78/18

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
The Chairman stated that at its meeting on 30 November 2018 the Trust
Board had set its expectations in respect of the assurances it required from
its Committees. This Committee had been tasked to:
•

Workforce Safeguards: Review compliance with NHSI's Developing
Workforce Safeguards.

•

Safe Staffing: Review plan to address risks associated with medical
and ward staffing, particularly for the Winter months.

•

Guardian of Safe Working Hours: Oversee response to GSWH issues.

•

Freedom to Speak Up: Complete F2SU self- assessment and develop
plan to address any identified gaps.

•

Appraisals & Mandatory Training: Review plan for improving
compliance with appraisal and mandatory training requirements.

•

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

Leadership Development: Review
arrangements for evaluating impact.

implementation

plan

and

It was not the Board’s expectation, nor the Chairman’s, that these issues
would be resolved immediately, rather that they would form the main focus
of this Committee’s agendas and work plan for the coming months.
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The Chairman invited questions. There were none.
79/18

Implementation of the People Strategy and Managing our Workforce Risks
Review of Strategy Implementation Dashboard
Mr Keith’s report provided RAG ratings for the eleven key priority areas
within the three strategic themes. However, the key priority areas were not
identified. Of the eleven, one was RAG rated red, six amber and four green.
The Strategy Implementation Dashboard was not included with the meeting
papers and therefore the Committee’s oversight was restricted.
Mr Keith proposed a refresh of the People Strategy in quarter 4 of 2018/19,
to be informed by a series of engagement events focusing on diversity and
inclusion and supporting staff wellbeing, ensuring that actions were aligned
to the People First programme.
There were no comments on this proposal and the Chairman asked Mr Keith
to proceed.
Mr Keith had been asked to provide in his report oversight of the
Committee sub-Groups, their work plans and progress against them.
Culture, Leadership, Improvement and Engagement Working Group
Mr Keith stated that this Group had struggled with attendance and would
refresh its core purpose and meeting arrangements in the new year, with a
focus on engagement through the People First programme.
Learning and Education Working Group
Mr Keith’s paper set out some of the topics overseen by this Group.
Workforce Steering Group
No report.
The Board Assurance Framework had recently been refreshed and the
revised version reviewed for the first time by the Trust Board on 30
November 2018. The total number of Workforce Risks had reduced from
ten to four and Mr Keith’s paper set out a commentary on ongoing work
under each risk theme. Mr Keith presented key points from the narrative.
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Risk W1 Safe Staffing
The main points of the Committee’s discussion concerned:
•

A ‘forward look’ at nurse staffing over the forthcoming Christmas
period had confirmed that all core shifts were covered. However, an
element of short term sickness was expected.

•

A request, from the Chairman, to review the ‘safer staffing’ rates for
nursing, routinely reported to the Trust Board, in more detail to
identify whether any variation between week days and weekends.
The Committee noted that nurse staffing data was supported by
good methodology and whilst the requested breakdown was
reportable, there was not the same level of visibility for other clinical
staff groups.
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•

Mr Keith suggested a similar exercise to determine the level of
visibility for medical staffing and for the report to identify where the
Trust would wish to be in this regard. [Post meeting note: although
suggested as an action, this exercise would figure as part of the
work required under 83/18 to comply with Developing Workforce
Safeguards. Later in the meeting Mr Keith stated that a related
report would come to the Committee in February 2019].

•

Mrs Orrock referred to the narrative within Risk W1 in the Assurance
Framework (Annex 1 to paper 5) and drew an error in terminology to
Mr Keith’s attention for rectification prior to the Framework’s next
presentation to the Board.

