AGENDA
Trust Board
Date

Friday 24 May 2019

Time

9.00 am – 12.30 pm

Location

Board Room, Derriford Centre for Health & Wellbeing

Setting the context
1

Welcome, apologies and declarations of interest

-

Chairman

Verbal

2

Questions to the Board pertinent to the agenda

-

Chairman

Verbal

3

Previous minutes, matters arising, actions review

Approval

Chairman

Paper

4

Why we are here … a patient story

Lenny Byrne

Verbal

5

Chief Executive’s Report

Review

Ann James

Paper

6

Board Development Plan

Approval

Chairman

Paper

Paper

-

Reviewing our performance and risks
7

Board Assurance Framework and Committee Chairs updates

Review

8

Integrated Performance Report

Review

Chairman &
C’ttee Chairs
Executive Team

9

Learning from Deaths

Review

Phil Hughes

Paper

10

Research & Development Report

Review

Gary Minto

Paper

11

Quality Account

Review

Phil Hughes

Paper

12

Freedom to Speak Up

Review

F2SU Guardians

Paper

Review

Ann James

Paper

Sarah Brampton

Paper

Paper

Regulation and compliance
13

Care Quality Commission Action Plan

14

Annual Accounts 2018/19

Approval

Closing items
15

Any other business

-

Chairman

Verbal

16

Key actions for Committees and Executives

-

Chairman

Verbal

17

Review and learning

-

Chairman

Verbal

18

Next meeting: Friday 26 July 2019

-

Chairman

Verbal

Supplementary papers for information
A

Safety & Quality Committee minutes April 2019

Assurance

NED Chair

Paper

B

HR & OC Committee minutes April 2019

Assurance

NED Chair

Paper

C

Infection Control Annual Report

Assurance

Lenny Byrne

Paper

D

Trust Seal Report

Assurance

Gill Hunt

Paper

E

Quality Account 2018/19

Assurance

Phil Hughes

Paper
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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

•
•

Sarah
Brampton
Jo Beer

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.

Director of Finance

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

Director of
Integrated Care &
Partnerships
Director of
Corporate Business

Requested.

Lenny Byrne

Interim Chief Nurse

None.

Giles
Charnaud

Non-Executive
Director

None.

Jacky Hayden

Non-Executive
Director

•
•

Lee Budge

•
•

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

•
•
•

President of the Academy of Medical Educators.
Member of the Council of the Faculty of Medical Leadership
and Management.
Member of the Medical Practitioner Tribunal Service
Committee.
Professor of Postgraduate Medical Education University of
Manchester.
Visiting Professor Lancaster University.
Director of Postgraduate Clinical Training University of Nicosia.
Associate, General Medical Council.

•
•

Philip Hughes

Medical Director

•
•

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

Ann James

Chief Executive

•
•
•
•

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

•
•

May 2019

Elizabeth Kay

Associate NonExecutive Director

•
•
•
•
•
•
•

Hisham Khalil

Non-Executive
Director

•
•
•

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

•

Mike Leece

Non-Executive
Director

None.

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

Graham Raikes Non-Executive
Director

•

Chair of Governors, Plymouth Marjon University.

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

Member of GS1 UK Healthcare Advisory Board.

Item 3
University Hospitals Plymouth NHS Trust
Minutes of the Trust Board meeting
9.00 am Friday 29 March 2019
Board Room, Derriford Centre for Health and Wellbeing
Present:

Richard Crompton, Chairman
Lenny Byrne, Interim Chief Nurse
Giles Charnaud, Non-Executive Director
Jacky Hayden, Non-Executive Director
Phil Hughes, Medical Director
Ann James, Chief Executive
Elizabeth Kay, Associate Non-Executive Director
Neil Kemsley, Director of Finance
Hisham Khalil, Non-Executive Director
Graham Raikes, Non-Executive Director
Estelle Thistleton, Non-Executive Director
Henry Warren, Associate Non-Executive Director
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In Attendance:

Beverley Allingham, Deputy Chief Nurse
Jo Beer, Director of Winter and Partnerships
Gill Hunt, Board Secretary
Steven Keith, Director of People
Nick Thomas, Deputy Chief Executive

Apologies:

Kevin Baber, Chief Operating Officer
Lee Budge, Director of Corporate Business
Mike Leece, Non-Executive Director

22/19

Welcome and Declarations of Interest

Action

The Chairman welcomed Jo Beer and Lenny Byrne to their first Board
meeting. He welcomed members of the public, staff and observing
guests, 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.
23/19

Questions to the Board pertinent to the agenda
Mrs Vera Mitchell referred to the report of the Guardian of Safe Working
Hours and wished to commend Dr Sophia Wrigley, the Trust’s Guardian,
on her work in supporting junior doctors. Mrs Mitchell expressed her
concern that in their report of their most recent visit to the Trust, the
Care Quality Commission (CQC) had reported that some radiographers
felt unable to raise legitimate concerns. Given how well the Trust cared
for patients, how would the Board ensure that every member of staff
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was supported in resisting and reporting harassment of every kind? Ms
James stated that the Board was focused on achieving an open and
transparent culture for every member of staff. She felt that good
progress had been made in this regard. In the context of the CQC
report, Ms James acknowledged that a small number of staff had not
felt able to raise concerns and the Board took this very seriously. Ms
James explained the options available to staff in speaking up. She
wanted staff to feel confident that they would be well supported if they
raised concerns and that those concerns would be dealt with.
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A member of the public queried the Board’s intentions regarding the
care of patients with autism. He stated that there was a lack of training
for staff and a lack of policy in this regard and explained some of the
challenges faced by autistic patients. Ms Allingham stated that the Trust
had recently been awarded funding to enhance its learning disability
service and explained how this funding would support staff training and
awareness of autism. Ms Allingham respected the challenges that the
questioner described and described actions to be taken with local health
partners; she would be happy to discuss these with the questioner
outside the meeting.
The same member of the public stated that no alcohol hand sanitising
gel was available to staff and visitors on the main concourse and
suggested that awareness of the importance of infection prevention
and control could be raised by providing gel and appropriate signage in
this large public area. Dr Hughes stated that gel and educational
messages were located at the entrances to all wards. The rationale for
this positioning was to locate the gel as close to patients as possible to
minimise opportunities for additional contact after application. The
questioner agreed with the rationale but suggested that not providing
this on the concourse was a missed opportunity to raise awareness and
support good practice. Dr Hughes stated that he would discuss the
merits of this suggestion with Infection Control.

PH

Two questions had been received from staff via social media; both
concerned smoking in the vicinity of entrances to hospital buildings. In
response, Mr Thomas described the work of the Smoking Control Group,
which would make any recommendations for change to the Trust’s
existing Control of Smoking Policy.
A third question had been received via social media. This concerned
interim arrangements for the Emergency Department when
forthcoming building works took place. Mr Thomas stated that this
project would involve a complex series of moves, currently at the
planning stage. These would be communicated to staff when the final
configuration of this service was decided.
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24/19

Minutes of the previous meeting, matters arising and review of actions
The minutes of the previous meeting, held on 25 January 2019, were
agreed as a true and accurate record. There were no matters arising.
The Board reviewed the Executive Actions Register.
Action 1148: it was agreed that this Board Development Session should
take place as soon as possible.
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Action 1156: Mr Keith confirmed this action was now complete.
Actions 1557 and 1558 remained outstanding.
25/19

Why we are here … a patient story
Ms Jane Roué, Support Manager for Gastroenterology, gave a
presentation on NHS England’s plan to eradicate Hepatitis C in England
and how this Trust, through the South West Peninsula Hepatitis C
Operational Delivery Network, would support this.
On behalf of the Board, the Chairman congratulated the Trust’s team on
winning the 2019 Hepatology Liver Nursing Team of the Year.

26/19

Chief Executive’s Report

Ms James’s report set out updates on:
•

NHS Provider performance for quarter 3 of 2018/19.

•

The national review of NHS access standards.

•

The Care Quality Commission’s Report following their inspection
in December 2018 focusing on the improvements required under
two Warning Notices issued in August 2018.

•

Headline messages from the NHS National Staff Survey results.

The Chairman invited questions. There were none.
The Board noted the Chief Executive’s Report.
27/19

Board Assurance Framework and Committee Chairs’ updates
These two agenda items were taken together.
Assurance updates on each of the ‘asks’ by the Board of its Committees
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were detailed in Mr Budge’s report accompanying the Board Assurance
Framework (BAF). Where an ‘ask’ had not been sufficiently covered at
each Committee’s February meeting, a verbal update from the
Committee Chair was requested.
Human Resources & Organisational Development Committee (HR&ODC)
In the absence of the Committee Chair, Mr Leece, Ms Thistleton stated
that no meeting had taken place in February. No verbal update on the
current position of the ‘asks’ by the Board was given although Mr Keith
stated that he anticipated bringing a paper to the Board in July 2019 on
the outcome of the latest General Medical Council survey of junior
doctors.
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Finance & Investment Committee (FIC)
Mr Warren, the Committee Chair, would give his comments during the
Board’s review of the BAF.
Safety & Quality Committee (S&QC)
Professor Hayden referred the Board to her Chair’s Report of the
meeting set out in agenda Item A. There was no update on the ‘ask’ of
the Committee by the Board regarding Quality Impact Assessments.
Audit Committee
There were no specific ‘asks’ of the Audit Committee by the Board. Mr
Raikes, Chair of the Audit Committee, referred the Board to his Chair’s
Report of the meeting included at Item C. He stated that the Committee
had approved the Counter Fraud Plan for 2019/20, reviewed the
Standards of Business Conduct Policy and accepted the Audit
Committee’s role in monitoring compliance with it. The Committee’s
engagement with the BAF was as detailed in the minutes and in the
Chair’s Report.
Turning to the BAF, the Chairman invited colleagues to comment on the
completeness of the risks and mitigating actions and to identify
additional actions to improve assurance.
Risk S2 Physical Infrastructure. Mr Warren felt that the assessment
rating of ‘Fair’ was inaccurate and this risk must be considered in the
context of the Trust’s capital programme and linked to the specific
Capital Programme risk, F2. FIC would give this further attention.
Risk S1 System Transformation. Mr Warren agreed with the assessment
rating of ‘Fair’ and noted this would be discussed in the private part of
the Board.
Risk F1 Financial Performance. Mr Warren stated that the Board had
recognised that it would not deliver the original 2018/19 Plan some
months ago and had submitted a revised forecast. The assessment
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rating of ‘Reasonable’ therefore reflected the forecast position.
Risk F4 Financial Stability. Mr Warren disagreed with the assessment
rating of ‘Fair’. The Board was in the position of having to approve a
Plan for 2019/20 without, in his view, making sufficient progress with a
Plan for 2020/21 and looking at each year in isolation was not helpful.
He noted that the Board would be considering the longer term strategy
in the private part of the meeting.
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Risk F2 Capital Programme. Mr Warren referred to his earlier comments
regarding Risk S2. This risk currently reflected ongoing projects and he
felt the emphasis should be on projects that would improve
performance in future years.
Risk F3 Use of Resources. Mr Warren stated that FIC were comfortable
with this risk as described.
Risk W4 Clinical Education. Professor Hayden noted the Ofsted
inspection of the Trust as an Apprenticeship Training Provider reported
in the Integrated Performance Report. This and other relevant
inspections, she suggested, should be included as part of this risk. Mr
Keith would consider this.

SK

The Board made no changes to the BAF and no actions were identified
to improve assurance.
The Board noted the Board Assurance Framework.
28/19

Care Quality Commission (CQC) Action Plan
Ms James’ report set out an update on the actions being taken in
response to the 2018 CQC Inspection Report and the issue of Section
29A Warning Notices for Pharmacy and Diagnostic Imaging. The CQC
had conducted a follow-up inspection in December 2018, focused only
on the improvements required under the Warning Notices.
In respect of Pharmacy, the CQC found that the Trust had not fully
addressed, or sufficiently acted upon, some of their concerns in the
Warning Notice and the actions taken required better executive
oversight. However, they recognised that some progress had been
made and that a cultural shift would take time. The Trust had therefore
not been issued with a further Warning Notice for Pharmacy; instead the
CQC’s report set out a number of Requirement Notices which had no
specified time limit within which they should be addressed.
In respect of Diagnostic Imaging, the CQC felt insufficient progress had
been made in addressing the concerns in the 2018 Warning Notice and
on 25 January 2019 had issued a new Section 29A Warning Notice. The
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areas of concern identified by the CQC were highlighted in the Chief
Executive’s report and the timetable in which the Trust must make the
required improvements was set out.
Ms James stated that both Pharmacy and Diagnostic Imaging had
Improvement Boards with Executive membership. A ‘stocktake’
meeting with Pharmacy would take place next week to ensure that
there was no loss of pace on any of the required actions. Ms James did
not want the Board to lose sight of the broader organisational response
and would bring a full review of all CQC actions to the next public Board
in May.
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AJ

There followed a broader discussion in the role and effectiveness of the
Board’s Committees in seeking assurance associated with the range of
issues arising from the CQC report. Non-Executive Directors were invited
to sit in on associated Executive meetings to review complicated action
plans. Ms Thistleton stated that she would be Chairing the HR&ODC
from April 2019 and would follow up on issues of staff experience. She
felt there was scope to review how the Board’s Committees intersected
to ensure full coverage of the issues. The Chairman supported this
proposal.

AJ

Mr Warren referred to the Safety & Quality Committee’s February
meeting minutes at agenda Item A and noted the first two bulleted
points in the Chair’s Report regarding the Committee’s consideration of
the CQC Action Plan. Professor Hayden stated that it was her
recollection that the Committee had been awaiting the imminent
publication of the CQC’s response to their December visit. Ms Hunt
would review the context in which this meeting had taken place and the
documentation provided to Committee members and confirm this. The
meeting minutes were currently in draft format and she would work
with the Committee Chair to give the appropriate context to the Chair’s
Report to avoid misinterpretation.

GH

No comments or questions arose from the Chief Executive’s report, the
CQC’s Quality Report at Annex 1 in respect of their follow-up visit or
from the two Action Plans for Pharmacy and Diagnostic Imaging at
Annexes 2 and 3 respectively.
The Board noted the CQC Action Plan Report.
29/19

Integrated Performance Report (IPR)
This item commenced with a presentation from Ms Beer on Winter
Planning/Pressures. Ms Beer drew the Board’s attention to the detail on
the medical bed model. Although the Trust had experienced 139 more
medical arrivals in January 2019 compared with January 2018, the bed
position compared favourably because of the decrease in medical length
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of stay from 7.28 days to 6.50 days.
The main points of the Board’s subsequent discussion concerned:
•

Seeking assurance that staff were appropriately supported to
deliver the winter plan and identifying the avenues available to
them.

•

The national programme to encourage the public to seek the
advice of their pharmacist.

•

Positive feedback in respect to the winter plan, and Ms Beer’s
leadership of it, from Dr Ian Higginson, Consultant in Emergency
Medicine, who was observing the meeting and who commented
at the Chairman’s request. Dr Higginson stated that the Trust
was fortunate to have some inspirational leaders but he felt
there was a problem with capacity and capability and the Board
must support the encouragement of leaders at all levels,
particularly in succession planning.
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This concluded discussion of Ms Beer’s presentation.
Ms Beer referred the Board to the IPR summary, set out pages 3 to 7,
taking the Board through the key exceptions and improvement plans.
Mr Warren noted the narrative regarding 52 week waits and reminded
the Board of the importance of understanding actions to eliminate these
and the related financial implications of not doing so. Ms Beer
acknowledged this.
Mr Warren noted that three of the nine cancer standards had been
achieved and Ms Beer described mitigating actions. Workforce issues
were often the performance limiting factor.
Mr Warren acknowledged the improvement in diagnostic performance
and the achievement of the NHS Improvement trajectory of 7.5%. He
suggested that the Board must also keep in mind the resources to
report images; in his view this was a Board issue and he was unsure that
this was reported as clearly as he would wish.
Dr Hughes presented the mortality section of the summary report and
drew the Board’s attention to the narrative concerning the work
streams established to better understand the variances identified. Dr
Hughes invited questions. There were none.
Dr Hughes drew the Board’s attention to deteriorating performance in
the follow up backlog, as had been reported to the Safety & Quality
Committee in February. He invited questions. There were none.
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Turning to the detail of the IPR, Dr Hughes drew the Board’s attention
to the two upward spikes in the reporting of safety incidents in May
2018 and January 2019 and stated that these were the result of a data
cleansing exercise. There were no comments.
Dr Hughes drew the Board’s attention to a Never Event in Dermatology
and the mitigating actions taken. The Chairman was concerned by the
increasing frequency of Never Events and sought Dr Hughes’ view. Dr
Hughes stated that in recent months two Never Events had occurred in
Dermatology, a high volume specialty, in which invasive procedures
were carried out in an outpatient or non-theatre setting. This had been
discussed at the Safety & Quality Committee in February. A Service Line
risk summit had taken place. Generally, the number of Never Events
was comparable with similar trusts. There was no further comment.
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Dr Hughes drew the Board’s attention to performance standards and
mitigating actions to address in stroke and fractured neck of femur.
Ms Thistleton asked whether there were staff concerns in these areas of
under performance. Dr Hughes stated that this would be considered
when the technical issues were resolved.
The Chairman invited Mr Keith to present the Workforce section of the
IPR to the Board. Overall, performance for February had been
maintained and Mr Keith drew the Board’s attention to the detail at
pages 30 and 31 regarding staff vacancies and turnover.
The Chairman invited questions. There were none.
The Chairman invited Mr Kemsley to present the Finance section of the
IPR to the Board. Mr Kemsley stated that against a planned deficit of
£3.8m for 2018/19, the year to date deficit was £32.93m, £27.10m adverse
to Plan. There were three main reasons for this:
•

A shortfall in delivery of the Financial Improvement Plan (FIP).
The FIP target for 2018/19 was £32.9m. £17.91m had been
delivered to date, £9.86m adverse to Plan.

•

A shortfall against elective and specialist services income, most
of which reflected the impact of urgent care delivery and a
consequential inability to undertake elective activity.

•

Loss of Provider Sustainability Funding (PSF) resulting from FIP
under-delivery. The Trust had to date received £1m PSF this
financial year, compared with £16m in 2017/18.

Mr Kemsley asked the Board to note the reduction in agency spend set
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out on page 36 of the IPR. Despite the in-year financial pressures the
Trust’s establishment had increased by 230 in 2018/19, which was
broadly consistent with the previous three financial years. The Board’s
confidence in the Trust’s ability to undertake elective activity would be
crucial when considering the Financial and Operational Plan for
2019/2020. The Trust’s cash balance was healthy; this would reduce to
the required level by 29 March 2019 as funding for the capital plan was
discharged.
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The Chairman invited questions. There were none.
The Board noted the Integrated Performance Report.
There was a short break between 11.25 am and 11.35 am.
30/19

Research & Development Strategy
Dr Gary Minto, Director of Research & Development (R&D), attended for
this item. He drew the Board’s attention to:
•

An Action Plan for 2019/20 to deliver the Trust’s Research
Strategy.

•

A Risk Assurance Framework for R&D.

•

A Research Activity Summary Dashboard (KPIs).

•

Plans to launch, jointly with the University of Plymouth, a
research hub with the long term aim to move towards a joint
research office with shared governance and financial flows. A
soft launch was planned for 8 April 2019.

The Chairman invited Professor Kay, Chair of the Research Committee to
comment. [Minutes of the most recent Research Committee meeting
were included at agenda Item B]. Professor Kay stated that R&D was a
core element of Trust business and she welcomed the level of oversight
that Dr Minto had brought to the Board. He and his team had produced
the first of what would be increasingly detailed reports to facilitate
informed debate. Professor Kay asked colleagues whether this
represented appropriate oversight of R&D at a level of detail that gave
them confidence.
Mr Raikes expressed his satisfaction. He looked forward to future
reporting that set out the R&D governance framework and financial
flows that would support joint working between the Trust and the
University. Clear and detailed discussions and agreements at this stage
would pay dividends downstream. Professor Kay supported this view
and referred colleagues to the Research Committee minutes at which
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the same view had been expressed.
Professor Khalil, who was leading on the research hub on behalf of the
University of Plymouth, echoed the remarks he had made at the
Research Committee’s meeting and encourage Board members to
attend the launch on 8 April 2019.
Professor Hayden thanked Dr Minto for the depth of information
presented. Going forward, she would like to know more about the
development of Chief Investigators and the related targets and
opportunities; the risks associated with governance; the financial model
and the impact of relevant publications. Professor Kay agreed that
outcome metrics were required; again, this had been made clear at the
Research Committee.
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Ms Allingham acknowledged the R&D strategy’s support for nonmedical researchers. Research was important for all clinical professions
in terms of leadership development and culture.
The Chairman spoke for all Board colleagues in welcoming the detail in
Dr Minto’s report. It had informed a level of awareness and discussion
that the Board had not previously enjoyed. In response, Dr Minto stated
that the Board’s comments were helpful in the journey to bring R&D
within core business. It was important to set a clear direction of travel
and to understand how staff and patients were engaged in this debate.
Dr Minto stated that over the last eighteen months R&D income had
dropped and he drew the Board’s attention to his financial reporting
intentions set out in the Research Activity Summary Dashboard. Mr
Warren would welcome this.
On behalf of the Board, the Chairman thanked Dr Minto, Professor Kay
and Professor Khalil for the progress made.
The Board noted the Research & Development Report.
The Chairman thanked Dr Minto for attending and he left the meeting.
31/19

Nursing & Midwifery Establishment
Ms Allingham’s paper provided a six monthly appraisal of the Trust’s
status for the provision of nursing and midwifery staffing levels and set
out work in progress to monitor and manage safe staffing levels. Ms
Allingham drew the Board’s attention to narrative concerning:
•
•
•
•

Staffing fill rates and Unify data.
Effective rostering and safe care.
Quality indicators.
Workforce plans.
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•

Next steps.

The 2019 establishment review would take place in May 2019, with the
expectation that this would be reported to the Board in July 2019.
Ms Beer queried any correlation between incidents, quality indicators
and staffing levels. Ms Allingham stated that this was routinely
considered and whilst there was no evidence to support this, patient
safety was always the most important consideration.

D
R
A
F
T

There were no further questions or comments.
The Board noted the Report.

Ms Allingham expressed her thanks to Marie Whitley, Matron for Clinical
Standards and Patient Experience, for preparing this report on her
behalf.
32/19

Guardian of Safe Working Hours (GSWH) Report
Dr Sophia Wrigley, the Trust’s GSWH, attended to present her final
report to the Board before standing down from this position at the end
of her three year term. She was accompanied by Dr Steve Boumphrey,
Consultant Anaesthetist and GSWH designate, and Dr Btari Adityani, F1
Doctor and Chair of the Junior Doctors’ Committee.
GSWH reports were routinely reviewed by the HR&ODC prior to the
Trust Board but no HR&ODC meeting had taken place in February. The
Guardian’s report had had Executive oversight but no HR&ODC
oversight.
The report aimed to provide assurances that doctors and dentists in
training were safety rostered and that their working hours were
compliant with their Terms and Conditions of Service. Dr Wrigley
highlighted exception reports and the associated concerns that these
raised, referring the Board to the examples detailed at section 2.3 of her
report.
Mr Keith stated that Dr Wrigley had rightly challenged the Executive
team and Care Groups in responding to the issues she had identified. A
management response was detailed at Annex 15 of the IPR. Mr Keith
was keen to work with the Junior Doctors’ Committee and supported
staff in making exception reports. Dr Adityani stated that there had
been reluctance by some staff to do so but this was dissipating and new
F1 doctors did not feel the same level of reluctance.
There followed a discussion on the Tea Break Talk initiative and the
requirement to identify a mechanism to enable this to continue.
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The Board:
•

Noted the report and supported the resolution of outstanding
concerns.

•

Supported the full implementation of the BMA Fatigue and
Facilities Charter.
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Ms Thistleton suggested that the HR&ODC followed up on the Board’s
support for the implementation of the BMA Fatigue Charter. This was
supported; Ms James suggested that the wider issue for the HR&ODC
was to triangulate GSWH and Freedom to Speak Guardian themes, the
results of the GMC survey and other sources of intelligence to support
an improving culture.
Noting that this marked Dr Wrigley’s final attendance at the Board in her
Guardian role, the Chairman thanked Dr Wrigley for her work over the
last three years and for the clarity she had brought to the reporting of
the detail which informed her Guardian reports. In response, Dr Wrigley
thanked the Board for its support of the GSWH position; it was her view
that this Trust was outstanding, nationally, in Board oversight of the
issues and in the time the Board routinely gave to the Guardian.
33/19

NHS National Staff Survey Results 2018
Mr Keith’s report set out an overview of the Trust’s performance in this
national staff survey. The response rate had not met the 60% target and,
at 52%m, was lower than the 57% achieved in 2017, whilst still ahead of
the national average of 44%.
Mr Keith referred the Board to the high level findings set out on pages 5
and 6 of his report. In response to the survey, four themes had
emerged:
•
•
•
•

Feeling safe at work.
Wellbeing.
Sense of being valued.
Meaningful work.

Mr Keith sought the Board’s support to pursuing these themes, primarily
through the medium of the ‘Big Conversation’.
Ms James noted that Pharmacy and Imaging reported the lowest scores.
She would align the Trust’s response to this survey with other known
intelligence.
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Professor Kay stressed the importance of appraisals. An effective
appraisal could make all the difference; a poor appraisal was a
devastating experience. Mr Keith agreed. Individuals providing a poor
appraisal experience could be identified and offered training.
Ms Thistleton suggested that the development journey continued and
she wanted to involve the Board in this. Professor Hayden agreed; she
would wish to identify a solution as part of the Board’s own
development.
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The Board noted the results of the 2018 National Staff Survey and:

34/19

•

Supported the areas identified for the ‘Big Conversation’
approach.

•

Supported local teams to access and use data to drive
conversations within teams.

Gender Pay Gap Report

From March 2017 it became a mandatory requirement for public sector
organisations with over 250 employees to report annually on their
gender pay gap. The results must be published on a government
website, as well as the employer's own website and to remain there for
three years. Mr Keith’s report set out the stipulated indicators and
methodology which determined that:
•

The mean gender pay gap for the Trust overall was 32.71%, an
increase from 32.10% reported for 2017.

•

The median gender pay gap for the Trust overall was 17.86%, an
increase from 13.07% reported for 2017.

•

These figures included Clinical Excellence Awards payments to
eligible medical staff. This section of the workforce had a higher
proportion of males. If the Medical and Dental workforce were
excluded from the calculation, the Trust’s mean gender pay gap
would be 0.96%, compared to 0.94%, reported for 2017. The
Trust’s median gender pay gap would be 9.32%, an improved
position to the 13.85% reported for 2017.

Mr Keith referred the Board to the next steps planned to mitigate the
gender pay gap. This work would be supported by the Equality,
Diversity and Inclusivity Working Group, with assurance via the
HR&ODC.
The Chairman felt that the actions detailed were not sufficiently strong.
Professor Kay agreed that more assertive actions were required and
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offered her expertise in developing these. Ms Thistleton suggested,
and it was agreed, that the HR&ODC would consider these. Mr Keith
suggested doing so after the current round of Clinical Excellence Awards
was complete.
The Board noted the Gender Pay Gap Report.
The Chairman recognised the Trust’s obligation to report its gender pay
gap but reminded colleagues of the parallel issue of pay and progression
for all staff, regardless of ethnicity.
35/19

D
R
A
F
T

Key actions for Committees and Executives
It was agreed that this would be picked up outside the meeting.

36/19

Items for information

The Board received the following papers for information and assurance:
A. Draft Safety & Quality Committee minutes, February 2019. Issues
arising from this meeting had been discussed under Minute 27/19.
B. Draft Research Committee minutes, February 2019.
Issues
arising from this meeting had been discussed under Minute 30/19.
C. Audit Committee minutes for December 2018 and draft minutes
for February 2019. No matters arose from these minutes.
37/19

Any Other Business

There was no other business.
38/19

Review and Learning

Dr Higginson stated that there was sound academic evidence that
Boards that engaged with diversity were more effective.
There was no further business and the meeting closed at 12.50 pm.
39/19

Date of next meeting
Friday 24 May 2019.
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Executive Actions Register (EAR)
Ref.
1557

Date
25-Jan-19

Source
Trust Board
(Public)

1558

25-Jan-19

Trust Board
(Public)

1607

29-Mar-19 Trust Board
(Public)

1608

29-Mar-19 Trust Board
(Public)

1609

29-Mar-19 Trust Board
(Public)
29-Mar-19 Trust Board
(Public)

1610

1611

29-Mar-19 Trust Board
(Public)

Theme
Research Strategy

20 May 2019

Action
Neil Kemsley and Gary Minto to meet to develop report on financial flows
for new 'research college' for FIC and Research Committee. (Minute 6/19,
page 4)
IPR: HSMR/SHMI
Following presentation to Jan Board, meet with Palliative Care Lead to
identify mechanisms for early coding of palliative care patients. (Minute
6/19, page 9).
Infection Control
See minute 23/19 re question from a member of the public on the benefits
gel/education advice of this. What is IC's rationale for not providing?
in L6 concourse

Lead
Neil Kemsley

Risk W4 Clinical
Education on Board
Assurance
Framework
CQC Action Plan
Committee
triangulation of all
issues from CQC
report
February S&QC
minutes

Date Due
19-Mar-19



Status
Complete

Comments by action holder
Sarah Brampton has met with Gary Minto and
Corinna Mossop.
Awaiting confirmation of mutually convenient diary
dates from Sian Dennison, Head of Nursing for
Cancer.

Phil Hughes

19-Mar-19

Overdue

Phil Hughes

10-May-19

Overdue

Consider revisions to narrative to include details of other relevant
inspections, including Ofsted, to improve sources of assurance. Minute
27/19 refers.

Steven Keith

10-May-19

Complete

Complete. Will be reflected in future papers to
HR&OD Committee.

Bring full update of all actions to May Board - minute 28/19, page 6.

Ann James

10-May-19

Complete

Ann and Lenny linking. CQC report on the agenda
for May Trust Board meeting

How do we do this? What are the gaps? How do we avoid false
assurance? Consider covering at BDS on 3 May.

Ann James

30-Apr-19

Complete

Covered at Board Development Session on 3 May
2019.

Report circumstances of S&QC's review of CQC report in February and
add context to Chair's report to avoid misinterpretation of comments.

Gill Hunt

30-Apr-19

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

Decision
Approval
Information



Assurance

Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

Create Sustainable Future








Executive Summary
Background

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

 The past couple of months have seen some of our busiest ever days for emergency
attendances. Despite this, the feedback received from both clinical and non-clinical
colleagues suggests that this winter, although busy and hard, was better managed than
last year.
 We have been selected to be a pilot site for testing proposed new standards in urgent and
emergency care services. We are now working with the national team to field test the
proposed standards.
 We have successfully recruited to a number of critical senior leadership positions with the
Trust.
 We remain committed to developing and maintaining a healthy culture throughout the Trust
and I have set out within the report just some of the work we are undertaking to engage
staff in our culture journey.
 The Board is asked to consider our latest self-assessment of compliance against a number
of license provisions set out in the Single Oversight Framework (SOF).
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.
Regulatory Impact Assessment
The report includes a number of references to regulatory requirements.
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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:
1. Note the information contained within this report
2. Seek clarification on any of the issues highlighted within the report.
3. Consider the self-assessment of compliance against the SOF license provisions.
Next Steps
The issues highlighted in the report will be taken forward as appropriate by the Chief Executive,
Executive Directors and the Trust Management Executive (TME).
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DETAILED REPORT
Trust Board

May 2019

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.

Operational reflections

1.1

The past couple of months have seen some of our busiest ever days for emergency
attendances which, as the Board will be aware, contribute to our challenge in achieving
some key national performance standards. Despite this, the feedback I have received
from both clinical and non-clinical colleagues suggests that this winter, although busy
and hard, was better managed than last year. This is evidenced by:
 We had four months’ consecutive increases in ambulance conveyances to our
Emergency Department. We usually average around 110 per day, this rose to
140 in January. Despite increasing numbers of ambulance handovers, we
have actually managed to reduce handover delays.
 We admitted 200 more patients per month with 30 less beds than last year
during winter - thanks to improved internal processes, great effort from staff
and the fact we have reduced length of stay for medical patients from 7.28
days to 6.50 days.
 We compare really well – in the best three across all hospitals in the south of
England– for the number of patients who have an extended length of stay, are
stranded (stay >6 days) and patients who are subjected to delayed transfers
of care. We have amongst the lowest numbers.
 Feedback from a doctor and nurse in the room when Jo Beer presented this
information to our senior leadership team was that “teams in the hospital are
starting to work better together, people are more engaged, improvement",
“starting to knit together more solidly and everyone has a voice in it" and the
daily 8:30 am operational meetings are making a difference.
 We’ve made physical improvements to our Emergency Department, are
building interventional radiology theatres and a new cath lab will open in May
in partnership with Regent’s Park Healthcare to treat patients with heart
problems.
 We are recruiting more consultants, more nurses, reducing diagnostic waiting
times and the hard work of the teams involved in our theatre and outpatient
productivity programmes is paying off and delivering benefits for patients and
staff.

1.2

Furthermore, even though we thought it was a significant challenge, out of the
hundreds of thousands of patients we see and treat each year, we have reduced the
number waiting more than 52 weeks for treatment to below 50. For each and every one
of those people waiting, that’s too long and that’s why we’re aiming for zero.
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1.3

Of course none of this could be achieved without the incredible effort, dedication and
hard work of our staff. Once again the fantastic response from teams across and
beyond the hospital, has enabled us to make these critical improvements. I am sure
that the Trust Board will wish to join me in expressing our deepest gratitude to all staff
for all that they have done in caring for the people we are here to serve. In 2019/20, we
are committed to building on these achievements by using our ‘People First’
methodology to support and empower teams in securing further improvements,

2.

Urgent and emergency care service standards

2.1

Further to my report to the Board in March 2019, I am pleased to inform the Board that
we have been selected to be a pilot site for testing proposed new standards in urgent
and emergency care services. We have been chosen as one of 14 sites across the
country to be a pilot - sites were selected based on their size and to ensure a good
spread of geography and performance against the current standard. I was asked if we
would be happy to participate and after talking to key staff in affected areas, I agreed.
As an innovative trust, I think we are well-placed to trial these new standards.

2.2

Nationally, NHS National Medical Director Professor Stephen Powis is working with
leading clinicians to review the access targets currently in place across the NHS.
Professor Powis published an interim report of the review in March 2019, which
contains proposals to carefully test updates to NHS access standards on cancer,
mental health, urgent and emergency care and routine (elective) care, in line with best
practice and the health needs of today’s population. The interim report included
several proposed standards to be tested in urgent and emergency care services, in
place of the existing 4-hour access standard.

2.3

We will now work with Professor Powis and other NHS leaders to develop a field
testing system which will operate within our Trust from May, for an initial period of 6-8
weeks. The trials are unlikely to significantly impact the way the majority of staff work
on a day-to-day basis. Any changes agreed as a part of the testing will be
communicated by clinical leads to colleagues in advance of changes taking effect. Until
testing commences, existing clinical standards and processes remain in place. Our
focus throughout the trial will remain firmly on delivering safe, excellent, clinically
appropriate patient care and experience.

2.4

The Board is asked to note the Trust’s participation in this important national pilot.

3.

Senior leadership appointments

3.1

I am delighted to confirm that over the past couple of months we have successfully
recruited to a number of critical senior leadership positions within the Trust.

3.2

Sarah Brampton has been appointed as our new Director of Finance. The move will
see a return to the organisation for Sarah, who used to be our Director of Financial
Services and Deputy Director of Finance. She left in March 2013 to take up the post of
Director of Finance at Devon Partnership NHS Trust and was also later appointed
Deputy Chief Executive there in 2016. Sarah, who lives in Tavistock with her family,
has more than 20 years' healthcare experience and has worked within all sectors of the
NHS, including acute, mental health and commissioning. Sarah will be University
Hospital Plymouth’s first female Director of Finance. She is widely respected and wellregarded by many colleagues across Devon and Cornwall.
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3.3

Lenny Byrne has been appointed into the role of Chief Nurse and Director of Clinical
Professions. Lenny is an experienced senior nurse having been Deputy Director of
Nursing at The Royal Free and Associate Chief Nursing Officer at Barts Health. He has
also held two Chief Nurse roles in a large London private hospital and more recently in
the United Arab Emirates. His specialist nursing field is haematology and
transplantation, where he has worked at a level of advanced clinical practice. He holds
a Master’s degree in medical law and has held a number of corporate roles supporting
the adult and child safeguarding agendas as well as supporting the implementation of
the Mental Capacity Act in clinical practice for the benefit of patients. Lenny was
appointed following a comprehensive appointment process over two days, which
included eight different exercises with a cross range of staff and stakeholders and the
appointment panel.

3.4

Jo Beer has been appointed into the new role of Director of Integrated Care &
Partnership which was established in light of the recently published NHS Long Term
Plan. This position was advertised externally and following a competitive process
involving a group of stakeholders and panel of healthcare leads from across Devon and
Cornwall Jo Beer has been appointed to this post. Jo has led us through a better winter
and brings extensive experience to this role including from her time working at a senior
level in the health and care system in Cornwall.

3.5

I am sure that the Trust Board will join me in offering Sarah, Lenny and Jo the warmest
of welcomes to our leadership team here at University Hospitals Plymouth NHS Trust.

4.

Developing our culture

4.1

The Trust Board is committed to developing and maintaining a healthy culture
throughout the organisation. Suzette Woodward, the outgoing National Clinical Director
for Sign Up to Safety, has said the following about culture change:
“Culture change cannot be achieved by a top down mandate. If you
want a culture of positivity, respect and kindness, you can’t order
people to be positive, respectful and kind. What you can do is use
more positive approaches to learning about working safely (positive
deviance, appreciative inquiry, learning from excellence) and you
can be respectful and kind.”

4.2

It is with this in mind that I thought it would be helpful to update the Board on just some
of the work that has been undertaken in recent months to engage staff on our cultural
journey.
Appreciation, Civility & Excellence Event

4.3

On 1st May 2019, we held an Appreciation, Civility and Excellence (ACE) event to
reflect on what we can each do to create a positive workplace culture. The event was
attended by more than 200 staff from across the Trust and, I think it is fair to say,
created a real ‘buzz’ around the organisation.
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‘Pride of Plymouth’ Star Awards
4.4

Building on the success of our NHS70 awards last year, we
are running another awards event in 2019. There are so
many colleagues in this organisation who shine, we would
like to recognise a few of them in our Pride of Plymouth
(PoP) Star Awards. The awards are open to everyone and
we have made it as easy as possible for staff, patients and
families to nominate someone. The awards will highlight
the fantastic work displayed by staff from across the Trust
in line with our values.
‘Big Conversation’ Programme

4.5

The Board will be aware that we use our ‘Big Conversation’ Programme to identify the
key issues which staff have highlighted through the national staff survey as areas for
improvement. Throughout April and May, we have been holding a series of ‘Big
Conversations’ to identify the improvement actions we need to take on the following
key themes:
 Feeling safe at work.
 Health and wellbeing.
 Value, recognition and meaningful work.

4.6

A team of staff representatives will be visiting many areas/wards throughout the
campaign weeks to have discussions with staff about these key themes. We will be
joined by our colleagues from Freedom to Speak Up, Occupational Health and
Wellbeing, Communications and Learning from Excellence teams. As with previous
years we will be asking appreciative questions in order for our Big Conversation team
to understand what works well and what changes would work even better, directly from
staff.

4.7

In January, we partnered up with the ‘Let’s talk about MEEE’ campaign sharing with
our colleagues how the Big Conversations work and, together, we took to the wards
speaking to both staff and patients about shaping improvements locally. The MEEE
team will also be joining us for our Big Conversations and together our findings will be
used to benefit patient and staff experience.

4.8

The information gathered through field testing, and engagement will inform the final
recommendations from this Review, ahead of full implementation which is expected to
begin from Spring 2020. We remain committed to this approach as Trust-wide changes
have been introduced based purely on what staff have told us during these ‘Big
Conversations’.
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International Nurses Day
4.9

On 10th May 2019, the Trust celebrated International Nurses Day. As part of the
International Nurses’ Day celebrations, the Trust joined a number of events on our
wards and departments to celebrate all things nursing and to reflect on the positive
impact nursing has on patient care. It is a time for celebrating success and
championing our profession for the continuous efforts made to enhance patient care,
achieve patient expectation and positive experiences. This is also an opportunity to say
thank you and to show appreciation for each other. I am sure the Board will wish to join
me in saying an enormous thank-you not only to our incredible nurses but to all of our
staff who provide care to our patients with such compassion and dedication.
Staff Health and Wellbeing Event

4.10 We held our 7th Staff Health & Wellbeing Event on 14th May 2019. The event is aimed
at helping staff to make positive lifestyle choices through a series of fun, interactive and
educational sessions that will be available throughout the day. Free NHS Health
Checks were also available at the.

5.

NHS provider license self-certification

5.1

The Single Oversight Framework (SOF) bases its oversight on the NHS provider
licence. NHS trusts are therefore legally subject to the equivalent of certain provider
licence conditions and must self-certify under these licence provisions. As in previous
years there is a requirement for us to self-certify against the following licence
conditions:
 Condition G6 - This requires providers to have processes and systems that
identify risks to compliance with licence conditions, relevant legislation and the
NHS Constitution. It also requires us to take reasonable mitigating actions to
prevent those risks from occurring. Providers must annually review whether
these processes and systems are effective.
 Condition FT4 - This requires providers to review whether their governance
systems meet those principles, systems and standards of good corporate
governance which reasonably would be regarded as appropriate for a supplier
of health care services to the NHS. There is no set approach to assessing this
but it is expected involve consideration of board and committee structures,
reporting lines and performance and risk management systems.

5.2

The aim of self-certification is for providers to carry out assurance that they are in
compliance with the conditions. It is up to providers how they do this but any process
should ensure that the provider’s board understands clearly whether or not the provider
can confirm compliance.

5.3

The Board is asked to consider our updated assessment of compliance which is set out
in Annex 1.
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Annex 1

NHS Provider License Self-Certification
Assessment of compliance with required declarations
Ref.

Declaration

Supporting Evidence

Response

•
•

Head of Internal Audit Opinion.
Timely approval and submission of Annual Report and Accounts, including
Annual Governance Statement.
Performance Reporting to the Board and action plans to meet NHS Constitution
standards.
NHSI and CQC monitoring.
External reviews, including NHS Staff Survey and National Inpatient Surveys.
External validation of Quality Account.

Confirmed

Accountability and transparency via external performance and governance
reviews, required and commissioned, including Care Quality Commission,
External Audit, Internal Audit and professional bodies and groups.
Scrutiny and performance management by NHS Improvement.
Accountability and proactive engagement with corporate stakeholders and staff.
Professional advice to the Board from the Director of Finance.
Implementation of agreed CQC Action Plan, including Quality Governance
Review.
Standing Orders, Standing Financial Instructions, Scheme of Reservation &
Delegation.
Standards of Business Conduct Guidance.
Annual Governance Statement.
Feedback from NHS Staff Survey.

Confirmed

Ongoing review of NHSI Bulletins by Director of Corporate Business.
Annual Governance Statement.
Regular meetings with NHSI colleagues.
Audit Committee oversight of externally published governance reports and
briefings.

Confirmed

General and Continuity of Service Conditions (G6)
1

Following a review for the purpose of paragraph 2(b) of licence
condition G6, the Directors of the Licensee are satisfied that, in
the Financial Year most recently ended, the Licensee took all
such precautions as were necessary in order to comply with the
conditions of the licence, any requirements imposed on it under
the NHS Acts and have had regard to the NHS Constitution.

•
•
•
•

Corporate Governance Statement (FT4)
1

The Board is satisfied that the Licensee applies those principles,
systems and standards of good corporate governance which
reasonably would be regarded as appropriate for a supplier of
health care services to the NHS.

•

•
•
•
•
•
•
•
•

2

The Board has regard to such guidance on good corporate
governance as may be issued by NHS Improvement from time to
time.

•
•
•
•
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Ref.
3

4

Declaration

Supporting Evidence

Response

The Board is satisfied that the Licensee has established and
implements:
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting
to the Board and for staff reporting to the Board and those
committees; and
(c) Clear reporting lines and accountabilities throughout its
organisation.

•

Board and Committees established in line with Monitor’s Code of Governance
for Foundation Trusts in so far as this applies to NHS Trusts.
Committee Terms of Reference.
Board and Committee forward work programmes.
Committee Chairs’ reports to the Trust Board.
Trust Management Executive.
Care Groups and Service Line structure.
Standing Financial Instructions and Scheme of Reservation & Delegation.

Confirmed

Annual Business Plan.
Annual Governance Statement.
Audit Committee scrutiny.
Committee structure, Executive meetings and portfolios, i.e. Financial
Improvement Group,
Integrated Performance Report.
Board Assurance Framework.
Risk Management Framework.
Data quality reviews undertaken by internal and external auditors.
Reviews of data quality.
Informed oversight and advice from Directors of Corporate Business and Finance
Comprehensive Business Planning process.
Emergency Planning, Resilience and Response assurance
Head of Assurance evidence.
Information Governance Toolkit.
Senior Information Risk Owner.

Confirmed

The Board is satisfied that the Licensee has established and
effectively implements systems and/or processes:
(a) To ensure compliance with the Licensee’s duty to operate
efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board
of the Licensee’s operations;
(c) To ensure compliance with health care standards binding on
the Licensee including but not restricted to standards specified
by the Secretary of State, the Care Quality Commission, the NHS
Commissioning Board and statutory regulators of health care
professions;
(d) For effective financial decision-making, management and
control (including but not restricted to appropriate systems
and/or processes to ensure the Licensee’s ability to continue as
a going concern);
(e) To obtain and disseminate accurate, comprehensive, timely
and up to date information for Board and Committee decisionmaking;
(f) To identify and manage (including but not restricted to
manage through forward plans) material risks to compliance
with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including
any changes to such plans) and to receive internal and where
appropriate external assurance on such plans and their delivery.
(h) To ensure compliance with all applicable legal requirements.

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
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Ref.
5

6

Declaration

Supporting Evidence

Response

The Board is satisfied that the systems and/or processes referred
to in paragraph 4 (above) should include but not be restricted to
systems and/or processes to ensure:
(a) That there is sufficient capability at Board level to provide
effective organisational leadership on the quality of care
provided;
(b) That the Board’s planning and decision-making processes
take timely and appropriate account of quality of care
considerations;
(c) The collection of accurate, comprehensive, timely and up to
date information on quality of care;
(d) That the Board receives and takes into account accurate,
comprehensive, timely and up to date information on quality of
care;
(e) That the Licensee, including its Board, actively engages on
quality of care with patients, staff and other relevant
stakeholders and takes into account as appropriate views and
information from these sources; and
(f) That there is clear accountability for quality of care
throughout the Licensee including but not restricted to systems
and/or processes for escalating and resolving quality issues
including escalating them to the Board where appropriate.

•
•

Integrated Performance Report, including FFT and complaints data.
Safety & Quality Committee and attendance on it by Healthwatch
representative.
Mortality reporting to the Board.
Quality Impact Assessment process.
Board Assurance Framework has regard to risks reported through DATIX.
Board Development Plan in place with monthly Board Development Sessions.
Independent Chair of Patient Experience Committee who reports to the Safety &
Quality Committee.
Patient stories presented to the Trust Board.
Leadership walkrounds.
‘Ask Ann’ framework to raise anonymous concerns and queries.
Freedom to Speak Up Guardians in post.

Confirmed

The Board is satisfied that there are systems to ensure that the
Licensee has in place personnel on the Board, reporting to the
Board and within the rest of the organisation who are sufficient
in number and appropriately qualified to ensure compliance
with the conditions of its NHS provider licence.

•

Human Resources & Organisational Development Committee oversight of
Workforce Risks.
Workforce Planning.
Safer Staffing.
Workforce Performance Reports.

Confirmed

•
•
•
•
•
•
•
•
•

•
•
•

Additional information
Explanation for any non-confirmed areas

Risk and mitigations

Not applicable – all areas assessed as ‘confirmed’.

The most significant risk to maintaining effective corporate governance arrangements relates to the scale of the
performance and financial challenge facing the Trust. This is, however, mitigated by the fact that we have a strong
senior leadership team which is committed to developing and maintaining an open and transparent culture.
10
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with a view to optimising our impact for the benefit of the people we serve.
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Background
NHS provider boards are responsible for all aspects of the leadership of their organisations. They
have a duty to conduct their affairs effectively and demonstrate measurable outcomes that build
patient, public and stakeholder confidence that their organisations are providing high quality,
sustainable care. Providers are operating in challenging environments characterised by the
increasingly complex needs of an ageing population, growing emphasis on working with local
system partners to create innovative solutions to longstanding sustainability problems and
workforce shortages. These challenges require changes in how leaders equip and encourage
people at all levels in the NHS to deliver continuous improvement in local health and care systems.
The Care Quality Commission (CQC) now also analyses the leadership and organisational culture
of providers. The CQC’s inspections focus on five key lines of enquiry as part of its ‘well-led’
domain. These lines of enquiry derive from research undertaken by The King’s Fund and the Centre
for Creative Leadership into leadership and culture and draw on a strong evidence base.
NHS Improvement (NHSI) strongly encourages all providers to carry out externally facilitated,
developmental reviews of their leadership and governance using the well-led framework every three
to five years, according to their circumstances. In-depth, regular and externally facilitated
developmental reviews of leadership and governance are good practice across all industries. Rather
than assessing current performance, these reviews should identify the areas of leadership and
governance of organisations that would benefit from further targeted development work to secure
and sustain future performance. The external input is regarded as vital to safeguard against the
optimism bias and group think to which even the best organisations may be susceptible.
The recently published NHS Long Term Plan reinforces the importance of development for boards
as it sets out a series of ambitious improvements which can only be delivered by doing things
differently. This includes increasing the focus on NHS organisations working with their local
partners, as ‘Integrated Care Systems’, to plan and deliver services which meet the needs of their
communities. This will require University Hospitals Plymouth NHS Trust and its Board to become
stronger ‘system’ leaders, developing new approaches, skills and knowledge if we are to bring
about the improvements we all want to see for the people we serve.
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Where we want to be as a Trust Board
The Trust’s values of putting patients first, respecting others, taking ownership, being positive and
listening, learning and improving still lies at the very heart of all that we do. The Board has, however
discussed a series of attributes that it believes will define whether we are seen to be living these
values in practice. These are summarised in the diagram below.

Being visible
and
accessible
Maintaining
strong
external
relationships

Recognising
the good
through
appreciation

Open and
transparent
decision
making

One team
providing
inspirational
leadership

Displaying
high energy
& passion

Seeking to
understand
by engaging
and listening

Creating a
high trust
environment

Where we are now
The Trust Board maintains an annual Board Development Plan and holds regular Board
Development Sessions. These arrangements have sought to:
 Maximise the Board’s influence through formal and informal engagement to build
understanding and relationships with other key stakeholders.
 Enhance the Board’s knowledge through a series of ‘master-classes’ on subjects relevant to
our role and responsibilities.
 Maintain the Board’s visibility by adopting a personable and interactive approach to
leadership through effective engagement with staff and patients.
 Develop the Board’s skills by using external facilitation to objectively review and observe our
performance and optimise our effectiveness.
In reality, our development sessions have focused on ensuring that the Board has a good
understanding of the environment in which we are working rather than a more formal consideration
of our performance. More recently, the Board has been reflecting on this approach and has
introduced a number of initiatives which seek to strengthen our approach to personal and collective
development. This has included conducting a diagnostic survey of senior leaders throughout the
Trust and the completion of a 360 feedback exercise.
There is a strong sense amongst members of the Board that the time is right to bring this work
together into a single cohesive programme with a number of other organisational development
initiatives such as ‘People First’ and the leadership development approach approved by the Trust
Board in November 2018. Furthermore, the move towards Integrated Care Systems, the recent
refresh of our strategy and the arrival of some new members to the Board provides us with the
perfect opportunity to reaffirm how we will deliver our ambitious strategy over the coming years.
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Committing to our development
As highlighted previously, NHS Improvement strongly encourages providers to engage with the
well-led review process openly and honestly by selecting an external facilitator to provide tailored
support and prioritise actions arising from reviews. We are proposing to identify an external partner
to work with us to conduct some formal, targeted and properly planned board development. In our
view, this partner will need to meet the following criteria:
 Proven expertise in developing boards and top teams.
 A strong track record of working successfully at a senior level within the NHS.
 An approach which develops our abilities as system leaders in an Integrated Care System.
 A practical approach which works on some ‘real-life’ challenges.
 The ability to supply a wide range of skills.
The Board is asked to endorse the proposal to seek an external partner which meets these criteria.
The specific approach to inviting and selecting a suitable partner will be in accordance with the
Trust’s Standing Financial Instructions (SFIs) and the subject of a separate Board discussion if
necessary.
In the meantime, it is important that we do not cease some of the important development activities
we already have in place. It is with this in mind that the Board is asked to approve a provisional
Development Plan for 2019/20 (Annex 1) as an interim measure pending the appointment of an
external partner.
Quality Impact Assessment
There are no direct quality implications associated with this report although the proposal is designed
to ensure that the Trust Board provides effective leadership in improving the quality of services
provided to the people of Plymouth and the wider Peninsula.
Financial Impact Assessment
There will be a financial cost associated with the appointment of an external partner. This will,
however, be managed carefully, and in accordance with the Trust’s Standing Financial Instructions.
Regulatory Impact Assessment
The approach set out in this report is relevant to the ‘well-led assessment’ and is consistent with the
approach strongly encouraged by NHS Improvement.
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:
1. Endorse the proposal to seek an external partner to provide tailored board development
support to the Trust Board.
2. Approve the provisional Board Development Plan for 2019/20 (Annex 1) as an interim
measure pending the appointment of an external partner.
Next Steps
Subject to Board approval, the Chairman will work with Board colleagues to agree the specific
approach to be adopted in inviting and selecting a suitable external partner.

3
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Board Development Plan 2019/20
The objectives for this Plan are to:
B1:
B2:
B3:
B4:

Facilitate and encourage the adoption of behaviours that drive the virtuous circle of improvement we seek in organisational performance and culture.
Inform and improve our critical thinking to enable the Board to influence and lead within the wider health system.
Use our governance structures and processes more effectively in the management of risk and our assessment of assurance.
Have more effective, action focused meetings that progress our strategy and plans.

Participation in this Plan requires all Board members to commit to:
•
•

Be visible and accessible and to engage in the Plan in a consistent manner.
Engage with, and listen to, patients, staff and stakeholders.

5 Apr 2019
Financial & Operational Plan
2019/20
Performance Trajectories

3 May 2019

Triangulation
Ward to Board ED/NED visits #2.
Board Assurance Framework
Applying triangulation to
developing the assessment of
assurance and defining actions to
mitigate risk.
Objectives B1, B2, B3, B4

7 Jun 2019

Model the Trust’s values.
Personal and collective improvement.

5 Jul 2019

Resilience
Building organisational capacity
and capability.

Equality, Diversity & Inclusion

Governance Arrangements
Reflect on our current
governance arrangements, agree
the key issues to be addressed
and identify next steps.

360 Feedback
Using this effectively for personal Effective Meetings: what does
and collective development.
good look like?
Strengthening our “open and
professional challenge” (CQC
observation).
Defining actions for
improvement.
Sharing learning and good
practice: what can individuals
bring to the collective table?

Objectives B1, B2, B3
4 Oct 2019

•
•

1 Nov 2019

(Externally led )

Objectives B1, B2, B3, B4
6 Dec 2019

Insight Report
Understanding our SWOT in the
context of the wider system and
defining our response.

Objectives B2, B3, B4
3 Jan 2020

2 Aug 2019
Triangulation
Effective Listening and
Appreciative Enquiry techniques
and putting them into practice.
Ward to Board ED/NED visits #1
followed by re-group to capture
initial reflections on learning
from this.

Objectives B1, B2, B3, B4
7 Feb 2020

6 Sep 2019
Critical Thinking: Well-Led?
Assessing our competencies
against the CQC Well-Led
Framework key lines of enquiry
and actions to address gaps.
(Externally facilitated)

Objectives B1, B2, B3, B4
6 Mar 2020

Horizon Scanning: what we don’t
know might bite us …
Where do we look to increase our
awareness of emerging issues
that may negatively impact the
Board’s strategy, its ability to
meet its undertakings or its
system leadership aspirations.
How do we respond?

Demonstrating Improvement
Preparation for external
observation of the Board and
Committee(s) in January.

Triangulation
Ward to Board ED/NED visits #3
during seasonal pressures.

Critical Thinking: Well-Led?
Feedback on formal observation
in January, building on good
behaviours and agreement of
actions for improvement.

Board Development Evaluation
What’s changed and what have
we learned?

Objectives B2, B3

Objectives B1, B2, B3, B4

Objectives B1, B2, B3, B4

Objectives B1, B2, B3, B4

Objectives B1, B2, B3, B4
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SUMMARY REPORT
Trust Board
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Subject

Board Assurance Framework
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Lee Budge, Director of Corporate Business

Approved by

Lee Budge, Director of Corporate Business

Presented by

Lee Budge, Director of Corporate Business

Purpose
The purpose of this report is to ensure that the Board is aware of the key risks to Decision
Approval
the achievement of the Trust’s objectives and determine whether appropriate
and timely action is being taken to effectively mitigate these risks.
Information
Assurance




Corporate Objectives
Improve Quality


Executive Summary

Develop our Workforce

Improve Financial Position

Create Sustainable Future







Background
The Board must satisfy itself that appropriate and timely action is being taken to sufficiently
mitigate the risks to the achievement of the Trust’s objectives. The Board is supported by its subcommittees which review in more depth the risks and assurances associated with different aspects
of the Trust’s responsibilities. These are the Safety & Quality Committee, the Human Resources &
Organisational Development Committee and the Finance & Investment Committee.
Our current arrangements have been designed to provide a focused and interactive approach
which is used by the Trust Management Executive, the Board and its sub-committees to better
drive the management and mitigation of our key risks. The Board Assurance Framework (BAF) is
the key strategic tool for the management of risk and assurance. Furthermore:
•

Actions required to mitigate risks or improve the level of assurance are identified and
incorporated within the forward work programme of the relevant committee.

•

The Board and its committees’ review the framework on a monthly basis to ensure that key
risks are identified and seek assurance that appropriate mitigating actions are being taken.

•

The Audit Committee reviews aspects of the assurance framework on a regular basis to
satisfy itself that appropriate systems of control are being maintained.

•

Serious or significant risks are added to the Board Assurance Framework and actions to
mitigate these risks are monitored at the relevant level of the Trust.

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:

The Trust Board has 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 the minutes of the respective committees which should be read in
conjunction with this report.
1

Item 7
Key issues for the Board
The latest Board Assurance Framework is attached to this report. The overall risk and assurance
ratings are summarised in the following table.

The Board should note the following key issues:
•

Our most significant organisational risks for which further assurance is required continue to
be in the areas operational pressures, safe staffing levels, quality governance, CQC
compliance, financial sustainability and system transformation.

•

Risk Q4, which was previously described as ‘Pharmacy,’ has been retitled ‘CQC
Compliance’ and expanded to include pharmacy and imaging to reflect the significant
issues highlighted by the CQC in these areas.

•

The Trust Board must review compliance with NHSI's 'Developing Workforce Safeguards'.
This was originally envisaged in January 2019 but is now expected in July 2019. The
HR&OD Committee is expected to receive a report in June 2019, in advance of the Board.

•

Risks F1, F2 and F4 relate to the Trust’s financial position and will need to be updated after
the Finance & Investment Committee on 22nd May 2019 and once the 2019/20 plans for
both the Trust and the wider system have been finalised and agreed.

•

Risk S2 relates to physical infrastructure and has not been formally considered by the Trust
Board for some time. Given continuing site capacity and capital resource constraints, it is
recommended that this is given some dedicated Board time over the next few months.

The Board is invited to comment on these issues.
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Item 7
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 identify any further
action or information it requires in relation to each risk.
3. Review the progress with the risks being overseen by the Board’s committees and
determine whether any further action is required by each committee.
4. Consider the key issues highlighted in the report.
Next Steps
The Board and its committees will continue to be provided with regular updates on the Board
Assurance Framework.

3
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Board Assurance Framework
Outcomes

Assurance

Weak

Plan?

Further assurance or
action required

Negative

25

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

Last Review

5

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

ASSURANCE ASSESSMENT
Group

Risk

Lead

5

Kevin Baber

Description of identified risk and potential
consequences

Impact

Ref.

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

Implement
performance
improvement plans
to secure delivery of
agreed trajectories.

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

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

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

Winter Resilience Plan.

Yes

Elective care: In April 2019, RTT Incomplete Pathways
performance was 76.4% against an NHSI trajectory of 77.7%
and a National Standard of 92%. There were 49 patients waiting
over 52 weeks at the end of April.

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

Cancer: We achieved 2 out of 9 National Cancer Standards in
April. At the end of April we had 37 patients waiting 104+ days
on an active Cancer pathway.

Yes

Negative

Weak

The Committee
sought greater
involvement from
service lines in
managing the
backlog and greater
involvement from
CCG and primary
care.

Neutral

Reasonable

The Medical Director is overseeing a programme of work to
review thos areas with the highest backlog and develop
alternative systems to improve performance in this area.

Yes

Monthly performance
report to Trust Board.

S&Q

15

Feb-19

3

Phil Hughes

5

S&Q

Diagnostics: Following a significant period of improvement,
Trust-level diagnostic waits have increased in April with 8.1% of
the waiting list (747 patients) having waited 6+ weeks or more
compared to 5.9% (522) in March.

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

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

Urgent care: ED 4hr performance decreased in April with
72.8% of patients attending ED and our associated MIUs being
admitted, treated or discharged with within 4hrs.

Mar-19

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

Arrange a Board
Development Session
on Quality
Governance to
enhance
understanding of this
critical area.

The follow-up backlog further increased in April to 37,069.
There are 8,158 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 931.

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

Lenny Byrne

The Safety & Quality Committee reviewed progress in February
2019 and were assured that there is a process to review the
high-risk specialties. However, the data indicates that the
backlog continues to rise.
Weekly quality governance Overall arrangements: The Safety & Quality Committee
review meetings.
received a presentation on the Trust's resposne to NHSI
recommendations for reviewing and enhancing quality
Regular REACT Bulletins.
governance arrangements in February 2019.
Incident reporting system.
(a) Incidents: Failure to report, investigate
and learn from incidents.

Mortality Review Group.

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

Quality Assurance
Committee.

(c) Inquests: Failure to act on findings
resulting from inquests undertaken from
HM Coroner.

Quality Improvement
Committee.

(d) QIA: Failure to undertake adequate
Quality Impact Asssessments for major
issues or projects.

Incidents: The incident reporting rate continues to place the
Trust in the national upper quartile and demonstrates a positive
reporting culture. The percentage of incidents resulting in
harm, loss or damage is below the national average.

Develop and
implement revised
approach to
completing robust
QIAs.

Mortality: There are adverse HMSR/SHMI variances , however,
after investigation, the Trust has concluded that the cause was
SALUS, the Trust’s bed management system which increased
number of coded episodes which had the result of appearing to
‘delay’ a definitive diagnosis. NHS Improvement had reviewed
the Trust’s investigation and ratified its conclusion.
Inquests: We will include the lessons learnt from inquests in
the report to the Trust Board. The Coroner issued one
Regulation 28 report in 2018/19.

(a) 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.

Safety & Quality
Committee reporting

Pharmacy: The Committee were assured that the governance
of pharmacy had been strengthened and that the Chief Nurse
was reviewing the overall governance of both Pharmacy and
Medicines Utilisation. The Committee heard plans for eprescribing.

Reasonable

CQC Action Plan

Neutral

15

Yes

3

S&Q

5

Apr-19

Q4 CQC Compliance
Failure to maintain compliance with CQC
registration requirements leading to poor
patient care. Specific sub-risks:

Lenny Byrne

Quality Impact Assessments (QIAs): A new approach to
undertaking robust and consistent QIAs is being developed and
implemented.
Confirm all CQC
recommendations
have been fully
addressed on a
sustainable basis.

Imaging: The Committee were assured that the governance of
diagnostic radiology had been strengthened with attention paid
to developing a more supportive culture.
The Committee were advised that the downward trend of
meeting CT Scan targets related to consultant annual leave.

(b) Imaging: Failure to provide safe,
responsive and well-led diagnostic services.

1

Board Assurance Framework
Reasonable Assurance
Excellent

Yes Plan?

Neutral Outcomes

The Corporate Risk Register includes a number of serious
medical equipment risks. These predominantly relate to some
ageing diagnostics equipment.

Positive

Medical Devices Steering
Group.

S&Q Group

12

Feb-19 Last Review

3

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

S&Q

4

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

ASSURANCE ASSESSMENT

Apr-19

Risk

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

Nick Thomas Lead

Description of identified risk and potential
consequences

Impact

Ref.

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

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

Neutral

Yes
Yes

National Requirements: The Committee received a briefing on
NHSI's 'Developing Workforce Safeguards' requirements in
December 2018. Reporting of compliance to the Trust Board,
Recruitment process in
originally envisaged in January 2019, is not now expected until
place with weekly
July 2019. The Committee requested a report in June 2019, in
monitoring of performance. advance of the Board.

Neutral

Daily ward staffing review
meetings.

Yes

25

Negative

5

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.

Infection Control
Annual Report to tbe
presented to the
Trust Board in May
2019.

Yes

5

CQUINS programme
management
arrangements.

Updated information
to be presented to
the Safety & Quality
Committee in June
2019.

Neutral

12

No major cleanliness issues were identified in the CQC
inspection or the most recent internal audit inspection. The
Committee received the Infection Control Annual Report for
Matron & SERCO reviews of 2018/19 in April 2019. The Director of Infection Prevention and
cleanliness.
Control suggested that good processes were in place but the
Trust could benefit from a re-focus on this important area.
Independent internal audit
reviews.

S&Q

4

Oct-18

3

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

S&Q

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

Monthly Care Group
Performance Reviews

Dec-18

12

Apr-19

3

HR&OD

4

Apr-19

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

Infection Prevention &
Control Sub-Committee

HR&OD

12

Lenny Byrne

3

Kevin Baber

4

Lenny Byrne

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.

Steven Keith

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.

Further assurance or
action required

Agree plan to
address key issues
emerging from the
National Staff Survey
published in 2019.

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.

Weekly forward look on
ward rota gaps to inform
temporary staffing plans.

Nurse Staffing: The overall nursing fill rate for April 2019 was
88%. Current vacancy level is 11.9%

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

Medical Staffing: Current vacancy level is 11.1%. There are
particular risks associated 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.

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.

5

3

15

Steven Keith

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

Staff Engagement: The Trust has a number of mechanisms for
both formally and informally engaging with staff. The Staff
Survey results were reported to the Board in March 2019. We
continue to improve across many areas and we are comparable,
or better, than other acute trusts in 8 out of the 10 themes. The
HR&OD Committee have asked to review the response plan in
June 2019. In the meantime, the Big Conversation programme
for 2019/20 has been launched.
Freedom To Speak Up Guardians: The Trust has a very visible
and active team of Guardians and has just appointed its 4th
Guardian. The Board approved a self- assessment of our
arrangements in January 2019. The self-assessment contained
sixty nine self-review indicators, of which 8 were rated red, 24
amber and 37 green.

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

2

Board Assurance Framework

Yes Plan?

Mandatory Training: Compliance rates in February 2019 were
Basic Life Support (81%), Manual Handling (89%), Tryust
Update (89%), Child Protection (91%). Service Line compliance
continues to fluctuate and the holding of line managers to
account for compliance within service lines is challenging when
operational pressures are heightened.

Further assurance or
action required

Agree plan for
improving
compliance with
appraisal and
mandatory training
requirements.

3

12

Steven Keith

4

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’.

Yes

Absence Management: Annual sickness absence has increased
over the past 12 months from 4.25% in April 2018 to 4.41% in
April 2019. Estates and Additional clinical services, A range of
work continues to support staff health and wellbeing and help
improve resilience and attendance.

(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.

Reasonable Assurance

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

Reasonable

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

Neutral Outcomes

Monthly Care Grup
Performance Reviews.

Appraisals: Appraisal compliance rates for Agenda for Change
staff have increase from 88% in February 2019 to 89% in April
2019.

Neutral

Monthly performance
report to Trust Board.

Apr-19 Last Review

12

HR&OD Group

4

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

Apr-19

3

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

ASSURANCE ASSESSMENT

HR&OD

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

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

In January 2019, the Trust Board received a report on overall
education and training arrangements, including contributions
from the Director of Medical Education and Training on postgraduate medical education and from the Dean of the
University of Plymouth’s Faculty of Medicine and Dentistry on
under-graduate education.

FIC

Mar-19

Yes

Negative

Weak

Yes

Neutral

Reasonable

Review the adequacy
of assurance on major
capital projects and
resourcing of this
year's plan between
planning, procurement
and IT function.

No

Neutral

Fair

Improve links with
'People First'
Delivery of targets
within 2019/20 FIP

No

Negative

Inadequate

Assessment to be updated once the 2019/20 plan has been
finalised for both the Trust and the wider system.

FIC

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

Monthly finance report to
Trust Board and NHSI.

Jan-19

20

FIC

5

Jan-19

4

FIC

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

Jan-19

F1

Sarah Brampton

AIM 3: IMPROVE OUR FINANCIAL POSITION

Review issues and
timetable associated
wih the long term
financial plan. Requires
alignment with STP
long-term plan

Budget sign off letters &
financial controls guidance.
SFIs and Scheme of
Delegation.
Internal & external audit
reviews of our financial
management
arrangements.

(b) Financial improvement plan: Failure to
identify or deliver financial improvements.
(c) PSF funding: Failure to earn assumed
PSF funding.

FIG review of FIP delivery
and recruitment.

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

F3

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

Nick Thomas

F2

Annual Capital Programme Assessment to be updated once the 2019/20 programme has
been finalised.

Sarah Brampton

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

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

Sarah Brampton

CQC Use of Resources
Assessment.
NHSI oversight.
FIC oversight.
Trust Board oversight.

3

Board Assurance Framework
Outcomes

Assurance

Neutral

Fair

Neutral

Fair

Yes

Neutral

Reasonable

Yes

Neutral

Reasonable

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

Yes

Positive

Excellent

Review an annual
Fire Safety report in
January 2020.

Yes

Positive

Excellent

Review the annual
Emergency Planning
report in November
2019.

Yes

Neutral

Reasonable

Review progress in
meeting national
cyber security
standards in January
2020.

Plan?

No
No

N/A

Last Review

Mar-19
Jun-17

Trust Board

Draft Digital Stategy
to be developed and
reviewed by Trust
Board.

Group

Trust Board
Trust Board

Updated site
development plan to
be developed and
reviewed by Trust
Board.

Jan-18

Regular reporting to the FIC Capital Resources: The age of the Trust's estate is making it
more difficult to balance our spending between the
Capital Procedures.
maintenance of our existing infratructure against those
required for strategic growth and development. The demand
Investment Panel.
for capital currently exceeds the resources available. The Board
has agreed agreed a capital strategy which uses internally
Capital Steering Group.
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.

Trust Board

16

Jan-19

4

Trust Board

4

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

Nov-18

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

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.

Further assurance or
action required

Jan-19

S2

20

ASSURANCE ASSESSMENT

Trust Board Trust Board

4

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

Risk

5

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

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.

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).

3

4

12

Nick Thomas

Digital Technology
Lack of a clear plan to embrace and use
digital technology resulting in inefficient or
ineffective care to patients and a failure to
meet the aspirations set out in the Long
Term NHS Plan.

Digital Strategy Forum.

Lee Budge

S3

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.

Health & Safety
Committee.

Chief Clinical Information
Officer.

A Digital Strategy Forum has been established to oversee the
development of a Revised Digital Strategy and implementation
plan for the covering the next 3 years. Site visits are being
undertaken to inform our strartegic direction and
developments in this area.

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.

AIM 5: MAINTAIN STRONG GOVERNANCE
G1

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

3

12

Periodic report to Trust
Board.

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 Trust Board reviewed the Fire Safety report in January
2019. This set out assurances to the Board that the standard of
fire safety at the Trust was compliant with 'Health Technical
Memorandum (HTM) 05-01: Managing Healthcare Fire Safety'.
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.
The Trust Board reviewed the Cyber Security Annual Report in
January 2019 which gave assurance that the threats associated
with cyber security were being appropriately managed. The risk
associated with critical IT systems not managed by the Trust’s
IM&T service was noted.
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Prepared by

Executive Directors

Approved by

Director of Corporate Business
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Executive Directors

Purpose
The purpose of this report is to provide information to the Trust Board which
allows it to form a rounded judgement on our overall performance and ensure
that robust plans are in place to secure required improvements.

Decision
Approval
Information



Assurance

Corporate Objectives
Quality

Workforce

Financial position

Sustainable future








Executive Summary

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

Elective Care

The complex nature and volume of the demand on our urgent care pathways
continues to provide a significant challenge to achieving the ED 4 hour standard
with 72.8% being admitted, treated or discharged within 4 hrs in April. This is
against an NHSI improvement trajectory of 81.1% and a National target of 95.0%

The total number of patients waiting at Derriford has increased to 28,195 at April
month-end. Although this is within the April NHSI trajectory of 28,351, it must be
noted that the waiting list continues to grow providing a significant level of
challenge in continuing to meet the 19/20 NHSI trajectory moving forward.

rd

This positions the Trust 133 out of 136 acute Trusts in England where
performance ranges from 71% for the worst performing Trust to 99% for the
best. Our type-1 performance (ED-only, excluding MIU, AAU) was 60.2% in April,
a 10.6% deterioration on the previous month.
We continue to see high numbers of attendances and ambulance handovers.
NHSI/E in conjunction with New Devon CCG are currently undertaking a review of
‘Front Door Demand’ for UHP. A formal report is due imminently. This objective
of this report is to gain a greater understanding of any material challenges in
addition to demographic changes that are impacting on our demand.
In May a number of senior leaders from the Trust have visited other areas to look
at different models of ‘Front Door Management’ and the impact of these on
managing escalating demand as effectively as possible.
The Trust has established a 'Hot Floor' board. This board has been reviewed and
is now co-chaired by the Care Group Manager for Medicine and Hot Floor
Director. This board has responsibility for delivering the 'Hot Floor' plan which
incorporates all actions associated with A&E recovery and will also include the
National Test of Change.
The number of delayed patients and those with a length of stay over 21 days
DTOC have increased during the last two weeks of April, which is consistent with
the higher level of acuity and dependency recognised in the current demand
pattern The complex caseload has increased from a steady state of 250 patients
to 275-300 which is providing additional challenge to optimal flow.

Integrated Performance Report

It is important to note that 2019/20 contract negotiations with our
Commissioners are still ongoing and these discussions include considerations as
to how much activity Commissioners can afford to fund, an issue which will affect
our ability to perform against RTT in 2019/20 as well as other areas of
performance.
The Trust has an ongoing RTT recovery plan that incorporates its 52 week
reduction plan with a trajectory reducing to 20 by end of 19/20. The Trust will
always aim to improve above and beyond this where possible but patient choice
makes this difficult. 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. Opening of our 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
The Care UK partnership has been delivered and work to combine surgical teams
with the pooling of cases is ongoing. Within UHP, plans to develop our future
Joint Replacement Unit continue with specific reference to the number of beds
required for this unit.
The 3rd Catheter lab will be operational in June 2019 and patients are being
booked.
Page | 4
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Diagnostic times had been reducing which has helped to accelerate RTT pathways
however imaging waiting lists have begun to increase again and action plans are
being reviewed.
Key areas of risk with delivering the incomplete pathway target are the growing
Neurosurgery outpatient and treatment backlog as well as the effect of the
National tax changes causing particular concern in a number of specialities where
Consultants are dropping activity as a result – this is a national issue.
As at Month 1, GP and 2ww Trust referral numbers are already 5.2% (+364)
above plan and 6.3% (+439) above the levels at the same point last year. Within
the 2WW category (i.e our highest clinical priority) referrals are 17.1% up on the
same point last year (+325) and 8.8% (+180) above plan.
RTT waiting time performance against the 92% standard is at 76.4% with 6,650
patients waiting greater than 18 weeks at the end of April. At the end of April 49
patients had waited over 52 weeks for their treatment compared to a trajectory
of 52. The complexity associated with the remaining Orthopaedics patients
needing treatment and the growing backlog in Neurosurgery are the key risks
moving forward with regards 52-week waits.

Cancer
At the end of April the Trust achieved 2 of the 9 national Cancer standards with
the level of challenge in achieving the Cancer standards continuing to grow as
demand is ever increasing (referrals are 17.1% up on the same point last year
(+325) and 8.8% (+180) above plan at Month 1). Performance against the 62-day
standard remains an issue with the Trust struggling to clear the backlog of
patients who have waited longer than 62 days. 35% of the backlog is within
Urology and a specific plan is being formulated to address the key limiting factors
preventing us from increasing our activity volumes and efficiency in this specialty.
Whilst the Trust already has a cancer recovery plan in place, this needs to be
revised and the impact of latest actions quantified in terms of how the backlog
will be reduced. Once this has been done further detail will be provided to
Board.

Integrated Performance Report
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Diagnostics
At the end of April, 747 patients had waited greater than 6 weeks which is 8.1%
of the waiting list, outside of the NHSI improvement trajectory of 7.2%. The
aforementioned 16.2% increase in 2ww referrals has had a knock-on effect on
capacity and together with an increase in planned surveillance waiting lists and
mobile pad unavailability due to the MRI ‘B’ project, we have had insufficient
capacity for our routine patients. There has also been staff sickness within the
Imaging team which has reduced our capacity along with diminished appetite for
overtime / WLI.

Follow-up backlogs
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)

February
7,689
34,570

March
7,698
35,260

April
8,158
37,069

Phase 3 meetings with key services are about to commence.
As a result of the Phase 1 & 2 meetings to date, 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 enabling remote ‘patient to clinician’
communication for more proactive and efficient follow-up management is
planned but currently on hold due to IT resource issues. The prioritisation of this
project within their workplan is under review.
Rheumatology and Neurology have expressed an interest in becoming early
adopters for this system which will manage patients through a model which
reduces the need for face to face 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.
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Mortality
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
The effect of increase in Episode to spell ratio means that there are instances
where the definitive diagnosis is not used and the working diagnosis is which in
turn effects how the patient is coded. This manifests in alerts being generated
through Dr Foster and HED that do not reflect the final diagnosis. We are
currently ascertaining whether the introduction of SALUS (PCM) and the effect
this has had on the data recorded within the Trust has negatively affected our
mortality data. We are working with an external company to see if any analysis is
possible to understand this effect and compensate for it.
Palliative Care Coding
UHP are working with the Clinical Coding Teams from other Trusts to ensure
similar practice is being followed. We are being supplied with a list of patients by
the Palliative Care Team each month as validation. Some gaps exist in clinicians
recording and propensity to record across every episode in spell varies from Trust
to Trust. We currently do not code episodes when the clinical record does not
explicitly mention palliative care. We have made some changes to the Palliative
Care Coding process which has included receiving additional information from
the Palliative Care Team (started November 2018). The graph below shows the
latest quarters rate has increased which we believe will improve our HMSR
position which we will need to monitor over the coming months.

Integrated Performance Report

Ambulatory Care (Emerg Zero LoS)
UHP does not submit its Acute Assessment Unit admissions to SUS which is
evident in the zero LoS emergency admissions data. The introduction of UHP’s
AAU caused a reduction in non-elective admissions submitted to SUS whilst in the
same period, another locally straightforward cohort who is unlikely to die; this
will be diluting/concentrating the mortality ratios accordingly. In 2018/19 the
activity undertaken in our AAU (some of which was previously admitted onto iPM
and undertaken on wards) was not submitted onto the national system a plan to
resubmit this data in 19/20 is in place. It takes 2-3 months for the data to be
reflected on the National mortality tools.
UHP will shortly be taking part in the National ‘Same Day Emergency Care’ (SDEC)
program as one of 14 trusts invited to partake. This will enable UHP to be at the
forefront of engaging in the development and delivery of new ways of working
and measuring performance and outcomes.
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The L&D team are about to launch the NHSI Leadership Behaviours Survey which
will be part of the diagnostic process around culture. We are developing a
cultural dashboard to support how we collect data about culture, working with
the Performance Information team.
ILM 5 and 7 Coaching Development
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Phase 1 is underway and all staff across the Trust that have been out of date for
their mandatory training by 12 months or more, will be required to complete
their Trust Update training / book onto the relevant face to face programme by
st
31 May 2019. Whilst it is anticipated with line manager support that staff will
undertake this clear and essential training requirement, those individuals that fail
to do so, without a satisfactory reason, will be escalated using the Trust’s
Conduct and Performance Policy. Phase 2 will follow, using a consistent
approach during Quarter 2 and beyond, for staff that have been out of date for
3+ months.
International Recruitment

As part of embedding coaching across the organisation we are also about to
launch two cohorts of development to increase our internal coaching capacity.
Over 30 staff will be trained as coaches and will be able to support staff across
the organisation.
Employee Assistance Programme
The Trust is launching its new Employee Assistance Programme and financial
wellbeing support for staff, via Neyber and the Cavell Nurses’ Trust, during the
th
2019 Staff Health & Wellbeing event on 14 May. This will provide an additional
source of support to staff alongside the Trust’s existing Staff Counselling service.

Following a two month delay, Devon STP have now confirmed that all Trusts have
now signed off the agreed support package for international recruits and the
Associate Director of Nursing has now instructed the agency to commence
recruitment. The first campaign will be to India closely followed by the UAE and
then the Philippines. Final arrangements are due to be distributed to the
employer Trusts before the end of May. Alongside the STP international
recruitment campaigns, the Trust is also developing a campaign specifically for
cardiothoracic nursing and subsequent plans are currently being finalised with
the care group and service line.

Staff Health and Wellbeing Event
th

The Trust is holding its 2019 Staff Health & Wellbeing event on 14 May. The
event this year will highlight the wide range of support for staff including health
checks available on the day and physical activity taster sessions. We will also be
th
raising awareness during the week of 13 May of support for mental health
during Mental Health Awareness Week, in partnership with Livewell.
HR Operations
The HR team have been working with Care Group Mangers and Governance
Leads in developing a clear, robust and consistent framework to drive Mandatory
Training compliance forward, in relation to the CQC Must/Should Do actions.

Integrated Performance Report
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Finance
At the private Board meeting in April the board accepted a breakeven financial
plan for the year which is compliant with the control total set by NHS England. To
achieve this the Trust plans to deliver a Financial Improvement Programme (FIP)
of £25.6m.
It should be noted however that this plan is described as ‘provisional’ because
the contractual position and associated income levels with Devon CCG has not
yet been settled. Although we have accepted our control total the wider health
community has not collectively met the regulators financial expectations and
faces a challenge to reduce the system financial gap. We continue to work with
local partners to resolve this and understand the impact that any actions to be
taken will have on our contract. Discussions continue on actions to be taken to
respond to this challenge but this does mean there is still a level of uncertainty in
the plans. This position is expected to be finalised by the end of May.
In 2019-20 the Trust has been allocated £9.1m Provider Sustainability Fund (PSF)
and £6.9m Financial Recovery Fund (FRF), both of which are contingent on
achievement of the financial plan, and £6.5m of Marginal Rate Emergency
Threshold (MRET) Funding, which was granted following the acceptance of the
control total.
The deficit in month 1 is £4.14m, £0.01m favourable against plan, therefore the
Trust has recognised £1.34m of central funding (£0.46m PSF, £0.34m FRF and
£0.54m MRET) in month.
The Financial Improvement (FIP) achieved to date is £0.35m, a £0.28m adverse
variance against the target.
The income and costs associated with service delivery show a favourable variance
of £0.36m in the month. Contract income is adverse to plan by £0.13m, offset
with underspend on clinical budgets of £0.49m. Other budgetary variances to
date total £0.07m adverse against plan, of which £0.02m favourable relates to
estimates from 2018-19 and £0.09m adverse relates to other minor budgetary
variances on corporate and Trustwide budgets

Integrated Performance Report
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Urgent Care

4 hour standard
April 2019

Planned Care

RTT Incomplete
Pathways
March 2019

Planned Care
Cancelled
Operations

Q4 2018/19
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Better Performance

72.8% of UHP ED patients were admitted,
treated or discharged within 4 hours in April
ranking us 133/136 Acute Trusts in England.

77.3% of patients on the UHP elective RTT
waiting list were waiting less than 18 weeks for
treatment at the end of March ranking us
174/183 Acute Trusts in England.

UHP cancelled 482 elective operations on the
day for non-medical reasons during Quarter 4
18/19 ranking us 149/153 Acute Trusts.
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6 week standard
March 2019

Cancer

2 week waits
March 2019

Cancer

2 week waits
(Breast
Symptomatic)
March 2019

Integrated Performance Report

Responsive

Safe

Effective

Workforce

Finance & Efficiency

5.9% of patients waiting for a diagnostic at UHP
were waiting less than 6 weeks at the end of
March ranking us 157/174 Acute Trusts in
England.

94.1% of suspected Cancer patients had their
first appointment within 2 weeks at UHP in
March ranking us 74/136 Acute Trusts in
England.

72.6% of 2ww Breast Symptomatic patients had
their first appointment within 2 weeks at UHP
in March ranking us 83/115 Acute Trusts in
England.
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Never Events

Number reported.
Provisional
publication of Never
Events reported as
occurring between
1 April 2018 and 31
March 2019
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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
CARE GROUP & SERVICE LINE

CSS

W&C

SURGERY

MEDICINE

Green Rating Threshold
Amber Rating Threshold
Red Rating Threshold
Acute Medicine
Diabetic Medicine & Endocrinology
Cardiology
Endoscopy
Emergency Department
Gastroenterology
Haematology & Immunology
Healthcare of the Elderly
Hepatology
Nephrology & Transplantation
Neurology & Stroke
Oncology Services
Thoracic Med
Anaesthetics
Cardiothoracic & Vascular Surgery
Pain Services
Colorectal Surgery
Critical Care
Dermatology
Dental & Max Fax
ENT
General, Transplant & Upper GI Surgery
Oesophago-Gastric Surgery
Neurosurgery
Ophthalmology
Plastic Surgery
Theatres Central
Trauma, Orthopaedics & Rheumatology
Urology
Gynaecology & IVF
GU Medicine & PAC
Breast Surgery
Maternity
Neonates
Paediatrics
Community Paediatrics
Therapies
Healthcare Science & Technology
Imaging
Pathology
Pharmacy
Overall Total
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Urgent Care

RTT

RTT (Incomp)

Cancer

Diagnostics

Complaints

Appraisals

Sickness

Medical

Nursing

A&C

Other

Breaches

>52 weeks

var vs plan

> 62 days

No. > 6 weeks

Year to Date

%

%

% Vacancies

% Vacancies

% Vacancies

% Vacancies

<10
10
50
524
0
2
0
2463
0
0
0
0
0
13
0
0
0
6
0
0
7
0
7
10
46
0
4
0
18
0
47
0
11
0
0
0
0
1
0
0
0
43
5
0
3,207

0
1
0
0
1
0
0
1
0
0
0
0
0
0
1
0
2
0
1
0
0
0
1
2
0
15
0
5
0
13
6
0
0
0
0
0
0
0
0
0
1
0
0

0
1
25
(5)
5
141
137
0
(12)
19
(4)
(38)
106
(67)
19
(6)
(6)
(65)
(86)
(74)
5
90
135
51
(34)
42
10
(391)
(9)
0
0
(60)
(81)
1
(6)
0
(12)
36
(2)
6
0
5
(6)
0

49 -

156

0
1
2
0
0
0
0
0
0
0
0
0
0
0
14
0
2
5
0
5
0
0
0
4
0
1
0
0
1
0
0
14
0
0
1
0
0
0
0
0
0
9
7
0
63

<10
10
30
0
0
5
177
0
0
0
0
1
0
58
0
0
0
0
0
1
0
0
0
1
5
4
0
0
0
0
0
13
1
0
0
0
0
0
0
0
1
480
0
0
747

0
10
20
2
1
6
0
2
1
1
0
1
3
7
3
2
0
1
0
3
0
0
1
1
5
0
4
0
1
0
2
0
0
0
0
4
0
2
0
0
0
5
0
0
58

95%
85%
<85%
90%
92%
86%
93%
89%
88%
88%
92%
80%
95%
79%
82%
84%
0%
89%
94%
81%
79%
95%
97%
93%
94%
100%
97%
91%
97%
91%
94%
68%
89%
83%
89%
89%
90%
87%
99%
95%
94%
97%
93%
85%
89.0%

<4%
5%
6%
6.0%
1.1%
6.1%
8.3%
4.1%
4.4%
4.3%
5.7%
2.6%
3.6%
3.8%
3.8%
5.5%
3.2%
5.0%
3.1%
6.2%
5.6%
2.8%
1.7%
3.0%
3.7%
0.1%
3.4%
3.0%
4.2%
5.5%
4.5%
4.7%
3.3%
4.9%
2.2%
4.2%
4.5%
4.1%
6.0%
3.2%
4.4%
3.7%
2.9%
6.0%
4.4%

<5%
5%
12%
22%
0%
14%
0%
35%
4%
(0%)
29%
(4%)
9%
15%
5%
2%
5%
5%
18%
31%
14%
3%
12%
5%
(35%)
46%
19%
11%
15%
18%
10%
8%
17%
(2%)

11%
17%
6%
8%
12%
25%
1%
2%
12%
20%
4%
2%
10%
22%
(20%)
5%
18%

(19%)
1%
16%

19%
10%
15%

4%
20%

0%
16%

11.1%

<5%
5%
12%
8%
3%
3%
27%
1%
(1%)
15%
13%
(13%)
(11%)
12%
(0%)
10%
50%
8%
(1%)
(4%)
10%
30%
8%
9%
12%
0%
29%
(1%)
7%
12%
13%
20%
7%
21%
16%
0%
(9%)
21%
3%
3%
12%
9%
8%
0%

<5%
5%
12%
13%
(0%)
7%
20%
16%
13%
24%
10%
8%
9%
17%
10%
20%

11.9%

7.5%

<5%
5%
12%
(500%)
100%
15%
(17%)
(100%)
(100%)

9%
19%
(6%)
4%
3%
0%

6%
11%
0%
0%
4%

(15%)
11%
8%
9%
10%
0%
10%
4%
10%
6%
8%
5%
6.9%
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Caring’ metrics
Description

Current Performance

PALS

There were a total of 382 PALS
enquiries in April 2019. Which is
lower than the number received
during March.