BC

SK

Risk W2 Culture
Mr Keith’s report set out ongoing work in respect of the delivery of the
Trust’s Leadership Approach, approved by the Board on 30 November 2018,
in particular 360 degree appraisal, coaching capacity and staff ‘temperature
check’ arrangements.
Risk W3 Core Requirements
The Committee’s review of this element of Mr Keith’s report focused on
compliance with mandatory training (Risk 3b). Following the October
meeting of the Quality Assurance Committee (QAC), QAC’s Chair had
written to the Committee Chairman to raise her concerns regarding nonattendance (DNA) at Basic Life Skills training, and had requested a formal
response from this Committee.
High DNA rates for core training resulted in wasted capacity and the
creation of a backlog of staff whose training was overdue. There was some
discussion regarding the introduction of penalties for non-attendance but
no shared view was reached. Mr Keith stated that demand/capacity
modelling would be undertaken to identify any areas that may require
supplementary support.
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Dr Youngs asked who oversaw the content and delivery of mandatory
training. Mr Keith confirmed that this was the Learning & Education Group
(LEG), which he and Mr Dix co-chaired. Membership was multi-disciplinary
and included staff side representation.
There followed a discussion regarding national standards for mandatory
training and a review process some eighteen months ago to determine the
appropriate content for all staff groups. Mr Keith assured the Committee
that staff were required to do only those elements of mandatory training
that were required of their staff group. He explained the methods of
training delivery and how, when face to face training was required, this
could be delivered in the work place. LEG had oversight of all requests for
the inclusion of discrete items within mandatory training and considered
what was a priority, what would be a ‘nice to do’ and the elements
appropriate to each staff group.
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Mrs Brotherton suggested reviewing staff who cancelled their training
directly rather than via their line manager.
Dr Youngs raised the issue of training ‘passporting’, which he explained, and
which was acknowledged by Mr Keith.
The Chairman requested a paper on the issues in respect of Risk 3b for the
next meeting, detailing the actions to be taken to improve attendance. This
must include the ‘passporting’ issues raised by Dr Youngs.

SK/BC

Risk W4 Clinical Education
This was covered under minute 78/18 as part of the update on the work of
Learning and Education Working Group.
The Committee noted the Director of People’s report.
80/18

Assurance Framework: Managing our Workforce Risks
The Chairman referred the Committee to the narrative in this report, in
particular to the ‘asks’ of the Committee by the Board, which he had
detailed earlier in Minute 78/18. The Chairman reminded colleagues that the
Committee’s role was to provide assurance to the Board on the effective
mitigation of Workforce risks.
In reviewing the Assurance Framework, the expectations of the Committee
in assessing risk were set out on the agenda. The Chairman invited
comments.
Risk W1 Safe Staffing
Dr Wrigley stated that the Guardian of Safe Working Hours was listed as a
‘control’ in relation to risk W1 Safe Staffing; she did not agree with this. Mr
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Keith supported her and stated that this was not the intention of the role
and he would remove this in the next iteration of the Framework for the
January Trust Board.

SK

Dr Youngs stated that the narrative did not include the assessment of
staffing levels against agreed standards. Dr Wrigley rehearsed the
argument that junior doctor staffing levels were historic and had not been
set empirically. Mr Keith agreed that whilst there was a process to identify
medical rota gaps, that this was not captured as a control. The Chairman
stated that attempting to resolve this issue would form part of the
requirements of the Trust under NHSI’s Developing Workforce Safeguards
(agenda item 8).
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In considering the overall scoring of this risk, currently 25 and therefore at
the maximum risk score, Mr Keith suggested that nurse staffing did not feel
sufficiently serious to warrant this score and queried the Committee’s view.
Mr Dix and Mrs Orrock expressed limited support but noted that the scoring
was aggregated and, overall, the Committee felt there was insufficient
assurance to downgrade the scoring.
Mr Keith suggested requesting a report from the Medical Director on
addressing medical staffing risks to inform an assessment of the overall risk
core. [Post meeting note: this was part of the ‘ask’ of the Committee by
the Board articulated by the Chairman at the start of the meeting, i.e. to
review the plan to address risks associated with medical and ward staffing,
particularly for the Winter months. It would be included on the
Committee’s February agenda].
No other Workforce risks were discussed.
No amendments or additional actions to improve assurance were identified
and no proposals to amend the Assurance Framework, other than that
identified by Ms Orrock, were made.
81/18

Freedom to Speak Up Self Review

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. Following
the unminuted discussion with invited guests at the Committee’s October
meeting, the feedback set out in paragraph 3.1 of Mr Keith’s report had
been received. Mr Keith and Ms Thistleton, F2SU Non-Executive Director
lead, had reviewed the self-assessment in the light of the discussion and
feedback and had updated it. The Committee was invited to review and
approve this revised version in advance of submission to the Trust Board at
its meeting on 25 January 2019.
The Chairman invited comment.
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Mrs Orrock expressed a minor concern regarding the safeguarding of all
staff in respect of bullying and harassment matters, and whether negative
behaviours were a response to management pressures. Mrs White stated
that her department ensured that in bullying and harassment matters both
parties were supported by a dedicated HR contact.
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The Committee agreed the ratings within the F2SU self-assessment, noting
the supporting narrative.
The Committee noted that it would oversee the related improvement plan.
82/18

Workforce Dashboard

The Chairman invited Mr Chapman to highlight key issues from his report,
which set out workforce data to the end of October 2018.
Mr Chapman drew the Committee’s attention to the narrative concerning:
•

Headline figures for vacancies: a reduction of 36 FTE between
August and October 2018.

•

A rolling annual turnover of 10%, compared with 10.41% at the same
point in 2017.

•

The launch of the ‘New Deal’ recruitment campaign which sought to
offer a range of flexible employment opportunities based on
applicants’ aspirations and circumstances.

•

Actions to speed up the recruitment cycle.

•

A sickness absence rate of 4.42%, compared with 4.11% at the same
point in 2017.

•

DNA rates for mandatory training: these were noted in the context
of the earlier discussion under Minute 79/18.

The Chairman invited questions. There were none.
Following a query from Dr Youngs on Appendix 1, to which Mr Chapman
responded, Mrs Orrock stated that whilst requests for additional
information may be of interest, the task of this Committee in respect of its
use of the Workforce Dashboard was set out on the agenda. The content of
the Dashboard was appropriate for the issues that came to this
Committee’s attention and the Committee must be focused on how it used
the data provided to give assurance to the Board.
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The Chairman encouraged efforts to improve staff retention to help the
Trust’s overall staffing position.
Mr Keith stated that staff health and wellbeing was a factor in staff
retention and he had recently taken over as Chair of the THRIVE Board.
Despite considerable efforts to support staff, the number of staff leaving
continued to increase, forcing the question as to whether the Trust was
focusing on the right issues. Colleagues would be aware that constant
operational pressures were a major concern for frontline clinical staff and if
the organisation could achieve a more steady operational state this would
have many benefits. Dr Youngs supported this view.

D
R
A
F
T

The Committee noted the Workforce Dashboard.
83/18

Workforce Safeguards

Mr Keith’s paper briefed the Committee on the publication by NHS
Improvement of Developing Workforce Safeguards. This document set out a
series of recommendations for NHS trusts to help them meet guidance
issued by the National Quality Board (NQB) in respect of safe and effective
staffing. NHSI’s publication included expectations of Executive leads and
Trust Boards. Whilst some elements of the NQB guidance were in place,
further work was required to embed this guidance within the Trust. NHS
Improvement would expect organisational compliance by April 2019.
In taking this forward, Mr Keith would draft an initial briefing on processes
and expectations for the Trust Board in January 2019. He expected to have
mapped out the methodology by February/March to inform a further report
to the Board in March 2019.
This Committee would receive a report on methodology from Mr Keith at its
February 2019 meeting.
The Chairman invited questions. There were none.
The Committee noted the report.
84/18

THRIVE Group
Dr Stuart Windsor, Director of Estates and Facilities; Tracey Gardener,
Derriford Centre for Health & Wellbeing (DCHW) Manager, and Andrew
Tucker, Gym Instructor, attended for this item. Together they gave a
presentation on initiatives to support and improve staff health and
wellbeing. Dr Windsor set the context for the THRIVE initiative and
associated developments within the Trust, and Ms Gardner and Mr Tucker
described clubs, classes, initiatives and facilities within the DCHW.
The main item of subsequent discussion was GP exercise referrals and
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efforts by the Trust to secure these.
The Committee noted the intention to review the Trust’s smoking policy in
light of national developments.
The Committee noted the update and noted the significant amount of work
involved to support the THRIVE initiative.

D
R
A
F
T

The Chairman thanked Dr Windsor, Ms Gardener and Mr Tucker for
attending and they left the meeting.
Mr Dix left the meeting.

Ms Thistleton joined the meeting.
85/18

Report of the Equality, Diversity and Inclusion Working Group (EDIWG)
Ms Beverly Allingham, Deputy Chief Nurse, attended for this item, which
was presented jointly with Ms White.
The report set out an update on progress with the EDIWG’s work plan to
support the embedding of equality and diversity for patients and staff. The
Committee noted that a similar update was routinely presented to the
Patient Experience Committee and Safety & Quality Committee.
Dr Wrigley asked whether the percentage of female consultants applying
for Clinical Excellence Awards had increased this year. Ms White confirmed
that it had.
The Committee was asked to approve two appendices to this report:
1. The EDS2 self-assessment.