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

Top issues
No.
Communication with Patients/Relatives 87
Waiting List Issues
81
Outpatient delays
24
Issue by service line
• Communication with patients – Admin/Patient
records; ED; Urology; ENT; Neurology &
Neurosurgery
• Waiting list issues – TOR, Urology, Colorectal,
ENT, Neurosurgery and Ophthalmology.
• Outpatient delays - TOR, Urology, Colorectal,
ENT, Neurosurgery and Cardiothoracic and

500
400
300

Of that number 12 were claims.

200
100
-

A total of 65 complaints were
received in April 2019.

Complaints received
% within target

80

Target
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

70
60
50
40
30
20
10
Jan-19

Mar-19

Sep-18

Nov-18

Jul-18

May-18

Jan-18

Mar-18

Nov-17

Jul-17

Sep-17

May-17

Jan-17

Integrated Performance Report

Mar-17

-

% completed within target

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

Top issues
Quality of Clinical Care
Quality of Nursing Care
Communication with patients and
relatives
Hospital notes

No.
16
13
11
11

Currently there are 2 open complex cases and 3
serious complaints.
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Caring

Responsive

Description

Current Performance

Ombudsman New cases

There was one new PHSO case
logged in April 2019.

Monitoring update on new
cases received and those
currently open.

Safe

Effective

Workforce

Trend

Comments

As at the end of April we currently have 4 open
cases, with investigations on-going

6
5
4
3
2

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

No cases were closed during this
month.
No final reports were received in
April.

Not Upheld

5

Upheld

Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Apr-16

0

Aug-16

1

Ombudsman closed cases

3

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

Apr-19

Feb-19

Dec-18

Oct-18

Aug-18

Jun-18

Apr-18

Feb-18

Dec-17

Oct-17

Jun-17

Aug-17

Apr-17

Feb-17

Dec-16

Oct-16

Aug-16

Jun-16

Praise & Thanks received through:
Complaints
PALS Enquiries
Ward Based Compliments
FFT – Inpatient
FFT – Emergency Areas
FFT - Daycase
Total

600
500
400
300
200
100

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

May-18

Apr-18

Mar-18

Feb-18

-

Jan-18

*These figures also include the FFT
praise and thanks, where the
monthly report will detail FFT
figures for the previous month
(March).

Integrated Performance Report

Apr-16

-

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.

No.
3
1
2
1
1

The remaining 2 cases recently closed as follows:
1. Closed without PHSO investigation as
subject to a Coroner’s inquest
2. No further action required, the family did
not revert to the PHSO following our
final response letter.

4

2

The Trust received 206
compliments during April 2019.

Themes
Quality of clinical care
Delay in surgery
Communication
Delay in diagnosis
Drug administration

The most recently closed PHSO was not upheld.

Partially Upheld

1

Compliments

Finance & Efficiency

22
10
12
67*
54*
41*
206

Top themes for compliments
Kind and caring staff
Quality of Clinical Care
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Responsive

Safe

95.0%

% Recommended

90.0%

Inpatient & Daycase

96.81%

85.0%

Emergency

94.28%

Maternity (Point 1)

98.96%

80.0%

Maternity (Point 2)

99.15%

Maternity (Point 3)

94.27%

Maternity (Point 4)

98.39%

Outpatient

93.21%

Inpatient and day case recommender score for
April 2019 has remained stable at 96.81%.

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

70.0%

Feb-17

75.0%
Oct-16

Description

Response rate for inpatient and day case FFT in
month is 44.5%.
Ward and department
engagement has continued to be positive in
achieving over the 40% response rate target.

Emergency

100.0%

Dec-16

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

Inpatients

Jun-16

Our performance in each of the
areas as reported through FFT in
April 2019 is shown in the table
below:

Finance & Efficiency

Comments

Aug-16

Friends & Family Test

Workforce

Trend

Apr-16

Current Performance

Feb-16

Description

Effective

Dec-15

Caring

• Emergency recommender score for the month
was 94.28%.
• MIUs remain at 100% recommender score.

Detailed results included in Annex 4.

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

There were 310 clinically justified
breaches and 0 non-clinically
justified breaches in February 2019.

Clinically Justified

The Trust policy is in the final consultation stages
of review. 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.

Integrated Performance Report

The Trust achieved 100% compliance
in March 2019 for incidents that
were reported to Datix as
‘Moderate’, ‘Severe/ Catastrophic’
Harm or ‘Death Caused By Incident’
meeting Duty of Candour criteria.
N.B Metric reported 1 month in
arrears.

Jan-19

Sep-18

Nov-18

Jul-18

Mar-18

May-18

Jan-18

Nov-17

Jul-17

Sep-17

May-17

Mar-17

Jan-17

Sep-16

Nov-16

Jul-16

Mar-16

May-16

Jan-16

Nov-15

Jul-15

Sep-15

May-15

Jan-15

Duty of Candour

Mar-15

-

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

No

N/A

% Compliance
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Responsive’ metrics
Description

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

Current Performance
The Trust’s ED 4hr performance
decreased in April with 72.8% of
patients attending ED and our
associated MIUs being admitted,
treated or discharged with within 4hrs.
Type 1 performance i.e. the
performance of our ED Dept alone was
60.2% with the short waits in the
Minor Injury Units boosting overall
PHNT performance by a further 12.6%.

Comments
ED

MIU

Target

NHSI Trajectory

100.0%
90.0%
80.0%
70.0%

There is an evident demand challenge which
results in the hospital running at higher levels of
occupancy than nationally recommended and
higher than our peer Trusts. This in addition to
the remaining challenge to achieve early
discharge further compounds the delivery of
optimal patient flow.

60.0%
50.0%

2017/18

Average daily attendances

Our average daily attendance volume
to the Emergency Dept was 289, 14
per day higher than the same month in
18/19.

Trend

2018/19

2019/20

300
290
280
270
260
250
240
230
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

No. of emergency admisisions

2017/18

2018/19

2019/20

5250
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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Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Oct-16

Feb-17

Dec-16

Jun-16

Contract penalties are in
place for delays exceeding
30 mins.

Aug-16

Benchmarking data shows that we
rank in the ‘middle of the pack’
amongst SW Trusts for this metric.

Despite the continued challenge and high
volumes of ambulance arrivals, the Trust
continues to maintain performance.

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.

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

Oct-15

April proved a challenging month with
4.2% of ambulance handovers (153 out
of 3616 total handovers) experiencing
a delay of over 30 minutes.

Finance & Efficiency

Comments

Feb-16

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-18.

2,000

Plymouth

Devon

Cornwall

The number of complex patients in the hospital
has grown with the resulting caseload running at
275-300 instead of 250. This has an adverse
impact on DTOC and long length of stay patients.

1,500
1,000
500
0
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Caring

Responsive

Safe

Description

Current Performance

Referral To Treatment

In April the Trust achieved an RTT
Incomplete Pathways performance of
76.4% against an NHSI trajectory of
77.7% 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

Target
92%

Apr-19
76.4%

1873
0

6650
49

Finance & Efficiency

Comments
RTT % Performance against Trajectory

90.0%

Actual

NHSI Trajectory

85.0%

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

Effective

80.0%
75.0%
70.0%

52-Week Waits
There were 49 patients waiting over 52 weeks
for treatment at the end of April.
Neurosurgery – 15
Orthopaedics – 13
Urology – 6
Plastic Surgery – 5
Upper GI / HPB – 2
Cardio-Thoracic – 2
Gastroenterology – 1

NHSI trajectory 2019/20
Description
Incomplete pathways
18+ week backlog
52 week waiters

Plan
77.7%
6314
52

Cardiology – 1
Apr-19
76.4%
6650
49

RTT Incomplete Pathway No.s against Trajectory

Colorectal – 1
Thoracic Med – 1
ENT – 1
Radiology - 1

NHSI are monitoring us against the
total number of patients on an
incomplete pathway in 2019/20.
Trajectory and actual numbers can be
seen on the chart opposite.

Significant progress has been made over the
previous three months with regards 52-week
waits however a number of challenges remain.

The total number of patients waiting at Derriford has
increased to 28,195 at April month-end. Although this is within
the April NHSI trajectory of 28,351, it must be noted that the
waiting list continues to grow providing a significant level of
challenge in continuing to meet the 19/20 NHSI trajectory
moving forward.

Integrated Performance Report

Due to the complexity of the patients waiting in
Orthopaedics, many cannot be transferred via
the Plymouth Orthopaedic Partnership to Care
UK. UHP’s capacity constraints make it difficult to
treat these patients with complex requirements
at the required rate.
Outpatient waits in Neurosurgery are
lengthening and patients are waiting up to 40
weeks for their first outpatient appointment.
This does not leave enough time for treatment
before 52-weeks and demand and capacity
modelling has revealed an upcoming surge in 52week waits. Alternative options for treating
these patients are being explored with Devon
CCG.
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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
89.8%
73.0%
94.7%
70.6%
89.9%
98.2%
75.6%
3.2%
92.0%

Improvement Trajectory 2019/20
Description
62 day urgent GP referral
62-Day Backlog

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
69.2%
112

Actual
73.0%
129

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

Reduction of the 62+ day backlog has been extremely
challenging due in part to the 16.2% increase in 2ww referrals
in 2018/19. Whilst progress was made throughout the middle
of 18/19 to recover the backlog position, sustained high
referral levels and capacity constraints in key specialties have
made this reduction unachievable by year end.

•

•

Some Urological procedures could be
moved out of the Theatres to make space
for more complex procedures if we had
alternative space (see first action).
•

Integrated Performance Report

Admin Resource
Significant increase in demand has placed
increased pressure on admin teams to
manage the patient pathways

•

•

At the end of April we had 37 patients
waiting 104+ days on an active Cancer
pathway - Urology (15), Lung (5),
Head/Neck (4), Upper GI (4), Colorectal
(3), Haematology (2), Gynaecology (2),
Skin (1) and Sarcoma (1).

We observed 51.5 breaches of the 62day standard in April, 47 of which were
attributable to hospital reasons which
spanned all areas of capacity.

Theatre Capacity/Utilisation

Beds
Urology currently have access to 4 beds on
Lynher Ward but if the other rate limiting
factors are addressed then the bed
requirement will require review.

104 Day Waits

62-Day Breaches

Outpatient Space (Chestnut Unit)
Physical outpatient unit space is a rate
limiting factor for both outpatient,
diagnostic and procedure activity.

We achieved 2 out of 9 National Cancer
Standards in April.

7 of these long waits were referrals
from other Trusts which can often
come extremely late in the pathway or
without the appropriate work-up.

Finance & Efficiency

IT/System Development
Development of the Infoflex system will
release CNS capacity by allowing remote
monitoring of patients

•

Over one-third of the patients waiting 62+ days for their
treatment are waiting for Urology who have experienced
significant increases in prostate referrals (which has been
mirrored nationally) and whilst the Trust continues to offer the
‘Gold Standard’ pathway of pre-biopsy MRI, the sheer volume
of patients has meant achieveing 62-days for patients is
extremely challenging.
Key areas of focus/improvement for the Urology Cancer
pathway have been identified to help cope with the significant
increase in demand and to futureproof the service.

Other Factors
We are also conscious of the large number
of consultant vacancies nationally (40+)
which is making recruitment extremely
difficult. With the possibility of consultant
retirements in the coming years we need to
be focussed on recruitment and/or other
models of care.
Urology Oncologist resource is also
stretched due to the increased demand and
vacancies.
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Caring

Responsive

Description

Current Performance

Diagnostics

National standards

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

Following a significant period of
improvement, Trust-level diagnostic
waits have increased in April with 8.1%
of the waiting list (747 patients) having
waited 6+ weeks or more compared to
5.9% (522) in March.
Improvement trajectory 2019/20
The Trust failed against the NHSI
Improvement trajectory in April of
7.2%.

Safe

Effective

Workforce

Trend
30.0%

Finance & Efficiency

Comments
Actual

Target

25.0%
20.0%
15.0%
10.0%

CT – The building works required to introduce a
new modular MRI scanner to the Trust has
required the take-down of our mobile pad for a
number of weeks. This has temporarily reduced
our ability to undertake as much outsourced
scanning on site with no other location suitable
for the mobile scanners.
Inpatient demand throughout the Winter and
into the Spring has been high and we also have
sickness amongst the consultant group as well as
a diminished appetite for overtime.

5.0%
0.0%

We anticipate the new Modular MRI scanner to
be in and scanning mid-June at which point we
can resurrect mobile scanning on the adjacent
pad to bolster our activity volumes.

April 2019
Test
CT
Ultrasound
Colonoscopy
MRI
Peripheral Neurophys
Other tests

NHSI Trajectory

Breaches
235
177
143
68
47
77

Ultrasound – We have seen a rise in demand for
Ultrasound tests, primarily from GPs. At the
same time the team’s ability to scan ‘Doctor
only’ scans i.e. those which require specialist
input, has been reduced due to leave, sickness
and vacancies. We are currently out to advert for
3 x sonographers.
Colonoscopy – The number of patients waiting
6+ weeks for Colonoscopy have been reducing
due to insourcing. Funding is agreed for this to
continue until end June 19.

Cancelled Operations
We must minimise the
incidence of cancelled
operations.

172 operations were cancelled on the
day of admission for hospital reasons
in April representing 3.04% of elective
admissions. A further 327 operations
were cancelled or rearranged in
advance of the day of operation during
the month. There were 26 breaches of
the 28-day rebooking standard in April.
When these patients are eventually
treated we will not receive any income
for them.

Integrated Performance Report

700
600
500

On the day

1-7 Days before TCI

In April, availability of general beds emerged as
the key issue with 62 of the cancellations due to
this reason whilst 30 were due to emergencies
taking priority.

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

84.1.0%

Day shift: Care Staff

88..5%

Night shift: Nurse /
Midwifery
Night shift: Care Staff

87.5.1%

RN Night

HCA Night

Overall

105.0%
100.0%
95.0%

6.00

90.0%

4.00

85.0%
80.0%
75.0%
70.0%

0.00

40

Red Flags

30
20
10
-

Qty
25
5
4
3
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HCA Day

2.00

The monthly safer staffing return for
April 2019 was 88.31%.

Adult in patient & Maternity wards use
the red flag system to escalate any
patient safety events that they cannot
manage within the current nursing
establishment and to highlight and
record any clinical event that remains
unresolved.

RN Day

8.00

99.1%

There were 37 red flags raised in April
2019

Overall CHPPD

Fill Rate

Safer Staffing

Current Performance
Fill rates for April 2019 are detailed in
the following table.

Care Hours

Description

Description
Shortfall in RN time
Shortfall in HCA time
Patient not receiving 1:1 care
Midwifery Delay of >2 hours induction and process

Comments
The overall fill rate has improved during March
and April following a slight downturn in
February. The overall monthly fill rate is
consistently maintained above 85%. There
continues to be close working between trust
workforce teams, clinical teams and NHSP to
maximise shift coverage: bank share
arrangements have been working well between
UHP and Livewell.
Initiatives continue with regard to recruitment
and retention; and career development for staff.
We are progressing with the 18 month pilot
Preceptee rotation offer to newly qualified and
new to the trust band 5 nurses with support
from our Military partners.
The 2019 establishment review is planned to be
undertaken during June; Terms of Reference are
in draft.
31 red flags were raised by Hartor ward due to a
sustained period of time where the ward was
escalated to 31 beds. This caused a shortfall in
RN time. The ward manager worked some of
these clinical shifts and some shifts were
supported by staff working a twilight shift.
The application of red flags within the medicine
and surgery care groups need review to improve
the utility of the system so as to get the most
helpful information.

Page | 21

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

Trend

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

95.00%

There have been 4 cases of Trust
apportioned Clostridium Difficile
reported in April 2019.
There has been 0 cases of Trust
apportioned MRSA bacteraemia
reported in April 2019

Fill Rate

85.00%

We have a number of other metrics for harm
which we take assurance from for example Falls
and Pressure Ulcers.

80.00%
75.00%

8
7
6
5
4
3
2
1
-
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Harm Free Care

90.00%

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.

C-Diff Trust Apportioned

Jan-19

Apr-19

Jul-18

MRSA

Oct-18

Apr-18

Jan-18

Jul-17

Target

Oct-17

Jan-17

Actual

Apr-17

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

Finance & Efficiency

Comments
There appears to be a correlation with reducing
fill rate and harm free care although we need to
view this with caution as Harm free care is
calculated using 1 days data whereas the nursing
fill rate is taken as an average over the whole
month.

100.00%

Oct-16

The overall results from the audit
questions for April 2019 was 94.84%
across wards.

Workforce

Harm Free Care v Fill Rate

Jul-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.

Current Performance
The overall Nursing fill rate for April
2019 was 88.31% with Harm Free care
for the same period at 95%

Effective

Jan-16

Fundamentals of Care

Safe

Apr-16

Description

Responsive

Oct-15

Caring

NHS Improvement has issued new guidance for
2019/20 and how the data will be reported.
For 2019/20 cases reported to the healthcare
associated infection data capture system will be
assigned as follows:
• Hospital onset healthcare associated (HOHA):
cases that are detected in the hospital three or
more days after admission
• Community onset healthcare associated
(COHA): cases that occur in the community (or
within two days of admission) when the
patient has been an inpatient in the trust
reporting the case in the previous four weeks

Page | 22

Target

% Harm

Apr-19

80.0%
70.0%
60.0%

1,500

50.0%
40.0%

1,000

30.0%
20.0%

500

The spikes in incident submission volumes are
represent retrospective uploads of incidents that
were not approved by Service Lines within the
timeframes outlined in the Trust incident
Reporting Policy and had to be ‘batch uploaded’
to ensure records held at NRLS are accurate.

10.0%
0.0%
Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Dec-17

Oct-17

Aug-17

Jun-17

Apr-17

Feb-17

Dec-16

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

No new Never Events were reported to
StEIS in April 2019.

100.0%
90.0%

2,000

-

Never Events

Mar-19

Jan-19

Feb-19

Dec-18

Oct-18

Nov-18

Sep-18

Jul-18

Jun-18

Aug-18

Apr-18

Incidents

2,500

May-18

Mar-18

Jan-18

Feb-18

Dec-17

Oct-17

Nov-17

Sep-17

Jul-17

Aug-17

E-Coli Trust Apportioned

% resulting in harm

Number of patient safety incidents

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

Finance & Efficiency

Comments
MSSA - Trust Apportioned

11
10
9
8
7
6
5
4
3
2
1
0

There have been 8 cases of E-Coli in
April 2019.

1,259 patient safety incidents were
reported to the NRLS in April 2019. Of
these 24% resulted in some form of
harm, loss or damage, which sits below
the national average.

Workforce

Trend

There have been 2 cases of MSSA in
April 2019.

Safety Incidents

Effective

Jun-17

Current Performance

Safe

Apr-17

Description

Responsive

May-17

Caring

Further information regarding Never Event
status can be found on page 12.

4
3
2
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Mar-19

Dec-18

Sep-18

Jun-18

Mar-18

Dec-17

Sep-17

Jun-17

Mar-17

Dec-16

Sep-16

Jun-16

Mar-16

Dec-15

Sep-15

Jun-15

-

Mar-15

1
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Incident Type

8

Information Governance Breach
Total:

7
6

1
1

5
4
3
2

Jan-19

Mar-19

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

Mar-16

1
-

Coroners Concerns:

Shortage of Radiology Clinicians

Efficient discharge of patient to
community hospital particularly out
of hours and weekends

REG 28 issued

5
4
3
2

95% of care was assessed as harm free
in April 2019

Actual

Apr-19

Jan-19

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

1

The ST website can be found
at https://www.safetythermometer.nhs.uk/.

Acute Trust Median

99%
98%
97%
96%
95%
94%
93%
92%
Apr-19

Feb-19

Oct-18

Dec-18

Aug-18

Jun-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Apr-17

Aug-17

Feb-17

Oct-16

Dec-16

Aug-16

Jun-16

Apr-16

Feb-16

Oct-15

91%
Dec-15

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

9

Aug-15

Safety Thermometer

10

Jun-15

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

The types of Incident reported in April 2019 was:

Number New Incidents Reported on STEIS:

The Trust was issued with 1 regulation
28 reports in April 2019.

Finance & Efficiency

Comments

Apr-15

Regulation 28 letters

Workforce

Trend

Apr-15

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.

Effective

Feb-15

Serious Incidents

Current Performance
1 new Serious Incidents was reported
to StEIS in April 2019.

Safe

Number of patient safety incidents

Description

Responsive

% Harm Free Care

Caring
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Caring
Description

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

Responsive
Current Performance
The rate of grade 2-4 pressure ulcers
per 1000 bed days was 0.73 in April
2019

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
PU per 1000 bed days 2-4

Target

UCL

2.50
2.00
1.50
1.00
0.50

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

The rate of falls causing harm per 1000
bed days was 1.57 in April 2019.

Falls causing harm per 1000

Target

UCL

Jan-19

Apr-19

Jul-18

Oct-18

Jan-18

Apr-18

Jul-17

Oct-17

Jan-17

Apr-17

Jul-16

Oct-16

Jan-16

Apr-16

Jul-15

Oct-15

Jan-15

Apr-15

Jul-14

Oct-14

Apr-14

0.00

We are currently reviewing our approach to
managing falls prevention to include
• Review of trust wide falls prevention
action plan
• Rapid response team
• Handling of Investigation reports to
release resource to enable improvement

LCL

2.50
2.00
1.50
1.00
0.50
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Jan-19

Apr-19

Nov-18

Jul-18

Oct-18

Aug-18

May-18

Jan-18

Apr-18

Feb-18

Nov-17

Jul-17

Oct-17

Aug-17

May-17

Jan-17

Apr-17

Feb-17

Oct-16

Aug-16

Nov-16

Jul-16

Apr-16

Feb-16

May-16

Jan-16

Oct-15

Aug-15

Nov-15

Jul-15

Apr-15

Jul-14

Oct-14

Jan-15

Feb-15

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%

May-15

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

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

Nov-14

VTE Risk Assessment

Aug-14

Apr-14

0.00
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Jan-19

Mar-19

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

Neurosurgery - 2
Colorectal Surgery – 2
Cardiac Surgery – 1
Vascular Surgery – 1
Cardiology - 1

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

Escalation beds

80
60
40

Apr-19

Jan-19

Oct-18

Jul-18

Apr-18

Jan-18

Oct-17

Jul-17

Apr-17

20
0
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Avg Daily Medical Outliers

100

Jan-17

We observed a daily average of 34
medical outliers in April and 9
escalation beds open to cope with
the emergency demand.

•

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.

•
•
•
•

Oct-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%

Jan-16

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

Apr-16

In overall terms, we achieved our
target of 99.50% of all General
Anaesthetic cases receiving a
checklist by achieving 99.65%
compliance in April 2019.

Finance & Efficiency

Comments
We had 7 failed forms in April 2019. Areas of
failed forms were as follows:

Jan-16

Surgical Safety

Workforce

Trend

Mar-16

Current Performance

Effective

Jul-15

Description

Safe

Oct-15

Responsive

Apr-15

Caring
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Effective’ metrics
Description

Current Performance

Mortality

The Trust’s HSMR for the latest
available month of data (Jan-19) was
129.

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

The Trust’s SHMI for the latest
available month of data (Dec 18) was
111.

Comments
HSMR

155.00

SHMI

ED Acuity
45.0%

145.00

40.0%

135.00

35.0%
30.0%

125.00

25.0%

115.00

20.0%

105.00

15.0%

95.00

10.0%

Jan-19

Jul-18

Oct-18

Apr-18

Jan-18

Jul-17

Oct-17

Jan-17

Apr-17

Oct-16

0.0%

Jul-16

5.0%

75.00

Jan-16

85.00
Apr-16

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

Trend

The
follow-up
backlog
further
increased in size in April to 37,069.

Phase 3 meetings with key services are about to
commence.

There are 8,158 patients flagged as
time critical who have gone past their
see-by-date and are now in this
backlog.

As a result of the Phase 1 & 2 meetings to date,
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 enabling remote patient and clinician
communication for more proactive and efficient
follow-up management is being progressed
within the Trust.

The number of backlog patients who
have waited more than a year past
their see by date now stands at 931.

Rheumatology and Neurology have expressed an
interest in becoming early adopters for this
system which will manage patients through a
model which reduces the need for face to face
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
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90
85
80

Jan-19

Apr-19

Jul-18

Oct-18

Jan-18

Apr-18

Of the 12 breaches of this standard reported in
April, 4 were due to a delayed diagnosis of stroke
and 2 due to an incorrect or complex initial
diagnosis. Lack of beds on ASU was also a crucial
factor as patients had to be moved off the unit to
make way for those suffering Acute Strokes.

Jul-17

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

The baseline shift observed in the last 9 months
is being reviewed to understand how the
introduction of the new Acute Assessment Unit
may have affected our data recording.

Oct-17

82.4% of our patients spent at least
90% of their time on a specialist Stroke
Unit in April against a target of 80%.

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

95

Jan-17

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 Oct-18 with a
readmission relative risk of 95; this
indicates a readmission rate 9% lower
(better) than expected.

100

Apr-17

Stroke

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

Within this good overall performance there are
specific diagnosis groups which the methodology
highlights as an issue. We publish this list within
the Trust databook which is shared with our
commissioners each month.

100 Index

105

Jul-16

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

Readmission Rate

110

Oct-16

The Trust’s readmission relative risk
has been below the benchmark of 100
for the last 9 reportable months (AprDec-18) indicating a readmission rate
lower (better) than would be expected
given the case-mix of patients treated
during those months.

Finance & Efficiency

Comments

Jan-16

Readmissions

Workforce

Trend

Apr-16

Current Performance

Effective

Jul-15

Description

Safe

Oct-15

Responsive

Apr-15

Caring
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NICE Compliance
We must ensure that we
give due consideration to
the clinical guidelines,
interventional procedures,
quality standards and
other best practice
guidelines issued by NICE
and implement these
where appropriate and
relevant to our services.
Length of Stay
There is no national
standard for LOS however
this measure is crucial in
understanding the
demand on our bed base.

Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

High levels of demand and the
disruptions caused by Bank Holidays
with fewer lists running contributed to
this drop.

48 patients breached this standard in April. Key
issues include patients awaiting space on a
theatre list (26) indicating a capacity shortfall
and patient who were medically unfit for surgery
(14).

Feb-17

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

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

Oct-16

25% of fractured necks of femur
patients were operated on within
36hrs of admission in April.

We have not declared non-compliance
with any NICE guidance during MarchApril 2019.

This particular indicator is under close scrutiny
following the transfer of elective lists to care UK
as this reduces the opportunity to add Trauma to
Elective lists.
Since the last report, there have been no new
decisions not to implement guidance either in
full or in part.

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.
Non-Elective Surgical LoS exhibits a
longer term reducing (improving)
trend whilst Non-Elective Medical LoS
has been increasing over the same
time period.

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.

8.00
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

Elective Surgery

Elective Medicine

Non Elective Surgery

Non Elective Medicine

Apr-19

Feb-19

Oct-18

Dec-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

Aug-16

Jun-16

0.00

Apr-16

1.00
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Finance & Efficiency

Comments

Dec-16

Hip Fractures

Workforce

Trend

Jun-16

Current Performance

Effective

Aug-16

Description

Safe

Apr-16

Responsive

LOS (Days)

Caring
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Workforce’ metrics
Description

Current Performance

Staff Vacancies

Vacancy levels in the Trust have increased by 84 FTE
between February and April 2019, this is due to a 200
increase in establishment as part of 2019/20 budget
setting. This increase is primarily caused by 55 FTE GP
trainees now included in staff in post and establishment
as well as 131 FTE budget increase due to growth. Staff
in post has grown over the same period by 116 FTE
primarily due to increases in HCAs and A&C staff.

Integrated Performance Report

Comments
Admin

Medical

Nursing

Following the implementation of
the People First programme, NHS
Jobs is now being used in order to
provide Safe Recruitment through
a pilot group. This has proved to
be
successful
with
the
expectation that all candidates
will be processed in this way by
the end of June.

Other

16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%

Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

Apr-16

Feb-16

Oct-15

Dec-15

0.0%

Jun-15

2.0%

The third Open Day for Nursing staff was held on 30th
March 2019 with 15 successful applicants. These along
with the other successful applicants from the November
& January open days have now been allocated
departments with start dates from July through to
September as individuals qualify. A Paediatric Nursing
Open Day also took place on the 6th February for NICU,
ED, Paediatrics & Plym unit and 18 candidates were
appointed from the day in paediatric preceptee posts. A
total of 88 candidates have been appointed from our
three Open Days in the last few months. We have also
offered the opportunity of a pilot rotational programme
to those interested.

Aug-15

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.

Trend

In collaboration with Livewell and Plymouth City Council, the
recruitment team have continued to support the Proud to Care
initiative. Further dates are due to be scheduled for 2019
including a variety of school events, recruitment events and
other local events in the area. The next Proud to Care event will
take place on the 11th June.

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 reduces
delays by allowing managers to
quickly recruit to vacancies as
they arise.

We have now appointed a further 11 HCA Apprentices for the
July apprenticeship cohort and 22 non apprenticeship,
experienced HCAs for the wards.
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Caring

Responsive

Safe

Description

Current Performance

Staff Turnover

Rolling annual turnover (the number of leavers in the
year divided by the average number of staff) to the end
of April 2019 is at 9.58% compared to 10.17% for April
2018.

We aim to retain staff with
the skills, knowledge and
attitude necessary for the
delivery of high quality care ACE Event
to our patients.
On the 1st May 2019, over 250 colleagues from all areas

Effective

Workforce

Finance & Efficiency

Trend

Comments
Nurse Development Programme

13.0%
12.0%
11.0%
10.0%
9.0%

Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

Apr-16

Feb-16

Oct-15

Dec-15

Jun-15
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Aug-15

of our mixed Trust team, attended the Trust’s inaugural
Appreciation, Civility and Excellence (ACE) event. The
8.0%
event, organised by our Learning from Excellence (LfE)
and L&OD team, aimed to value, provoke, inspire and
support attendees to think differently and reflect on the
part that they play in creating a positive work place “I just wanted to say thank you for organising such an amazing
culture, which the growing evidence base shows is day yesterday. The speakers were inspirational and we will
crucial for ensuring great patient care and experience.
definitely reflect on the day and bring our learning back to the
With the LfE team’s link to the national LfE community, department.”
we secured national and international speakers to join The event was filmed, so we have access to UHP “TED style”
our local presenters. Each presenter engaged fully with talks. The challenge now is to spread the impact more widely
the audience, giving powerful talks on leadership, across the Trust so that more colleagues can experience what
conditions necessary to encourage safer care, the ACE participants did, even if on a more virtual basis. The
importance of civility and a positive mindset / LfE/OD team are undertaking further work to determine how to
demeanour. Our internal teams shared motivational maintain and build on this effective way to engage with
talks on staff ‘joy in work’, the power of patient stories, colleagues which will contribute to promoting a more positive
People First and our own leaning from LfE. Participant workplace culture.
feedback has demonstrated that the message and style
of this event has really hooked into the hearts and minds Big Conversation
of participants and the team did achieve the event’s aim The Big Conversation programme is underway exploring the
of creating joy, provocation, inspiration and motivation. 2018 staff survey results. During the course of the week of the
The event was prominent on social media (#ACEUHP) 6th May the theme of staff wellbeing is the subject and
including interest from other Trust CEO’s who would like meaningful work during the course of the 20th May. The OD
to learn from our experience and learning. A taste of the team have been on tour vising Bush Park, with over 50
conversations taking place there – over 14 areas have been
immediate impact post event
visited alongside stands in the concourse and outside the
“the best event I have ever been to in my 27 years
restaurant. In total, over 120 staff have participated after the
employed by the hospital; moving, funny, and so
first conversation.
relevant to the way people are these days, praise and
respect and caring about colleagues well being and
health, all was so well organised and delivered, please
make this a yearly event”

23 senior nurses are on a
leadership programme developed
by the senior nursing and OD
team
to
support
their
development.
The
second
leadership day is due to take
place in early May.
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Safe

60.0%
40.0%
20.0%
Dec-18

Mar-19

Jun-18

Sep-18

Dec-17

Mar-18

Jun-17

Service Line appraisal compliance rates have decreased
and the Care Group now has seven service lines with
<85% performance. Service Line Managers have been
tasked to provide the Care Group Manager with recovery
reports and improvement trajectory’s by the end of May
2019.

Sep-17

0.0%

Medicine

Dec-16

Basic life support, manual handling and child protection
compliance have remained at 81%, 89% and 91%
respectively from February 2019 to April 2019 whilst
Trust update has decreased from 89% to 86% over the
same period.

80.0%

Mar-17

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

100.0%

Jun-16

Appraisal compliance rates for Agenda for Change staff
have increase from 88% in February 2019 to 89% in April
2019.

Finance & Efficiency
Comments

Sep-16

Staff Appraisals and
Mandatory Training

Workforce

Trend

Dec-15

Current Performance

Mar-16

Description

Effective

Jun-15

Responsive

Sep-15

Caring

Womens & Childrens
Basic Life Support
Trust Update

100%

Manual Handling
Child Protection

90%

Sep-18

Dec-18

Jun-18

Mar-18

Dec-17

Jun-17

Sep-17

Dec-16

Mar-17

Jun-16

Sep-16

Dec-15

Mar-16

Jun-15

Sep-15

Other than Basic Life Support training, the mandatory
training picture continues on an improved trajectory with
80%
only two non-complaint areas in two service lines. The
Basic Life Support situation has been affected by winter
70%
pressures and we are seeing performance rates rise
without yet moving out of a <85% situation. Through
Service Line reviews, the Care Group continues to
monitor and support service lines to achieve compliance Pharmacy are however compliant within all other mandatory
across appraisal and mandatory training. The Care Group training areas.
is working towards 95% compliance, with a target date of
Monthly performance monitoring meetings are held in
September 2019.
Pathology between senior management, HR and team leaders.
Clinical Support Services inc Pharmacy and Pathology
Appraisals and mandatory training are within tolerance levels
During the fourth quarter of 2018/19, Healthcare 85% or on/above target levels of 95%. Comparing the fourth
Science, Therapies and Imaging performance indicators quarter 2018/19 with the previous year, sickness figures have
for appraisal and mandatory training remain on or above improved and is now at 2.8%, well within the target of 3.5%
target. Appraisals, Child Protection Level 2 Mandatory compared with the previous year of 4.9%.
Training and sickness levels within Pharmacy are not
Surgery
compliant with the tolerance level of 85% and a 3.5%
sickness target.
The Care Group continue with their performance reviews with
In order to rectify this, monthly monitoring meetings the Surgery SMT (including HR) which includes the Well-led
with senior management, HR and team leaders are now domain. As a result of the continued focus mandatory training is
in place in Pharmacy and an anticipated improvement in on track to deliver improvement by September 2019, together
trajectory is expected in these areas in the first quarter with a focus on planning and ensuring the improvement is
sustained.
of 2019/20, 30 June 2019.
Integrated Performance Report

Areas of concern remain to be
Manual Handling and BLS
although all areas are working on
plans
to
address
this.
Discussions have taken place with
BLS and Manual Handling teams
to establish
whether any
additional training can be
provided,
particularly
for
Theatres.

Appraisals remain good across
the Care Group, though there has
been some marginal loses in
Paediatrics and Breast which are
being addressed respectively by
Matron and the Service Line
Manager.
Basic Life Support training
remains a cause for concern
within the Care Group and plans
are in place to recover the
situation, although this will be
incremental over the next quarter
as BLS places need to be
rebooked into future dates.
Other mandatory training broadly
remains complaint and well
managed.
HR continue to
support the service lines in the
monitoring of and improving
performance. The Care Group is
working
towards
95%
compliance, with a target date of
August 2019.
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Staff Health & Wellbeing Event - The
theme at this year’s event on 14 May
2019 will continue to focus on building
personal resilience under DCHW’s ethos
of ‘Active, Healthy, Happy’. There will
be a wide range of activities promoting
physical health, mental health and good
lifestyle choices, all supported by inhouse hospital services and partners,
and external providers including:
Launch of a new Employee Assistance
Programme (with free confidential 24/7
counselling helpline) and financial
wellbeing support and resources
available from Neyber and Cavell Nurses’
Trust:

Integrated Performance Report

-

Free NHS health checks and blood
pressure checks

-

Mini Health Byte sessions on
managing stress and mindfulness

-

Physical activity tasters

-

Holistic therapies

Long Term

4.00%
3.00%
2.00%

Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

0.00%

Dec-16

1.00%

Jun-16

A range of work continues to support
staff health and wellbeing and help
improve resilience and attendance,
including:

Short Term
5.00%

Aug-16

We seek to minimise and
manage staff sickness.

Apr-16

Annual sickness absence (the number of
sick days divided by the number of
available working days) has increased
over the past 12 months from 4.25% in
April 2018 to 4.41% in April 2019. Estates
and
Additional
clinical
services
(predominantly HCAs) have the highest
levels of recorded sickness across the
organisation followed by professional
and technical staff and registered
nursing.

Finance & Efficiency

Comments

Feb-16

Sickness Absence

Workforce

Trend

Oct-15

Current Performance

Effective

Dec-15

Description

Safe

Jun-15

Responsive

Aug-15

Caring

Mental Health Awareness Week – The SH&WB event coincides
with Mental Health Awareness Week which runs 13-19 May
2019. As part of our commitment to promoting positive
mental health, we are working hard as a Trust to help foster an
open culture around mental health, build individual resilience
and improve accessibility to available support. The Trust is
working in partnership with Livewell’s Liaison Psychiatry team
to support information stands in the main hospital and DCHW
during the week, to help raise awareness and signpost sources
of support for both staff and patients.
Equality Diversity & Human Rights Week (EDHR) – EDHR week
also takes place w/c 13 May 2019. Co-ordinated by NHS
Employers, #EQW2019 is a national platform for organisations
to highlight their work to create a fairer, more inclusive NHS
for patients and staff. Preparations are underway for raising
awareness about equality and diversity. There will be stands
throughout the week where there will be an opportunity for
both employees and people who use our services to feedback
on how we can provide the right support, better understand
how we can help them to be themselves, and collate
suggestions for improving inclusivity for all.
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Finance & efficiency’ metrics
Description

Current Performance

Financial Performance

The deficit in month 1 is £4.14m,
£0.01m favourable against plan.

The Trust has a breakeven
plan.

For further information please see
Annex 7, 8 and 9.

Trend

Comments
The Trust is on plan at Month 1, with £0.28m
adverse variance on FIP offset with favourable
variance on service delivery.

0.0
(2.0)
(4.0)
(6.0)

Income from central funding streams: Provider
Sustainability Fund (PSF) and Financial
Recovery Fund (FRF) are contingent on
achievement of the financial plan. As the Trust
is on plan the value of funds attributable to
month 1 has been recognised: PSF (£0.46m)
and FRF (£0.34m).

(8.0)
(10.0)
(12.0)
(14.0)

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
£0.13m lower than plan at the end of
April, with a £0.49m underspend on
associated costs, giving a total
favourable variance on contract
activity of £0.36m compared with plan.
For further information please see
Annex 10.

6%

Emergency
Department

Elective
Inpatients

Plan

Non-Elective
Inpatients

Outpatients

4%
2%

3.8%

1.6%

0%
(2%)
(4%)
(6%)

-4.5%

-2.3%

-2.7%

2.5%

-4.8%
-9.6%

(8%)
(10%)
(12%)
Income Activity Income Activity Income Activity Income Activity
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Contract income was adverse to plan by
£0.13m, with significant underperformances in
non-elective activity of £0.59m and elective
activity of £0.21m which is being offset by the
gain on block contracts of £0.73m.
The underperformance is mainly in Cardiac
Surgery due to closure of theatres 4 and 5 for a
week in April for maintenance planned to be
completed in March.
The variance on costs is £0.49m favourable
relates mainly to underspend on pay due to
vacancies.
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Caring

Responsive

Description

Current Performance

Workforce Expenditure

Staff costs were £28.78m in April,
£0.47m below plan in the month.

The Trust spends 60% of
its income on staff.

For further information please see
Annex 11.

Safe

Effective

Workforce

Trend

Comments
The spend on pay for month 1 is below plan by
£0.47m.

32.00
30.00

The agency spend continues to be low at
£0.45m in April and below the NHS
Improvement ceiling of £0.69m.

28.00
26.00

Pay is planned to be higher in month 1 due to
the application of pay awards (including nonconsolidated lump sum payments).

24.00
22.00
20.00

Financial Improvement
Plan
The Trust has a Financial
Improvement Plan (FIP)
target of £25.6m in
2019/20.

The Trust has delivered £0.35m
financial improvement in month 1,
£0.28m below target.

30.00
25.00
20.00
15.00
10.00
5.00
-
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Finance & Efficiency

Permanent Staff

Bank Staff

Agency Staff

Plan

Actual

Plan

The FIP delivered in month 1 is £0.35m against
target of £0.63m, a £0.28m adverse variance in
month.
This reflects an underperformance against
some of the Trust’s productivity and cost
reduction programmes.
As month 1 performance overall is on plan
further analysis of the month 1 position is
underway to capture savings that have not yet
been identified.
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Caring

Responsive

Description

Current Performance

Cash

The cash balance at the end of month
1 was £0.7m, £0.3m below plan.

The Trust has an annual
plan that maintains a
closing monthly cash
balance of £1.00m.

For further information please see the
Trust cashflow statement and balance
sheet in Annex 13.

Safe

Effective

Workforce

Trend
5

Finance & Efficiency

Comments
Actual

Plan

4
3
2

Cash is £0.7m, £0.3m below plan.
The
operating deficit is offset by an increase in
revenue support, as the Trust is drawing
interim loan funding to cover the operating
deficit and PSF and FRF in lieu. This borrowing
is repayable in months where a surplus is
planned and when PSF and FRF revenue is paid
over.

1
0

Capital
The Trust has a capital
programme of £34.3m.

Capital expenditure year to date for
month 1 was £0.2m below plan.

40000.0

For further information please see
Annex 12.

30000.0

35000.0

25000.0
20000.0

Actual

Plan

The Trust has spent £0.2m, this is £0.5m below
the plan of £0.7m. This variance is due to an
invoice correction on the hybrid theatre
project and a delay to the energy saving
programmes as central funding that has been
approved has not yet been distributed.

15000.0
10000.0
5000.0
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-19
100%
95%
82%
67%
39%
40%
63%
100%
100%
97%
46%
51%

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

62-day breaches by site
Cancer Site
Brain/CNS
Breast
Gynaecological
Haematological
Head & Neck
Lower Gastrointestinal
Lung
Other
Sarcoma
Skin
Upper Gastrointestinal
Urological
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1
2
3
7
9
6

2
7
14.5
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Learning from Serious Incidents & Complaints

Annex 2

Issue / lessons learnt

Recommendations

Ward round/patient reviews should include a review of all indwelling medical devices, this should include why it is required and
number of days in-situ and anticipated removal date.

Medical and nursing assessments need to interrogate the need for
indwelling devices, especially where the patient is symptomatic of
sepsis. Where there is a lack of clarity regarding the length of time an
indwelling device has been in-situ. It should be removed.
Further medical discussion is required to justify the need for replacing.

Lack of process for checking accuracy of TTA prescription in ward
dispensed drugs.

Implement electronic prescribing to reduce risk of incorrect TTA
prescriptions.

There should be a defined minimum standard of care for patients
who present with eye injuries.

Review eye trauma guidelines (including assessment) with input from
the Ophthalmology team.

Management of inter-current illness

We have produced steroid management guidelines and issued a
bulletin simplifying the advice/actions required for patients on long
term steroids

Concerns were raised about the training & awareness of the
meaning of ‘nil by mouth’ in patients who are suffering a number
of co-morbidities, and who are taking a number of prescribed
medications which need to be taken regularly, and prior to any
planned necessary procedures

A bulletin has been issued reminding staff that all oral medicines should
be administered (including pre-operatively) as per prescription and
Trust policy.