2. A Workforce Race Equality Standard (WRES) submission, required
following the Care Quality Commission inspection in April/May 2018.
The completed WRES reporting template, together with supporting
data, was provided to the Committee.
The Chairman invited comments on both documents. There were none.
The Committee:
•

Noted EWIDG’s work plan.

•

Approved the EDS2 self-assessment.

•

Approved the WRES submission.
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86/18

Care Quality Commission Compliance Assessment: Equality and Diversity
(Staff)
This Committee had been invited by the Quality Assurance Committee to
scrutinise and assess compliance against those CQC domains with which its
Terms of Reference more appropriately fitted.

D
R
A
F
T

As part of its rolling programme to review the process to test assurance, Ms
White had presented this topic compliance assessment to the Committee in
August 2018. At that time several further actions were identified to improve
confidence that the assessment was accurate. These actions had now been
completed and, in the light of these Ms White presented the updated
assessment, the rating for which had moved from ‘Minor Concern: partially
met – low concern’ to ‘Moderate Concern: partially met – higher concern’.
The Chairman invited questions. There were none.
The Committee noted the assessment rating.
87/18

Care Quality Commission (CQC) Compliance Assessment:
Checks

Recruitment

As part of its rolling programme to review the process to test assurance
against CQC Compliance Assessments, Mr Chapman presented that for
Recruitment Checks. This topic was currently assessed as ‘Compliant: fully
met’.
The Chairman invited questions. There were none.
The Committee noted the assessment rating.
88/18

Policy Ratification

There were no policies requiring ratification.
89/18

Chair’s expectations for the next meeting, including key actions for the
Committee to progress
The Chairman referred to the previously noted ‘asks’ of the Committee by
the Trust Board, set out in Minute 78/18.

90/18

Any Other Business
NHS National Staff Survey 2018
Mr Keith stated that this survey had now closed. The Trust’s response rate
had been 52.5%, down from 57% in 2017, and below the target of 60%. He
asked the Committee to consider this performance in the context of IT
glitches which had caused some surveys to be directed to recipients’ spam
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email boxes. Whilst the raw data could be used by the Trust immediately to
inform its response, public reporting was embargoed until 2019.
91/18

Review and Learning
The Chairman thanked colleagues for their contributions during the
meeting. There was no specific feedback from those present.

D
R
A
F
T

There was no further business and the meeting closed at 1.30 pm.
92/18

Date of next meeting

Thursday 21 February 2019.

Calendar invitations for the 2019/20 meeting round had been issued.
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Item C
University Hospitals Plymouth NHS Trust
Minutes of the Research Committee meeting
1.30 pm on Wednesday 19 December 2018
Seminar Room 6, John Bull Building
Present:

Liz Kay, Non-Executive Director, UHP, Committee Chair
Greg Dix, Chief Nurse, UHP
Phil Hughes, Medical Director, UHP
Ann James, Chief Executive, UHP
Bridie Kent, Executive Dean, Faculty of Health & Human Sciences, UofP
Jos Latour, Professor in Clinical Nursing, School of Nursing & Midwifery, UofP
Gary Minto, Director of Research & Development, UHP
Adrian Taylor, Associate Dean for Research, Faculty of Medicine and Dentistry,
UofP

Apologies:

Jerry Roberts, Deputy Vice-Chancellor Research & Enterprise, UofP
Graham Sewell, Professor of Clinical Pharmaceutics/Associate Dean
(Research), Faculty of Health & Human Sciences, UofP

In
Hannah Girvan, Project Manager, South West Academic Health Science
attendance:
Network (SWAHSN)
Gill Hunt, Board Secretary, UHP
Action
20/18

Welcome, apologies
The Chair welcomed colleagues, including Ms Hannah Girvan from
the SWAHSN, who was shadowing Dr Minto. Introductions were
effected.

21/18

Chair’s opening remarks
The Chair’s opening remarks concerned:
•

Confirmation that UHP’s Trust Board had supported Dr
Minto’s R&D Strategy when he had presented it to them in
October 2018.

•

Her discussions with Dr Minto regarding income distribution
from NIHR funding and performance studies and resolving
the financial flows.

•

The development of a ‘Research College’, a joint venture
between the Trust and the University.