Ward round/patient reviews should include a review of all indwelling medical devices, this should include why it is required and
number of days in-situ and anticipated removal date.

Medical and nursing assessments need to interrogate the need for
indwelling devices, especially where the patient is symptomatic of
sepsis. Where there is a lack of clarity regarding the length of time an
indwelling device has been in-situ. It should be removed.
Further medical discussion is required to justify the need for replacing.
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Comments Noticeboard – Selection of Positive and Negative
FFT Inpatient Comment:
Fantastic care from all. However waiting for
drugs from the pharmacy took 10 hours, this is
totally unacceptable and the waste of a bed.
I was more stressed waiting all day then I ever
was during the procedure. Please sort out the
pharmacy.

Social Media:
Have nothing but praise for the
hardworking staff at ED, MAU, TAVY and
Braunton Ward. They did a cracking job
looking after my Dad this past week,
since his emergency admission last
Sunday. I have seen them remain calm,
patient and good humoured even when
being treated poorly by other patients
and their relatives. An absolute credit
t th NHS d

Compliment:
I would like to place on record the thanks of
myself and my family for the magnificant care
which was afforded to my late son in the
Intensive Care Unit of your hospital, together
with the kindness of the Transplant Nurses
who went above and beyond their remit to
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FFT Inpatient Comment:
The pharmacy is letting the hospital
down.
The 10 hour wait after formal release
does the hospital reputation down.
I have experienced this on 3 separate

FFT Inpatient Comment:
I was treated with dignity
and respect and the staff
were extremely empathetic
and professional.

Engagement Event: Exp of Care Week
The most incredible and caring
organisation I cannot fault. Light hearted
staff that reassure patients. Amazing
Organisation! (REI) are amazing with the
care I received.

FFT Inpatient Comment:
Ridiculous wait for tablets
to take home

Annex 3

Social Media:
This week our family has experienced
medical care across so many wards
inc. Hartor, Tavy, A&E, Torcoss. I’ve
met kind, dedicated staff @UHP_NHS
doing an amazing job in tough times.
Both grandparents still in #Derriford &
God-willing we get them both home
Th k
#NHS
Welcome Centre:
I would just like to say thank you to
Dr Shakya Bhattacharjee. He is very
friendly, approachable and goes
above and beyond what he needs
to do.

FFT Inpatient Comment:
I won't have a bad word said
about the wards amazing
staff. Perfect care. Thank you
so much.

FFT Inpatient Comment:
I have to comment of the friendly
attitude of all the staff from
cleaners to doctors they have all
looked after me with utter
professionalism and top class

Care Opinion:
Excellent treatment and care I
attended A and E yesterday with
a cardiac arrhythmia. Although
the department was incredibly
busy I was treated by all staff
with professionalism and
kindness. My condition was
diagnosed and treated and I was
able to go home. I really don't
know how they cope with such a
huge workload yet remain calm
and good humoured. They all
Engagement evet: Exp of
Care Week
Car parking is expensive, and
ridiculous. And the money

Care Opinion:
I have a rare form of Muscular
Dystrophy and have issues with my
eyelids not working correctly. I had a
ptosis repair done by an excellent
Consultant who explained everything
perfectly, operation a complete success
and restored a lot of my sight. He also
asked questions of his staff some junior
doctors in a non-condescending way
very very impressed all round. Staff
were Helpful and attentive. The only
real drawback is the length of time
between first consultation and
operation seems pointless to have a
pre-op assessment 6-7 months before
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Friends and Family Test Scores by Area

Annex 4

tables below illustrate the score up to 30 April 2019.
Inpatient & Day Case Areas

Area

Recommend

Not
Total
Extremely
Likely
Recommend Responses
Likely

Neither
Likely
Extremely Don't
Unlikely
or
Unlikely Know
Unlikely

Bickleigh

98.75%

0.00%

80

61

18

0

0

0

1

Birch Day Case

100.00%

0.00%

7

7

0

0

0

0

0

Bracken

94.44%

5.56%

18

14

3

0

0

1

0

Braunton

97.30%

0.00%

37

29

7

1

0

0

0

Brent

98.11%

0.00%

106

96

8

2

0

0

0

Burrator

94.59%

0.00%

37

26

9

1

0

0

1

Children’s HDU

100.00%

0.00%

5

5

0

0

0

0

0

Clearbrook

94.44%

0.00%

54

42

9

2

0

0

1

Crownhill

97.92%

2.08%

48

31

16

0

0

1

0

Endoscopy Unit

97.47%

0.51%

198

175

18

3

1

0

1

Fal

100.00%

0.00%

5

4

1

0

0

0

0

Freedom Unit

98.43%

0.52%

191

165

23

0

1

0

2

Hartor

100.00%

0.00%

13

7

6

0

0

0

0

Hembury

90.91%

2.27%

44

28

12

0

1

0

3

Hexworthy

95.24%

0.00%

21

17

3

1

0

0

0

Honeyford

92.59%

3.70%

27

18

7

1

1

0

0

Lind Unit (PIU)

97.08%

0.00%

137

116

17

3

0

0

1

Lynher

98.75%

0.00%

80

62

17

1

0

0

0

Marlborough

97.80%

0.00%

91

83

6

2

0

0

0

Mayflower

97.44%

1.71%

117

94

20

1

1

1

0

Meavy

96.74%

0.00%

92

75

14

2

0

0

1

Meldon

95.83%

1.04%

96

68

24

3

0

1

0

Merrivale ASU

92.86%

2.86%

70

50

15

3

2

0

0

Monkswell

91.30%

4.35%

23

17

4

0

1

0

1

Moorgate

90.24%

0.00%

41

31

6

2

0

0

2

Norfolk
Orthopaedics

97.37%

2.63%

38

26

11

0

1

0

0

Plym Childrens
Theatre Areas

100.00%

0.00%

97

92

5

0

0

0

0

Postbridge

98.44%

0.78%

128

108

18

0

1

0

1

REI Daycase

100.00%

0.00%

145

126

19

0

0

0

0

Sharp

95.65%

4.35%

23

18

4

0

0

1

0

Shaugh

97.22%

0.00%

36

20

15

0

0

0

1

Shipley

92.00%

0.00%

25

20

3

1

0

0

1

Stannon Ward

0.00%

0.00%

1

0

0

1

0

0

0

Stonehouse

91.84%

0.00%

49

30

15

4

0

0

0

Tamar (Short
Stay Unit)

94.74%

0.00%

57

40

14

2

0

0

1

Torcross (CCU)

100.00%

0.00%

15

13

2

0

0

0

0

Torrington

100.00%

0.00%

1

1

0

0

0

0

0

Wildgoose

100.00%

0.00%

37

29

8

0

0

0

0

Wolf

90.00%

2.00%

50

32

13

2

1

0

2

Woodcock

95.83%

1.39%

72

51

18

2

0

1

0

Summary

96.81%

0.70%

2412

1927

408

40

11

6

20
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Emergency Services

Area

Not
Total
Extremely
Recommend
Recommend Responses
Likely

Likely

Neither
Likely
Extremely Don't
Unlikely
or
Unlikely Know
Unlikely

Acute
Assessment
Unit

96.97%

0.00%

132

116

12

3

0

0

1

Ambulatory
Care

100.00%

0.00%

1

1

0

0

0

0

0

CDU

63.73%

5.88%

102

30

35

20

5

1

11

Childrens
Assessment
Unit

100.00%

0.00%

30

24

6

0

0

0

0

Emergency
Dept

99.11%

0.30%

338

182

153

2

0

1

0

MAU Tavy

100.00%

0.00%

41

37

4

0

0

0

0

MAU Thrushel

100.00%

0.00%

43

40

3

0

0

0

0

REI
Emergency
Department

100.00%

0.00%

73

61

12

0

0

0

0

SAU (Hound)

95.08%

1.64%

61

45

13

2

1

0

0

Summary

94.28%

0.97%

821

536

238

27

6

2

12

Maternity Services

Area

Not
Total
Extremely
Recommend
Recommend Responses
Likely

Likely

Neither
Likely
Extremely
Unlikely
or
Unlikely
Unlikely

Don't
Know

Antenatal
Clinic/DA/EPU

100.00%

0.00%

2

2

0

0

0

0

0

Argyll

94.64%

0.89%

112

81

25

5

0

1

0

Central
Delivery Suite

99.12%

0.00%

113

93

19

1

0

0

0

Community
Midwifery

98.76%

0.00%

161

130

29

1

0

0

1

Transitional
Care Ward

93.33%

2.22%

45

36

6

2

1

0

0

Summary

97.23%

0.46%

433

342

79

9

1

1

1
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Outpatient Services
Recommend

Not
Recommend

Breast Imaging

100.00%

0.00%

Cardiology Dept

100.00%

0.00%

Likely

2

2

0

0

0

0

0

21

15

6

0

0

0

0.00%

0.00%

0

1

0

0

1

0

0

0

Chest Clinic

92.31%

Chestnut Unit

100.00%

0.00%

13

12

0

1

0

0

0

0.00%

1

0

1

0

0

0

Dental
Specialities

0

94.29%

0.00%

35

28

5

2

0

0

0

Dermatology
OPD

100.00%

0.00%

19

18

1

0

0

0

0

Derriford
Hospital Mobile
Imaging Unit

100.00%

0.00%

4

4

0

0

0

0

0

Derriford Mobile
MRI Mansfield

100.00%

0.00%

2

2

0

0

0

0

0

Diabetes Clinic

100.00%

0.00%

6

5

1

0

0

0

0

Eden

97.92%

0.00%

48

40

7

0

0

0

1

ENT OPD

100.00%

0.00%

19

18

1

0

0

0

0

Erme

98.33%

0.00%

419

355

57

4

0

0

3

GUM Clinic

100.00%

0.00%

9

7

2

0

0

0

0

Healthy Bones

100.00%

0.00%

3

2

1

0

0

0

0

Lancaster Suite

100.00%

0.00%

1

0

1

0

0

0

0

Lind Research

100.00%

0.00%

1

0

1

0

0

0

0

Main OPD

83.73%

0.40%

252

148

63

30

0

1

10

MRI Mansfield

100.00%

0.00%

1

1

0

0

0

0

0

Neurophysiology

75.00%

0.00%

4

3

0

0

0

0

1

Nuclear
Medicine

100.00%

0.00%

1

1

0

0

0

0

0

Ocean Suite

100.00%

0.00%

1

1

0

0

0

0

0

Oncology OPD

95.45%

0.00%

66

49

14

0

0

0

3

Orthopaedic
OPD

98.44%

0.00%

64

48

15

0

0

0

1

OT OPD

100.00%

0.00%

4

3

1

0

0

0

0

Physio OPD

86.25%

7.56%

291

172

79

17

16

6

1

Plymouth Pain
Management

100.00%

0.00%

4

4

0

0

0

0

0

Primrose

100.00%

0.00%

10

9

1

0

0

0

0

Radiology
Academy

100.00%

0.00%

2

1

1

0

0

0

0

REI OPD

95.48%

0.65%

310

219

77

5

0

2

7

Renal OPD

66.67%

0.00%

3

0

2

0

0

0

1

SALT

100.00%

0.00%

8

8

0

0

0

0

0

Vascular
Assessment

100.00%

0.00%

7

5

2

0

0

0

0

Xray East

100.00%

0.00%

7

7

0

0

0

0

0

Xray West

97.56%

2.44%

41

37

3

0

1

0

0

Summary

93.21%

1.55%

1680

1224

342

60

17

9

28

Chemo
Outpatients
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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 February 2019.
Emergency Department – Regional
Trust

Response Rate

% Recommended

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

9.3% (highest)
7.8%

94.62%
95.12%

% Not
Recommended
3.36%
0.44%

5.3%
2.3%
1.9%
1.3%
0% (Lowest)

92.23%
95.71%
92.86% (lowest)
100% (highest)
*

3.11%
4.29%
7.14%
0%
*

% Not
Recommended
18.51%
7.30%
10.03%
6.36%

Emergency Department – Major Trauma Centres
Trust

Response Rate

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

30.7% (highest)
23.2%
16.4%
11.6%

%
Recommended
68.58% (lowest)
87.66%
82.64%
88.69%

11.6 %
11.0%
9.9%
7.8% (lowest)

78.94%
86.22%
68.10%
95.12% (highest)

14.54%
7.36%
22.92%
0.44%

Trust

Response Rate

% Recommended

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

42.0% (highest)
20.9%
20.4%
18.1%
17.6%
7.3%
2.8%

97.35%(highest)
97.49%
96.22%
92.64% (lowest)
97.31%
97.86%
96.91%

% Not
Recommended
0.65%
0.22%
0.69%
2.54%
0.62%
0.43%
1.03%

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

42.0%
35.85%
9.2%
19.1%
31.7%
11.1%
35.5%
33.9%
23.6%
35.3%
17.0%
32.2%
24.7%
22.6%
11.5%

97.35%
95.37%
91.86%
98.98%
97.65%
95.44%
95.33%
97.96%
96.33%
95.92%
94.26%
98.75%
96.72%
94.01%
96.92%

0.65%
3.70%
4.68%
0.60%
0.70%
1.14%
1.92%
0.24%
1.73%
6.85%
2.08%
0.14%
0.90%
3.07%
0.77%

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
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Response Rate
/ No. received
77
48%
165
68
48%
10%
67
6
11
12%
3
4
87
19%
68
38
123
30%
77
4

%
Recommended
98.70%
99.38%
94.55%
100.00%
95.35%
100.00%
94.03%
88.33%
100.00%
*
*
*
98.85%
100.00%
97.06%
97.37%
92.68%
100.00%
94.81%
*

% Not
Recommended
0.00%
0.00%
1.82%
0.00%
0.00%
0.00%
2.99%
16.67%
0.00%
*
*
*
0.00%
0.00%
2.94%
0.00%
0.81%
0.00%
2.60%
*
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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

Page | 45

Income and expenditure against plan

Annex 7

Actual

Variance Favourable/
(Adverse)

Budget

Annual

Budget

April 2019

£M

£M

£M

£M

37.69
1.99
2.48
42.17

37.23
1.99
2.57
41.79

(0.46)
(0.01)
0.09
(0.38)

482.40
23.93
29.69
536.02

(29.26)
(17.15)
0.28
(46.12)
(3.96)
(1.08)

(28.78)
(16.90)
0.00
(45.69)
(3.89)
(1.14)

0.47
0.25
(0.28)
0.44
0.06
(0.06)

(352.75)
(210.17)
22.87
(540.06)
(4.03)
(12.94)

SURPLUS/(DEFICIT) BEFORE PSF
Central Funding: PSF, FRF and MRET

(5.03)
0.00
(0.21)
0.01
(0.25)
(0.46)
(5.49)
1.34

(5.03)
0.00
(0.21)
0.01
(0.25)
(0.45)
(5.48)
1.34

0.00
(0.00)
0.00
0.01
0.00
0.01
0.01
0.00

(16.97)
0.00
(2.56)
0.09
(3.01)
(5.48)
(22.45)
22.45

CONTROL TOTAL (DEFICIT)/SURPLUS

(4.15)

(4.14)

0.01

0.00

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

Annex 9

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-19

Apr-18

% Change
over 2017/18

Monthly Operational Finance Performance

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

%

34.60

36.45

36.11

37.58

35.93

34.61

39.41

38.22

37.24

37.87

38.10

43.16

37.23

34.60

8%

2.09

1.84

2.00

2.11

2.16

1.90

2.11

1.96

1.94

2.38

1.84

2.70

1.99

2.09

-5%
37%

INCOME
Provision of healthcare
Education, training and research
Other Income

1.88

1.83

1.85

1.91

2.99

2.08

1.92

2.21

1.92

2.19

2.37

2.69

2.57

1.88

38.57

40.13

39.97

41.60

41.09

38.59

43.44

42.39

41.10

42.44

42.31

48.56

41.79

38.57

Pay

(25.30)

(24.91)

(25.22)

(25.45)

(26.73)

(26.25)

(26.41)

(26.53)

(26.19)

(26.37)

(27.31)

(27.30)

(28.78)

(25.30)

14%

Non-pay

(15.87)

(16.34)

(15.31)

(16.59)

(16.82)

(14.84)

(17.63)

(17.68)

(16.32)

(17.70)

(17.17)

(18.92)

(16.90)

(15.87)

6%

TOTAL EXPENDITURE

(41.17)

(41.25)

(40.52)

(42.05)

(43.56)

(41.09)

(44.04)

(44.22)

(42.52)

(44.07)

(44.47)

(46.22)

(45.69)

(41.17)

(2.61)

(1.13)

(0.55)

(0.45)

(2.47)

(2.50)

(0.60)

(1.82)

(1.42)

(1.62)

(2.16)

2.33

(3.89)

(2.61)

(1.03)

(1.03)

(1.04)

(1.04)

(1.05)

(1.06)

(1.07)

(1.08)

(1.08)

(1.09)

(1.10)

(1.07)

(1.14)

(1.03)

0.00

0.00

0.00

0.00

0.01

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0%

(0.18)

(0.18)

(0.18)

(0.21)

(0.19)

(0.18)

(0.19)

(0.19)

(0.19)

(0.21)

(0.21)

(0.19)

(0.21)

(0.18)

18%

TOTAL INCOME
EXPENDITURE

NET (SURPLUS)/DEFICIT BEFORE
EXCEPTIONAL ITEMS
EXPENDITURE
Depreciation charges
Profit/Loss on Asset Disposal
Interest Payable
Interest Receivable

11%

0.01

0.01

0.00

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

63%

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.10)

(0.25)

(0.29)

-14%

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

4.23

0.00

0.00

(1.49)

(1.50)

(1.51)

(1.54)

(1.51)

(1.53)

(1.54)

(1.56)

(1.56)

(1.58)

(1.59)

2.88

(1.59)

(1.49)

0.62

0.62

0.06

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

1.34

0.62

NET (SURPLUS)/DEFICIT

(3.48)

(2.00)

(2.00)

(1.99)

(3.98)

(4.03)

(2.14)

(3.38)

(2.98)

(3.20)

(3.75)

5.21

(4.14)

(3.48)

CUMULATIVE (SURPLUS)/DEFICIT

(3.48)

(5.48)

(7.48)

(9.47)

(13.45)

(17.47)

(19.61)

(22.99)

(25.97)

(29.17)

(32.93)

(23.96)

(4.14)

(3.48)

Public Dividend Capital (PDC) Interest
Impairments
INTEREST AND DEPRECIATION
Sustainability and Transformation Funding
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Contracts

Annex 10

Actual Activity

Clinical Activity
Plan

Actual

Actual Incom e (£M)

Variance

Plan

Actual

Variance

£M

£M

£M

£M

£M

£M

Elective Inpatients & Day Cases

5,448

5,653

205

7.74

7.53

(0.21)

Non-Elective Inpatients

5,336

4,824

(512)

12.40

11.80

(0.59)

0

0

0

0.00

(0.03)

(0.03)

Marginal Rate Adjustment
Emergency Department & MIU

13,188

12,888

(300)

1.77

1.69

(0.08)

Outpatients

45,007

46,127

1,120

5.33

5.42

0.09

Excluded Services - Non Pass through

5.55

5.58

0.03

Readmissions

0.00

0.00

0.00

CQUIN

0.43

0.39

(0.04)

Contract Profile Adjustments

(0.43)

(0.43)

0.00

QUIPP

(0.27)

0.00

0.27

Adjustments for Contract CIPs

0.00

0.00

0.00

Income adjustments for block contracts

0.00

0.73

0.73

Income Penalties

0.00

(0.28)

(0.28)

Other adjustments and provisions

0.00

0.00

0.00

Passthrough costs w ithout direct costs

0.03

0.00

(0.03)

Total Contract activity position

32.54

32.41

(0.13)
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Workforce

WTE worked

Variance

Budget

Expenditure

Variance

WTE

Establishment

£000

Apr-19

Expenditure

WTE

WTE worked

£000

Mar-19

Expenditure

WTE

WTE worked

£000

Expenditure

WTE

WTE worked

£000

Feb-19

Jan-19

Expenditure

WTE

WTE worked

£000

Dec-18

Expenditure

WTE

WTE worked

£000

Nov-18

Expenditure

WTE

WTE worked

£000

Oct-18

Expenditure

WTE

WTE worked

£000

Expenditure

WTE

WTE worked

£000

Sep-18

Aug-18

Expenditure

WTE

WTE worked

£000

Jul-18

Expenditure

WTE

WTE worked

£000

Jun-18

Expenditure

WTE worked
WTE

WTE worked

Expenditure

WTE worked

£000

May-18

Expenditure

Apr-18

Mar-18

WTE

Annex 11

£000

WTE

WTE

WTE

£000

£000

£000

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

442
18
7
552
40
13

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

453
18
7
542
50
7

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

436
17
6
550
32
19

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

439
15
4
541
49
3

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

454
18
5
544
38
2

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

454
18
5
544
38
2

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

443
20
6
580
53
2

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

451
16
6
575
52
6

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

454
14
0
597
57
6

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

449
18
3
595
54
4

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

455
16
4
591
46
1

(5,141)
(199)
(18)
(3,118)
(576)
(10)

450
15
4
590
58
(0)

(5,196)
(201)
(125)
(3,132)
(670)
(26)

457
14
7
594
54
15

(5,309)
(179)
(108)
(3,157)
(648)
(159)

506
0
0
700
0
0

481
0
5
651
53
2

(25)
0
5
(49)
53
2

(6,089)
(2)
(64)
(3,317)
(504)
(62)

(5,501)
(59)
(151)
(3,473)
(640)
(62)

588
(56)
(87)
(156)
(135)
(0)

1,071

(8,913)

1,076

(9,026)

1,059

(8,568)

1,052

(8,519)

1,061

(8,753)

1,061

(8,852)

1,104

(8,955)

1,107

(9,202)

1,128

(9,250)

1,124

(9,240)

1,112

(9,062)

1,116

(9,350)

1,140

(9,560)

1,206

1,192

(14)

(10,038)

(9,885)

153

1,841
91
55
858
126
2

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

1,809
110
81
852
138
2

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

1,789
77
23
852
99
(0)

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

1,781
102
52
857
132
0

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

1,764
96
54
850
135
0

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

1,764
96
54
850
135
0

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

1,840
97
44
849
130
1

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

1,856
110
43
838
146
4

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

1,847
117
49
838
148
(0)

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

1,842
97
29
850
139
0

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

1,837
135
39
853
168
1

(6,468)
(624)
(216)
(1,823)
(522)
(6)

1,851
129
30
864
153
1

(6,783)
(580)
(192)
(1,953)
(500)
(8)

1,867
150
35
881
175
1

(6,582)
(628)
(182)
(1,877)
(671)
(5)

2,210
0
0
1,017
0
0

1,872
115
29
887
146
1

(338)
115
29
(130)
146
1

(7,266)
(357)
(263)
(2,386)
(414)
(2)

(7,131)
(517)
(161)
(2,010)
(557)
(2)

135
(160)
102
376
(143)
(0)

2,973

(9,626)

2,991

(9,034)

2,840

(9,045)

2,924

(9,366)

2,900

(9,194)

2,900

(9,893)

2,961

(9,640)

2,997

(9,502)

3,000

(9,621)

2,958

(9,319)

3,032

(9,659)

3,028

(10,016)

3,109

(9,946)

3,227

3,050

(177)

(10,688)

(10,377)

310

701
351
1
27

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

703
349
2
12

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

696
354
1
(0)

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

705
360
1
8

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

707
360
1
6

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

707
360
1
6

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

725
363
1
3

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

732
361
1
10

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

728
362
1
9

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

730
365
1
10

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

727
372
1
(0)

(2,796)
(756)
(5)
(6)

732
373
2
8

(2,887)
(783)
(5)
(44)

731
372
1
6

(2,772)
(765)
(6)
(72)

785
395
0
0

730
370
1
5

(55)
(24)
1
5

(3,062)
(863)
(3)
(33)

(3,069)
(814)
(5)
(38)

(7)
49
(1)
(5)

1,079

(3,560)

1,066

(3,406)

1,050

(3,421)

1,075

(3,378)

1,074

(3,512)

1,074

(3,659)

1,092

(3,545)

1,103

(3,601)

1,101

(3,620)

1,105

(3,560)

1,099

(3,563)

1,115

(3,719)

1,110

(3,615)

1,180

1,106

(73)

(3,962)

(3,926)

36

100
1,362
47
11

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

98
1,399
64
6

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

99
1,398
47
5

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

100
1,415
53
3

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

102
1,420
56
4

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

102
1,420
56
4

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

103
1,435
56
5

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

102
1,419
58
27

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

102
1,424
59
1

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

100
1,428
57
0

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

104
1,429
65
3

(745)
(3,162)
(162)
(16)

106
1,439
64
3

(784)
(3,246)
(172)
(20)

108
1,466
69
14

(758)
(3,184)
(171)
(66)

117
1,614
0
0

107
1,470
65
19

(9)
(144)
65
19

(846)
(3,546)
(167)
(12)

(841)
(3,544)
(170)
(40)

4
3
(3)
(29)

(4,022)
(26,121)

1,567
6,700

(3,838)
(25,303)

1,549
6,498

(3,874)
(24,909)

1,571
6,621

(3,953)
(25,215)

1,582
6,617

(3,992)
(25,451)

1,582
6,617

(4,329)
(26,733)

1,599
6,755

(4,111)
(26,251)

1,606
6,814

(4,107)
(26,412)

1,586
6,815

(4,042)
(26,533)

1,586
6,772

(4,072)
(26,192)

1,600
6,844

(4,085)
(26,370)

1,612
6,871

(4,222)
(27,307)

1,657
7,016

(4,180)
(27,301)

1,731
7,344

1,662
7,011

(69)
(333)

(4,571)
(29,258)

(4,596)
(28,784)

(25)
474

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
1,520
6,643
MEMO OF DISCRETIONARY PAY COSTS

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

(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)

(2,088)
(272)
(431)
(283)

(2,129)
(415)
(514)
(394)

(2,304)
(591)
(667)
(348)

(1,947)
(454)
(500)
(402)

(2,997)

(3,136)

(2,653)

(2,672)

(2,865)

(3,318)

(3,039)

(3,174)

(3,104)

(2,905)

(3,074)

(3,452)

(3,911)

(3,303)

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 2019/20 as at 30 April 2019

38,000
36,000
34,000
32,000
30,000
28,000
26,000
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

Sep

Oct

Forecast

Nov

Dec

Jan

Feb

Mar

Plan

Initial
Plan
£'000s
12,925
0
0
0
12,925
1,300
1,104
500
3,502
7,017
280
7,701
34,329

Sources of Funding
Depreciation
Less Loan Repayments
Cash Carried Forward
Sales of assets
Internal Sources
Salix Loan
NEEF Funding
BPOS Grant Funding
Wave 3 Hybrid
Wave 4 MRI
Other Centrally funded programmes
Finance Leases
Interim Capital Programme

Actual
Estates Backlog Maintenance
Estates Strategic
Electrical Infrastructure
Estates Salix
IM&T Replacement Programme
IM&T Infrastructure
Other IT systems
Rolling Equipment Replacement Programme
RRP Surgical Instruments
Service Line Programme
Facilities Programme
Hotel Services
eNotes
Theatre information System
ePrescribing
Hybrid Theatres
Gamma Cameras
Plain Film X-Ray Rooms 3,4 & 9
Cardiac Cath Lab
Cat 3 Microbiology Lab
Mobile MRI Lease
Other Planning Schemes
3rd MRI
Replacement of LINACs/Brachytherapy
ED Reconfiguration
ED Mitigation Project
General Contingency
GS1
Donated assets
Other
Total
Gross cumulative spend

Apr-18
(8)
0
0
(0)
24
(3)
17
0
8
3
5
0
34
13
47
(130)
0
0
8
0
(1)
10
0
0
(3)
40
19
21
105
(12)
202
202

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Actual
Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Total

Original Approved Capital Plan
Estates Backlog Maintenance
Estates Strategic
Electrical Infrastructure
Estates Salix
IM&T Replacement Programme
IM&T Infrastructure
Other IT systems
Rolling Equipment Replacement Programme
RRP Surgical Instruments
Service Line Programme
Facilities Programme
Hotel Services
eNotes
Theatre information System
ePrescribing
Hybrid Theatres
Gamma Cameras
Cardiac Cath Lab
Plain Film X-Ray Rooms 3,4 & 9
Cat 3 Microbiology Lab
Mobile MRI Lease
Other Planning Schemes
3rd MRI
Replacement of LINACs/Brachytherapy
ED Reconfiguration
ED Mitigation Project
General Contingency
GS1
Donated assets
Other
Total
Cumulative spend

Apr-18
169
0
10
92
10
33
6
47
3
28
5
0
55
10
35
20
3
0
0
0
1
6
0
5
80
0
78
13
0
0
709
709

May-18
239
0
9
192
5
38
42
40
10
99
3
0
55
15
185
20
3
0
0
0
20
53
44
5
80
58
113
13
0
0
1,341
2,050

Jun-18
230
7
7
192
22
112
56
13
37
8
12
0
70
30
35
104
3
0
0
7
40
226
289
50
80
60
51
13
0
0
1,754
3,804

Jul-18
320
0
0
192
22
77
52
20
30
87
104
10
155
30
35
342
3
0
1
0
2,420
246
426
10
80
0
47
13
0
0
4,722
8,526

Aug-18
350
0
0
92
22
181
41
20
30
78
46
6
80
30
35
591
3
0
4
0
0
247
336
10
250
0
9
13
0
0
2,474
11,000

Sep-18
311
0
0
92
22
110
6
20
30
358
0
6
80
80
335
591
3
0
2
0
0
248
312
50
250
0
0
13
0
0
2,919
13,919

Oct-18
234
0
0
92
22
38
6
70
30
65
40
30
205
30
35
591
3
0
1
0
0
129
276
10
80
0
0
13
0
0
2,000
15,919

Nov-18
224
0
0
92
22
38
6
70
30
867
33
0
85
30
35
582
3
10
4
20
0
70
300
10
100
0
0
13
0
0
2,644
18,563

Dec-18
99
0
0
92
22
45
6
70
30
50
0
0
155
30
35
518
3
10
0
100
0
17
500
50
100
0
22
13
0
0
1,967
20,530

Jan-19
190
0
0
392
22
91
6
70
30
231
10
14
105
30
35
11
1,903
0
0
100
0
12
1,000
10
130
0
0
13
0
0
4,405
24,935

Feb-19
275
0
0
392
22
40
6
70
30
5
0
0
105
40
35
11
3
0
0
100
0
2
1,263
20
142
0
0
13
0
0
2,574
27,509

Mar-19
425
0
1,900
492
22
151
6
190
10
177
10
34
181
191
420
11
2
0
500
192
0
27
2,266
50
280
0
0
13
0
(730)
6,820
34,329

Total
3,066
7
1,926
2,404
235
954
239
700
300
2,053
263
100
1,331
546
1,255
3,392
1,935
20
512
519
2,481
1,283
7,012
280
1,652
118
320
156
0
(730)
34,329
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Cash

Annex 13
Monthly Cash Flow 2019/20 as at 30 April 2019

3,500
3,000
2,500
2,000
1,500
1,000
500
0
£000

£000

Variance from Cashflow Plan
Operating surplus variance (adjusted for donated
assets income)

(56)
67

Depreciation

11

EBITDA Variance

(58)

PDC / RWCF / Loan

(1,580)

Capital payments

Apr- May- Jun- Jul-19 Aug- Sep- Oct- Nov- Dec- Jan19
19
19
20
19
19
19
19
19
Actual

Feb- Mar20
20

Other Loan and Lease Funding

(46)

Working Balances movement

556
0

Proceed of Asset Sale

859

Other

Plan

(259)

Variance

Actual
CASH FLOWS FROM OPERATING ACTIVITIES
Operating Surplus/(Deficit) including STF incom e
Depreciation and Amortisation
Impairments/reversals
Income recorded for Donated Asset
Interest Paid
Dividend Paid
(Increase)/Decrease in Inventories
(Increase)/Decrease in Trade Debtors
Increase/(Decrease) in Trade Creditors
Increase/(Decrease) in Provisions
Net Cash Inflow /(Outflow ) from Operating Activities
CASH FLOWS FROM INVESTING ACTIVITIES
Interest received
(Payments) for Property, Plant and Equipment
Proceeds of disposal of assets held for sale (PPE)
Net Cash inflow (outflow ) before financing
CASH FLOWS FROM FINANCING ACTIVITIES
Revenue PDC / Revolving Working capital Facility
Capital PDC / Capital Loan
Other Loan and Lease Funding
Capital Investment Loans Repayment of Principal
Net Cash Inflow /(Outflow )from Financing
Net Increase/(Decrease) in Cash
Opening Cash
Closing Cash

Plan
CASH FLOWS FROM OPERATING ACTIVITIES
Operating Surplus/(Deficit)
Depreciation and Amortisation
Impairments
Income recorded for Donated Asset
Interest Paid
Dividend Paid
(Increase)/Decrease in Inventories
(Increase)/Decrease in Trade Debtors
Increase/(Decrease) in Trade Creditors
Increase/(Decrease) in Provisions
Net Cash Inflow /(Outflow ) from Operating Activities
CASH FLOWS FROM INVESTING ACTIVITIES
Interest received
(Payments) for Property, Plant and Equipment
Proceeds of disposal of assets held for sale (PPE)
Net Cash inflow (outflow ) before financing
CASH FLOWS FROM FINANCING ACTIVITIES
Revenue PDC / Revolving Working capital Facility
Capital PDC / Capital Loan
Other Loan and Lease Funding
Capital Investment Loans Repayment of Principal
Net Cash Inflow /(Outflow )from Financing
Net Increase/(Decrease) in Cash
Opening Cash
Closing Cash
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Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Total

0

(3,695)
1,139
0
(30)
(98)
0
(200)
(392)
1,842
1
(1,433)

0

13
(3,619)
0
(3,606)

(3,695)
1,139
(30)
(98)
(200)
(392)
1,842
1
(1,433)

0

0

0

0

0

0

0

0

0

0

13
(3,619)
(3,606)

0

0

0

0

0

0

0

0

0

0

2,820

0

0

0

0

0

0

0

0

0

0

0

0
2,866
0
(46)
0
2,820

(2,219)

0

0

0

0

0

0

0

0

0

0

0

(2,219)

2,960
741

0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

2,960
741

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Total

(3,669)
1,072
0
0
(951)
0
0
2,696
(2,001)
0
(2,852)

(1,602)
1,073
0
0
(221)
0
0
(1,359)
(2,582)
0
(4,691)

(1,976)
1,074
0
0
(221)
0
0
(1,763)
923
0
(1,962)

1,065
1,075
0
0
(221)
0
0
(1,288)
156
0
786

(2,776)
1,076
0
0
(221)
0
0
(551)
(1,381)
0
(3,853)

(938)
1,077
0
0
(221)
(1,004)
0
50
2,740
0
1,704

2,604
1,078
0
0
(221)
0
0
(2,453)
(2,262)
0
(1,255)

1,671
1,078
0
0
(221)
0
0
(4,524)
533
0
(1,462)

129
1,079
0
0
(221)
0
0
3,469
(1,502)
0
2,954

4,346
1,080
0
0
(221)
0
0
(1,526)
(2,008)
0
1,671

1,920
1,081
0
0
(221)
0
0
(640)
1,587
0
3,728

4,703
1,082
0
0
(102)
(1,504)
0
3,629
2,056
0
9,863

5,477
12,925
0
0
(3,263)
(2,508)
0
(4,260)
(3,740)
0
4,630

7
(2,039)
0
(2,032)

7
(374)
0
(366)

7
(1,485)
0
(1,478)

7
(1,410)
0
(1,402)

7
(588)
0
(581)

7
(1,911)
0
(1,904)

7
(1,382)
0
(1,374)

7
(1,969)
0
(1,962)

7
(1,763)
0
(1,756)

7
(1,936)
0
(1,929)

7
(4,494)
0
(4,487)

7
(6,623)
0
(6,615)

87
(25,973)
0
(25,885)

2,900
24
0
0
2,924
(1,960)
2,960
1,000

4,902
55
100
0
5,057
(0)
1,000
1,000

3,240
100
100
0
3,440
0
1,000
1,000

420
96
100
0
616
0
1,000
1,000

4,334
100
0
0
4,434
(0)
1,000
1,000

70
130
0
0
200
0
1,000
1,000

(583)
3,212
0
0
2,629
0
1,000
1,000

369
3,055
0
0
3,424
(0)
1,000
1,000

(1,248)
50
0
0
(1,198)
(0)
1,000
1,000

(2,052)
2,010
300
0
258
(0)
1,000
1,000

439
20
300
0
759
(0)
1,000
1,000

(7,200)
50
3,902
0
(3,248)
0
1,000
1,000

5,591
8,902
4,802
0
19,295
(1,960)
2,960
1,000

2,866
(46)
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Balance sheet

Annex 14

Monthly Balance Sheets 2019/20 as at 30 April 2019
Apr-19

Mar-19
Actual
£M
158.0
38.8
29.6
2.9
229.3

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

Actual
£M

Variance
£M

Total

149.9
38.7
29.5
3.2
221.3

158.1
40.0
27.3
2.9
228.4

8.3
1.3
(2.2)
(0.3)
7.1

Total

12.2
15.4
4.7
1.0
33.3

12.4
21.4
6.4
0.7
41.0

0.2
6.0
1.7
(0.3)
7.7

Total

(2.4)
(37.4)
(2.3)
(33.4)
(0.3)
(75.8)

(2.6)
(41.4)
(3.5)
(66.7)
(0.3)
(114.5)

(0.2)
(4.0)
(1.2)
(33.3)
(0.0)
(38.8)

(36.3) Net current assets/(liabilities)
(79.0) Borrowings > 1 year
(1.1) Provisions > 1 year
112.9
Total assets employed

(42.5)
(79.0)
(1.1)
98.7

(73.5)
(45.1)
(1.1)
108.7

(31.0)
34.0
0.0
10.0

200.6
(110.1)
7.5
0.7
98.7

200.5
(103.3)
10.8
0.7
108.7

(0.0)
6.7
3.3
0.0
10.0

12.2
23.7
3.7
3.0
42.7
(6.0)
(40.0)
(2.5)
(30.2)
(0.3)
(79.0)

200.5
(99.2)
10.9
0.7
112.9

Integrated Performance Report

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
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The purpose of this report is to provide the Board with an update on the Trust’s
mortality performance and the arrangements in place to learn from patient
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 SHMI for the latest month of data (Dec 2018)
was 111 which is higher than expected. The Trust’s HSMR for the latest month of data
(Jan 2019) was 129 which is also higher than expected.
 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.
 Since the introduction of SALUS system which allows frontline staff to transfer a
patients care to a new clinician easier we have adversely affected the episode to
spell ratio. This means that there are instances where the definitive diagnosis is not
used to code the death through Dr Foster & HED. – Update: We are working with
an external company to see if any analysis is possible to understand this
effect and compensate for it.
 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. – Update:
We have made some changes to the Palliative Care Coding process which
has included receiving additional information from the Palliative Care Team
(started November 2018).
 The changes to Ambulatory Care have removed zero length of stay patients from
our data submission which in turn has affected our headline indicators. – Update:
1

Item 9

we have a plan to resubmit this data in 19/20. It will take 2-3 months for the
data to be reflected on the National mortality tool which we believe will have a
positive effect.
 The National aim is to introduce local medical examiner services for all deaths in
secondary care by the end March 2020 and for all deaths by the end of March 2021.
Quality Impact Assessment
Implementing national guidance in this area will help us improve the quality of care we provide,
Financial Impact Assessment
There are no direct financial implications associated with this report.
Regulatory Impact Assessment
There is a requirement for NHS trusts to comply with national guidance in this area.
Equality and Diversity Impact Assessment
There are no direct equality and diversity issues associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note this report and confirm that it contains sufficient assurance that the Trust
is managing its responsibilities for learning from deaths appropriately.
Next Steps
The Medical Director will continue to oversee the Trust’s performance in this area and will provide
the Trust Board with regular updates on progress.
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DETAILED REPORT
Trust Board

May 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.

Background
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.
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.

Our arrangements
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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Our performance
•

Overall summary

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

135.00
115.00

40.0%

500

30.0%

400

20.0%

Jan-19

Jul-18

Oct-18

Jan-18

Apr-18

Oct-17

Jul-17

Jan-17

Jul-16

Apr-17

0.0%

Oct-16

75.00

Apr-16

10.0%

Jan-16

95.00

How many deaths have been subjected to a further
case record review using the Structured Judgement
review (SJR).
SJR Requested
13

14
12
10
8

9

6

6

5

200
100
0

Q1 Apr - Jun 18

Q2 Jul - Sept 18

Q3 Oct - Dec 18

Q4 Jan - Mar 19

Total number of Deaths reviewed in support of a
project or an alert.

30
20
10
0

Q1 Apr - Q2 Jul - Q3 Oct - Q4 Jan - Q1 Apr - Q2 Jul - Q3 Oct - Q4 Jan Jun 17 Sept 17 Dec 17 Mar 18 Jun 18 Sept 18 Dec 18 Mar 19

4

4

3

3

0

246

40

5
3

5

1

256

50

8

Total number of patients who have died with a known
Learning Disability

2

332

60

2
0

447

421
294

300

Screened
490

70

4 4

4

473

80

10

9

7 7

SJR Completed

No of Deaths

600

3
2

1

Q1 Apr Jun 17

1

Q2 Jul Sept 17

1

Q3 Oct - Q4 Jan - Q1 Apr Dec 17 Mar 18
Jun 18

Q2 Jul Sept 18

Q3 Oct - Q4 Jan Dec 18 Mar 18

Q1 Apr - Q2 Jul - Q3 Oct - Q4 Jan - Q1 Apr - Q2 Jul - Q3 Oct - Q4 Jan Jun 17 Sept 17 Dec 17 Mar 18 Jun 18 Sept 18 Dec 18 Mar 19

Number of Deaths where we have reported a Serious
Incident
10
9
8
7
6
5
4
3
2
1
0

9
7

2

2

2

7

3

0
Q1 Apr - Q2 Jul - Q3 Oct - Q4 Jan - Q1 Apr - Q2 Jul - Q3 Oct - Q4 Jan Jun 17 Sept 17 Dec 17 Mar 18 Jun 18 Sept 18 Dec 18 Mar 19

Summary Hospital-Level Mortality Indicator (SHMI)
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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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.
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
(December 2018) was 111 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)
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.
The Trust’s HSMR for the latest month of data (Jan 2019) was 129 which is also higher than
expected.
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Learning from deaths
Reviewing and understanding our performance
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: The effect of increase in Episode to spell ratio
means that there are instances where the definitive diagnosis is not used and the
working diagnosis is which in turn effects how the patient is coded. This manifests
in alerts being generated through Dr Foster and HED that do not reflect the final
diagnosis. - HED to analyse data
 Update: We are currently ascertaining whether the introduction of SALUS
(PCM) and the effect this has had on the data recorded within the Trust has
negatively affected our mortality data. We are working with an external
company to see if any analysis is possible to understand this effect and
compensate for it.



Palliative Care Coding: UHP are working with the Clinical Coding Teams from
other Trusts to ensure similar practice is being followed. We are being supplied
with a list of patients by the Palliative Care Team each month as validation. Some
gaps exist in clinicians recording and propensity to record across every episode in
spell varies from Trust to Trust. We currently do not code episodes when the
clinical record does not explicitly mention palliative care. – Email from Mike Hollow
update
 Update: We have made some changes to the Palliative Care Coding process
which has included receiving additional information from the Palliative Care
Team (started November 2018). The graph below shows the latest quarters rate
has increased which we believe will improve our HMSR position which we will
need to monitor over the coming months.
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 Ambulatory Care (Emerg Zero LoS): UHP does not submit its Acute Assessment
Unit admissions to SUS which is evident in the zero LoS emergency admissions
data. The introduction of UHP’s AAU caused a reduction in non-elective admissions
submitted to SUS whilst in the same period, another locally straightforward cohort
who is unlikely to die; this will be diluting/concentrating the mortality ratios
accordingly.
 Update: In 2018/19 the activity undertaken in our AAU (some of which was
previously admitted onto iPM and undertaken on wards) was not submitted onto
the national system a plan to resubmit this data in 19/20 is in place. It takes 2-3
months for the data to be reflected on the National mortality tools.
Responding to Coroner’s Inquests
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 identified a number of opportunities to
improve.
•

Improve awareness and training of staff managing patients on Steroids
o As a result we have written a new steroid management guideline for our
clinical team which is currently under consultation.
o Published an internal safety describing the actions required managing a
patient on long term steroids

•

Improve awareness of staff of the meaning of “nil by mouth” in patients who are
suffering from a number of co-morbidities and are on important prescribed
medication which needs to be taken regularly not withstanding any planned
necessary procedure.
o The trust already has guidance in place for managing patients identified as “Nil
by Mouth” with instructions on the drug chart which clearly state that all oral
medicines should be administered pre-operatively unless otherwise directed
by the anaesthetist or doctor. However we have issued a Safety Alert
reminding our staff on the importance of giving all oral medications unless
otherwise directed and where to find the guidance on pre-operative fasting for
adult patients.
o Our pharmacy team are also reviewing the opportunity to update our
mandatory training and the Trust Induction slides.
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Learning from clinical incidents
We continue to identify and act upon learning from clinical incidents.
As part of a completed incident investigation into a failed intra-aortic balloon pump which was
to be inserted peri-operatively to assist post-operative cardiac function as is common
practice in the UK and America. The investigation revealed a potential improvement for
standardising IABP removal across the trust (Cardiology, Vascular, Cardiothoracic Surgery
and General ICU wards).
Currently, there is no Standard Operating Procedure (SOP) for removal across any of the
units and current practice and advice appears operator dependent.
Recommendations: Cardiac surgeons and Cardiologists should develop a guideline for
safe IABP tapering down and removal.
Learning From Structured Judgement Reviews
•
•
•
•

Transferring patients to wards that are not optimum for the patients’ needs due to
volume of demand for services.
Delayed imaging for inpatients.
Poor documentation – notes are disorganised.
Timely escalation of deteriorating patient

Quality Improvement Projects
It is also worth noting that the Quality Improvement Committee (QIC) continues to oversee a
number of improvement projects which are designed to minimise the likelihood of patients
coming to harm. This includes:
•

National Early Warning Score: Recognising and responding to patient deterioration
relies on a whole systems approach and the revised National Early Warning Score
(NEWS2), published by the Royal College of Physicians in December 2017, 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 completed
the roll out of NEWS 2 across the organisation.

•

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.
o

Update: we have further mitigated the risk of patients not leaving without their
Critical Medications by the introduction of twice a day ward sweeps. This will
identify any medications that may have been left on a ward after a patient has
been discharged with a clear escalation process. Pharmacy continue to monitor
all returned critical medications as a final backstop,
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Approved by
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Presented by
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Purpose
The purpose of this report is to provide assurance to the Trust Board on delivery Decision
of the Trust’s Research and Development (R&D) Strategy and an update on Approval
developments since the previous report in March 2019.
Information
Assurance



Corporate Objectives
Improve Quality

Develop our Workforce


Executive Summary



Improve Financial Position Create Sustainable Future

This report provides detail on:
•

Actions towards delivery of the 2019/20 R&D Annual Plan.

•

Development of Clinical Trials capacity through Lind Unit refurbishment, building of cases
towards National Institute of Health Research (NIHR) Phase 1 & Phase 2/3 Clinical Trials
Unit Infrastructure funding.

•

Development of local Chief Investigators’ capacity through Plymouth Research College and
Charitable Funds Grant Launch.

•

Annual financial performance for 2019/20.

Quality Impact Assessment

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

There are no direct equality and diversity issues associated with this report.
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 equality and diversity issues associated with this report.
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Key Recommendations
The Trust Board is asked to note the contents of this report.
Next Steps
Wide circulation of Charitable Funds Grant call.
Annual Performance Review by CRN Leadership team, June 2019.
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DETAILED REPORT
Trust Board

24 May 2019

Subject

Research & Development Report

Prepared by

Gary Minto, Associate Medical Director for Research & Development

Approved by

Gary Minto, Associate Medical Director for Research & Development

Presented by

Gary Minto, Associate Medical Director for Research & Development

1.

Background

Our overall vision and strategy for R&D, approved by the Trust Board in January 2019, is
summarised in the diagram below.

Our 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 March 2019 the Board received a detailed and RAG rated implementation plan on delivery
of the R&D Plan for 2019/20 and reviewed the associated Risk Management Framework for
assurance of the appropriate identification and management of risk to delivery. Key
Performance Indicators for R&D were presented and the Department continues to work on
developing a comprehensive suite of R&D performance measures for the Board.
This report updates the Board on developments since March 2019 relevant to the R&D
Annual Plan for 2019/20.
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2.

Actions towards 2019/20 Annual Plan
•

Launch of Trust R&D strategy. Vital Signs, 10 May 2019, see Appendix 1.

•

Development of local Chief Investigators, including Multidisciplinary research:
Charitable Funds Grant Round 2019: Launched May 2019 and aimed at
local clinical and translational researchers to ring fence time to do preliminary
work for larger projects aimed at national funding streams.
https://www.plymouthhospitals.nhs.uk/research. See Appendix 2 - Charitable
Funds grant call.
Plymouth Research College: Successful launch event 8 April 2019.
https://www.plymouth.ac.uk/news/patient-care-is-at-heart-of-new-researchcollege

3.

Development of local Principal Investigators and Financial Stability
•

Lind Research Unit
Currently a bespoke clinical trials space shared with the Planned Investigation Unit
until June 2019 to relieve Trust winter pressure, Lind is to be refurbished over August
2019 (clinical trials work booked accordingly) to facilitate overnight patient admission
for clinical research.

•

Pending Bids for NIHR Infrastructure funding:
Funding Round details have not yet been announced; preliminary enquiries to CRF
network & HTC national structure have been, and our eligibility has been confirmed.
Both bids will be in conjunction with the University of Plymouth, building a case
around our topics of shared research strength (Haematology /Parkinsons Disease/
Brain Cancer/Hepatology/MS/Stroke/Respiratory Medicine) & UHP attributes (access
to a research engaged local population/integrated care system including digital
strategy to link primary, secondary & social care).
o

Clinical Research Facility (CRF)

Aimed at Phase 1 Clinical Trials (drug development - low volume, high intensity
studies). Bid to be prepared with the University of Plymouth and key clinical
academics over the next eighteen months for NIHR Infrastructure funding round late
2020.
o

NIHR High Throughput Research Centre (HTC)

Aimed at Phase 2 & 3 (higher volume, lower intensity) clinical trials.
Bid to be prepared for funding round late summer 2019. HTCs are centres to
accelerate phase 3 and 4 trials so that the UK can continue to compete in the global
market, particularly post Brexit. Their importance is that they provide:
•
•
•

Access for the local population to drugs that they would not otherwise have.
A flow of substantial income.
A reputation to attract clinical and support service staff.

Newcastle, a city very similar to Plymouth in a lot of respects, is very successfully
running the first of these http://www.newcastle-hospitals.org.uk/news/news-item23564.aspx and the NIHR plans to follow with a franchise model, providing £1 million
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of infrastructure funding to each of the selected centres, then assessing success after
a year (rapid set up, recruitment and quality follow up). The key requirements are:
•
•
•

Access to the local population.
Appropriate facilities.
Capacity and capability.

Jonathan Sheffield, CEO of the NIHR Clinical Research Network (and the man
behind the HTC initiative) was in Plymouth recently and he agrees that we have the
right ingredients in terms of facility (Lind etc.), local population in Plymouth and at
UHP, to put together a competitive application. However, this is all still at the scoping
of possibilities stage. We could only hope to achieve HTC status if we could ring
fence support service capability up front - the payoff being that this short term
investment of capability brings considerably more resource (staff and funding) later.
•

Local Collaboration
The formation of the Plymouth Health Innovation Alliance (PHIA), comprising an
Executive Group and Board and about to advertise for an alliance manager to
maintain momentum. Key partners are the Trust, the University of Plymouth,
Plymouth City Council, Plymouth Science Park, South West Academic Health
Science Network, Local Enterprise Partnership, and Health & Life Sciences related
businesses. The purpose of the PHIA is to stimulate greater health research,
innovation and economic growth in the city of Plymouth and the surrounding South
West region, utilising the area’s health, business and research base and its specific,
differentiated population and geographical assets to develop products, technologies,
services and approaches of national and international importance.

4.

Annual Performance
•

Recruitment of patients to clinical research
The final 2018/9 recruitment to clinical research was just under 5,000 patients. Our
performance on CRN recruitment (NIHR portfolio activity) relative to other Peninsula
Trusts is shown in Appendix 3.

•

High line financial performance for 2018/19
Set out in the table below, this shows a sustained decrease in commercial research
performance over the past few years.
2018/19

2017/18

2016/17

CRN

1,903,854

1,901,405

2,267,455*

RCF

227,239

NIHR grants

775,007

1,281,759

76,512

NIHR Non-Commercial

1,121,666

376,345**

969,812

Commercial

814,068

1,504,483

2,142,417

Total income

4,841,835

5,063,992

5,482,231

-

26,034
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Code:
CRN is the annual budget allocated to us by Peninsula CRN.
RCF research capability funding: a percentage of the NIHR Chief Investigator grants sponsored by the
Trust. This is “soft” funding, national substantial decrease in 2019 and likely to fall further nationally.
NIHR grants are grants awarded by NIHR (rather than charities or commercial interest).
Non-commercial: “portfolio badged” - we gain modest activity based funding on top of the Annual CRN
budget allocation.
* CRN allocation in this year included windfall funding direct to certain Trust PIs.
** Apparent change in non-commercial funding may be due to coding rather than true change.
Business Intelligence is difficult - Trust finance systems (Oracle and NHS shared business service)
are not set up to pull granular detail year by year.

The Board is asked to note that Service Line Monthly performance review, informed by
dashboard, includes R&D finances.
5.

Conclusions

There has been steady implementation of Annual Plan.
Annual financial performance reflects a substantial drop-off in commercial research
performance, to be addressed by increased research capacity and capability, development of
local Chief Investigators, bids for NIHR infrastructure funding and collaborative bids for novel
(UK Industrial Strategy) funding streams.
6.

Recommendation

The Board is asked to note this report.
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Message from Gary Minto, Director of
Research, Development and Innovation

Back to the top

Vital Signs, 10 May 2019

Director of Research, Development and Innovation

What would happen if we stopped doing healthcare research? These are trying times for NHS
staff, with plenty clinical pressures needing our attention. What if we let somebody else do the
work of developing new treatments?
There is a quite common perception that healthcare research is some kind of optional extra,
done alongside everyday clinical care by scientists or the pharmaceutical industry. Whereas, it is
actually a key part of clinical care, usually with a tiny workload in relation to the overall demand,
and with huge potential benefits in terms of improved patient outcomes, direct research funding,
drug savings and access for local patients to cutting edge treatments.
It is clear that research-active clinical departments have better clinical outcomes: specialist,
research-led care for Mantle Cell Lymphoma at Derriford, where more than half of our patients are enrolled on at least
one clinical trial, shows an overall survival rate more than twice as long as that of typical UK cohorts. These are among
the best reported anywhere in the world. Patients treated for Hepatitis C at the South West Liver Unit here will be
cured in more than 90% of cases. This testifies to excellent clinical care from those units, but is also because local
patients can get access to the leading treatments often several years before these are freely available on the NHS.
Most importantly, our patients want to be offered research opportunities. In 2018/19 just under 5000 local people
were recruited to Trust research. We’ve hosted two research focus workshops for patients and the public since last
summer and on both occasions more than 100 local people attended.
So, as Director of Research,
Development and Innovation (RDI)
and on behalf of the many people
who have worked to produce this, I’m
proud to launch University Hospitals
Plymouth’s new Research Strategy,
2019 – 2025. You can find it on our
website
here: http://bit.ly/UHPresearchstrate
gy
Our mission is to place research at the
heart of the way we deliver care
across our organisation, with our
intents captured in the figure below.
We will collaborate closely with the
University of Plymouth around our mutual areas of expertise, embracing as much as possible preventative care, digital
transformation and healthcare technology in line with the NHS Long Term Plan.
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But we are pragmatic: at operational level we know that our staff can only achieve these lofty aims if they have some
capacity to do so. It is critical that RDI work closely with care groups, nursing, AHPs, support services and service line
leadership to develop research capability and capacity to recruit locally to clinical studies.
So I’m delighted to draw your attention to the 2019 research grant round to be made from Plymouth Hospitals
General Charitable Funds. A total of - £100,000 is available to divide between several projects across the Trust. With
the Trust celebrating International Nurses' Day today, I’m pleased to highlight that both the grant call and the Trust
research strategy embrace multiprofessional research, led by and involving medics, nurses, AHPs, service improvement
personnel, healthcare scientists and other professional and technical staff.
We have been working with the University and partners to ensure that research advisory support is available to
prospective researchers to help develop these proposals. Please see https://www.plymouthhospitals.nhs.uk/research
for full details or contact Helen Neilens (hneilens@nhs.net), Research Advisor and/or Hannah Allende
(h.allende@nhs.net), Research Facilitator for further information.
Gary Minto
Director of Research, Development & Innovation
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University Hospitals Plymouth Charitable Research Fund :
2019 competition
Guidelines on the Application Process
1. Introduction
The Charitable Funds Management Committee invites applications for small
research grants to be made from Plymouth Hospitals General Charity funds.
These will provide funding for projects to test feasibility and/or obtain results
that will enhance the chances of success in obtaining a grant from a national
research charity or a public research funder (NIHR grants in particular). The
priority is for supporting research with a clear trajectory towards these larger
funding applications.
2. Eligibility
At least one of the key research team members must be directly employed by
Plymouth Hospitals NHS Trust. The competition is open to applications from all
staff, however Allied Health Professionals, nurses , Health Care Scientists &
managerial staff are particularly encouraged to apply. Collaborative projects ( for
example between experienced medical researchers and AHPs, Nurses or HSCs /
between UHP clinicians & Plymouth University researchers/ between service
improvement management staff & Plymouth University Health Services Research
academics ) are welcomed .
3. Limits
A total fund of ~ £100 000 is available . Funding requests up to a maximum of
£25,000 are encouraged. In exceptional circumstances we may consider
applications for larger amounts.

4. The Scope
The Committee recognise that protected research time is difficult for clinicians to
realise. A principal intention for this grant is therefore to contribute to salary
costs to free personnel to write a protocol, undertake the research and use the
feasibility/ pilot work to develop a further proposal towards significant external
funding.
The ideal proposal would include a mentorship model, where an experienced
researcher mentors or partners a nurse, AHP or clinical fellow: in such cases the
research funding might part support the salary of the junior researcher
embedded within a clinical directorate. The grant can also cover research costs,
consumables, travel expenses and the purchasing of equipment.
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5. Support
Researchers are encouraged to seek research methodology advice early in the
preparation of their application. Support may be accessed through the Plymouth
Research College – a joint venture between University Hospitals Plymouth NHS
Trust & the University of Plymouth. Please contact Helen Neilens
(hneilens@nhs.net) , Trust Research Advisor and & Hannah Allende
(h.allende@nhs.net), research facilitator, for information .
6. Costing of project
The application must be costed by the R&D Finance Team prior to submission,
therefore please contact Nicola Parsons (nparsons@nhs.net) by the 21st June to
discuss costs. All costs must be accounted for. Applications that do not provide
sufficient & appropriate financial detail will not be considered.
7. Application Process
The application deadline is Friday 19th July 2019 at 5pm.
All applications must use the appended forms and attached current cvs.

Explicit written support from line manager/ ward manager/ service line lead is
essential. This includes support for clinical backfill, should this be required.
Additional supporting documents may be attached as appendices i.e. Gantt
charts, questionnaires etc.
8. Appraisal Criteria
Proposals will be peer reviewed by a panel representing a broad range of clinical,
research & academic perspectives. The review panel will assess project
applications against the following criteria:
•

•

•
•
•

•
•

Scientific and health care significance , taking into account the Trust’s
strategic priorities . The Trust`s 5 year research strategy is available on the
R&D pages of the Trust website.
Feasibility, including Delivery Plan. Applications which include details of
protected time for individual(s) to deliver, particularly those with explicit
support from line manager will score highly in this domain
Methodological rigour
Public and patient involvement
Resource utilisation, including detailed costing . Applications which
include match funding from other sources ( eg Service Line part funding)
will score highly in this domain
Follow-on funding plans and dissemination plans
Likelihood that potential funders will be interested in the area
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Each application will be scored by the panel using these criteria and given a
priority ranking. To ensure that your project may be fairly assessed please
ensure you consider the above criteria fully.

The panel will notify its decisions to applicants within six weeks of the closing
date.
9. Grant administration
Salary support funding will be released quarterly, contingent on quarterly
progress review by a group including the Director of R&D. For example, where
funding is to protect research time in order to develop a protocol, said protocol
should be ready for submission within 3 months of receipt of the initial funds.

Capital cost funding will be released when projects are ready to commence
recruitment. This should be within 6 months of the grant award. This allows time
for all the necessary approvals i.e the Trust and NHS ethics.
10.

Duration of Funding

Projects should be completed within a year of commencement. Requests for
extensions of time will be considered only in very exceptional circumstances.
Significant changes during the course of the project must be authorised by the
R&D Office in advance and any protocol amendments submitted to the Research
Ethics Committee in the normal way.
11.

End of Study Report

The lead researcher is required to submit a brief written report to the R&D Office
and the Trust Fund Accountant as soon as possible following completion of the
project. The report should include a simple financial statement detailing award
expenditure The end of study report should be no longer than two sheets of A4
and include a summary of the results, conclusions and plans for publication, plus
any plans the researcher may have for grant applications to external agencies.
12.

Publicity and Publication of Results

Grants awarded each grant cycle will be publicised in Vital Signs and possibly in
other internal and external communications.
Researchers are encouraged to publish the results of their research in relevant
scientific or professional journals as well as through other media, including
conferences. An acknowledgement of the source of funding should be made.

For any queries relating to this scheme or for assistance in completing the grant
proposal please contact:
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Dr Helen Neilens & Hannah Allende, Research Advisors, Research Office,
Plymouth Hospitals NHS Trust, Level 2, MSCP, Bircham Park Offices, 1 Roscoff
Rise, Derriford, Plymouth. PL6 5FP
tel. 01752 (4)39991, email. hneilens@nhs.net; h.allende@nhs.net

Research application to UHP General Charitable Funds 2019
The length of any of the boxes below can be increased as necessary to fit the text
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Names and posts held by
applicant(s)
A short CV (max 2 sides A4)
for applicant should
accompany the application.
This should provide details of
research experience and
track record.
Title of the Research Project

Total salary and on-costs
(employers NI & pension)

Budget requested
(Maximum £25K).
Details

Band or starting salary.

Amount

Essential equipment
Consumables
Travel & other costs
Total

Which other sources of funding have been approached /considered ?
(Please supply details):

In the case of applications for research equipment :
which research studies will the equipment be employed on &/or on which
studies may the equipment be used in the future ?
( If applicable ) I confirm my support for this research taking place within my
service
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Ward / Line Manager or Clinical Lead
Name:
Ward / Service Line
Signature (or email confirmation):
Date:
( if applicable ) I confirm that the revenue consequences of this activity/purchase
and any other costs not requested in the above budget will be met by the service
Ward / Line Manager or Clinical Lead
Name:
Ward / Service Line
Signature (or email
Date:
LEAD APPLICANT

Name:
Directorate:
Signature (or email

Date:
Description of the research project (maximum length 2,000 words)
Please include:
•
Background, the research question(s) and the significance of the research
•
Study design and methodology , including delivery plan
•
Details of Patient & Public Involvement
•
Project timetable including estimated start and end dates
•
Justification for the funding requested
•
Plans for disseminating the research findings
•
Plans for follow-on grant applications ( including potential funding source )
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Please email the completed application form to Helen Neilens in the R&D
Department (hneilens@nhs.net) by Friday 19th July 2019 at 5pm.

This page is intentionally blank.

UHP performance on CRN recruitment (NIHR portfolio activity) relative to other Peninsula Trusts 2018/19 - Appendix 3

FY

Div

Specialty

FY1819

1

FY1819

2

FY1819

NDHT

RCHT

RDEFT

TSDFT

TSFT

UHPNT

YDH

Cancer

47

431

319

272

320

496

247

Cardiovascular Disease

20

10

98

104

41

144

96

2

Diabetes

15

154

371

29

35

52

FY1819

2

Metabolic and Endocrine Disorders

0

13

3

4

28

FY1819

2

Renal Disorders

0

87

231

18

0

CFT

DPT

SOMPAR

SWASFT

Kernow CCG

NEW CCG

Somerset CCG

SD&T CCG

Non-NHS

Total

0

0

0

0

0

0

0

0

0

0

0

48

2180

0

49

6

5

7

0

20

0

0

580

0

0

21

92

0

0

0

30

4

0

789

0

0

0

0

0

2

0

0

97

0

0

84

0

0

0

0

0

0

0

0

433

FY1819

2

Stroke

0

315

376

98

91

209

219

0

0

60

7

0

0

0

0

3

1378

FY1819

3

Children

1

46

157

14

144

715

39

0

0

0

0

4

3

0

0

1

1124

FY1819

3

Genetics

217

341

805

152

86

556

8

2

3

0

0

0

0

0

0

0

2170

FY1819

3

Haematology

0

24

25

6

3

10

0

0

0

0

0

0

0

0

0

0

68

FY1819

3

Reproductive Health and Childbirth

0

6

54

0

3

215

2

0

0

0

0

6

21

4

9

0

320

FY1819

4

Dementias and Neurodegeneration

104

594

160

17

18

101

34

54

795

40

0

0

7

0

0

746

2670

FY1819

4

Mental Health

62

2

14

11

3

75

6

576

402

266

0

12

47

46

102

50

1674

FY1819

4

Neurological Disorders

75

54

59

27

39

43

0

0

0

0

0

0

0

0

0

7

304

FY1819

5

Ageing

5

0

55

37

0

0

0

14

601

35

0

0

38

0

0

15

800

FY1819

5

Dermatology

1

4

10

3

0

8

6

0

0

0

0

0

0

0

0

8

40

FY1819

5

Health Services Research

78

166

210

97

129

259

0

0

0

11

343

20

0

0

0

11

1324
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5

Musculoskeletal Disorders

119

174

126

506

29

214

219

53

0

36

0

304

630

185

342

65

3002
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5

Oral and Dental Health

0

0

14

0

17

0

5

0

0

0

0

0

55

235

22

0

348
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5

Primary Care

0

0

0

0

0

29

0

85

1

2

0

157

904

74

170

104

1526

FY1819

5

Public Health

FY1819

6

Anaesthesia, Perioperative Medicine and Pain Mana

0

0

0

83

0

0

0

0

41

0

0

0

0

10

0

92

226

161

328

427

302

241

460

161

0

0

0

0

0

2

0

0

0

2082
230

FY1819

6

Critical Care

4

13

45

28

100

13

27

0

0

0

0

0

0

0

0

0
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6

Ear, Nose and Throat

0

2

0

0

0

11

5

0

0

0

0

0

0

0

0

0

18

FY1819

6

Gastroenterology

59

165

513

106

92

63

83

0

0

0

0

4

23

0

5

0

1113

FY1819

6

Hepatology

FY1819

6

Infection

0

10

25

0

15

20

1

0

0

0

0

0

0

0

0

0

71

109

30

5

6

0

221

0

0

0

32

0

52

22

0

0

0

477

FY1819

6

Injuries and Emergencies

6

217

220

0

108

202

20

0

0

0

212

0

0

0

0

0

985

FY1819

6

Ophthalmology

0

1

50

60

3

37

0

0

0

0

0

0

0

0

0

0

151

FY1819

6

Respiratory Disorders

0

4

41

0

35

32

13

0

0

0

0

0

0

0

0

0

125

FY1819

6

Surgery

4

229

115

7

148

57

38

0

0

0

0

11

13

3

5

0

630

FY1819

Total

1087

3420

4528

1987

1728

4369

1253

1843

482

562

640

1863

564

662

1150

26922

784
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Subject

Quality Account 2018/19

Prepared by

Steve Mumford, Head of Quality Governance
Jayne Glynn, CQUIN Programme Lead

Approved by

Phil Hughes, Medical Director

Presented by

Phil Hughes, Medical Director

Purpose

To provide an opportunity to review the Quality Account 2018/19 prior to
delegated approval by the Safety & Quality Committee in June, in line with
the publication date of 30 June 2019.

Decision
Approval
Information



Assurance

Corporate Objectives
Quality Care

Inspired People

Healthy Organisation

Innovate & Collaborate



Executive Summary
The Trust is required to publish an annual Quality Account and to agree priorities for delivery in
the coming year. The Quality Account is a public document that demonstrates the quality of
healthcare we provide. Its purpose is threefold: firstly, as an important document that will
enable the public to hold NHS Trusts to account for the quality of the NHS healthcare services
they provide; secondly, to enable Trust Boards to focus on quality improvement as a core
function; and finally, to assist patients and their carers to make fully informed choices about
their healthcare.
The draft Quality Account is included with the supplementary meeting papers at Item E.
In March the Trust executive agreed priorities for inclusion in the document. The proposed
priorities were identified following a consultation exercise which involved staff, members of the
public, Healthwatch, Devon CCG and Patient Council. Details of the chosen priorities are
described in the Quality Account Annex F and include:

•
•
•

Safe staffing – Maintain safe staffing by ensuring that the right staff, are in the right place,
at the right time
Improve Responsiveness - Ensure all patients receive timely, high quality care by working
with other providers to ensure care is provided by the right staff in the right place at the right
time.
Patient communication and information – Improve the quality of communication and
information provided before, during and after their care

Feedback and statements have been received from key stakeholders including Devon CCG
and Patient Experience Committee Lay Chair. Further statements are expected from
Healthwatch Plymouth, Devon and Cornwall, Plymouth Health Scrutiny Committee, Cornwall
Overview Scrutiny Committee and the Patient Council.
Safety & Quality Committee have delegated responsibility for signing off the final version of the
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Trust Quality Account 2018/19 prior to publication on NHS Choices on 30 June 2019.
Grant Thornton have spent time on site auditing the Quality Account between 15-19 April and
29 April to 1 May 2019, results of this audit will be submitted to Audit Committee once received.
It should also be noted the Quality Account will form an integrated part of the Annual Report as
Section 3 – ‘Our Quality Report’, in previous years it had been included as a separate annex.
For completeness the document refers to University Hospitals Plymouth NHS Trust throughout
and makes reference to the change in name as part of the introduction.
Quality Impact Assessment
The report provides assurance that appropriate action is being taken to meet our objective of
‘maintaining effective healthcare governance systems’.
Financial Impact Assessment
No financial impact.
Regulatory Impact Assessment
The Trust has a statutory duty to publish an annual Quality Account.
Equality and Diversity Impact Assessment
No impact.
Environment & Sustainability Impact Assessment
No environmental impact.
Key Recommendations
The Trust Board is asked to note the draft Quality Account 2018/19 (see supplementary
meeting papers at Item E).
Next Steps
1. Incorporate final statements from key stakeholders.
2. Grant Thornton to finalise the external audit opinion, which will be included in the final
document prior to publication.
3. Submission of the final version of the Quality Account 2018/19 to the Safety & Quality
Committee for delegated approval.
4. Publish on NHS Choices 30 June 2019.
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Subject

Freedom to Speak Up Progress Report

Prepared by

Freedom to Speak Up Guardians

Approved by

Freedom to Speak Up Guardians in discussion with Director of People

Presented by

Freedom to Speak Up Guardian
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To provide the Trust Board with a progress report in respect of Freedom to Decision
Approval
Speak Up (F2SU) activity since the last update in November 2018.
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Quality Care
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Executive Summary
Following the publication of Sir Robert Francis’s recommendations in the Freedom to Speak Up
Review in 2015, the NHS contract 2016/2017 specified that NHS Trusts should appoint a nominated
Freedom to Speak Up Guardian (F2SUG) by 1 October 2016. The National Guardian’s Office
published key principles and a role specification to support Trusts in making appointments to these
roles.
The purpose of the F2SUG role is to work alongside the leadership team to support a more open
and transparent place to work, where all colleagues are actively encouraged and enabled to speak
up safely. The Trust has now appointed four F2SUGs.
Quality Impact Assessment
The ability of staff to speak out and raise concerns underpins the Trusts ability to ensure the
delivery of high quality and safe care to all of our patients.
Financial Impact Assessment
There are no direct financial implications associated with this report. However the support of an
open and transparent and supportive culture has clear links to improved staff retention and lower
absence rates.
Regulatory Impact Assessment
Meeting the requirements of the CQC Well-Led Framework, specifically KLOE 3.5.
Equality and Diversity Impact Assessment
The ability of staff to raise concerns is vital across all sections of the workforce and will support the
Trust in understanding and taking action where any sections of the workforce and impacted less
favourably than others.
Environment & Sustainability Impact Assessment
None directly associated with this paper.
Key Recommendations
The Trust Board is asked to note the content of this paper.
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DETAILED REPORT
Trust Board

24 May 2019

Subject

Freedom to Speak Up Progress Report

Prepared by

Freedom to Speak Up Guardians

Approved by

Freedom to Speak Up Guardians in discussion with Director of People

Presented by

Freedom to Speak Up Guardian

1. Purpose
The purpose of this paper is to provide the Trust Board with an update of progress since our
last update in November 2019.

2. Update on Progress
Executive Support:
We continue to regularly meet with the Chief Executive, Head of Organisational
Development, Director of People, the Chairman and other Executive Directors as the need
has arisen. Through the development of these relationships, we have been in a position to
ask challenging and probing questions, ensuring that the Guardian role can be fulfilled, whilst
maintaining an open and transparent dialogue around issues in the Trust.
Freedom to Speak Steering Group:
The Steering Group is now established and meets quarterly. We have a rotating chair,
between the Guardians, HR & OD, Quality & Safety and the Unions, to allow for the
triangulation of information and assurance that we are aligned in the work we are doing.
Accessibility:
We have now been allocated a dedicated office space; this has facilitated improved access
for all staff through a drop in approach and a dedicated phone line. We have developed a
Standard Operating procedure (SOP) for accessing the Guardian team, see appendix 1. The
SOP contains key standards which we will be able to monitor our performance against, and
will also support future audits on our processes. We continue to be proactive in promoting
speaking up through a variety of different methods including departmental meetings, the Big
Conversation and supporting the Staff Heath & Wellbeing Event.
In addition, the Defence Medical Services are rolling out the Freedom to Speak Up Guardian
role, we are working closely with the team to ensure alignment of processes and supportive
structures across the two teams.
Roles:
At present, Guardians do not have defined roles or areas of responsibility. Whilst this allows
good cross-cover at times of absence, it does mean that Guardians do not gain significant
familiarity with areas of the Trust, and that senior managers and the Executive team may be
contacted by any one of the Guardians. As a result the Guardians are taking a more
proactive approach through assigning specific responsibilities allowing for greater focus on
areas that require the greatest input and appropriate planning of future activity. As follows:
2
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•

•

•

•

Internal Lead Guardian - the focus for this individual will be development of the
Guardian team internally, in addition to relationship management with the Executive
team. This role will include (but not be limited to) regular meetings with the Chief
Executive, Chairman and Director of People, development and oversight for the
delivery of the Guardian project plan.
External Lead Guardian – the focus for this individual will be development of
external links for the Guardian team, including with the CQC, NHSI and the National
Guardian Office. The external lead will be responsible for the review and
implementation of national guidance and recommendations and will ensure these
messages are shared across the organisation.
Lead for Quality – the focus for this individual will be to liaise with the internal quality
teams, especially around collected data regarding incident reporting and
whistleblowing. The role will involve regular updates to the Guardian steering group
around areas of concern and will help to develop the twelve month Guardian plan.
Lead for Staff and Organisational Development – the focus for this individual will
be to liaise with staff groups around their understanding of the Guardian role. They
will work closely with the communications team to ensure appropriate Guardian
visibility and will regularly attend events to promote the role. The Guardian will work to
develop an appropriate network of Guardian sign-posters.

One of the aims of this is to ensure the development of the Guardians leadership qualities in
order to deliver this key role. It is anticipated that this approach will allow for the Guardians
to rotate through the roles on an annual basis, allowing appropriate sharing of workload and
identification of training needs.
All Guardians will continue to meet with those members of staff who make contact wishing to
discuss their concerns, and it will be the responsibility of all Guardians to ensure continued
visibility across the Trust. The Guardians will continue to meet weekly to discuss themes,
ensuring that there is oversight of activity and concerns across the Trust.
Regional Guardian Meeting:
We hosted the quarterly Regional Guardian Meeting in January 2019. Lorraine Turnell,
National Engagement Manager came down a day early to spend the day with both Jamie
and Louise, to see what they did in their non-Guardian roles. The feedback from Lorraine
was extremely positive and was grateful to gain a valuable insight of the work of a busy NHS
trust.
Both Ann James and Estelle Thistleton attended the Regional Meeting to share, from their
perspective, how Freedom to Speak Up feels. The feedback from the group was
overwhelmingly positive of the learning taken from the open and honest conversation.
4.
Themes
In terms of the Region we remain one of the more active Trusts for F2SU issues, although in
Quarter 4 we saw a reduced number of concerns raised. The data below shows the number
of cases each Trust reported in Quarter 4 18/19.
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Within University Hospitals Plymouth we have seen the number of cases raised to the
Guardians increase from when the role was first implemented. It is important to note that this
figure relates to the number of cases and does not reflect the volume of contacts per case,
each case could require a number of contacts.

Of the University Hospitals Plymouth NHS Trust cases, in quarter 4 of 2018/19, 18% related
to bullying and harassment which is lower than the national average of 38.5% for that
quarter.
We continue to work closely with the Human Resources and Organisational Development
teams to encourage those affected by bullying and harassment to speak up and to shine a
spotlight on this unacceptable behaviour. We feel that this issue is being taken very
seriously by our Executive Team who are working hard to ensure these behaviours do not
continue.
5. Next Steps
1. To finalise a robust rolling road trip plan ensuring we visit all areas within the main
hospital site and off-site teams promoting speaking up.
2. Finalise our project plan focusing on responsiveness to concerns and culture
development.
6. Recommendations
The Trust Board is asked to note the content of this report and the positive progress made in
terms of the number of Guardians, development of roles and the cases being raised.

4

Item 12

Appendix 1
Freedom to Speak Up Guardian Standard Operating Procedure

Webpage

Email

Drop-in

Not
anonymous

Anonymous

To F2SU
mailbox

Phone

Direct to a
Guardian

Call
answered

Voicemail
left
48 hours

Email responses to be from F2SU mailbox
48 hours

Will be
forwarded to
relevant dept.

Respond to
voicemail

48 hours

Can the concern be resolved
over the phone / through email
now?

Yes
Case closed

Yes

No

Not a F2SU concern

Ask if contact would like to
meet with a Guardian

Signpost to appropriate department e.g.
Line Manager, Estates, HR,
Occupational Health

No response

No
7 days

Identify if specific Guardian
requested.

Standard reply informing
contact their contact will be left
open for a further 7 days
should they decide to discuss
further

7 days

Email to see if contact would like
to discuss further with Guardian

Co-ordinate meeting around
contact availability

Booked into F2SU calendar

If an immediate threat to patient / staff safety identified this will receive a response the same working day

The Guardian team are available to support you with your concerns Monday – Thursday 8:30 – 16:30, with
ad-hoc cover available on a Friday.
Please note for concerns received outside of the core Guardian hours the initial response time, of 48
hours, will start from the next working day
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The purpose of this report is to provide an update on the action being taken in Review
response to the 2018 and 2019 Care Quality Commission (CQC) inspection Approval
reports and Section 29A Warning Notice for Diagnostic Imaging.
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Executive Summary

1. 2018 CQC Action Plan
Following on from the University Hospitals Plymouth NHS Trust’s inspection of services by the
CQC in April – May 2018, a detailed action plan was developed in response to the CQC
findings. This central plan is subject to a process of internal and external monitoring and
reporting. Progress to date, is being overseen by a CQC Post Inspection Project Group.
Ongoing assurance is also reported internally to Trust Management Executive and Safety and
Quality Committee and externally to the CQC, NEW Devon Clinical Commissioning Group and
to NHS Improvement. Significant progress has been made against all outstanding actions. The
owners of all Must Do actions have been requested to evidence final completion of their
outstanding, closable ‘Must Do’ actions by the end of Quarter 2 2019. For those outstanding
Must Do actions, where closure in this timeframe is not possible and is dependent on longer
term action plans and for Should Do actions, these actions must be well-defined, monitored and
managed to evidence continuous improvement with a clear future SMART objective plan to
deliver and close. The Chief Nurse is currently working with central governance & assurance
teams, care group managers and professional leaders to review the approach to regulatory
compliance assurance processes at departmental, service and care group level.
2. Requirement Notices
A summary of the Leads’ assessment of progress in addressing the Must Do actions within the
2018 CQC report (the Requirement Notices) is submitted at Appendix 1.
The red rated areas of concern, which require further action, are as follows:
• MD1.2 In ED, Resus expansion is complete, however the plan to move minors to
fracture clinic to reduce the impact of overcrowding has not offered the optimum clinical
pathway originally considered and a revised pathway option is in the process of being
assessed.
• MD 1.8 ED Safe Medical Staffing. £2.5m investment in ED workforce has this year
secured successful nursing and support posts including a Nurse Consultant anticipated
to start in September and two new Consultant ED physicians. Unfortunately, medical
Page 1
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recruitment, particularly to middle grade posts is more challenging and requires
continuous recruitment and scrutiny.
• MD 3.1 & 5.2 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. Continuing challenges to manage
increased elective and non-elective activity remains an issue which prevents ability to
achieve the Must Do targets on these and is recognised both organisationally and
sector wide. Constant focus remains on managing referral pathways at an optimum
level within the Trust’s current capability.
• MD 4.1 Ensuring all staff in maternity have in date mandatory training, including
emergency procedures and safeguarding. Current position does not yet indicate
compliance with the 85% target. Requires focused plan to close action by end Q2
2019.
• MD 6.2.1 Make significant improvements to meeting the needs of patients in the
diagnostic imaging departments in terms of timeliness of their appointments
• MD 7.2 Assurance that the trust is meeting its obligations to have a legal basis to
deprive someone of their liberty. Safeguarding team continue to educate and train staff
across organisation. New focused plan to be progressed with safeguarding and MCA
team to support better engagement with key areas of the hospital.
These Red Must Do actions continue to be managed by the appropriate teams, but currently
remain red as a result of a variety of constraints which have resulted from resource, capacity,
space or demand issues. Teams continue to work on these Must Dos, adding additional
mitigations to continuously improve the current position, but recognising the difficulties
associated with achieving compliance against within the original timeframe for completed
actions.

3. Pharmacy and Diagnostic Imaging Re-Inspection December 2018
Further to the report published in March 2019 and the receipt of the Section 29A Warning
Notice for Diagnostic Imaging in January 2019, the first update on delivery of the Pharmacy and
Diagnostic Imaging actions has been completed and is appended at Annex 2. The Chief Nurse
and Director of Integrated Clinical Professions is holding weekly meetings with the Diagnostic
Imaging management team and fortnightly meetings with the Pharmacy management team to
review progress. Additionally, both Imaging & Pharmacy action plans are carefully monitored
and managed as an integral part of their respective specialist/departmental boards. Progress
against action plans continues to be reported internally through the Trust’s governance
framework to the Trust Management Executive, Safety and Quality Committee and Trust Board
for overarching scrutiny and assurance. Externally, updates are reported to the CQC, NEW
Devon Clinical Commissioning Group and NHS Improvement. The first deadline in the Section
29A Warning Notice was to make significant improvements in meeting the seven-day internal
target for the imaging of patients suspected of having cancer in CT, MRI or ultrasound by 24th
April. Our performance in this regard is appended at Annex 3.
4. CQC IR(ME)R Inspection 2018
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.

Page 2

Item 13
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 has been 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.
Weekly updates on progress have been provided to the IR(ME)R inspection team to ensure
that the March 2019 deadline was met. The IR(ME)R Inspection Manager confirmed on 29th
April 2019 that she was “satisfied that the actions taken address the recommendations made
with a view to maintaining compliance with IR(ME)R and I am pleased to close the file on the
inspection.”
5. CQC Inspection of Emergency Department 2019
CQC conducted an unannounced focussed inspection of the Emergency Department on 15th
April 2019. This was primarily focussed on patient flow and safety. The draft report was
received on 2nd May 2019 and is currently undergoing the factual accuracy check process. An
update on outcomes and actions will be provided in the next CQC update.

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
Some of the actions require financial investment to support delivery; for example an increase in
establishment.
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 a Section 29A Warning Notice.
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
The Board is asked to note the latest updates on the CQC action plans.
Next Steps
Progress in delivery of the CQC action plans will continue to be monitored internally and reported
externally.
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Urgent and Emergency Requirement Notice

Exec Lead

Urgently progress the redesign of the emergency
Chief Operating
1.1 department to ensure there is adequate space to care
Officer
for patients safely and that patient needs are met.

1.2

Provide sufficient equipment to monitor patients at all Chief Operating
times.
Officer

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

Chief Nurse

Original date for
completion

Delivery of
action

Stuart Windsor

31/03/2023

GREEN

Stuart Windsor /
Iain Yearling

24/12/2018

RED

Iain Yearling

31/12/2018

AMBER

Responsible Lead

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

Medical Director

Jonathan Applebee
/ Iain Yearling

30/04/2020

GREEN

GREEN

AMBER

Ensure patients have regular observations completed
1.5 and documented, with easy to recognise trigger points Medical Director
for increased regularity of observations.

Iain Yearling

Quality
Improvement work
will be ongoing.

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

Paul McArdle

Quality
Improvement work
will be ongoing.

Medical Director

Ensure the data reported in relation to time to initial
assessment is an accurate record from arrival at the
1.7
emergency department, not using the ambulance
service’s observations.

Chief Operating
Officer

Urgently review nursing and medical staffing numbers
Chief Nurse/ Medical
1.8 to ensure there are always sufficient numbers on duty
Director
to keep patients safe.

David Wise

Anne Hicks / Iain
Yearling

Quality
Improvement work
will be ongoing.

30/04/2019

GREEN

RED

Recruitment in
process but with
varying degress of
success.

AMBER

Minor works to be
completed.

Current process
01/10/2018
1.9

Ensure medicines are always stored securely to
prevent unauthorised access.

Chief Nurse

Iain Yearling

Reconfiguration of
department
31/03/2023

Ensure the privacy and dignity of patients is always
1.10
maintained.

Anne Hicks

30/04/2019

AMBER

Put in place appropriate escalation processes that
ensure a timely response to supporting the emergency Chief Operating
1.11
department to keep patients safe and improve patient Officer
flow.

Anne Hicks

30/04/2019

AMBER

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

Anne Hicks

Links to actions 1.1,
1.2 and 1.8

AMBER

Chief Nurse

Chief Operating
Officer

Recruitment in
process but with
varying degress of
success.

Original date for
completion

Delivery of
action

Ed Cox

31/12/2018

COMPLETE

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

Dr Ian Higginson

31/12/2018

COMPLETE

Review processes for effective systems to scrutinise
morbidity and mortality (M&M) data. Standardise the
format of minutes of M&M meetings to ensure
2.3 effective sharing of information with those who were Medical Director
unable to attend. Review and improve the format
M&M data was presented to ensure it is transparent,
and can allow for challenge.

Dr Ian Higginson

31/12/2018

AMBER

Medical Care Requirement Notice

Ensure nursing staffing levels meet the nursing
establishment on the endoscopy unit to enable
2.1
planned investigations can be carried out and not to
hamper service improvement projects.

Exec Lead

Chief Nurse

Responsible Lead

Comments

2.4

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

Chief Nurse

Alison O'Neill

31/03/2019

GREEN

2.5

Improve training compliance for medical staff
undertaking mental capacity assessment.

Director of People

Claire Underdown

30/04/2019

AMBER

Jo Beer

31/03/2019

COMPLETE

Original date for
completion

Delivery of
action

Improve arrangements and work with the wider
healthcare system to reduce delayed transfer of care.
Chief Operating
2.6 Patients who were medically fit for discharge were
Officer
unable to leave hospital, which put them at risk of
deconditioning and deterioration.

Surgery Requirement Notice

Exec Lead

Responsible Lead

Comments

Ensure referral to treatment time for incomplete
pathways are improved and improve the cancer
3.1 waiting times for the percentage of people waiting
less than 62 days from urgent GP referral to first
definitive treatment.

Maternity Requirement Notice

Chief Operating
Officer

Exec Lead

Jemma Edge

Responsible Lead

31/03/2019

AMBER

Operational pressures
continue to impact
performance.

Original date for
completion

Delivery of
action

Comments

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

Director of People

Ali Cowls

30/11/2018

RED

Review the systems and processes for ensuring all
staff, including medical staff who do not attend
4.2
mandatory training are followed up and training is
completed.

Director of People

Claire Underdown

30/04/2019

AMBER

Review the systems and processes to ensure all
equipment has been maintained, checked and cleaned
4.3
Medical Director
ready for clinical use, including equipment for use in
emergencies.

Jonathan Applebee
/ Sheralyn Neasham
/Charlotte Wilton

Service Line
31/10/19
MEMS
30/04/20

GREEN

Review the systems and processes for the safe
management of medicines, including replenishment
4.4
and storage, both within the hospital and in
community.

Sheralyn Neasham
/Charlotte Wilton

30/11/2018

COMPLETE

Ceri Staples

30/11/2018

COMPLETE

Chief Nurse

Ensure the process for approval to work under Patient
4.5 Group Directions are consistent with trust policy and Chief Nurse
national guidance.