•

The potential for involvement by the NIHR in the People First
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initiative being led by the Trust’s Richard Best.
•

An upcoming NIHR event on 28 March 2019 as part of finance
related roadshow. Ms Girvan was requested to forward
details to the Chair for circulation.

HG

The Committee reviewed a tabled letter dated 6 February 2017 from
Professor Chris Whitty and Dr Louise Wood of the National Institute
for Health Research (NIHR) on that organisation’s future direction.
The letter had been widely circulated within Medical Schools and
NIHR establishments. The Committee noted the direction of travel
set out by the authors, particularly in respect of patient pathway
redesign and in anticipating developments in healthcare relevant to
local populations. On his appointment as Director of R&D, Dr Minto
had made contact with Professor Whitty. The Committee noted the
importance of the Athena Swan Charter for most NIHR schemes and
agreed that it would be desirable to embed this, or its principles,
within the Research Strategy.
22/18

Minutes of the previous meeting
The minutes of the previous meeting, held on 24 September 2018,
were agreed as a true and accurate record. There were no matters
arising or outstanding actions.

23/18

A Research Strategy for the Trust
The Chair’s request of Dr Minto for this meeting had been for the
Committee to:
•
•
•

Review a draft of the Annual Plan for R&D for 2019/20.
Review enhanced and firmed-up KPIs for research activity so
that the Committee could assess assurance of delivery.
Receive an update on the communication plan, internally and
externally, for the Research Strategy.

Dr Minto’s paper set out narratives and intentions under the
following themes:
•
•
•
•
•
•

Reflecting the needs of the local population.
Reflecting transformation in healthcare delivery.
Growing a research rich climate.
Financial sustainability
Aiming towards NIHR Clinical Research Facility accreditation.
Building local partnerships.

In going through his paper Dr Minto highlighted the following points:
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•

The importance, and why this was so in terms of financial
sustainability, of agreeing the annual CRN plan for 2019/20.
There was considerable risk around public health and
preventative medicine projects in terms of (currently)
unfunded campaigns.

•

Dr Minto’s intention for year 1 was to focus on research that
impacted upon people’s lives; public health issues had the
majority of grant funding.

•

The internal message to the Trust was not to continue
blocking research. An example within the radiology service
line was briefly discussed. Dr Minto sought Executive
team/Trust Management Executive support through
consistency of messages to Care Groups as part of job
planning for 2019/20.

•

The importance of having embedded Principal Investigators
within Care Groups and Service Lines.

•

An application to the Charitable Funds Committee for a
further round of seed corn funding to support new
researchers.

Professor Taylor noted the importance of prioritising the savings
that research can generate: it was a positive message to take
forward. Dr Minto agreed; with a projected deficit this year and
commercial trials income falling, every effort was being made to
galvanise commercial research to re-gain financial stability.
In respect of local partnerships, the Committee noted the joint
desire of the Trust and the relevant University Schools to more
closely align their work to create a physical research hub - a research
college - within Derriford’s footprint. Dr Minto welcomed this
proposal to create a research foothold within the Trust. In his view,
it should be a joint office supported by joint governance. Professor
Kent agreed and stressed the importance of integrating technology
to support joint working. Professor Kent and Dr Minto would be
meeting the following day to discuss the project. In Professor Kent’s
view there was sufficient momentum to achieve the aim. The
Committee noted the importance of the location or ‘place’ of this
facility, and of staff communications and staff engagement in
achieving a positive outcome.
There followed a discussion, instigated by Professor Latour, on the
vision for the research college. He used as an example the
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importance of the vision for the Clinical School. Ms James suggested
driving this within the wider context of cultural change; the ambition
must be defined to encourage mobilisation. Dr Minto suggested an
emblematic goal, something understandable to all about why the
research facility’s aims in preventing ill health and facilitating public
education. Ms James reminded colleagues that the NHS Ten Year
Plan would be published early in the new year. This was expected to
place strong emphasis on disease prevention and health education
and, in the context of the continued debate about ‘fair shares’ within
Devon, Ms James suggested now was an excellent time for
alignment.
KPIs were not presented to the Committee and were not discussed.
In terms of launching the Strategy and communicating the key
messages in it, Dr Minto stated his intention to work with the
Director of Governance and with the Communications Team to
produce two accessible documents to tie in with the launch of the
People First initiative.
Ms James stated that these developments would be discussed as
part of Vision and Values work at the Board Development Session
planned for 4 January 2019.
24/18

Risk Assurance Framework (RAF)
Dr Minto had not completed a Framework for the Committee to
consider. Instead his strategy paper invited Committee members to
identify the key risk associated with the Strategy.
The Chair stated that she and Dr Minto had discussed this outside
the meeting and had agreed that a RAF, at least partially completed,
must come to the Committee for consideration at its next meeting.
Dr Minto stated that in terms of assurance:
•

R&D financial performance was tracked at Service Line level.