4.6

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

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

Medical Director

Gill Nicholson

Director of Corporate
Ali Cowls
Business

31/10/2018

COMPLETE

31/10/2018

COMPLETE

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

Steve Mumford

03/09/2018

COMPLETE

Comply with the trust process for the introduction of
4.9 new roles and practices to ensure the associated risks Director of People
are fully understood.

Sheralyn Neasham

30/11/2018

COMPLETE

Improve the process for document control to ensure
policies and procedures are reviewed considering
Medical Director
4.10
national guidance, before the time of expiry, and only
the most recent version is available to staff.

Tracey Sargent

31/03/2019

GREEN

Ensure all nurses and midwives delivering care within
4.11 the high dependency unit have been assessed as
Director of People
competent to care for the critically ill woman.

Sheralyn Neasham
/Charlotte Wilton

31/10/2019

COMPLETE

Ensure Modified Early Obstetric Warning Score
4.12 (MEOWS) charts are used consistently and escalation Chief Nurse
occurs in accordance with policy.

Sheralyn Neasham

30/11/2019

COMPLETE

Review the process for classifying serious incidents
and external reporting to ensure that all incidents
4.13 meeting the criteria are reported appropriately.
Ensure backlog of actions for serious incidents is
completed.
Outpatients Requirement Notice

Chief Nurse

Exec Lead

Make sure all staff within the outpatient departments
5.1 have undertaken mandatory training updates in line Director of People
with trust policy.

Sue Wilkins / Tracey
Sargent

30/11/2018

AMBER

Responsible Lead

Original date for
completion

Delivery of
action

30/04/2019

AMBER

Claire Underdown

Comments

Bring the current outpatient referral to treatment
5.2
time target into line with targets.

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

See Trustwide action
on RTT below.

Chief Operating
Officer

See Trustwide
action on RTT
below.

Jacqui Beer

See Trustwide
action on RTT
below.

31/03/2019

RED

RED

Trustwide Requirement Notice

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

Exec Lead

Director of People

Responsible Lead

Claire Underdown

Original date for
completion

Delivery of
action

Last element of
action
31/03/2019

GREEN

Action re MCA Lead
01/10/2018

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
Chief Nurse
7.2
applications are fully understood, recognised and
created by those staff who are accountable and
responsible for the application.

Alison O'Neill

Work with stakeholders and commissioners to address
the failure to meet almost all the national targets or
Chief Operating
7.3 standards for patient care. This includes most
Officer
significantly the cancer standards and the failure of
diagnostic standards.

Chief Operating
Officer

Care Group actions
31/03/2019

31/03/2019

RED

COMPLETE

Comments

Make significant improvements to meeting the needs
of patients in the diagnostic imaging departments in
terms of timeliness of their appointments.
6.2.1
Please note that this is being addressed by Imaging
(see Diagnostic Imaging section above) but has also
been picked up separately as a Trustwide action.

Chief Operating
Officer

Jacqui Beer

31/03/2019

RED

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
3.1/
definitive treatment.
5.2
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:

RED

AMBER

GREEN
COMPLETE

Chief Operating
Officer

Jacqui Beer

31/03/2019

RED
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Item 13, Annex 2

CQC Action Plan Monitoring
Diagnostic Imaging & Pharmacy
April 2019

Item 13, Annex 2
Purpose
The purpose of this report is to update the Care Quality Commission (CQC), Clinical
Commissioning Group and NHS Improvement with the progress that we are making in
delivering the action plan designed to address the Warning and Requirement Notices arising
from the CQC’s re-inspection of Pharmacy and Diagnostic Imaging at University Hospitals
Plymouth NHS Trust in December 2018.
The open actions in the action plan have been transferred into this action plan monitoring
report which encompasses the outstanding actions (arranged by theme/core service) and
performance data that will allow us to monitor the impact of the actions that we are taking.
Where relevant, ongoing monitoring of compliance with the closed actions is derived
through the performance indicators included within this report. Progress will be monitored
by Trust Management Executive, Safety and Quality Committee and Trust Board.
Update April 2019
The table below gives an indication of progress with our other actions. Further detail of the
completed actions can be found in Annex 1.
Actions are marked as completed based on the updates provided by the action leads but are
only marked as closed on receipt and review of appropriate evidence.
Action Status
Completed and closed on receipt of
appropriate evidence
Completed – evidence to be submitted and
reviewed
In Progress
Total:

Number of Actions

Percentage of total

0

0

3

14

19
22

86
100

Next Update
The next planned update will be submitted by 31 May 2019.
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Diagnostic Imaging
S29A: The diagnostic imaging service was not meeting the seven-day internal target for the imaging of patients
suspected of having cancer in CT, MRI or ultrasound. This increased the risk of delayed diagnosis and treatment, and
compromised patient safety.
MUST DO Requirement Notice: Ensure that 85% of patients suspected of having cancer are scanned within seven days
as per the trust target.
Planned Action
Ref

Action

Lead

1.1

7&10 day scanning target
• Implement daily cancer admin huddles to improve booking scans
• Introduce escalation in-box for admin staff.
• Appoint 2WW co-ordinator.
• Review admin cover by day of the week.
• Review admin cover and consider options to deliver an extended
working day.
• Audit reasons for breaching the 7 day scanning standard.
• Review & improve booking processes for PIU/Lynd.
• Identify 'wicked' booking issues.

David King
David King
Leann Barnes
Leann Barnes
Leann Barnes
David King
Mark Walker
Mike Hollow

Deadline
Complete
Complete
Complete
Complete
Complete
Complete
Complete
Complete

Update on actions
•
•
•

•

•

•

Daily cancer huddles and escalation in-box implemented from 7 January.
2WW co-ordinator appointed. Start date 29 April.
Reviews of admin cover – implemented improved coverage on Mondays and Fridays from 1 April and planning to talk
to the booking teams about the potential to extend the working day. There was no appetite from the bookings team
to take overtime nor in the possibility of changing hours. When appropriately trained booking staff are working at the
Radiology Academy to provide reception cover, they will now undertake booking. Any new appointments to the
admin team will be given hours in accordance with the review of cover to provide balanced coverage.
nd
Commenced 2 audit of reasons for breaching the 7 day standard. This is a live document that is tracking all bookings
that are made outside of the 7 day standard and the reason for doing so. These have been grouped together to allow
analysis of recurring themes. An analysis of the reasons 105 patients breached in March & April revealed the
following reasons:
 Patient choice - 35 (33%)
 Specialist capacity - 21 (20%)
 Upgraded - 18 (17%)
Review & improve booking processes for PIU/Lind - The Imaging Support Manager has met with PIU staff to
understand the processes. All PIU related bookings now take place within one team where previously this occurred
with bookings undertaken by each modality which will improve visibility of all bookings and should improve
efficiency. Further updates will be provided in future reports.
The key ‘wicked’ booking issues are: MRI supervised examinations (in particular Livers), Ultrasound Consultant exams
and Ultrasound Liver Biopsies. There has been some additional capacity identified in April to deliver MRI Liver
supervised scans which has reduced the backlog. There have been two returning Consultants which have now
brought the Consultant capacity back to its original levels. Ultrasound Consultant exams are being reviewed weekly as
part of the weekly huddle to identify if they are ‘true’ Dr’s only scans.

Assurance that actions have been addressed

2WW Scanning
Performance.docx

1.6 Cancer Imaging
Target Breaches.xlsx
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S29A: Radiographers consistently told inspectors that managers within the diagnostic imaging were not addressing
poor behaviour or attitudes displayed by some modality leaders. This affected the culture in the department, which
risked impacting on patient care and safety.
MUST DO Requirement Notice: Ensure the management team addresses poor leadership and manages attitudes and
behaviours shown by some of the team.
Planned Action
Ref

Action

Lead

1.2

Band 7 & 8's
• Meet with Band 7 & 8 to discuss behaviours & responsibilities.
• Send an open letter to the Band 7 & 8 radiographers reinforcing
expectations.
• Enhance the management arrangements of the plain film.
• Transfer the management of the rota into the Service Line office.
• Clarify arrangements for rota swaps & reduce B7 on call duties.
• Conclude current formal Investigation/s.

SL Mngmt Team
David Edwards
Mark Walker
David King
David King
Peter Wright

Complete
Complete
Complete
28/06/2019
Complete
Complete

David Edwards

Complete

David King

Ongoing – every 4
weeks

Band 5's
• Arrange meeting to inform Band 5 & 6 staff about the actions we
are taking following the meeting with them on 19 December
2018.
• Arrange regular meetings with the Band 5 & 6 radiographers to
update them re progress and provide them with an opportunity
to give feedback to the management team.

Deadline

Update on actions
Band 7 & 8's:
• Met with the Band 7 and 8’s 21 January 2019 to discuss feedback from the Band 5’s and the CQC report.
• David King sent an email to the Band 7 and 8 radiographers reinforcing expectations regarding behaviours.
• The management arrangements of the plain film department were enhanced in December 2019 when Di Nicholson
was seconded to support the IRMER Action Plan. Those arrangements were made permanent on 1 February 2019.
The plain film Radiographers are now line managed by David King (Deputy Service Line Manager) and report
professionally to Di Nicholson (Superintendent Radiographer)
• Preparations are in place for the management of the rota to transfer to the Service Line office with effect from 1
April. A rota co-ordinator post was approved by the Exec Directors on 9 April 2019 and was sent to HR for advertising
on 15 April 2019.
• David King wrote to the Band 7’s on 28 February 2019 to clarify arrangements for rota swaps and to reduce on call
duties.
• The first stage of the formal investigation into the behaviour of one of the Band 7 Radiographers has concluded. The
recommendation is that there is a case to answer and a Conduct Hearing will be set up in the next few weeks (date to
be confirmed once an investigating officer is appointed).
Band 5's :
• Meetings took place with the Band 5 & 6 radiographers on 6 & 7 March 2019.
• Staff were advised that follow up meetings would be arranged on a monthly basis. The first meeting was held 10 April
2019.
Assurance that actions have been addressed
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Seniors Meeting
Seniors Meeting
(21.01.19) - Minutes. (11.02.19) - Minutes.

S29A: Band five radiographers consistently felt unable to speak with departmental managers and or freedom to speak
up guardians to escalate their concerns due to fear of repercussion.
MUST DO Requirement Notice: Ensure staff satisfaction improves, and that staff are confident to raise concerns with
managers.
Planned Action
Ref

Action

Lead

1.3

Radiographers
• Arrange to meet with Freedom to Speak up Guardians to discuss
how they can support staff within Imaging.
• Secure support from FIG to uplift the radiographic
establishment to improve capacity to lead.
• Move CT team to AFC terms & conditions.
• Develop a leadership development plan for radiographers with
leadership responsibilities, in conjunction with Organisational
Development.
• Move Plain Film team to AFC contracts, terms & conditions.
• Develop a team based approach to improvement with support
from the 'People First' programme.

Deadline

David Edwards
David Edwards

Complete
23/04/2019

Mark Walker
Claire Underdown

17/06/2019
Complete

David King /
Di Nicholson
Mark Walker

01/04/2020

Consultants
• Secure support for recruitment into approved and projected
vacancies in advance.
• Stress Survey - co-ordinate feedback & actions.
• Agree which additional consultant posts will be appointed
following the Business planning process .

Rob Lavis/Mark
Walker
Mark Walker
David Edwards

01/05/2019

Admin Staff
• Address Leadership structure.

David King

18/04/2019

Mark Walker
Mark walker/MOD
Leads
Mark Walker/Mike
Hollow

29/03/2019
02/04/2019

Staff Survey Actions (All staff)
• Group meeting with Modality leads.
• Identify improvement actions from above meeting.
•

Arrange for feedback from SCORE Survey.

Ongoing

12/04/2019
26/04/2019

14/03/2019

Update on actions
Radiographers
• David Edwards briefed one of the Freedom to Speak up Guardians, Dr Jamie Read on 14 March. Mark Walker also had
nd
a telephone conversation with another of the FTSUG’s (Louise Shalders) on 22 of March. Jamie was invited to attend
the meeting on 10 April but was not be able to attend due to clinical commitments. However, during the meeting
with the radiographers, David King explained who the FTSUG’s were and their role within the Trust.
• A request to support an uplift in the radiographic establishment to improve capacity to lead will go to FIG later this
month.
• Plans to move the CT team to AFC terms & conditions are on track for June 2019.
• A leadership development plan is in place to develop a group of 15 leaders. Phase one focuses on the development of
the self and the identified leaders will engage in 360 and psychometric tests which will assist with understanding their
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th

impact and approach. The 360 process will commence w/c 13 May. 13th May 2019 will be the induction event for
the programme. The group will each have an assigned coach and will be formed into action learning sets. The group
will also undertake the Manager’s Passport for the raising of core management skills. There is a meeting with the
senior team on 29th April to inform the chosen individuals. This will be followed up with a letter to the individuals.
The management team have identified a series of improvement projects and have made contact with the 'People
First' programme to agree next steps. Areas that have been identified will be:
1. Theatre and Mobile Huddle sessions. There is a requirement to improve attendance for Radiographers to be
at morning huddles in Theatres.
2. Pre Cannulation of patients for CT. A visit to Exeter hospital which will aid development of this has been
th
scheduled for 4 May.
3. Improved processes in the Admin teams around Cancer booking and ‘Wicked issues’ such as
Biopsies/drainages.
4. Improved workflow in the X Ray Emergency department of X Ray image acquisition.

•

•

Overhaul of Radiographer induction and preceptorship for new starters being undertaken by a radiographer who also
works with Exeter University so has appropriate clinical and academic skills and knowledge to complete.

Consultants
• Stress Survey – The results of the stress survey have been received and the feedback will be reviewed by Rob Lavis to
th
ensure an action plan is developed to address the areas of concern. Action plan to be developed by 17 May 2019.
Admin Staff
• FIG approval has been secured for a review of the banding of the Admin Team Leader. This has been submitted for
th
job matching on Thursday 11 April 2019.
Staff Survey Actions (All staff)
• All modality leads have been sent the initial data from the Trust and followed up with 1-1 meetings to discuss next
steps. An Action plan table template has been produced to capture an agreed top 5 elements with which the leader
and their teams then need to formulate an action plan to improve on these areas after discussions.
th
• Feedback from the SCORE Survey happened on the 14 March with Matt Hill, lead for Score Survey and some of the
Radiology staff who completed the survey. As there was limited attendance, a further feedback session will be
arranged in May 2019.
Assurance that actions have been addressed

RE Posts from
staff survey action
SCORE
SCORE
Staff Survey
Copy of Staff Survey
plan2018-19 Ultrasou(P2599) ultrasound.x Business Planning - 26plan April 2019 NucleaInterventional RadioloInterventional Radiolo

SCORE_Survey_Cult
Helen Catherell
ure_and_Engagemen Leadership letter.docx

Carry Forward Action: Ensure the modality leaders within the diagnostic imaging departments have the capacity to lead
and provide assurance of the quality, safety, and responsiveness within the service.
Planned Action
Ref
1.4

Action

Lead

•
•

Clarify Band 7 & 8 roles/responsibilities
Resolve ED Lead Radiographer role

David King / Di Nicholson
David King / Di Nicholson

•
•

Establish Senior Radiographers weekly meeting
Secure backfill (funding) to address capacity to lead (2.8 wte)

David King
David King

Page 6 of 19

Deadline
31/05/2019
Date cannot be
assigned yet
Ongoing
Complete

Item 13, Annex 2
•
•
•
•
•

Address OOH arrangements including Cumberland & MIU's
Develop a plan to increase Assistant Practitioner roles
Develop a plan to increase the number of Band 6 (deputy)
roles
Introduce new Band 6 roles (e.g. Education & Health & Safety)
Support the development of Reporting Radiographers

David King / Di Nicholson
Di Nicholson
Di Nicholson
David King / Di Nicholson
David King / Di Nicholson
/ M Walker

30/09/2019
31/05/2019
31/05/2019
Complete
Ongoing

Update on actions
•
•
•
•
•
•

Long standing Senior Radiographers weekly meeting is being reviewed to ensure it remains fit for purpose and is
relevant to the department.
3 month secondment to cover the ED Lead Radiographer post has been agreed and due to be advertised internally
w/c 22/04/19.
Band 7 job descriptions being reviewed and amended to provide parity between lead roles. Area specific details to
then be included as required. This will ensure that there are clear expectations for all Lead Radiographers.
Proposal for secure backfill to address capacity to lead will be submitted to FIG before the end of April.
Proposal to support the development of Reporting Radiographers supported by FIG on 9 April 2019.
Additional Band 6 roles have been identified and the Job Descriptions and Advert are being developed. Vacancy
Approval Form to be submitted before end of April.

Assurance that actions have been addressed

Band 7 ED Lead
Reporting
Radiographers v2.doc(Secondment) Advert
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Pharmacy
MUST DO: Ensure there is a clear process rolled out trust wide, within wards, pharmacy and transport, to safeguard
patients receiving their critical medicines if discharged. Ensuring patients are being appropriately counselled on their
medicines.
Planned Action
Ref

Action

Lead

1.1

1. Roll-out a no go criteria for discharge for all patients without any
TTA i.e. not just critical medicines.
2. Set up a Task and Finish Group with Heads of Nursing, Director of
Winter and Communications to ensure that the required action plan
has been shared with Care Group clinical and operational leads.

Mike Gray

Deadline

01/06/2019

Update on actions
A meeting on 10 April 2019 agreed the following:
• There is no need for a task and finish group; to be dealt with via existing discharge planning processes.
• City Sprint receipts for all patient to home deliveries to be reviewed by Pharmacy.
• Data which captures all TTAs returned to Pharmacy including critical meds to be reviewed by Pharmacy.
• SOP to be reviewed by Heads of Nursing (HoNs).
• Ward checks (sweeps) to be completed twice daily.
• Weekly assurance of ward checks to be provided to HoNs by ward managers.
• Monthly audit of ward checks to be completed.
• Communication of the principle of a ‘no go’ without TTA message to begin in order to instigate a culture change from
the present discharge arrangements.
Assurance that actions have been addressed
•
•
•
•
•

Weekly report to executive team from pharmacy on TTAs returned with reported assessment of why returned e.g.
not required, RIP etc.
Audit of receipts from transport of TTAs.
Monitoring of the use of the transport service in terms of numbers of TTAs sent.
Weekly assurance report from ward managers on daily sweep for TTAs not sent with patients.
TTA report sheet filed in patients’ notes on discharge.

MUST DO: Ensure the trust have assurance and can evidence processes, through review of data, that patients being
discharged without their critical medicines receive them in a timely manner.
Planned Action
Ref
1.2

Action

Lead

Process in place and data reported to Exec team weekly.

Mike Gray/Neil
Carvell

Deadline
Complete

Update on actions
•
•

All TTAs returned to pharmacy are reviewed for critical medicines to establish if they are required, in discussion with
ward manager.
Ward completing a sweep of the ward for any TTAs remaining after a patient has been discharged.

Assurance that actions have been addressed
•
•
•
•

Weekly report to executive team from pharmacy on TTAs returned with reported assessment of why returned e.g.
not required, RIP etc.
Audit of receipts from transport of TTAs.
Monitoring of the use of the transport service in terms of numbers of TTAs sent.
Weekly assurance report from ward managers on daily sweep for TTAs not sent with patients.
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•

TTA report sheet filed in patients’ notes on discharge.

MUST DO: Review staffing establishment and skill mix for the pharmacy department to ensure staffing meets capacity
and demand.
(Ensure that this includes the medication safety officer, specialist pharmacists, the dispensary and supply team)
Planned Action
Ref
1.3

Action

Lead

Undertake Workforce Review as part of a broader project including
service review (development) across the Trust.

Mike Gray

Deadline
01/05/2019
Review Complete

Update on actions
• Stoke model completed by Performance Team.
• Draft staffing structure ready for review by Chief Pharmacist then Pharmacy Board and Trust Management Executive.
• Report on mandatory pharmacy posts complete.
It is clear that the £600K for staffing over and above the current establishment for 2019/20 will not deal with the deficit as
required by the MUST DO finding. This should be regarded as a managed improvement over 2-3 years; the staffing
numbers required are unlikely to be found immediately and a large influx of new staff may be counter-productive if they
all require training and support.
Assurance that actions have been addressed
Not yet due.

MUST DO: Review training and competency of staff, and ensure staff are not working above their role and
competencies.
Planned Action
Ref

Action

Lead

1.4

1. Senior Education and Training Lead commenced in post 1st April
2019.
2. Review requirements for part-time technician training post.
3. Review competencies and training as part of MHRA action plan Link with MHRA work plan.
4. HR to undertake review of banding for staff.
Note: there is a need to manage perception in the department. Part
of this 'issue' is that competent Band 2 staff were training new Band
5 staff in procedures - this is appropriate and not working above
role.

Sally Mayell

Deadline

01/07/2019

Update on actions
•
•
•
•

Training and Education Lead Pharmacist commenced in post.
Proposal to increase vacant technician training post to 1.0 WTE complete.
Competency review underway – lead by Training and Education Pharmacist.
A request will be made for employees to ‘register’ their concern with the Training and Education Pharmacist if they
feel they are currently working outside of their AFC banding. Each case will be reviewed in collaboration with HR.
The communications for this will go out at the end of April 2019 followed up by an email on 3rd May 2019 by the
Training and Education Pharmacist to all pharmacy staff to register any issues on the topic with her.

Assurance that actions have been addressed
Not yet due.
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MUST DO: Ensure capacity for leadership and ongoing support available in the pharmacy department.
(Ensure that this includes the concern related to no assistant directors of pharmacy for clinical or operational roles
actively being in post, which meant that there were no clear line management reporting structures for some
departmental management pharmacy staff.)
Planned Action
Ref
1.5

Action

Lead

1. Experienced Pharmacist to start 11/03/19 to support the
Medication Safety and Governance work streams.
2. Deliver some communications on new structures and therefore
the proposed new reporting lines.

Sally Mayell

Deadline

01/05/2019

Update on actions
•
•

•
•
•
•
•

‘Consultancy’ pharmacist (Bettina Kluttgens) commenced on honorary contract in March 2019 to support
improvement programme for medicines governance.
Deputy Director of Pharmacy (Clinical and Governance) and Medication Safety Officer returned to work April 2019
following period of illness – now supporting the ‘consultancy’ pharmacist in delivery of medicines governance
improvement programme.
Resignation from Deputy Director of Pharmacy (Operations) received. Review of job description prior to
advertisement underway aligning to workforce review – aim to advertise May 2019.
‘Consultancy’ pharmacist (Mike Gray) continues on honorary contract to support delivery of CQC action plan and as
direct support to Interim Chief Pharmacist.
Interim general manager (Kelly Haynes-Brown) remains on honorary contract supporting the team and Chief
Pharmacist in line-management of employees and ‘corporate’ business matters such as finance.
A renewed communication regarding line-management is necessary following the return of the Deputy Director of
Pharmacy.
A pharmacy technician has been assigned to support the leadership team in ‘quality management’, supporting the
improvement work necessary to transfer documents onto Q-Pulse for example.

Assurance that actions have been addressed
•
•
•

Medicines Governance improvement programme is aligned to the RPS Standards for Hospital Pharmacy.
Medicines Governance improvements will be presented to Medicines Utilisation and Assurance Committee and
Pharmacy Board – thus will be in minutes.
Day to day line management of ‘supply’ managers is undertaken by the interim general manager with the interim
Chief Pharmacist supporting the appraisal process from a capacity perspective.

MUST DO: Ensure risks are identified, recorded and mitigated, with a clear record for this.
(Ensure that this includes: The current pharmacy department staffing risks which were not included on the pharmacy
risk register. This was not recorded for the pharmacy leadership team or pharmacy staff. Health and wellbeing of
pharmacists .The gap analysis against the Royal Pharmaceutical Society’s Professional Standards for hospital pharmacy
did not adequately link to risk management. Theft of medicines.)
Planned Action
Ref
1.6

Action

Lead

1. Review and update the Risk Register in full.
2. Ensure regular review of the Risk Register by Pharmacy Board.
3.Review the work programme generated by the gap analysis
against the RPS Standards and ensure that this links to risk
management.

Update on actions
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Sally Mayell

Deadline

Ongoing Monthly

Item 13, Annex 2
•
•
•

Risk Register is reviewed monthly within Pharmacy Quality Management Group and Pharmacy Board.
Two pharmacy managers have attended a comprehensive DATIX training programme to be expert users in the team
and to share their learning.
A ‘live document’ has been developed for all current risks for pharmacy and medicines related in the Trust (e.g.
Critical Medicines). This will be transferred to DATIX risk register when review complete of all historic risks.

Assurance that actions have been addressed
•
•
•

Live Document spreadsheet available to view.
Risk Register.
Monthly management of DATIX.

MUST DO: Ensure there is robust oversight of governance for pharmacy and medicines trust-wide.
(Ensure that this includes:
Processes for escalation of risk to Exec level; Effective risk and incident management; Compliance with regulatory
standards; Document control; Effective delivery and oversight of Audit schedule; KPI framework; Monitoring of the
effectiveness and compliance of medicines management against key safety standards; Awareness of gaps in
compliance.)
Planned Action
Ref

Action

Lead

1.7

1. Pharmacy Board to be held monthly in 2019. Fortnightly oversight
meetings to be held with the Lead Executive Director.
2. Review Terms of Reference for MUAC and establish relevant subcommittes (e.g. Medicines Safety Group, PGD review group) to
change the way the group acts i.e. as an assurance group rather
than an operational group. This will enable discussion of key areas
of risk and provide solutions with a full set of metrics to support the
work.
3. Implement KPIs and reporting structures.
4. QMS meetings to feedback to the Chief Pharmacist on a weekly
basis with monthly metrics.
5. Pharmacy to report to TME on a regular basis.
6. Internal Pharmacy incidents to be reviewed at Pharmacy quality
management meetings and Pharmacy Board.
7. Trust wide incidents to be reviewed and monitored by
appropriate senior Pharmacy staff and reported through
MUAC.Review Datix category choices as per missed dose review.
8. Access support from risk team to produce report for MUAC and
Pharmacy Board. This will include thematic review to develop /
inform improvement projects Trust-wide.

Sally Mayell /
Mike Gray

Deadline

01/06/2019

Update on actions
•

•
•
•

Pharmacy Board reverted to monthly meeting to permit sufficient time to progress between meetings. Chief Nurse
and Chief Pharmacist and General Manager continue to meet fortnightly to review progress and escalate concerns if
necessary.
ToR for MUAC in development to be approved at MUAC and Pharmacy Board.
Pharmacy Performance metrics – development of KPI’s is an active piece of work across all areas of speciality in
pharmacy. On target for May completion.
First Pharmacy Quality Management Group (PQMG) held in March to trial reform of traditional Quality Management
System meetings – aim to bring all units in pharmacy together to address incidents, risk, operational and quality
systems together. ToR written, for approval at Pharmacy Board. PQMG to commence in full function in May 2019
chaired by Chief Pharmacist, reporting directly to Pharmacy Board.
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•
•

Pharmacy presented to TME in March 2019.
Medicines Safety Officer has oversight of all medicines related incidents across pharmacy and the Trust. Senior
Pharmacy management monitors responses – oversight provided by PQMG, MUAC and Pharmacy Board.

Assurance that actions have been addressed
Minutes of meetings.
Performance document (risk and incidents) (monthly).

SHOULD DO: Encourage pharmacy staff to consistently report incidents.
Planned Action
Ref
1.8

Action

Lead

Implement programme of comms to all staff encouraging the
reporting of incidents.

Kelly HaynesBrown / Bettina
Kluettgens

Deadline
01/05/2019
Completed

Update on actions
•
•

th

Communication to all staff including poster to be sent out week commencing April 15 2019.
DATIX expert users to deliver training to all staff on incident reporting (supported by the risk team).

Assurance that actions have been addressed
Not yet due.

SHOULD DO: Confirm all areas within the hospital with refrigerators are recording the minimum and maximum
temperatures, along with current temperature, daily.
Planned Action
Ref

Action

Lead

1.9

1. Address findings of audit of all ward areas and areas that use a
fridge to store medicines in line with Medicines Management Policy
section 6.2.1.
2. Investigate implementation of Wi-Fi enabled remote monitoring.

Mike Gray

Deadline

01/07/2019

Update on actions
A meeting on 10 April 2019 agreed the following:
• Pharmacy to maintain current database for reporting.
• 100% assurance to be provided to Chief Nurse that all areas are recording on the database – Heads of Nursing (HoNs).
• Recognition that not all areas can record min/max temperature.
• Pharmacy to agree standard of fridge and thermometer to be used.
• Training and development to be provided to ward managers to filter down to team – HoNs.
• Dave Foden (Pharmacy) to produce a copy of current database for Heads of Nursing.
• HoNs to check satellite areas for fridges and thermometers and complete stocktake of other areas in due course.
• Monthly assurance framework – HoNs.
• SOP – Pharmacy.
• Set up task and finish group to include the following members:
o Pharmacy/Performance IT.
o Pharmacy procurement.
o Cath Allen.
o Steve Mumford.
Assurance that actions have been addressed
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In progress.
Full engagement of pharmacy and nursing teams.
Daily electronic records of temperatures (including minimum and maximum).
Weekly report of compliance.

SHOULD DO: Adapt the ward TTA trust pilot form to ensure a clear auditable trail of TTAs being collected by patients.
Planned Action
Ref
1.10

Action

Lead

Form implemented Trustwide.

Mike Gray / Neil
Carvell

Deadline
Complete

Update on actions
Complete.
Assurance that actions have been addressed
Copy of form.

SHOULD DO: Explore ways to engage with the pharmacy department to keep staff well informed at a time of
unsettlement.
Planned Action
Ref
1.11

Action

Lead

1. QMS meetings and Operational Management meetings initiated
every 2 weeks.
2. Clinical Pharmacy meeting re-instated monthly.
3. Individual sections hold regular meetings to disseminate
information via managers.
4. Instigate senior management walk-abouts and meetings where
staff have the opportunity to meet the interim Chief Pharmacist.

Sally Mayell /
Kelly HaynesBrown

Deadline

30/06/2019

Update on actions
•
•
•
•
•

Pharmacy Quality Management Group (PQMG) established in May 2019 (formally).
Clinical Pharmacy meeting re-established.
‘Small team’ meetings functioning to disseminate information from pharmacy operational meeting.
Chief Pharmacist Update meetings to commence after Easter Holidays.
Senior management walkabout programme to commence in May 2019.

Assurance that actions have been addressed
Minutes of meetings.

SHOULD DO: Continue to focus on the culture within the pharmacy department.
Planned Action
Ref
1.12

Action

Lead

Cultural change programme underway and ongoing.
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Sally Mayell /
Kelly HaynesBrown

Deadline
Ongoing

Item 13, Annex 2
Update on actions
•
•
•
•
•
•

Two team members attended KATA training – bringing learning back into the team to enable continuous quality
improvement (within supply team).
16 managers/leaders nominated for Trust Leadership Development programme (6 month 1:1 coaching, peer learning
sets, 360 degree feedback etc.).
5 pharmacy team members through expression of interest enabled to enrol on the Trust Leadership Development
programme (to include AFC band 2 up to band 8).
Team development days (half days) – in development (Phase 2) to include: recognising and appreciating the value of
diversity within team, vision forming and ‘how to get the most from your appraisal’.
Improving communications.
Increasing human resource capacity.

Assurance that actions have been addressed
In progress.
Pulse survey.
Staff survey.
Freedom to speak guardian.

SHOULD DO: Develop the strategy for pharmacy so there is clear direction for the service, and ensure this is supported
by a contingency plan.
Planned Action
Ref
1.13

Action

Lead

There is a clear vision to develop and deliver a Pharmacy service inline with the principles of the Carter Report i.e. 80% of professional
pharmacy staff time is spent in clinical roles near the patient.
Link this vision to the Trust strategy and have sufficient staffing to
implement see 1.3 (above).

Sally Mayell /
Mike Gray /
Kelly HaynesBrown

Deadline

01/06/2019

Update on actions
•
•
•
•

Review of workforce structure almost complete for Chief Pharmacist review and submission to Pharmacy Board and
Trust Executive (evidence for proposal is from the Stoke model demand vs capacity and benchmarking against similar
Trusts).
New structure will include a ‘clinical support services’ element with clear ‘division’ for the 80/20% commitment
required by Lord Carter.
MAU and SAU have a fully functional ‘integrated pharmacy service’.
Respiratory ward – Hexworthy to be an exemplar ward for fully integrated pharmacy team (Hexworthy identified as
high priority area due to historic high use of discharge medication transport).

Assurance that actions have been addressed
Draft workforce structure available

CARRY FORWARD FROM PREVIOUS ACTION PLAN: There was a lack of storage space within pharmacy which had
worsened since taking on external contracts, and the subsequent increased stock levels, and there was no sink for staff
to wash their hands in the dispensary. The sink in that area was not to be used for hand washing, but no alcohol gel or
wipes were available for use, which was poor practice in infection prevention and control.
Planned Action
Ref
1.14

Action

Lead

1. Review impact of new robot and potential for dispensary and
distribution redesign.
2. Health & Safety to conduct a risk assessment of the work space.
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Sally Mayell

Deadline
01/06/2019

Item 13, Annex 2
3. Infection control to review the dispensary and make
recommendations for improvement.
Update on actions
•
•
•

Alcohol gel provided for hand sanitisation in the dispensary.
Reconfiguration of refrigerator storage undertaken to improve stock holding.
Review of necessary stock holding levels to ensure minimal stock held to increase capacity for storage without
introducing risk of ‘out-of-stocks’.

Assurance that actions have been addressed
Stock holding will be monitored through PQMG commencing in May 2019.
Ongoing – in progress.

CARRY FORWARD FROM PREVIOUS ACTION PLAN: There were high levels of staff sickness and work-related stress. We
were not assured timely action had been taken to investigate or act on this information. We were told by senior
managers that information provided by staff during exit interviews had not been acted on.
Planned Action
Ref

Action

Lead

1.15

1. Enable employees to attend MH First Aider training - complete.
2. Monitor sickness levels.
3. Support employees to attend occupational health drop in sessions
if required
4. Include review of exit interviews, sickness etc. within Pharmacy
Board.

Sally Mayell

Deadline

Ongoing

Update on actions
•
•
•

Exit interviews are reviewed by HR Business Partner and discussed with Chief Pharmacist.
Sickness/retention monitored through monthly performance reporting – to Pharmacy Board.
Occupational health support remains available as per Trust staff well-being approach.

Assurance that actions have been addressed
Minutes.
Performance reports.

CARRY FORWARD FROM PREVIOUS ACTION PLAN: Due to the low numbers of staff in pharmacy, the length of time
patient prescription charts were off the ward was at times prolonged. TTAs on average had a three-hour turnaround,
which increased at times of high pressure. Ward staff and managers told us this meant patients did not always receive
their medicines or pain relief as needed whilst their prescription charts were unavailable. Missed doses were not
formally recorded as a category on the incident reporting system, but was listed as minor risk in the Medicines
Compliance Assessment report in May 2018.
Planned Action
Ref
1.16

Action

Lead

1. Re-establish Missed Dose sub-group of MUAC.
2. Review options on Datix - to include missed dose.
3. Review missed dose audit to determine whether any actions are
required. Plan regular audit and review process.
4. Report omitted dose audit through MUAC as part of Terms of
Refernece relating to medicines safety.Combine audit and Datix
reporting into a summary report for ease of use at MUAC.
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Mike Gray

Deadline

01/08/2019

Item 13, Annex 2
See action 1.3 re staffing.
Update on actions
Medicines Safety Officer returned to work following illness –proactive management of datix incidents for missed doses
with thematic analysis – monitored through MUAC.
Assurance that actions have been addressed
In progress.

CARRY FORWARD FROM PREVIOUS ACTION PLAN: The Pharmacy Annual Report from May 2018 highlighted that
several policies and standard operating procedures were out of date, and some had been out of date for over a year.
Planned Action
Ref
1.17

Action

Lead

1. Enter all policies and SOPs onto QPulse.
2. Rollout training to all staff.
3. Ensure that adequate system administration is in place,

Sally Mayell

Deadline
01/05/2019

Update on actions
•
•
•
•

Programme to upload documents onto Q-Pulse is almost complete.
Quality Manager post developed to ensure sustainability of maintenance for quality management – Finance approval
awaited – plan to advertise in May 2019.
Q-Pulse training is ongoing.
Review of current medicines related polices for appropriateness and review by Medication Safety Officer.

Assurance that actions have been addressed
Q-Pulse.
In progress/on-going.

CARRY FORWARD FROM PREVIOUS ACTION PLAN: The Pharmacy Annual Report from May 2018 highlighted that the
safety compliance audit schedule was 70% behind target and had been for the last 12 to 24 months.
Planned Action
Ref
1.18

Action

Lead

Undertake a refresh of the audit schedule from 01/04/19.

Update on actions
Revised audit programme being developed by Medication Safety Officer.
Assurance that actions have been addressed
In progress.
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Sally Mayell

Deadline
01/06/2019

Annex 1
Action Status
Ref

Service

Requirement

1.1

Diagnostic Imaging

MUST DO

1.2

Diagnostic Imaging

MUST DO

1.3

Diagnostic Imaging

MUST DO

Diagnostic Imaging

CARRY
FORWARD

Pharmacy

MUST DO

Pharmacy

MUST DO

Pharmacy

MUST DO

Pharmacy

MUST DO

Pharmacy

MUST DO

1.4
1.1
1.2
1.3
1.4
1.5

S29A: The diagnostic imaging service was not meeting the seven-day internal target for the
imaging of patients suspected of having cancer in CT, MRI or ultrasound. This increased the risk of
delayed diagnosis and treatment, and compromised patient safety.
Requirement Notice: Ensure that 85% of patients suspected of having cancer are scanned within
seven days as per the trust target.
S29A: Radiographers consistently told inspectors that managers within the diagnostic imaging
were not addressing poor behaviour or attitudes displayed by some modality leaders. This
affected the culture in the department, which risked impacting on patient care and safety.
Requirement Notice: Ensure the management team addresses poor leadership and manages
attitudes and behaviours shown by some of the team.
S29A: Band five radiographers consistently felt unable to speak with departmental managers and
or freedom to speak up guardians to escalate their concerns due to fear of repercussion.
Requirement Notice: Ensure staff satisfaction improves, and that staff are confident to raise
concerns with managers.
Ensure the modality leaders within the diagnostic imaging departments have the capacity to lead
and provide assurance of the quality, safety, and responsiveness within the service.
Ensure there is a clear process rolled out trust wide, within wards, pharmacy and transport, to
safeguard patients receiving their critical medicines if discharged. Ensuring patients are being
appropriately counselled on their medicines.
Ensure the trust have assurance and can evidence processes, through review of data, that patients
being discharged without their critical medicines receive them in a timely manner.
Review staffing establishment and skill mix for the pharmacy department to ensure staffing meets
capacity and demand.
Review training and competency of staff, and ensure staff are not working above their role and
competencies.
Ensure capacity for leadership and ongoing support available in the pharmacy department.
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Planned
Completion Date

Status

Various.
Final date
01/05/19

AMBER

Various.
Final date
28/06/19
Various.
Final date
01/04/20
Various.
Final date
30/09/19

AMBER

AMBER

AMBER

01/06/19

GREEN

Already
Complete.

COMPLETE

01/05/19

AMBER

01/07/19

AMBER

01/05/19

AMBER

Annex 1
Ref
1.6
1.7
1.8
1.9
1.10
1.11
1.12
1.13

1.14

1.15

1.16

Service

Requirement

Planned
Completion Date
Ongoing

AMBER

Status

Pharmacy

MUST DO

Ensure risks are identified, recorded and mitigated, with a clear record for this.

Pharmacy

MUST DO

Ensure there is robust oversight of governance for pharmacy and medicines trust-wide.

01/06/19

AMBER

Pharmacy

SHOULD DO

Encourage pharmacy staff to consistently report incidents.

01/05/19

AMBER

Pharmacy

SHOULD DO

01/07/19

AMBER

Pharmacy

SHOULD DO

Already
Complete.

COMPLETE

Pharmacy

SHOULD DO

30/06/19

AMBER

Pharmacy

SHOULD DO

Ongoing

GREEN

Pharmacy

SHOULD DO

01/06/19

AMBER

Pharmacy

CARRY
FORWARD

01/06/19

AMBER

Pharmacy

CARRY
FORWARD

Ongoing

AMBER

Pharmacy

CARRY
FORWARD

01/08/19

GREEN

Confirm all areas within the hospital with refrigerators are recording the minimum and maximum
temperatures, along with current temperature, daily.
Adapt the ward TTA trust pilot form to ensure a clear auditable trail of TTAs being collected by
patients.
Explore ways to engage with the pharmacy department to keep staff well informed at a time of
unsettlement.
Continue to focus on the culture within the pharmacy department.
Develop the strategy for pharmacy so there is clear direction for the service, and ensure this is
supported by a contingency plan.
There was a lack of storage space within pharmacy which had worsened since taking on external
contracts, and the subsequent increased stock levels, and there was no sink for staff to wash their
hands in the dispensary. The sink in that area was not to be used for hand washing, but no alcohol
gel or wipes were available for use, which was poor practice in infection prevention and control.
There were high levels of staff sickness and work-related stress. We were not assured timely
action had been taken to investigate or act on this information. We were told by senior managers
that information provided by staff during exit interviews had not been acted on.
Due to the low numbers of staff in pharmacy, the length of time patient prescription charts were
off the ward was at times prolonged. TTAs on average had a three-hour turnaround, which
increased at times of high pressure. Ward staff and managers told us this meant patients did not
always receive their medicines or pain relief as needed whilst their prescription charts were
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Annex 1
Ref

1.17
1.18

Requirement

Planned
Completion Date

Status

unavailable. Missed doses were not formally recorded as a category on the incident reporting
system, but was listed as minor risk in the Medicines Compliance Assessment report in May 2018.
The Pharmacy Annual Report from May 2018 highlighted that several policies and standard
operating procedures were out of date, and some had been out of date for over a year.
The Pharmacy Annual Report from May 2018 highlighted that the safety compliance audit
schedule was 70% behind target and had been for the last 12 to 24 months.

01/05/19

AMBER

01/06/19

AMBER

Service

Pharmacy
Pharmacy

CARRY
FORWARD
CARRY
FORWARD

RAG Key:

RED

AMBER

GREEN
COMPLETE
CLOSED

BEHIND SCHEDULE WITH NO RECOVERY PLAN IN PLACE
Risk to action
No recovery plan to resolve issue
Item late and will miss due date
Immediate action required to resolve issue
Ownership needed now
BEHIND SCHEDULE BUT A PLAN IN PLACE TO RECOVER
Item late with plan to recover on time status
Items require close monitoring to achieve resolution
Planned event dates need to be met
Ownership required
ON SCHEDULE TO SATISFACTORY STANDARD
Action on time
No major issues
Action marked as Complete by Lead.
Acceptable evidence of completion received.
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SUMMARY REPORT
Trust Board

24 May 2018

Subject

Annual accounts for the year ended 31 March 2019

Prepared by

Chief Financial Accountant

Approved by

Director of Finance

Presented by

Director of Finance

Purpose
The Board is required to approve the Trust’s statutory accounts. The Audit
Committee reviewed the accounts in detail at their meeting on 23 May 2019.

Decision
Approval



Information
Assurance

Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position Create Sustainable Future


Executive Summary
The Trust’s statutory accounts for the year ended 31 March 2019 and supporting documentation are
presented to the Board for formal approval.
Quality Impact Assessment
The Trust’s accounts describe the financial position of the Trust only.
Financial Impact Assessment
The Trust’s accounts describe the financial position of the Trust only.
Regulatory Impact Assessment
Board approval of the accounts is a statutory requirement.
Equality and Diversity Impact Assessment
The Trust’s accounts describe the financial position of the Trust only.
Environment & Sustainability Impact Assessment
The Trust’s accounts describe the financial position of the Trust only.
Key Recommendations
The Trust Board is asked to:
1. Adopt the accounts
2. Authorise the Chief Executive and Director of Finance to sign the Letter of Representation to the
Auditors
3. Approve writing off the losses and special payments for 2018/9.
Next Steps
Accounts filed with the Department of Health & Social Care.
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DETAILED REPORT
Trust Board

24 May 2019

Subject

Annual accounts for the year ended 31 March 2019

Prepared by

Chief Financial Accountant

Approved by

Director of Finance

Presented by

Director of Finance

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

formal adoption of the accounts for the year ended 31st March 2019,
including agreement that the going concern basis on which they have
been prepared is appropriate;

•

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

•

writing off losses and special payments made during the year ended
31st March 2019.

ANNUAL ACCOUNTS (ANNEX A)

2. The accounts for the year ended 31st March 2019 are attached at Annex A.

3. The Trust’s reported financial position at the end of March 2019 is a
deficit of £22.8 million; however, the impact of impairments and the
impact of movements in the donated assets reserve are not taken into
account in the evaluation of the Trust’s financial performance by the
Department of Health & Social Care, which recognises the Trust’s
underlying performance of a £27.1 million deficit for the financial year.
4. Trusts are permitted to undershoot their External Finance Limit (EFL).
This year the Trust undershot its EFL by £0.6 million.
5. The Trust must not exceed its Capital Resource Limit (CRL). The Trust
undershot its CRL of £19.5 million by £0.5 million.
6. The Trust’s performance against the better payment practice code target
was similar to last year, with 95% of non NHS bills being paid on time
compared with 96% last year.
7. The accounts have been prepared on a going concern basis. Annex B
sets out the rationale for this approach.

2
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LETTER OF REPRESENTATION TO THE AUDITORS (ANNEX C)
8. It is standard practice for the auditors to seek assurance from the Trust
Board in respect of both general and specific matters, all of which were
discussed in some detail at the Audit Committee meeting on 23 May.
The full document is attached at Annex C.

LOSSES AND SPECIAL PAYMENTS (ANNEX D)
9. 2018/9 losses and special payments have been reported to and
discussed by the Audit Committee. A summary analysis of losses and
special payments included in the accounts is attached at Annex D.

RECOMMENDATION
10. The Audit Committee have received the accounts and the auditors’ Annual
Governance Report and have agreed that the accounts should be accepted
as presented to them. The Auditors’ report is attached at Annex E.
11. It is recommended, therefore, that the Trust Board adopt the accounts
for the year ended 31st March 2019, and in doing so authorise the
schedule of losses and special payments and authorise the Chief
Executive to sign the Balance Sheet and the letter of representation for
the auditors on behalf of the Board.
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Going Concern Review

Annex B

1. Executive Summary
Going concern is a fundamental principle in the preparation of financial statements. Under the
going concern assumption, a Trust is viewed as continuing in operation for the foreseeable future
with no necessity of liquidation or ceasing of trading.
The University Hospitals Plymouth NHS Trust (UHP) financial statements for 2018/19 have been
prepared on a going concern basis.
It is, however, ultimately the responsibility of the Trust Directors, under International Financial
Reporting Standards (IFRS), to satisfy themselves it is appropriate to prepare the financial
statements on a going concern basis. Therefore this report has been prepared to provide
assurance to the Committee that the going concern assumption has been applied appropriately to
the PHNT financial statements.
The Audit Committee will be aware that the Trust has submitted a deficit of £27.2m in 2018-19.
The plan for 2019/20 is a breakeven position. There is also £108m of borrowing on the Trust’s
balance sheet at the year end. This position emphasises the need for Directors to assure
themselves that the Trust is right to adopt the going concern principle in its accounts for the past
year.
The Trust believes that a going concern basis is correct primarily because the provision of
contractual income from Commissioners over the next year demonstrates the continuation of a
service in the future, additionally there is also clear access to cash financing facilities provided by
the Department of Health to cover all sensitivities. However, as the award of any such funding
has not yet been confirmed then the Trust accepts that there is an element of uncertainty that is
required to be reflected in a disclosure to the accounts. Further details of the going concern
requirements and assessment are given below.
2. Management’s assessment of going concern
International Accounting Standard 1 Presentation of financial statements (IAS 1) requires
management to make an assessment of an entity’s ability to continue as a going concern when
preparing that entity’s financial statements. It is assumed that an entity will prepare its accounts
on a going concern basis unless management intends to, or has no alternative but to, liquidate
the entity or to cease trading.
In the public sector, the HM Treasury Financial reporting manual (FReM) sets out an
interpretation of this standard which focusses on whether the service(s) provided by the entity is
going to be continued rather than whether the entity providing the service will continue to exist.
This means that the fact that a body is going to cease to exist does not affect its going concern
status. The key consideration is whether the services the body is providing will continue to be
provided. For example, if an NHS trust is acquired by a foundation trust, the NHS trust remains a
going concern if its assets will continue to be used to provide healthcare services although under
the auspices of another NHS body. Whilst it is unlikely that an NHS body will be determined not
to be a going concern, this interpretation does not exempt the management of NHS bodies from
undertaking a going concern review. The review should be based on each entity’s local
circumstances and shared at an early stage with the audit committee.
3. Period covered by the assessment
IAS 1 (paragraph 26) says that the review should take into account as much information about
the future as possible but should look ahead at least 12 months from the end of the reporting
period. However, it is worth noting that auditors are required to make a disclosure in their report if
1
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the period covered by the management’s review is less than a year from the date of approval of
the financial statements.
Clearly, there is a difference here: the end of the reporting period for NHS bodies is 31 March
whereas the annual report and accounts is finalised in early June. In order to ensure a smooth
year-end process, management’s assessment of going concern should cover the period of 12
months from the annual report and accounts submission deadline for the financial year.
4. Disclosure in the annual report and accounts
IAS 1 also requires that where there are ‘material uncertainties related to conditions that may cast
significant doubt upon the entity’s ability to continue as a going concern’ these should be
disclosed in the accounts.
These reporting requirements have been built into accounting guidance issued to NHS bodies:
• all bodies in the Department of Health’s group accounting boundary, except
foundation trusts, are required to include an explanation of the adoption of the going
concern basis where it might be called into doubt in the performance report part of
their annual report (paragraph 3.15 of the Department of Health Group accounting
manual, 2017/18)
• all NHS bodies should disclose material uncertainties in respect of events or
conditions that cast significant doubt on the going concern ability of the body. The
example given is where finance or income has not yet been approved but is
necessary for the continuing operational stability of the NHS body (paragraphs 4.114.16 of the Department of Health Group accounting manual, 2017/18).
In 2015-16 the Trust did not disclose any ‘material uncertainties’ that cast doubt on the going
concern basis. This is, in part, due to a letter from NHS Improvement confirming cash funding
would be made available for Trusts. For 2016-17 onwards this letter has not been received
although NHSI did confirm in a generic letter that, given the enduring contents of the original
letter, that was the last they would write on the matter. Given this funds were and are fully
expected to be made available as required and described further below. However, as this is not
formally set out and approved the Trust will be making a disclosure to this effect describing this
uncertainly.
5. Issues to consider as part of the going concern assessment
NHS bodies’ boards and audit committees should review and challenge the going concern
assessment. It should be expected that auditors will also challenge it and will expect to see
evidence to back up the assumptions made.
6. The Trust’s going concern assessment
The Trust has conducted the following review of its going concern position. This has involved a
review of the key factors of financial performance, continued service delivery and cash financing
as well as analysis of the sensitivity of the cash forecasts and budgets for the financial year 201920. This includes identifying financial conditions which may adversely affect PHNT’s position and
testing these using sensitivity analysis. It also considers a number of other non-financial factors.
Financial position – The Trust has submitted a deficit for 2018-19 of £27.2m. Although this
follows a surplus of £3.1m in 2017-18, there was a deficit of £40m for 2016-17, £36m in 2015-16
and £5m in 2014-15. The Trust has not met its statutory duty to achieve an overall breakeven
position over a three year period. This in itself does not cast material doubt on the going concern
assumption if this position is agreed with external regulators and the Trust is able to meet its day
to day financial obligations.
The Trust has a planned a breakeven position for 2019-20 in line with its revised control total set
by NHS Improvement. It is recognised that this is a challenging performance and requires
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delivery of a Financial Improvement Plan of £25.5m. This plan has been shared and discussed
with regulators and local stakeholders and it should be noted that there is a level of risk
acknowledged in the delivery of this plan and the required savings.
Existing Borrowing - The Trust has £108m of revenue support loans at the year-end (£23.4m
from 2015-16, £50.6m from 2016-17, £9.5m from 2017-18 and £24.1m for 2018-19.) The first of
these loans, £23.4m was due for repayment in February 2019 but NHS Improvement approved
an extension of this loan for one year during 2018-19. Although £29.8m of loans are due to expire
in 2019-20 NHSI have made it clear with the revenue control total target set for the Trust for the
next year that repayment is not anticipated in this period. Therefore an extension to these terms
is also anticipated.
Cash flow forecasts – The Trust’s 2019-20 cash plan relies on Department of Health revenue
support loans of £16m during the year to secure cash flow for the plan. This amount is reduced
towards the end of the year as increased savings are delivered and Provider Sustainability
funding for quarter 1 and 2 is paid. It is planned to total £5.5m at the year end. This balance
would be expected to be cleared in 2020-21 following the receipt of Provider Sustainability
Funding for quarter 4. This means the net requirement for year is zero in line with the breakeven
revenue position. In the event of deterioration in the position the Trust would be required to apply
for additional cash support.
The Department of Health and NHSI have provided assurance that measures are in place to
ensure NHS Trusts have sufficient cash to continue operating despite an I&E deficit position.
More specifically the Department of Health have a number of cash financing facilities for Trusts in
need of cash support. These facilities include Interim Support in advance of an approved
recovery plan and Planned Term Support once a recovery plan is approved.
Interim Support is defined within Secretary of State's guidance under section 42A of the National
Health Service Act 2006 (Section 42A Guidance). It is used to provide transitional financial
support to an FT or NHS Trust in financial difficulty where it is necessary to support the continued
delivery of services for a period during which an assessment of the underlying problem is carried
out and a Recovery Plan is developed which forecasts a return to a financially sustainable
position.
The products are designed to be used in combination and will be deployed flexibly, on a case by
case basis, to reflect the nature of interim financing requirements. Where an NHS Trust or FT
develops an appropriate Recovery Plan which meets the requirements set out in Section 42A
Guidance, the department will consider the appropriate treatment for outstanding principal
balances based on the affordability of debt to the relevant body. This may include the transfer of
balances to a package of Planned Term Support, restructuring repayments, delaying repayment
to a future date, cancelling or refinancing part or all of the outstanding balance.
These arrangements reflect that interim support is a transitional arrangement and ensure that the
full cost of recovery is considered at the point a Recovery Plan is produced. It is at this stage the
affordability of debt to the relevant body will be considered. The department does not anticipate
that organisations will routinely repay principal on revenue support issued as part of the Interim
Support period, but will expect that all financing is serviced.
The financing products available are detailed below.
Name

Interim
Revolving
Working Capital
Support Facility

Interim Revenue
Support Loan

Description
Extendable revolving maturity loan provided pending the
development of Recovery Plan. The Trust currently has an
agreed facility of 30 days cash (£34.2m). The agreement is
based on a rolling 2 year maturity and is renewable but
limited by an agreed expiry date (currently 2020)
Although repayable it is intended to be replaced by medium
term interim support or planned term support. In 2016-17 the
Trust utilised the full facility.
Extendable maturity loan provided pending the development
of Recovery Plan. To be utilised as the second line of cash

Maximum
Value

Up to 30
days cash
(£34.2m)
but can be
extended

Subject to
Prudential

Financing
charges

3.5% Interest

1.5% or
3.5%
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Interim Revenue
Support PDC

financing but requires Department of Health approval.
Repayable but intended to be replaced by Planned Term
Support. Principal will be due for repayment on maturity. The
agreement will be based on a rolling 2 year maturity and will
be renewable but limited by an agreed expiry date. The
Trust’s current loan of £23.4m is repayable in February
2019. A further £16.4m was awarded in 2016-17, and £9.5m
in 2017-18, and £24.1m in 2018-19.
Conditional PDC provided pending the development of
Recovery Plan.
May or may not be repayable but intended to be replaced by
Planned Term Support. The Interim Revenue Support PDC
is reviewed every two years and there is no presumption of
repayment as part of these reviews but repayment may be
considered on a case by case basis. Requires ITFF
approval.

Planned term
Revenue
Support Loan

Loan provided following development and approval of
Recovery Plan. Requires ITFF approval.
Repayable over the term of the loan.

Planned Term
Revenue
Support PDC

PDC provided following the development and approval of
Recovery Plan. Requires ITFF approval.
May or may not be repayable depending on recovery plan
and annual review.

Capital Support
Loan

Capital Loan repayable by equal instalments of principal.
Requires ITFF approval.

Capital Support
PDC

Conditional Capital PDC linked to essential works in
advance of recovery. Requires ITFF approval

Borrowing
Limit
circa
£100m

No Limit

1%
commitment
fee

Subject to
Prudential
Borrowing
Limit
circa
£100m

Dependent
on term and
value

No Limit

No

Subject to
Prudential
Borrowing
Limit
circa
£100m
Subject to
Prudential
Borrowing
Limit
circa
£100m

Dependent
on term and
value

The products above clearly show that this support will be forthcoming in one form or another from
the DoH, if so required, and therefore supports the conclusion that the Trust has access to
sufficient cash support and the accounts should be prepared on a going concern basis. At the
current time the DoH has confirmed funding of £3.5m in April but as no further funds have been
confirmed as yet then there is an element of uncertainty going forward. This is required to be
reflected in a disclosure in the accounts.
Contract Position – Although not signed off the Trust has draft contracts in place with all
commissioners to deliver healthcare services next year. In line with the NHS planning guidance
the Trust has agreed contract values with Kernow CCG and NHS England Specialist
Commissioners for the next year. The Trust also has an agreement in place with Devon CCG and
other local organisations to ensure the local health system works together to deliver services
effectively as possible and ensure contracts are agreed in the coming weeks. The commitment to
agree contracts, and the lack of any alternative healthcare provision arrangements, provides
evidence that services will continue to be provided.
Sensitivity Analysis – As part of this review the Trust has considered the impact of significant
variations to the 2019-20 plan to ensure that sufficient cash resources are still in place. This
includes the following key factors:

No
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•
•

•

•
•
•

Existence of Projected Operational Losses - Expenditure and income assumptions can be
tested to measure the sensitivity on the Trust’s cash flow. An adverse movement of 1%
on operational costs gives a cash pressure of £6m.
The key risk of delivery of the plan is the delivery of the Financial Improvement plan.
Failure to deliver this plan and meet the financial control total would also mean that the
Trust also fails to receive all or part of its Sustainability and Transformation Funding and
Financial Recovery Funding allocation of £16m. Therefore the Trust is exposed to a
significant level of financial risk in this scenario. If only 50% of this is delivered there is an
adverse impact on cash of £28.75m.
Capital Programme - The Trust has a capital plan of £34m. £13m fund by its internal
resources (depreciation), £9m DoH PDC funding, £8m finance leases and £4m from
additional borrowing. The Trust can reduce this allocation in order to mitigate cash flow
problems if necessary. The Trust can also look to alternative funding sources for capital
investments, therefore retaining its internally generated cash. This could give a cash
benefit of £3-6m.
Payments on Account -The Trust is currently forecasting regular payments on the 1st and
15th of each month from Commissioners. Alternative payment plans can be discussed
with CCGs and NHS England.
Supplier Payments- The Trust negotiated temporary payment terms with key suppliers in
March 2016 giving a non-recurrent cash benefit of £6m. There is potential for this to be
explored again if essential.
Reductions in planned expenditure -The Trust has limited scope to reduce planned
expenditure and ensure that it delivers the services for which it is contracted. If some
planned investments were stopped this would reduce the requirement for cash support.

As described the Trust has some measures to deal with a number of changes to its annual plan.
The analysis shows that, after a number of adverse changes in financing assumptions that the
Trust has planned for, it still has some flexibility to maintain a cash balance during the year
without further external cash support. Alternatively if cash support is not as high as planned then
this flexibility can be called upon. However it should be noted reduced capital expenditure could
impact on essential works. In conclusion due to the impact of reduced PSF and FRF funding that
would be suffered as well as any under delivery on the Trust’s Financial Improvement plan
increased DoH cash support is likely to be required in this scenario. It is worth noting that in 201819 this scenario arose and cash support was provided.
Medium to Long Term Plans - The STP system approach is supported by the Trust Board. This
programme provides a strategic pathway to ensure that all partners work together to restore
operational and financial stability. Furthermore the work carried out also states that UHP is the
designated site for Major Trauma and associated specialist services for the peninsula which add
to the service continuity going concern assumption.

Other Considerations – Although there have been two changes in the Executive Management
team recently the Trust has still had a stable Executive Management team in the last three years
with very limited reliance on interim appointments. This adds further weight to the continuation of
the delivery of services. Although the Trust’s external auditors have referred the Trust to the
Secretary of State under s30 of the Audit and Accountability Act 2014 no response or additional
requirements have been applied to the Trust.

7. Conclusion
The fact that the Trust has set a breakeven plan for 2019-20 that includes financial risk in the
planned savings to be delivered, along with the existing financial support received, raises
concerns as to the Trust’s financial viability. However the Trust remains and is expected to
remain the principal provider of secondary healthcare services for the population of Plymouth and
surrounding areas.

Item 14, Annex B

The Trust is confident that it will work with local commissioners and other trusts through the
Devon STP and with NHSI to implement its financial plan to ensure long-term financial viability. In
the short-term, any risks that materialise around the delivery of its plan will be supported by
liquidity funding designed to ensure that the Trust can continue to meet its on-going financial
obligations. Whilst sensitivity analysis suggests some risk to the Trust’s cash position if
circumstances are more adverse than anticipated, it is not considered likely that this will be unresolved. However, although the DoH has confirmed funding in April, unlike previous years it has
not confirmed further funds at this date so there is uncertainty going forward which should be
reflected in a disclosure in the accounts.
The following statement is included in the draft Annual Accounts for 2019/20:
‘IAS 1 requires management to assess, as part of the accounts preparation process, the
Trust's ability to continue as a going concern. In the context of non-trading entities in the
public sector, the anticipated continuation of the provision of a service in the future is
normally sufficient evidence of going concern. The financial statements should be
prepared on a going concern basis unless there are plans for, or no realistic alternative
than, the dissolution of the Trust without the transfer of its services to another entity.
As directed by the 2016/17 Department of Health Group Accounting Manual, the directors
have prepared the financial statements on a going concern basis as they consider that
the services currently provided by the Trust will continue to be provided in the foreseeable
future. On this basis, the Trust has adopted the going concern basis for preparing the
financial statements and has not included the adjustments that would result if it was
unable to continue as a going concern.
The directors also consider that the contracts it has agreed with commissioning bodies
and anticipated support for any required application it makes to the Department of Health,
supported by NHS Improvement, for additional cash funding in 2019/20 are also evidence
that the Trust will have adequate resources to continue in operational existence for the
forseseeable future. It is, however, acknowledged that the additional cash funding
requested in 2019/20 (which totals £16m during the course of the year, and is expected to
be £5.5m at the end of the year following delivery of the Financial Improvement plan) has
not yet formally been approved by the Department of Health. Therefore, although we are
confident that this funding will be forthcoming through the monthly request and approval
process, as this has not yet been confirmed for the whole year ahead it does represent a
material uncertainty that may cast significant doubt about the Trust’s ability to continue as
a going concern.’
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Grant Thornton UK LLP
2 Glass Wharf
Bristol
BS2 0EL
24 May 2019

Dear Sirs
University Hospitals Plymouth NHS Trust
Financial Statements for the year ended 31 March 2019
This representation letter is provided in connection with the audit of the financial statements of University
Hospitals Plymouth NHS Trust for the year ended 31 March 2019 for the purpose of expressing an
opinion as to whether the financial statements are presented fairly, in all material respects in accordance
with International Financial Reporting Standards and the Department of Health and Social Care Group
Accounting Manual 2018-19.
We confirm that to the best of our knowledge and belief having made such inquiries as we considered
necessary for the purpose of appropriately informing ourselves:
Financial Statements
i.

As Trust Board members, we have fulfilled our responsibilities under the National Health
Services Act 2006 for the preparation of the financial statements in accordance with
International Financial Reporting Standards and the Department of Health and Social Care
Group Accounting Manual 2018-19 (GAM); in particular the financial statements are fairly
presented in accordance therewith.

ii.

We have complied with the requirements of all statutory directions affecting the Trust and these
matters have been appropriately reflected and disclosed in the financial statements.

iii.

The Trust has complied with all aspects of contractual agreements that could have a material
effect on the financial statements in the event of non-compliance. There has been no noncompliance with requirements of the Care Quality Commission or other regulatory authorities
that could have a material effect on the financial statements in the event of non-compliance.

iv.

We acknowledge our responsibility for the design, implementation and maintenance of internal
control to prevent and detect fraud.

v.

Significant assumptions used by us in making accounting estimates, including those measured
at fair value, are reasonable.

vi.

In calculating the amount of income to be recognised in the financial statements from other
NHS organisations we have applied judgement, where appropriate, to reflect the appropriate
amount of income expected to be derived by the Trust in accordance with the International
Financial Reporting Standards and the GAM. We are satisfied that the material judgements
used in the preparation of the financial statements are soundly based, in accordance with
International Financial Reporting Standards and the GAM, and adequately disclosed in the

vii.

there are no unrecorded liabilities, actual or contingent

viii.

a.

none of the assets of the Trust has been assigned, pledged or mortgaged

b.

there are no material prior year charges or credits, nor exceptional or non-recurring
items requiring separate disclosure.

Related party relationships and transactions have been appropriately accounted for and
disclosed in accordance with the requirements of International Financial Reporting Standards
and the GAM.
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ix.

All events subsequent to the date of the financial statements and for which International
Financial Reporting Standards and the GAM require adjustment or disclosure have been
adjusted or disclosed.

x.

We have considered the adjusted misstatements, and misclassification and disclosures
changes schedules included in your Audit Findings Report. The financial statements have been
amended for these misstatements, misclassifications and disclosure changes and are free of
material misstatements, including omissions.

xi.

Actual or possible litigation and claims have been accounted for and disclosed in accordance
with the requirements of International Financial Reporting Standards.

xii.

We have no plans or intentions that may materially alter the carrying value or classification of
assets and liabilities reflected in the financial statements.

Information Provided
xiii.

We have provided you with:
a.

access to all information of which we are aware that is relevant to the preparation of
the financial statements such as records, documentation and other matters;

b.

additional information that you have requested from us for the purpose of your audit;
and

c.

unrestricted access to persons within the Trust from whom you determined it
necessary to obtain audit evidence.

xiv.

We have communicated to you all deficiencies in internal control of which management is
aware.

xv.

All transactions have been recorded in the accounting records and are reflected in the financial
statements.

xvi.

We have disclosed to you the results of our assessment of the risk that the financial statements
may be materially misstated as a result of fraud.

xvii.

We have disclosed to you all information in relation to fraud or suspected fraud that we are
aware of and that affects the Trust and involves:

xviii.

a.

management;

b.

employees who have significant roles in internal control; or

c.

others where the fraud could have a material effect on the financial statements.

We have disclosed to you all information in relation to allegations of fraud, or suspected fraud,
affecting the Trust's financial statements communicated by employees, former employees,
analysts, regulators or others.

xix.

We have disclosed to you all known instances of non-compliance or suspected non-compliance
with laws and regulations whose effects should be considered when preparing financial
statements.

xx.

We have disclosed to you the identity of the Trust's related parties and all the related party
relationships and transactions of which we are aware.

xxi.

We have disclosed to you all known actual or possible litigation and claims whose effects
should be considered when preparing the financial statements.

xxii.

The Trust will require an additional cash loan of £16m in 2019/20 to maintain current payment
performance assuming that it delivers its savings plan. Although the Trust has not received
formal notification of future financing, this has always been available in the past in accordance
with the need of the Trust to meet all essential liabilities and there is no indication that this will
not continue. If the Trust fails to deliver its savings plan in full or its financial deficits are greater
than planned in 2019/20 then further cash loans will be required. As the Trust’s continuing
Page 2
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operational stability depends on finance that has not yet been approved this represents a
material uncertainty for the Trust.
Although these factors represent a material uncertainty that may cast significant doubt over the
Trust’s ability to continue as a going concern, the Directors, having made appropriate enquiries,
still have reasonable expectations that the Trust will have adequate resources to continue in
operational existence for the foreseeable future. As directed by the GAM, the Directors have
prepared the financial statements on a going concern basis as they consider that the services
currently provided by the Trust will continue to be provided in the foreseeable future.
Annual Report
xxiii.

The disclosures within the Annual Report fairly reflect our understanding of the Trust’s financial
and operating performance over the period covered by the financial statements.

Annual Governance Statement
xxiv.

We are satisfied that the Governance Statement fairly reflects the Trust’s risk assurance
framework and we confirm that we are not aware of any significant risks that are not disclosed
within the Governance Statement.

Approval
The approval of this letter of representation was minuted by the Trust’s Board at its meeting on 24 May
2019.

Yours faithfully

Name……………………………

Position………………………….

Date…………………………….

Name……………………………

Position………………………….

Date…………………………….

Signed on behalf of the Board
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Annex D

LOSSES AND SPECIAL PAYMENTS
YEAR ENDED 31ST MARCH 2019

A summary of losses and special payments made in the year to 31 March 2019 is set
out below.

Bad debts written off
Payroll
overpayments
written off
Ex gratia payments – lost
or damaged property
Ex gratia payments –
maladministration,
complaints and other
Personal injury
Cash losses
Write off/Loss of stores
Compromise agreements/
employee litigation
TOTAL

Y/e 31.3.19
Number
179

Y/e 31.3.18
Y/e 31.3.19
Number
£
62
50,980

Y/e 31.3.18
£
2,919

10

1,805

12

881

71

14,194

55

18,092

89

5,914

67

8,626

27
7
83

135,752
1,154
64,115

24
4
16

88,392
270
165,473

-

1

6,850

466

273,914

241

The register of losses has been reviewed in detail by the Audit
Committee.

291,503
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The contents of this report relate only to those matters which came to our attention during the conduct of our normal audit procedures which are designed for the purpose of expressing
our opinion on the financial statements. Our audit is not designed to test all internal controls or identify all areas of control weakness. However, where, as part of our testing, we identify
control weaknesses, we will report these to you. In consequence, our work cannot be relied upon to disclose all defalcations or other irregularities, or to include all possible improvements
in internal control that a more extensive special examination might identify. This report has been prepared solely for your benefit and should not be quoted in whole or in part without our
prior written consent. We do not accept any responsibility for any loss occasioned to any third party acting, or refraining from acting on the basis of the content of this report, as this report
was not prepared for, nor intended for, any other purpose.
Grant Thornton UK LLP is a limited liability partnership registered in England and Wales: No.OC307742. Registered office: 30 Finsbury Square, London, EC2A 1AG. A list of members is
available from our registered office. Grant Thornton UK LLP is authorised and regulated by the Financial Conduct Authority. Grant Thornton UK LLP is a member firm of Grant
Thornton International Ltd (GTIL). GTIL and the member firms are not a worldwide partnership. Services are delivered by the member firms. GTIL and its member firms are not agents
of, and do not obligate, one another and are not liable for one another’s acts or omissions.
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Headlines
This table summarises the key findings and other matters arising from the statutory audit of University Hospitals Plymouth NHS Trust (‘the Trust’) and the preparation of the Trust's
financial statements for the year ended 31 March 2019 for those charged with governance.
Financial
Statements

Under International Standards of Audit (UK) (ISAs) and the National
Audit Office (NAO) Code of Audit Practice ('the Code'), we are
required to report whether, in our opinion:
• the Trust's financial statements give a true and fair view of the
financial position of the Trust and income and expenditure for
the year; and
• The Trust’s financial statements, and the parts of the
Remuneration and Staff Report to be audited, have been
properly prepared in accordance with International Financial
Reporting Standards, as interpreted and adapted by the
Department of Health and Social Care (DHSC) and the DHSC
group accounting manual 2018/19 (GAM).
We are also required to report whether other information published
together with the audited financial statements in the Annual Report,
is materially inconsistent with the financial statements or our
knowledge obtained in the audit or otherwise appears to be
materially misstated.
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Our audit work was completed on site during May. Our findings are summarised from
pages 5 to 15 of this report.
At the time of writing we have not identified any adjustments to the financial statements
that have resulted in an adjustment to the Trust’s retained deficit position of £27.166m.
Audit adjustments are detailed in Appendix C. We have also raised recommendations for
management as a result of our audit work in Appendix A. Our follow up of
recommendations from the prior year’s audit are detailed in Appendix B. There is one
recommendation from 2017/18 that has not been actioned and we have asked the Audit
Committee to form a view on this.
Although our work is not yet complete, there are no matters of which we are aware that
would require modification of our audit opinion (see Appendix E) or material changes to
the financial statements
At time of writing the following matters were outstanding:
-

Discussions with the valuer regarding the annual revaluation of land and buildings

-

Receipt of documentation to support the values given to the items we counted during
the stocktake

-

Completion of remuneration report testing

-

Review of disclosure-only notes in the financial statements (e.g. better payment
practice code and contingent liabilities)

-

Review of the Trust’s accounts consolidation schedules and to carry out specified
procedures (on behalf of the NAO)

-

Receipt of management representation letter

-

Review of subsequent events

-

Review of the final set of financial statements and final Annual Report

-

Completion of final key audit partner review of audit file and review of the final set of
financial statements.
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Headlines
This table summarises the key findings and other matters arising from the statutory audit of University Hospitals Plymouth NHS Trust (‘the Trust’) and the preparation of the Trust's
financial statements for the year ended 31 March 2019 for those charged with governance.
Value for Money
arrangements

Statutory duties

Under the National Audit Office (NAO) Code of Audit Practice ('the
Code'), we are required to report by exception if, in our opinion, the
Trust has not made proper arrangements to secure economy,
efficiency and effectiveness in its use of resources ('the value for
money (VFM) conclusion’).

We have completed our risk based review of the Trust’s value for money arrangements.
We have concluded that University Hospitals Plymouth NHS Trust has proper
arrangements to secure economy, efficiency and effectiveness in its use of resources
except for the matter identified in respect of the Trust’s financial forecasting.

The Local Audit and Accountability Act 2014 (‘the Act’) also
requires us to:
• report to you if we have applied any of the additional powers
and duties ascribed to us under the Act; and
• certify the closure of the audit.

On 17 May 2017 we referred a matter to the Secretary of State under section 30 of the
Local Audit and Accountability Act 2014 in relation to the Trust’s expected breach of its
statutory break-even duty for the three year period ending 31 March 2019.

We therefore anticipate issuing a qualified ‘except for’ value for money conclusion, as
detailed in Appendix E. Our findings are summarised in section 3.

Looking to 2019/20 and beyond, we will consider whether a similar referral is necessary
and will advise the Board and Audit Committee accordingly.
We have completed the majority of work under the Code and expect to be able to certify
the completion of the audit when we give our audit opinion.

Acknowledgements
We would like to take this opportunity to record our appreciation for the assistance provided by the finance team and other staff during our audit.

© 2019 Grant Thornton UK LLP | Audit Findings Report for University Hospitals Plymouth NHS Trust | 2018/19

4

Item 14, Annex E

Financial statements

DRAFT

Summary
Audit approach
Overview of the scope of our audit
This Audit Findings Report presents the observations arising from the audit that are
significant to the responsibility of those charged with governance to oversee the financial
reporting process, as required by International Standard on Auditing (UK) 260 and the
Code of Audit Practice (‘the Code’). Its contents have been discussed with management.
As auditor we are responsible for performing the audit, in accordance with International
Standards on Auditing (UK) and the Code, which is directed towards forming and
expressing an opinion on the financial statements that have been prepared by
management with the oversight of those charged with governance. The audit of the
financial statements does not relieve management or those charged with governance of
their responsibilities for the preparation of the financial statements.

Our audit approach was based on a thorough understanding of the Trust's business and is
risk based, and in particular included:
•

An evaluation of the Trust's internal controls environment, including its IT systems and
controls; and

•

Substantive testing on significant transactions and material account balances, including
the procedures outlined in this report in relation to the key audit risks.

We have not had to change our audit plan, as communicated to you on 10 December
2018.
Conclusion
At the time of writing, our audit of your financial statements is still in progress. Subject to
outstanding queries being resolved, we anticipate issuing an unqualified audit opinion
following the Board meeting on 24 May 2019, as detailed in Appendix E.
The outstanding items are set out on page 3 of this report and we will provide an update on
our work to the Trust’s Audit Committee on 23 May 2019.

Our approach to materiality
The concept of materiality is fundamental to the preparation of the financial statements and the audit process and applies not only to the monetary misstatements but also to
disclosure requirements and adherence to acceptable accounting practice and applicable law. Materiality calculations remain the same as reported in our audit plan.
We detail in the table below our determination of materiality for University Hospitals Plymouth NHS Trust.
Amount (£)

Comments

Materiality for the financial statements

£8m

This was based on the gross expenditure for the previous year, as reported in our plan.
Although the gross expenditure was higher in 18/19 we decided that it would not be
appropriate to increase the level of materiality we had previously determined.

Performance materiality

£6m

This is 75% of the above materiality.

Trivial matters

£300k

This is set by the National Audit Office (NAO).

Materiality for senior officer remuneration

£20k

We adopted a lower level of materiality due to increased levels of public interest in the
disclosures.
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Significant findings


Risks identified in our Audit Plan

Commentary

Revenue Recognition

Auditor commentary

Trusts are facing significant external pressure to
restrain budget overspends and meet externally set
financial targets, coupled with increasing patient
demand and cost pressures. In this environment,
we have considered the rebuttable presumed risk
under ISA (UK) 240 that revenue may be misstated
due to the improper recognition of revenue.

We have undertaken the following work in relation to this risk:

We have rebutted this presumed risk for the
revenue streams of the Trust that are principally
derived from contracts that are agreed in advance
at a fixed price. We have determined these to be
income from:

Block contract income element of patient care
revenues
Education & training income
We have not deemed it appropriate to rebut this
presumed risk for all other material streams of
patient care income and other operating revenue.

•

evaluated the Trust’s accounting policy for recognition income from patient care activities and other operating
revenue for appropriateness and compliance with the DHSC Group Accounting Manual 2018/19 ;

•

updated our understanding of the Trust's system for accounting for income from patient care activities and other
operating revenue, and evaluated the design of the associated controls;

Patient Care Income
• using the DHSC mismatch report, we have investigated unmatched revenue and receivable balances over the NAO
£0.3m threshold, corroborating the unmatched balances used by the Trust to supporting evidence;
• agreed, on a sample basis, income from contract variations and year end receivables to signed contract variations,
invoices or other supporting evidence such as correspondence from the Trust’s commissioners.

Other Operating Revenue
• agreed, on a sample basis, income and year end receivables from other operating revenue to invoices and cash
payment or other supporting evidence,
Our audit work has not identified any issues in respect of revenue recognition.

We have therefore identified the occurrence and
accuracy of these income streams of the Trust and
the existence of associated receivable balances as
a significant risk, which was one of the most
significant assessed risks of material misstatement.
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Significant findings


Risks identified in our Audit Plan

Commentary

Management over-ride of controls

Auditor commentary

Under ISA (UK) 240 there is a non-rebuttable presumed risk that the risk of
management over-ride of controls is present in all entities. The Trust faces
external pressures to meet agreed targets, and this could potentially place
management under undue pressure in terms of how they report performance.

We have undertaken the following work in relation to this risk:

We therefore identified management override of control, in particular journals,
management estimates and transactions outside the course of business as a
significant risk, which was one of the most significant assessed risks of material
misstatement.

•

evaluated the design effectiveness of management controls over journals

•

analysed the journals listing and determined the criteria for selecting high risk unusual
journals

•

tested unusual journals made during the year and after the draft accounts stage for
appropriateness and corroboration

•

gained an understanding of the accounting estimates and critical judgements applied by
management and consider their reasonableness

•

evaluated the rationale for any changes in accounting policies, estimates or significant
unusual transactions.

Our audit work has not identified any issues in respect of the above areas.



Going Concern Material Uncertainty Disclosures
As auditors, we are required to “obtain sufficient appropriate audit evidence
about the appropriateness of management's use of the going concern
assumption in the preparation and presentation of the financial statements and to
conclude whether there is a material uncertainty about the entity’s ability to
continue as a going concern. entity's ability to continue as a going concern
The Trust are facing significant financial challenges and have forecast a deficit
position for 2018/19 and 2019/20. The Trust will therefore require further cash
support to pay its expenses in these years. The source and value of this support
has yet to be confirmed.

Auditor commentary

We therefore identified the adequacy of disclosures relating to material
uncertainties that may cast doubt on the Trust’s ability to continue as a going
concern in the financial statements as a significant risk. Given the sensitive
nature of these disclosures, this is one of the most significant assessed risks of
material misstatement.

We asked the Trust to revise its disclosure regarding the material uncertainty regarding the
going concern issues.
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We have undertaken the following work in relation to this risk:
•
•
•

discussed the financial standing of the Trust with officers
reviewed management's assessment of going concern assumptions and supporting
information, e.g. 2019/20 operating plan, FIP programme and cash flow forecasts for 12
months following the expected date of our audit opinion
evaluated the completeness and accuracy of disclosures on material uncertainties with
regard to going concern in the financial statements.

As noted on page 3, our anticipated audit report opinion will be unqualified including a
material uncertainty relating to going concern.
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Significant findings


Risks identified in our Audit Plan

Commentary

Valuation of land and buildings
The Trust revalues its land and buildings on an annual basis
to ensure that the carrying value is not materially different
from the current value at the financial statements date. This
valuation represents a significant estimate by management in
the financial statements.

Auditor commentary

Management have engaged the services of a valuer to
estimate the current value as at 31 March 2019.
The valuation of land and buildings is a key accounting
estimate which is sensitive to changes in assumptions and
market conditions.
We therefore identified valuation of land and buildings,
particularly revaluations and impairments, as a significant
risk, which was one of the most significant assessed risks of
material misstatement.

We have undertaken the following work in relation to this risk:

•
•
•
•
•

evaluated management's processes and assumptions for the calculation of the estimate, the instructions
issued to the valuation experts and the scope of their work
evaluated the competence, capabilities and objectivity of the valuation expert using our own Auditor’s expert
written to the valuer to confirm the basis on which the valuations were carried out
tested, all revaluations made during the year to ensure they have been input correctly into the Trust's asset
register and therefore reflected in the financial statements
ensured that all land and buildings were revalued during the year

At the time of writing we have not received a response from the Trust’s Valuer and so we have not been able to
complete our work in relation to challenging:
•
•
•
•

the information provided to the valuer at the start of the valuation exercise;
the assumptions used by the valuer ;
how the Valuer ensured the completeness of the assets; and
whether the valuations provided were consistent with our understanding.

Our audit work to date has not identified any issues in respect of valuation of land and buildings.
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Significant findings


Risks identified in our Audit Plan

Commentary

Expenditure Recognition
Trusts are facing significant external pressure to restrain
budget overspends and meet externally set financial targets,
coupled with increasing patient demand and cost pressures.
In this environment, we have considered the risk of material
misstatement due to fraudulent financial reporting that may
arise from the manipulation of expenditure recognition.

Auditor commentary
We have undertaken the following work in relation to this risk:
•
•

•
We have determined the risk for the expenditure streams
specified below to be of a lower risk:
•
•
• Staff and directors remuneration costs
•

Clinical negligence

•

Capital costs e.g. depreciation

evaluated the Trust's accounting policy for recognition of non-pay expenditure for appropriateness
gained an understanding of the Trust's system for accounting for non-pay expenditure and evaluated the
design of the associated controls;
updated our understanding of the Trust’s goods received not invoiced accrual process, challenging key
underlying assumptions, the appropriateness of the source of data used and the basis for calculations
tested, on a sample basis, a listing from the cash book or equivalent of non-pay payments made in April
tested, on a sample basis, the listing of non-pay expenditure including agency costs, agreeing the sampled
items to supporting documentation to confirm accuracy, occurrence, completeness and classification.

Our audit work has not identified any issues in respect of expenditure recognition.

We have therefore identified the completeness and accuracy
of the general expenditure streams of the Trust and the
completeness of associated payables balances as a
significant risk, which was one of the most significant
assessed risks of material misstatement.

© 2019 Grant Thornton UK LLP | Audit Findings Report for University Hospitals Plymouth NHS Trust | 2018/19

9

DRAFT

Item 14, Annex E

Financial statements

Significant findings – matters discussed with management
This section provides commentary on the significant matters we discussed with management during the course of the audit.



Significant matter

Commentary

Assets under Construction

We discussed two elements of the assets under
construction figure with management:

Classification

Classification

Auditor view

The Trust classifies all of its expenditure on additions to
Property, Plant and Equipment as assets under
construction and then re-categorises this expenditure to
the relevant class of asset (buildings, plant & machinery
etc). Whilst some of this was legitimately an asset under
construction (e.g. a major project) others (e.g. furniture)
were not and should have been treated as a direct
addition to the relevant category.

•

The Trust is incorrectly showing some additions to
Property, Plant and Equipment as assets under
construction.

Management response
•

We have satisfied ourselves that this is not material.

The Trust includes all additions in this way as this is the
mechanism by which the capital programme is
managed. We will review how this disclosure note can
be more accurately stated in 2019/20.

This is a disclosure issue only and the year balance of
PPE is unaffected.

Year end balance

Year end balance

Auditor view

Our testing identified some assets which had been
brought into operational use before 31 March 2019 and
which were still classified as assets under construction.
Assets under construction are not subject to depreciation
whereas operational assets are. The potential impact on
the financial statements therefore only relates to the
depreciation element and the effect is not material.

•
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The Trust has incorrectly classified some operational
assets as being still under construction.

Management response
•

We will introduce a control to review the assets under
construction balance to ensure that only appropriate
schemes are included.
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Significant findings - other issues
This section provides commentary on new issues and risks which were identified during the course of the audit that were not previously communicated in the Audit Plan and a
summary of any significant deficiencies identified during the year.

Issue

Commentary

Auditor view

Clarification of RICS guidance

During 2017/18 the Trust worked with its valuer to review the
useful economic lives (UEL) of its property, plant and
equipment. The average asset life increased by 20 years to
47.5 years, reducing the annual depreciation charge by £2.6m
in that year.

Management have performed analysis to demonstrate that, had the revised
economic lives been used as the basis for the depreciation charge in 2018/19,
this charge would have been approximately £2.5m higher. We have reviewed
this analysis, and consider this to be a reasonable estimate.

Late in 2018/19, RICS issued
clarification to its guidance on the
estimation of the useful lives of
assets.
This guidance revision affected
the depreciation charge for the
various components of an asset
and meant that the asset lives
previously provided by the Trust’s
valuer could no longer be used.
The Trust has not amended the
Useful Economic Lives of its
assets in the year as a result of
this guidance.

The RICs guidance stated that asset lives for individual
components of a building should be used, treating each
component separately rather than viewing the asset as a
whole. This is the approach used by the Trust prior to 2017/18

We have gained assurance that the potential impact of this change in 2018/19
is not material and so are not minded to challenge management’s view.
The Trust will revert back to its previous approach in 2019/20 which it believes
will comply with the clarification provided by RICS.

There has been a lot of debate in the sector regarding
whether this change constitutes a change in estimate or an
accounting error.
Management’s view is that this is a change in the estimate of
the useful lives used, and should be corrected prospectively in
the Trust’s financial statements.
The Trust revalues its land and buildings each year. When
assets are revalued, the accumulated depreciation is reversed
out, so there is no cumulative depreciation error to be
considered.
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Significant findings - accounting policies
Accounting area

Summary of policy

Comments

Revenue recognition

Accounting policy 1.3 states:

We have considered:

 Revenue in respect of goods/services provided is
recognised when (or as) performance obligations
are satisfied by transferring promised
goods/services to the customer and is measured at
the amount of the transaction price allocated to
those performance obligations.

 Appropriateness of the policy under relevant accounting
framework

 The Trust accrues income relating to performance
obligations satisfied in that year.

 Extent of judgement involved, including range of possible
outcomes and potential financial statement impact of
different accounting policy choices

Assessment


Green

 Adequacy of disclosure of the accounting policy
There are no issues to bring to your attention.

 Where consideration received or receivable relates
to a performance obligation that is to be satisfied in
a future period, the income is deferred and
recognised as a contract liability.
 The Trust receives income under the NHS injury
cost recovery scheme. The Trust recognises the
income when it receives notification from the
Department of Work and Pension's Compensation
Recovery Unit, has completed the NHS2 form and
confirmed there are no discrepancies with the
treatment. The income is measured at the agreed
tariff for the treatments provided to the injured
individual, less an allowance for unsuccessful
compensation claims and doubtful debts in line with
IFRS 9 requirements of measuring expected credit
losses over the lifetime of the asset.

Assessment

Marginal accounting policy which could potentially be open to challenge by regulators

Accounting policy appropriate but scope for improved disclosure

Accounting policy appropriate and disclosures sufficient
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Significant findings - accounting policies
Accounting area

Summary of policy

Comments

Judgements and estimates

 Key estimates and judgements include:

We have considered:

−

Revaluations

 Appropriateness of policy under relevant accounting framework

−

Impairments

 Extent of judgement involved

−

Accruals

 Potential financial statement impact of different assumptions

Assessment


Green

 Range of possible outcomes – where does the Trust sit within that
range?
 Adequacy of disclosure of accounting policy

There are no issues we wish to bring to your attention.
Other critical policies

 The Trust has adopted the standard
accounting policies as set out in the GAM.

We have reviewed the Trust's policies against the requirements of
the Manual for Accounts. Overall the Trust has tailored the standard
accounting policies to its individual circumstances, although they
could be shortened and made more focussed – for example
intangible assets are not material and so no accounting policy is
required.


Green

Assessment

Marginal accounting policy which could potentially be open to challenge by regulators

Accounting policy appropriate but scope for improved disclosure

Accounting policy appropriate and disclosures sufficient
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Other communication requirements
We set out below details of other matters which we, as auditors, are required by auditing standards and the Code to communicate to those charged with governance.

Issue

Commentary



Matters in relation to fraud

•

We have previously discussed the risk of fraud with the Audit Committee. We have not been made aware of any other incidents in the
period and no other issues have been identified during the course of our audit procedures.



Matters in relation to related
parties

•

We are not aware of any related parties or related party transactions which have not been disclosed.



Matters in relation to laws and
regulations

•

You have not made us aware of any significant incidences of non-compliance with relevant laws and regulations and we have not
identified any incidences from our audit work.



Written representations

•

A letter of representation has been requested from the Trust which is included in the Audit Committee papers.

•

A specific representation has been requested from management in respect of the use of the going concern principle.



Confirmation requests from
third parties

•

We requested from management permission to send confirmation requests to its bankers. This permission was granted and the
requests were sent. Both of these requests were returned with positive confirmation.



Accounting practices

•

We have evaluated the appropriateness of the Trust’s accounting policies, accounting estimates and financial statement disclosures.



Audit evidence and
explanations/significant
difficulties

•

All information and explanations requested from management was provided.
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Other responsibilities under the Code


Issue

Commentary

Other information

 We are required to give an opinion on whether the other information published together with the audited financial statements
(including the Annual Report), is materially inconsistent with the financial statements or our knowledge obtained in the audit or
otherwise appears to be materially misstated.

As noted on page 3, this work has not yet been completed.



Auditable elements of
Remuneration and Staff
Report

 We are required to give an opinion on whether the parts of the Remuneration and Staff Report subject to audit have been prepared
properly in accordance with the requirements of the Act, directed by the Secretary of State with the consent of the Treasury.
 We have audited the elements of the Remuneration and Staff report , as required by the Code. We were notified of late guidance
issued by the NHS Business Services Authority on 20 May 2019 and the Trust is reviewing some of its disclosures.
 Subject to a review of these revisions, we propose to issue an unqualified opinion.



Matters on which we report by
exception

We are required to report on a number of matters by exception in a number of areas:
 If the Annual Governance Statement does not comply with guidance issued by NHS Improvement or is misleading or inconsistent with
the information of which we are aware from our audit.

 The information in the annual report is materially inconsistent with the information in the audited financial statements or apparently
materially incorrect based on, or materially inconsistent with, our knowledge of the Trust acquired in the course of performing our
audit, or otherwise misleading.
 If we have applied any of our statutory powers or duties.
We have raised some queries on the Annual Governance Statement and have not completed our work on the Annual Report. We did not
apply any of our statutory powers or duties in the year.




Review of accounts
consolidation schedules and
specified procedures on
behalf of the group auditor

 We are required to give a separate audit opinion on the Trust accounts consolidation schedules and to carry out specified procedures
(on behalf of the NAO) on these schedules under group audit instructions. In the group audit instructions the Trust was selected as a
non-sampled component.

Certification of the closure of
the audit

We intend to certify the closure of the 2018/19 audit of University Hospitals Plymouth NHS Trust in the audit opinion, as detailed in
Appendix E.

 We will complete this work once our audit of the financial statements has been finalised.
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Value for Money
Background to our VFM approach

Risk assessment

We are required to satisfy ourselves that the Trust has made proper arrangements for
securing economy, efficiency and effectiveness in its use of resources and report by
exception where we are not satisfied. This is known as the Value for Money (VFM)
conclusion.

We carried out an initial risk assessment in December 2018 and identified two
significant risks in respect of specific areas of proper arrangements using the
guidance contained in AGN03. We communicated these risks to you in our Audit Plan
dated 10 December 2018.

We are required to carry out sufficient work to satisfy ourselves that proper arrangements
are in place at the Trust. In carrying out this work, we are required to follow the NAO's
Auditor Guidance Note 3 (AGN 03) issued in November 2017. AGN 03 identifies one single
criterion for auditors to evaluate:

We have continued our review of relevant documents up to the date of giving our
report and have not identified any further significant risks where we need to perform
further work.

“In all significant respects, the audited body takes properly informed decisions and deploys
resources to achieve planned and sustainable outcomes for taxpayers and local people.”
This is supported by three sub-criteria, as set out below:

We carried out further work only in respect of the significant risks we identified from
our initial and ongoing risk assessment. Where our consideration of the significant
risks determined that arrangements were not operating effectively, we have used the
examples of proper arrangements from AGN 03 to explain the gaps in proper
arrangements that we have reported in our VFM conclusion.

Informed
decision
making

Value for
Money
arrangements
criteria
Working
with partners
& other third
parties

Sustainable
resource
deployment
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Value for Money
Our work

Recommendations for improvement

AGN 03 requires us to disclose our views on significant qualitative aspects of the Trust's
arrangements for delivering economy, efficiency and effectiveness.

We discussed findings arising from our work with management

We have focused our work on the significant risks that we identified in the Trust's
arrangements. In arriving at our conclusion, our main considerations were:
•
•

The Trust’s financial outturn for the year per the draft financial statements compared to
its original forecast at the start of the year;
The progress the Trust has made in addressing the issues raised by the Care Quality
Commission (CQC)

We have set out more detail on the risks we identified, the results of the work we
performed, and the conclusions we drew from this work in the remainder of this section.

We have not made any recommendations for improvement as the issues are fully
understood by management.

Significant difficulties in undertaking our work
We did not identify any significant difficulties in undertaking our work on your
arrangements which we wish to draw to your attention.

Significant matters discussed with management
There were no matters where no other evidence was available or matters of such
significance to our conclusion or that we required written representation from
management or those charged with governance.

Overall conclusion
Based on the work we performed to address the significant risks, we are satisfied that the
Trust had proper arrangements for securing economy, efficiency and effectiveness in its
use of resources except for the matter we identified in respect of Trust’s financial
forecasting.
We therefore propose to give a qualified 'except for' conclusion.
The text of our proposed report can be found at Appendix E.
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Key findings
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Significant risk
from Audit Plan

Financial Management and Financial Standing
The Trust was planning a small deficit of approximately £3m for 2018/19.
Early in the financial year it became apparent that this outturn was not achievable and that the Trust was unable to identify remedial actions sufficient
to enable it to deliver its original financial target. After dialogue with NHS Improvement, a revised budget for the year was submitted in October 2019
which showed an increased deficit of approximately £30m for the year, a proportion of which is due to the loss of Provider Sustainability Funding (PSF)
of £11.1m. There is a risk that the Trust’s financial management arrangements for setting and monitoring its budgets are inadequate.
We will consider the outturn position for the year and the manner in which this was achieved. We will also consider any feedback provided to the Trust
by NHS Improvement on its original budget for the year.

Findings and
conclusion

In five of the last six years the Trust has not achieved its statutory break-even duty. Its performance over that period has been as follows:
Financial Year

Breakeven
duty in-year
financial
performance
(£m)

Financial Year

Breakeven
duty in-year
financial
performance
(£m)

2013/14

(12.986)

2016/17

(39.900)

2014/15

(4.989)

2017/18

3.407

2015/16

(35.996)

2018/19

(27.166)

As can be seen, the Trust reported a surplus in 2017/18 of £3.4m. However, this reported surplus reflected the additional financial support received in
the year by the Trust. The position, excluding this support for the last two years, based on the draft financial statements for 2018/19, is as follows:
Area

2018/19 (£m)

2017/18 (£m)

Break-even performance as above

(27.166)

3.407

Less: Provider Sustainability Fund (formerly known as Sustainability and
Transformation Fund)

6.091

16.636

Position excluding financial support

(33.257)

(13.229)
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Key findings - Financial Management and Financial Standing
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Findings and
conclusion

At the end of 2017/18, the Trust recognised that its future financial viability could only be achieved through system re-design and that an approach of
‘more of the same’ was not sustainable. There were three strands to this strategy:
•
•
•

Increased engagement with primary care to help increase capacity, address issues early on and to reduce the number of people presenting at the
Trust
Integration with Livewell South West to improve the combined service delivery and generate efficiency savings
Efficiency and productivity gains across the Trust.

These strands did not progress as well as originally expected in 2018/19 and the Trust must ensure that its longer-term focus does not lose sight of the
fundamental changes that will be required across the system. A ‘more of the same’ approach will not deliver a financially sustainable position for the
Trust.
When the Trust was setting its initial budget for 2018/19 it was projecting a small surplus for the year of £0.3m. This modest surplus was dependent on
the receipt of Provider Sustainability Fund (PSF) income of £16.6m. The underlying deficit for the year at that stage was therefore £16.3m.
PSF income is additional income that trusts may be eligible to receive, provided that they:
•
•
•

Agree the control total (financial target) set by NHS England and NHS Improvement
Deliver their control total for the year (70% of funding)
Achieve their performance target for Accident and Emergency (A&E) waiting times (30% of funding).

A large majority of trusts do sign up to their control total and so would be eligible to receive PSF income. However, trusts do need to be mindful of the
realism of the likelihood this income ultimately being received. The trusts that will struggle to achieve the PSF funding are those:
•
•

Who have reservations about the achievement of their financial plans, especially where this is dependent upon ambitious income and savings
targets
Whose current operational performance is significantly below the levels required to achieve the funding and where there are no realistic plans in
place to consistently improve this performance.

By the time that the Trust’s Board agreed the budget for the year in April 2018, the possible PSF income due to the Trust was less than was originally
expected and the original budget for the year was for a deficit for the year of approximately £3.8m.
The Trust recognised that this was a challenging financial target from the outset and it was developed against a background of increasing demand and
increasing cost pressures.
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Key findings - Financial Management and Financial Standing
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Findings and
conclusion

The achievement of the Trust’s budget for 2018/19 was dependent upon:
•
•
•

Provider Sustainability Fund income of £12.5m
The achievement of a Financial Improvement Programme (FIP) of £32.9m (equivalent to 6.8% of the previous year’s expenditure, excluding
depreciation and amortisation)
The delivery of increased activity levels in certain key specialities

The in-year reporting to the Board showed that the Trust was struggling to achieve this financial target from the start of the year. The Trust resubmitted its Annual Plan to NHS England and NHS Improvement in June 2018 which re-profiled its savings programme to have a greater proportion
of savings delivered later in the financial year.
It subsequently became apparent that the re-profiled budget itself was not achievable and a revised budget was submitted to NHS England and NHS
Improvement in October 2018. This revised budget was for a deficit of £30m for the year, a significant deterioration compared to the original projected
deficit of £3.8m.
The key variances between the original budget and the revised budget are as follows:
Area

Variance (£m) Commentary

Financial improvement
Plan

10.0

The original target was overly ambitious based on the level of savings achieved across the NHS, where
our experience shows that 5% of expenditure is the maximum likely to be achievable, and the fact that
identifying such savings year on year is increasingly difficult; the revised budget showed that the Trust
expected to achieve £23m of the original £33m.

Income re specialist
services

3.5

Income was not as high as was originally expected, although this means that the associated costs were
also not as high.

National pay award

1.0

Although the Trust received funding to cover the national pay award for its own staff, this did not include
the pay award for staff working in outsourced services.

Provider Sustainability
Funding (PSF)

11.1

The slippage against the original budget meant that the Trust was not eligible for the full PSF relating to
its financial performance.
A&E waiting times were not met throughout the year meaning that the service element of the PSF was
not achieved.

Total

£25.6m
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Key findings - Financial Management and Financial Standing
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Findings and
conclusion

Following the resubmission of the revised forecast in October 2018, NHS Improvement (NHSI) undertook a review of the Trust’s financial position and
the reason for the deterioration in the forecast outturn for the year. This review was carried out because the scale of the Trust’s projected deficit was
significant enough to trigger the consideration of Financial Special Measures (FSM) being applied to the Trust. FSM apply when NHS trusts and
foundation trusts have serious problems and there are concerns that the existing leadership cannot make the necessary improvements without
support.
FSM consist of a set of interventions designed to remedy problems within a reasonable timeframe. Trusts may be placed in special measures as a
result of serious failures in quality of care and/or serious financial problems.
In February 2019 NHS Improvement (NHSI) wrote to the Trust at the conclusion of this investigation. NHSI identified a number of areas for the Trust to
consider including medical staffing costs, the overall increase in the Trust’s workforce and the average length of stay for inpatients. The letter
concluded that NHSI “do not conclude that FSM is appropriate for the Trust at this time. We [NHS Improvement] will continue to keep this under review
whilst considering the Trust’s financial performance.”
The Trust’s draft financial statements for the year ended 31 March 2019 report a deficit for the year of approximately £27m, which is £3m lower than
the revised budget.
Conclusion
It is clear from the above that the original budget for 2018/19 was not realistic and that the re-profiling of the savings plans for the year was insufficient
to address the underlying financial pressures in the year. As a result, we have concluded that the Trust’s arrangements for setting its budget in
2018/19 were inadequate.
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Key findings
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Significant risk
from Audit Plan

CQC Inspection
On 15 August 2018, the Care Quality Commission (CQC) reported on the quality of the services provided by the Trust and how it used its resources.
The overall assessment was ‘requires improvement’. Following the inspection, the CQC issued two Warning Notices requiring the Trust to take urgent
action to improve the management of medicines within its pharmacy services and ensure there were significant improvements in the diagnostic
services. Per the CQC’s framework, there is a risk that the Trust is not using its resources effectively and is providing care where the quality is below
what is legally required.
We will review the progress the Trust has made in addressing the issues within the action plan developed after the CQC inspection. We will also
consider any future reports issued by the CQC.

Findings and
conclusion

Use of Resources
On 15 August 2018 the Care Quality Commission (CQC) published its Use of Resources Assessment Report for the Trust. The report also contained
the CQC’s combined rating for quality and resources for the Trust.
The CQC’s reporting system uses four ratings – outstanding, good, requires improvement and inadequate.
The quality scores reported for the Trust in August 2018 were as follows:
Quality

2018 Assessment

Progress Since Previous Assessment

Are services safe?

Requires improvement

No change

Are services effective?

Requires improvement

Dropped from ‘good’

Are services caring?

Outstanding

No change

Are services responsive?

Requires improvement

No change

Are services well-led?

Requires improvement

Dropped from ‘good’

Overall Quality Rating

Requires improvement

No change
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Key findings - CQC Inspection
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Findings and
conclusion

Use of Resources
On 15 August 2018 the Care Quality Commission (CQC) published its Use of Resources Assessment Report for the Trust. The report also contained
the CQC’s combined rating for quality and resources for the Trust.
The CQC’s reporting system uses four ratings – outstanding, good, requires improvement and inadequate.
The use of resources scores reported for the Trust in August 2018 were as follows:
Use of Resources (based on NHSI
review)

2018 Assessment

Progress Since Previous Assessment

Are resources used productively?

Requires improvement

Not previously reported

The CQC’s combined rating for Quality and Use of Resources at the Trust was ‘Requires Improvement’.
At that time, the CQC noted that the Trust had been unable to sustain the momentum and embed the improvements that it had seen on its previous
inspection. As a result of this, the Trust’s ratings for being ‘effective’ and ‘well led’ had moved from ‘Good’ to ‘Requires Improvement’.
The Trust produced an update paper in January 2019 regarding the actions being taken to address the Use of Resources findings. It was not clear
whether this covered all of the actions necessary to address the concerns raised in the assessment and, with long lead-in times on some actions it is
not yet possible for the Trust to assess the progress made.
Warning Notices
In April and May 2018 the CQC inspected the Trust to check the quality of six core services: urgent and emergency services, medical care, surgery,
maternity, outpatients and diagnostic services.
Following this inspection, CQC issued two Warning Notices in August 2018 requiring the Trust to take urgent action to improve the management of
medicines within its pharmacy services and to ensure there were significant improvements in the diagnostic services. The Trust was required to make
the significant improvements identified in the Warning Notices by 26 th October 2018. This is a very short response time and reflects the importance
placed on remedial action by the CQC.
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Key findings - CQC Inspection
We set out below our key findings against the significant risks we identified through our initial risk assessment, as reported in the audit plan.
Findings and
conclusion

At the time the warning notices were issued, the CQC noted that the Trust had been unable to sustain the momentum and embed the improvements
that it had seen on its previous inspection. As a result of this, the Trust’s ratings for being ‘effective’ and ‘well led’ had moved from ‘Good’ to ‘Requires
Improvement’.
The Trust has developed a comprehensive action plan to address the issues raised by the CQC and this comprises of 199 separate actions. Progress
against these agreed actions is reported to ach Board meeting in recognition of the seriousness of the situation. See November Board papers and later
meetings.
The CQC conducted a follow-up inspection in December 2018 and their findings were reported in February 2019.
During the follow-up inspection, the CQC found that whilst there had been progress in addressing the concerns within the pharmacy areas, further
improvements were needed in diagnostic services and this will require continued efforts from the Trust..
In the CQC’s opinion, the Trust had not made enough progress to satisfy the Warning Notices and the Trust acknowledged that it had not allocated
enough resources to meet in full the requirements of the Warning Notice within the pharmacy services. The CQC also reported that it was concerned
that some staff in the diagnostic and imaging teams described a culture of poor behaviour from managers which belittled and humiliated junior staff.
The CQC have informed the Trust that it will return in due course to ensure that the necessary improvements have been made.
Conclusion
The Trust has identified actions to address the Use of Resources assessment although, as yet, it is not possible to assess how effective these will be.
Whilst progress has been made in addressing the concerns within the pharmacy areas, the CQC noted that further improvements were needed in
diagnostic services.
On balance we have concluded that the Trust has adequate arrangements in place to address the issues raised by the CQC.
The Trust has a very challenging agenda if it is to be financially sustainable whilst delivery high quality services. There are a vast number of actions
and initiatives within the Trust and there is a very real risk that:
•
•

the Trust could become overloaded by the sheer volume of these
the focus is too much on the operational level of addressing myriad recommendations and actions and that the high-level strategic vision is
overlooked. Co-ordination and rationalisation is essential if the Trust is to achieve its longer term vision of five strategic aims.

© 2019 Grant Thornton UK LLP | Audit Findings Report for University Hospitals Plymouth NHS Trust | 2018/19

24

Item 14, Annex E

Independence and ethics

DRAFT

Independence and ethics
We confirm that there are no significant facts or matters that impact on our independence as auditors that we are required or wish to draw to your attention. We have complied with the
Financial Reporting Council's Ethical Standard and confirm that we, as a firm, and each covered person, are independent and are able to express an objective opinion on the financial
statements
We confirm that we have implemented policies and procedures to meet the requirements of the Financial Reporting Council’s Ethical Standard and we as a firm, and each covered
person, confirm that we are independent and are able to express an objective opinion on the financial statements.
Further, we have complied with the requirements of the National Audit Office’s Auditor Guidance Note 01 issued in December 2017 which sets out supplementary guidance on ethical
requirements for auditors of local public bodies.
Details of fees charged are detailed in Appendix D
Audit and Non-audit services
For the purposes of our audit we have made enquiries of all Grant Thornton UK LLP teams providing services to the Trust. The following non-audit services were identified as well as
the threats to our independence and safeguards that have been applied to mitigate these threats. No new services have been identified since our audit plan was produced.

Fees £

Threats identified

Safeguards

Review of the Trust’s
Quality Accounts

8,000

Self-Interest (because
this is a recurring fee)

The level of this recurring fee taken on its own is not considered a significant threat to independence as the fee
for this work is £8,000 in comparison to the total fee for the audit of £55,485 and in particular relative to Grant
Thornton UK LLP’s turnover overall. Further, it is a fixed fee and there is no contingent element to it. These
factors all mitigate the perceived self-interest threat to an acceptable level.

Audit of the Trust’s
Charitable Funds

3,847

Self-Interest (because
this is a recurring fee)

We have appointed different Engagement Leads for the Trust’s audit and the Charitable Funds’ audit.

Audit related

The level of this recurring fee taken on its own is not considered a significant threat to independence as the fee
for this work is £3,847 in comparison to the total fee for the audit of £55,485 and in particular relative to Grant
Thornton UK LLP’s turnover overall. Further, it is a fixed fee and there is no contingent element to it. These
factors all mitigate the perceived self-interest threat to an acceptable level.

These services are consistent with the Trust’s policy on the allotment of non-audit work to your auditors and all services have been approved by the Audit Committee.
None of the services provided are subject to contingent fees.
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Action plan
We have identified two recommendations for the Trust as a result of issues identified during the course of our audit. We have agreed our recommendations with management and we will
report on progress on these recommendations during the course of the 2019/20 audit. The matters reported here are limited to those deficiencies that we have identified during the
course of our audit and that we have concluded are of sufficient importance to merit being reported to you in accordance with auditing standards.

Assessment




Amber

Issue and risk

Recommendations

Assets under construction

1.

The Trust should ensure that only expenditure that is truly ‘under construction’
should be disclosed as such.

2.

The Trust should critically review its assets under construction at the year end to
ensure that there are no assets which have been brought into operational use
included.

The Trust classifies the majority (98%) of its expenditure on
additions to Property, Plant and Equipment as assets under
construction and then re-categorises this expenditure to the
relevant class of asset (buildings, plant & machinery etc). Whilst
some of this was legitimately an asset under construction (e.g. a
major project) others (e.g. furniture) were not and should have
been treated as a direct addition to the relevant category.
Our testing identified some assets which had been brought into
operational use before 31 March 2019 and which were still
classified as assets under construction. Assets under
construction are not subject to depreciation whereas operational
assets are.

Management responses
•

We will review how this disclosure note can be more accurately stated in 2019/20.

•

We will introduce a control to review the assets under construction balance to ensure
that only appropriate schemes are included.

Controls
 High – Significant effect on control system
 Medium – Effect on control system
 Low – Best practice
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Follow up of prior year recommendations
We identified one issue in the audit of University Hospitals Plymouth NHS Trust’s 2017/18 financial statements, which resulted in one recommendations being reported in our 2017/18
Audit Findings Report alongside one recommendation from the previous year. Progress against these is set out below.

Issue and recommendation previously communicated

Update on actions taken to address the issue

Assessment



The Trust’s vision of integration of services with Livewell
As noted in our VFM conclusion findings (section three of this report) this integration
Southwest offered a real opportunity to help integrate health
did not progress as well as originally expected in 2018/19 and so this
and social care services, reducing pressure on the hospital
recommendation is no longer applicable.
and providing more patient-focussed care. The timetable for
this integration was ambitious, with a view to the new
arrangements becoming operational from 1 April 2019 and the
process will need to be well managed with robust scrutiny
from the Boards of both organisations.

Recommendation
no longer
applicable.



Issue identified in the prior year
We found that the Trust does not have a policy in place for
separate individuals to review manual journals. We found that
the review of manual journals is carried out on an ad hoc
basis and recommended that the Trust has a policy in place
to follow in relation to reviewing journals over a certain
threshold.

We request that
the Audit
Committee
records whether
it is satisfied with
management’s
response.

The Trust has considered our recommendation and felt it not appropriate to
administer additional checks having evaluated the associated risks and believes that
although review of specific journals at the point of entry is not undertaken a wider and
strong environment of review of budget statements and control accounts is in place.

Assessment
✓
Action completed
X
Not yet addressed

© 2019 Grant Thornton UK LLP | Audit Findings Report for University Hospitals Plymouth NHS Trust | 2018/19

27

DRAFT

Item 14, Annex E

Appendix C

Audit Adjustments
We are required to report all non trivial misstatements to those charged with governance, whether or not the accounts have been adjusted by management.

Impact of adjusted misstatements
There were no adjusted misstatements for the year ending 31 March 2019.

Misclassification and disclosure changes
The table below provides details of misclassification and disclosure changes identified during the audit which have been made in the final set of financial statements.

Disclosure omission

Detail

Depreciation disclosure

The depreciation section of note 16.1 was amended to include the reversal of the deprecation charged
to date on the assets that were revalued in the year.

Adjusted?

✓

There was no effect on the value of Property, Plan and Equipment balances on the Trust’s Statement of
Financial Position.
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Audit Adjustments
Impact of unadjusted misstatements
There were no adjustments identified during the 2018/19 audit which have not been made within the final set of financial statements.

Impact of prior year unadjusted misstatements
There were no adjustments identified during the prior year audit which had not been made within the final set of 2017/18 financial statements.
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Fees
We confirm below our final fees charged for the audit and provision of non-audit services.

Audit Fees
Proposed fee

Final fee

Trust Audit

£51,638

£51,368

Charitable Funds audit (not yet started)

£3,847

TBC

Total audit fees (excluding VAT)

£55,485

TBC

Non Audit Fees

Fees for other services

Fees
£‘000

Audit related services:

£8,000

•

Quality Accounts

Total

£8,000
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Audit opinion
We anticipate we will provide the Trust with an unqualified audit opinion on its financial statements; we will make specific reference to the Trust’s
going concern disclosure.
We anticipate that we will provide the Trust with an ‘except for’ VFM conclusion.

Independent auditor's report to the Directors of University Hospitals Plymouth
NHS Trust
Report on the Audit of the Financial Statements
Opinion
We have audited the financial statements of University Hospitals Plymouth NHS
Trust (the ‘Trust’) for the year ended 31 March 2019, which comprise the Statement
of Comprehensive Income, the Statement of Financial Position, the Statement of
Changes in Equity, the Statement of Cash Flows and notes to the financial
statements, including a summary of significant accounting policies. The financial
reporting framework that has been applied in their preparation is applicable law and
International Financial Reporting Standards (IFRSs) as adopted by the European
Union, and as interpreted and adapted by the Department of Health and Social Care
Group Accounting Manual 2018-19.
In our opinion the financial statements:
• give a true and fair view of the financial position of the Trust as at 31 March 2019
and of its expenditure and income for the year then ended; and
• have been properly prepared in accordance with International Financial Reporting
Standards (IFRSs) as adopted by the European Union, as interpreted and
adapted by the Department of Health and Social Care Group Accounting Manual
2018-19; and
• have been prepared in accordance with the requirements of the National Health
Service Act 2006.
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Basis for opinion
We conducted our audit in accordance with International Standards on Auditing (UK)
(ISAs (UK)) and applicable law. Our responsibilities under those standards are
further described in the ‘Auditor’s responsibilities for the audit of the financial
statements’ section of our report. We are independent of the Trust in accordance with
the ethical requirements that are relevant to our audit of the financial statements in
the UK, including the FRC’s Ethical Standard, and we have fulfilled our other ethical
responsibilities in accordance with these requirements. We believe that the audit
evidence we have obtained is sufficient and appropriate to provide a basis for our
opinion.
Material uncertainty related to going concern
We draw attention to note 1.2 in the financial statements, which indicates that
additional cash funding of £16m will be required in 2019/20 and that this funding has
not been formally approved by the Department of Health and Social Care.
This event or condition indicates that a material uncertainty exists that may cast
significant doubt about the Trust’s ability to continue as a going concern. Our opinion
is not modified in respect of this matter.
Other information
The Directors are responsible for the other information. The other information
comprises the information included in the Annual Report 2018-19, other than the
financial statements and our auditor’s report thereon. Our opinion on the financial
statements does not cover the other information and, except to the extent otherwise
explicitly stated in our report, we do not express any form of assurance conclusion
thereon.

31

Appendix E

Item 14, Annex E

DRAFT

Audit opinion
In connection with our audit of the financial statements, our responsibility is to read the other
information and, in doing so, consider whether the other information is materially inconsistent
with the financial statements or our knowledge obtained in the audit or otherwise appears to be
materially misstated. If we identify such material inconsistencies or apparent material
misstatements, we are required to determine whether there is a material misstatement in the
financial statements or a material misstatement of the other information. If, based on the work
we have performed, we conclude that there is a material misstatement of the other information,
we are required to report that fact.

Matters on which we are required to report by exception
Under the Code of Audit Practice, we are required to report to you if:
•
•

We have nothing to report in this regard.
Other information we are required to report on by exception under the Code of Audit
Practice
Under the Code of Audit Practice published by the National Audit Office on behalf of the
Comptroller and Auditor General (the Code of Audit Practice) we are required to consider
whether the Annual Governance Statement does not comply with the guidance issued by NHS
Improvement or is misleading or inconsistent with the information of which we are aware from
our audit. We are not required to consider whether the Annual Governance Statement
addresses all risks and controls or that risks are satisfactorily addressed by internal controls.
We have nothing to report in this regard.
Opinion on other matters required by the Code of Audit Practice

•

we issue a report in the public interest under Section 24 of the Local Audit and
Accountability Act 2014 in the course of, or at the conclusion of the audit; or
we refer a matter to the Secretary of State under Section 30 of the Local Audit
and Accountability Act 2014 because we have reason to believe that the Trust, or
an officer of the Trust, is about to make, or has made, a decision which involves
or would involve the body incurring unlawful expenditure, or is about to take, or
has begun to take a course of action which, if followed to its conclusion, would be
unlawful and likely to cause a loss or deficiency; or
we make a written recommendation to the Trust under Section 24 of the Local
Audit and Accountability Act 2014 in the course of, or at the conclusion of the
audit.

We have nothing to report in respect of the above matters except on 17 May 2017 we
referred a matter to the Secretary of State under section 30 of the Local Audit and
Accountability Act 2014 in relation to the Trust’s expected breach of its statutory
break-even duty for the three-year period ending 31 March 2019.
Responsibilities of the Directors and Those Charged with Governance for the
financial statements

In our opinion:

•

•

the parts of the Remuneration and Staff Report to be audited have been properly prepared
in accordance with IFRSs as adopted by the European Union, as interpreted and adapted
by the Department of Health and Social Care Group Accounting Manual 2018-19 and the
requirements of the National Health Service Act 2006; and
based on the work undertaken in the course of the audit of the financial statements and our
knowledge of the Trust gained through our work in relation to the Trust’s arrangements for
securing economy, efficiency and effectiveness in its use of resources, the other
information published together with the financial statements in the Annual Report for the
financial year for which the financial statements are prepared is consistent with the financial
statements.
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As explained more fully in the Statement of Director's Responsibilities [set out on
page(s) x to x], the Directors are responsible for the preparation of the financial
statements in the form and on the basis set out in the Accounts Directions, for being
satisfied that they give a true and fair view, and for such internal control as the
Directors determine is necessary to enable the preparation of financial statements
that are free from material misstatement, whether due to fraud or error.
In preparing the financial statements, the Directors are responsible for assessing the
Trust’s ability to continue as a going concern, disclosing, as applicable, matters
related to going concern and using the going concern basis of accounting unless they
have been informed by the relevant national body of the intention to dissolve the
Trust without the transfer of its services to another public sector entity.
The Audit Committee is Those Charged with Governance. Those charged with
governance are responsible for overseeing the Trust’s financial reporting process.
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Audit opinion
Auditor’s responsibilities for the audit of the financial statements
Our objectives are to obtain reasonable assurance about whether the financial
statements as a whole are free from material misstatement, whether due to fraud or
error, and to issue an auditor’s report that includes our opinion. Reasonable
assurance is a high level of assurance, but is not a guarantee that an audit
conducted in accordance with ISAs (UK) will always detect a material misstatement
when it exists. Misstatements can arise from fraud or error and are considered
material if, individually or in the aggregate, they could reasonably be expected to
influence the economic decisions of users taken on the basis of these financial
statements.
A further description of our responsibilities for the audit of the financial statements is
located on the Financial Reporting Council’s website at:
www.frc.org.uk/auditorsresponsibilities. This description forms part of our auditor’s
report.
Report on other legal and regulatory requirements – Conclusion on the Trust’s
arrangements for securing economy, efficiency and effectiveness in its use of
resources

•

Qualified conclusion

Responsibilities of the Accountable Officer

On the basis of our work, having regard to the guidance issued by the Comptroller &
Auditor General in November 2017, except for the effects of the matter described in
the basis for qualified conclusion section of our report we are satisfied that, in all
significant respects University Hospitals Plymouth NHS Trust put in place proper
arrangements for securing economy, efficiency and effectiveness in its use of
resources for the year ended 31 March 2019.

As explained in the Statement of the Chief Executive’s Responsibilities, as the
Accountable Officer of the Trust, the Accountable Officer is responsible for putting in
place proper arrangements for securing economy, efficiency and effectiveness in the
use of the Trust's resources.

•

The Trust Board recognised that this was a challenging financial target, in the
context of increasing demand and cost pressures. It quickly became clear that
this budget was undeliverable and the Trust re-profiled its savings plans in June
2018;
The Trust reported a £27.2 million deficit for 2018/19, after receipt of £6.1 million
of PSF. The main reasons for the variance against budget were a £10.0 million
under-delivery of savings plans and an £11.1 million reduction in PSF income.
The original budget for 2018/19 was not realistic and the re-profiling of the
savings plans during the year was insufficient to address the Trust’s underlying
financial pressures.

These matters identify weaknesses in the Trust’s arrangements for setting a
sustainable budget with sufficient capacity to absorb emerging cost pressures and
the delivery of financial savings plans. They are evidence of weaknesses in proper
arrangements for sustainable resource deployment in planning finances effectively to
support the sustainable delivery of strategic priorities and maintain statutory
functions.

Basis for qualified conclusion
Our review of the Trust's arrangements for securing economy, efficiency and
effectiveness in its use of resources identified the following matters:
•

In five of the last six years the Trust has not achieved its statutory break-even
duty. The baseline position prior to financial support in 2017/18 was a £13.2
million deficit and at the end of 2017/18 the Trust recognised that its future
financial viability could only be achieved through system re-design; The Trust set
an initial budget surplus for 2018/19 of a £0.3 million surplus, after taking account
of £16.6 million of anticipated funding from the Provider Sustainability Fund and
£32.9 million of financial savings plans. This was revised by the Trust Board to a
deficit budget of £3.8 million in April 2018;
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Audit opinion
Auditor’s responsibilities for the review of the Trust’s arrangements for
securing economy, efficiency and effectiveness in its use of resources
We are required under Section 21(1)(c) and Schedule 13 paragraph 10(a) of the
Local Audit and Accountability Act 2014 to be satisfied that the Trust has made
proper arrangements for securing economy, efficiency and effectiveness in its use of
resources and to report where we have not been able to satisfy ourselves that it has
done so. We are not required to consider, nor have we considered, whether all
aspects of the Trust's arrangements for securing economy, efficiency and
effectiveness in its use of resources are operating effectively.
We have undertaken our review in accordance with the Code of Audit Practice,
having regard to the guidance on the specified criterion issued by the Comptroller
and Auditor General in November 2017, as to whether in all significant respects, the
Trust had proper arrangements to ensure it took properly informed decisions and
deployed resources to achieve planned and sustainable outcomes for taxpayers and
local people. The Comptroller and Auditor General determined this criterion as that
necessary for us to consider under the Code of Audit Practice in satisfying ourselves
whether the Trust put in place proper arrangements for securing economy, efficiency
and effectiveness in its use of resources for the year ended 31 March 2019, and to
report by exception where we are not satisfied.

Use of our report
This report is made solely to the Directors of the Trust, as a body, in accordance with Part 5 of
the Local Audit and Accountability Act 2014. Our audit work has been undertaken so that we
might state to the Trust's Directors those matters we are required to state to them in an
auditor’s report and for no other purpose. To the fullest extent permitted by law, we do not
accept or assume responsibility to anyone other than the Trust and the Trust's Directors, as a
body, for our audit work, for this report, or for the opinions we have formed.
Signature

Jon Roberts, Key Audit Partner
for and on behalf of Grant Thornton UK LLP, Local Auditor
Bristol
Date

Report on other legal and regulatory requirements – Certificate
We certify that we have completed the audit of the financial statements of University
Hospitals Plymouth NHS Trust in accordance with the requirements of the Local
Audit and Accountability Act 2014 and the Code of Audit Practice.
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© 2019 Grant Thornton UK LLP. All rights reserved.
‘Grant Thornton’ refers to the brand under which the Grant Thornton member firms provide assurance, tax and advisory services to their clients and/or refers to one or more member
firms, as the context requires.
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Item A
University Hospitals Plymouth NHS Trust
Minutes of the Safety and Quality Committee meeting
12.30 pm on Monday 29 April 2019
Conference Room, Derriford Centre for Health & Wellbeing

D
R
A
F
T

Chair’s Summary of Assurances for the Trust Board
The Committee reviewed the following Quality Risks on the Board Assurance Framework:
BAF Risk

Q4 Pharmacy

Q1 Imaging

Q6 Infection Control

Committee’s view on assurance
The Committee were assured that the
governance of pharmacy had been
strengthened and that the Chief Nurse
was reviewing the overall governance of
both Pharmacy and Medicines Utilisation.
The Committee heard plans for eprescribing.

Actions to improve assurance
The next Committee meeting will
review the progress on e-prescribing
and were advised that progressive roll
out could create risk if the Trust had
both paper and electronic prescribing
in place for any length of time.

The Committee were assured that the
governance of diagnostic radiology had
been strengthened with attention paid to
developing a more supportive culture.
The Committee were advised that the
downward trend of meeting CT Scan
targets related to consultant annual
leave.

The Committee will receive an update
at the next meeting.

The Committee received the Infection
Control Annual Report 2018/19.

The Report will be considered by the
Trust Board.

Other matters discussed:

1. The Committee reviewed the progress made against the action plan from the CQC
report and noted that 53% of the actions had been completed.
2. The Committee received an update on Outcomes for Breast Reconstructive Surgery.
The Committee were concerned to hear of the slow progress against the action plan
and were not assured. The Committee were advised on the action plan to address the
Royal College of Surgeons’ report but were not assured that the concerns had been
addressed. The Medical Director will report to a subsequent meeting.
3. The Committee received a report from Dermatology following two Never Event (wrong
site surgery). The Committee were not assured that the action plan was sufficiently
robust to ensure compliance with the surgical safety protocol.
4. The Committee noted a slight decline in standards for management of patient with
strokes and would maintain oversight via the Safety and Quality report.
5. People First: The Executive Wall – key harm areas for improvement. Two subjects were
presented to the Chair as illustrations of the Executive Team’s focus.
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Present:

Jacky Hayden, Non-Executive Director, Committee Chair
Lenny Byrne, Chief Nurse & Director of Clinical Professions
Giles Charnaud, Non-Executive Director (part meeting)
Phil Hughes, Medical Director (part meeting)

In attendance:

Alison Burgess, Lt Cdr, Officer Commander Nursing
David Edwards, Care Group Manager, Clinical Support Services
Gill Hunt, Board Secretary
Sally Mayell, Pharmacy Clinical Director
Vera Mitchell, Chair of the Patient Experience Committee
Paul McArdle, Assistant Medical Director for Quality
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
Kevin Baber, Chief Operating Officer
Lee Budge, Director of Corporate Business
Anthony Gravett, Healthwatch Representative

17/19

D
R
A
F
T

Action

Welcome, apologies and declarations of interest
The Committee Chair welcomed those present and apologies were noted.
There were no declarations of interest.
Mr Charnaud and Dr Hughes advised the Chair of their intention to depart
the meeting at 2.10 pm to take part in a consultant interview panel.

18/19

Minutes of previous meeting, matters arising and review of Action List
The minutes of the previous meeting, held on 18 February 2019, were
reviewed for accuracy.
The Chair referred colleagues to her report of the meeting and to her
comment regarding diagnostics made in the then context that publication
of the Care Quality Commission’s (CQC) follow-up inspection report had
been expected imminently. The Chair asked if her comment was a fair
reflection. There was no disagreement and the minutes of the meeting
were approved as a true and accurate record. There were no matters
arising.
Action 1465
This action was incomplete. As Mr McArdle had not yet joined the
meeting, Dr Hughes stated that he could progress this action if necessary.
(Post meeting note: Mr McArdle and Ms Webber discussed this action
after the meeting).

2

Item A

Actions 1583 and 1584
Completed as part of minute 24/19 below.
Action 1585
Mr Byrne would pick up this action from the former Chief Nurse.

D
R
A
F
T

Action 1586
This action was incomplete and, at the Chair’s request, the related paper
would be scheduled for the June meeting.
19/19

Key messages from the Trust Board
The Chair stated that the Board was:

20/19

•

Reviewing governance to ensure that the Board’s Committees
were better able to provide assurances to the Board.

•

Considering how best to progress local commissioning intentions
regarding an integrated care partnership for adults and older
people.

Care Quality Commission (CQC) Inspection Action Plan Report (Part 1)
The current CQC Action Plan Monitoring Report had been circulated with
the meeting papers. The Committee noted that 53% of the actions had
been completed and Ms Morgan’s report set out the key areas of concern
and actions to address.
Dr Hughes noted the update in Ms Morgan’s report regarding the
appointment of a suitable Mental Capacity Act lead. Dr Hughes stated
that he was working with the Medical Director of Livewell Southwest
Community Interest Company to identify a long term solution.
In response to the Chair’s request for clarity of the governance associated
with the Trust’s response to the CQC report, Mr Byrne felt that good
progress had been made by Pharmacy and Imaging. However, given his
recent appointment to the Trust, he was in the process of understanding
the wider governance sub-structure. Mr Byrne stated his intention to
work with the Heads of Nursing, matrons and service managers to have
clear line of sight of compliance against key lines of enquiry; this may
involve changes to leadership, management reporting lines etc. Mr Byrne
expected to be able to give an interim report on progress to the next
meeting. The Chair welcomed this and stated that the Chief Executive
had invited Non-Executive Director attendance at a proposed new
regulatory compliance group.

LB

Ms Morgan advised the Committee that following the Ionising Radiation
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(Medical Exposure) Regulations in England inspection in December 2018
and the subsequent requirement to provide weekly progress updates, the
Trust had now received confirmation that no re-inspection would be
required.
To accommodate colleagues attending for specific papers, the Chair
suspended discussion of this item and would return to it later in the
meeting.
21/19
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Improving Outcomes for Breast Reconstructive Surgery
Mr Duncan MacKenzie, Consultant Plastic Surgeon and Service Line
Director, and Ms Sharon Kowalski, Service Line Cluster Manager,
attended for this item.
In June 2018, the Service Line had been requested to present an
Improvement Plan to this Committee on outcomes from the breast free
tissue transfer service. The Service Line had given a progress update in
December 2018 and had been invited to give a further update today and
to also report on the outcome of an invited Royal College of Surgeons’
review.
The updated Improvement Plan was reviewed. Mr MacKenzie stated that
the two outstanding actions arose from staffing problems. Whilst, in his
view, significant progress had been made, the Service Line was
experiencing a period of consultant staffing difficulties, which he
detailed, and these were delaying the completion of the Improvement
Plan.
Mr MacKenzie stated that the Royal College of Surgeons’ (RCS) review
had taken place in November 2018, primarily driven by concerns regarding
breast free flap reconstruction, but other issues had been identified. A
copy of the Action Plan in response was provided, with the
recommendations relating to breast free flap surgery highlighted for ease
of reference. The Action Plan would be monitored by the Surgery Care
Group to ensure implementation of the recommendations.
The main points of the Committee’s discussions concerned:
•

Seeking assurance that performance had improved.
Mr
MacKenzie stated that patient numbers were very small, although
there had recently been an increase. Success rates were good and
data was being supplied to the national database.

•

Seeking assurance about the viability of this service; the view had
been that it should continue as it supported the necessary skills to
continue with trauma surgery. Mr MacKenzie confirmed that this
remained the case.
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•

•

Given the demand for this service and the Service Line’s inability to
meet it, Mrs Mitchell queried the impact on the patient
experience. How did this situation affect patients emotionally and
what actions were being taken to ameliorate this? Mr MacKenzie
stated that the Service Line had attempted to recruit locums; two
would commence imminently and they must be able to assist with
breast reconstruction. Mr MacKenzie acknowledged that this
group of patients were adversely affected by the lack of
consultant staff. Mrs Mitchell asked whether patients were being
offered the opportunity to have their procedure elsewhere. Ms
Kowalski advised that an alternative consultant had been offered
but some patients preferred to remain with their original surgeon.
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The Chair asked Mr MacKenzie whether sufficient doctors were
coming through their training to sustain the longer term
consultant position. Mr MacKenzie responded positively.

The Committee reviewed the Improvement Plan. Ms Kowalski stated that
all actions RAG rated green had been delivered.
Mr Charnaud again queried whether the Trust should be undertaking this
this procedure. Mr MacKenzie acknowledged that there were staffing
difficulties but, in his view, given the demand, the procedure should
continue. The issue was sufficient staffing to achieve the required
throughput. Given this situation, both the Chair and Mr Charnaud did not
consider that items 5.1 and 5.2, shown as green and therefore assessed by
the Service Line as having been delivered, could be so judged.
Mr McArdle suggested a number of factors that should be taken into
consideration in assessing assurance, including the offer to patients, the
team’s skills, the expected timescales in returning to a steady state and
an understanding of risk. The Committee agreed that these were
operational issues to be taken forward via the Surgery