•

Strong Standard Operating Procedures were in place.

The Committee agreed that risks associated with the lack of Athena
Swan Charter accreditation should be considered as part of the RAF.
25/18

Terms of Reference
These were due for review by the Committee. The Committee
considered the document presented by Mrs Hunt and the suggested
amendments, and their rationale, set out in her covering paper.
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Subject to removal of the words ‘Peninsula Medical School’ and their
replacement with ‘Faculty of Medicine and Dentistry’ the Terms of
Reference were approved. These would be presented to the
University Hospitals Plymouth’s Trust Board for approval.
26/18

Chair’s expectations for the next meeting
The Chair’s expectations for the next meeting were to:

27/18

•

Receive a briefing on the proposed research college,
including stakeholders’ aspirations.

•

Consider the Risk Assurance Framework for the R&D
Strategy. The Chair would work with Dr Minto and Mrs Hunt
on this.

LK/GM/GH

Any Other Business
Digitisation
Following a discussion regarding an IT system being installed at
another Trust, Ms James stated that colleagues in Devon and
Cornwall had agreed to put forward a proposal nationally for
investment in digitisation. She would welcome Dr Minto’s input into
this proposal.
There was no further business and the meeting closed at 3.00 pm.

28/18

Date of next meeting
3.30 pm Monday 25 February 2019.

5

This page is intentionally blank.

Item C

Terms of Reference

Research Committee
Constitution
The Trust Board resolves to establish a Committee of the Board to be known as the Research Committee. The
Committee 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 at least four times a year to discharge its responsibilities. The Chair of the Committee
may call for additional meetings should the need arise. The Committee is authorised by the Board to investigate
any activity within its Terms of Reference.

Duties

Membership, Quorum and Support

The objectives of the Committee are to:

Committee Membership
University Hospitals Plymouth NHS Trust
• Non-Executive Director (Chair)
• Chief Executive
• Medical Director
• Director of Research & Development
• Director of Nursing
University of Plymouth
• Deputy Vice-Chancellor, Research & Enterprise
• Executive Dean, Faculty of Health & Human
Sciences
• Associate Dean (Research) Faculty of Health &
Human Sciences
• Professor in Clinical Nursing, School of Nursing
& Midwifery
• Dean, Faculty of Medicine & Dentistry
• Associate Dean, Research, Faculty of Medicine
& Dentistry
Quorum
A quorum will be three members, including the NonExecutive Chair.
Support Arrangements
Administrative support will be provided by the Board
Secretary.

•

•
•
•

•

•

Strategy: Develop and oversee the implementation
of the Trust’s strategy for research, teaching and
innovation, including the identification and
management of associated risks.
Planning: Develop an annual plan, objectives and
KPIs for furthering the Trust’s research, teaching
and innovation aspirations.
Culture: Establish, model and promote a culture in
which research flourishes and is open to all.
Collaboration: Work with partners in the health
and social care communities of Plymouth and the
wider peninsula to identify initiatives for joint
working for the benefit of the population we serve.
Coordination: Develop a coordinated approach for
all research and education endeavours with the
Academic Health Science Network (AHSN) and
Health Education (South West).
Delivery: Ensure that appropriate arrangements
are in place to deliver our strategy and plans.

Reporting Arrangements
The Committee Chair will prepare a report summarising the key issues arising from each meeting and present
this, together with the meeting minutes, to the next scheduled Trust Board meeting.

Review Arrangements
The Terms of Reference and performance of the Committee will be reviewed by the Trust Board annually. No
changes to these Terms of Reference may be made without the approval of the Trust Board. In assessing the
Committee’s performance, the Committee Chair will provide an Annual Report to the Trust Board and make
recommendations on any amendments to its remit which are considered necessary to improve its performance.

Last Approval

Due for Review

December 2018

December 2019

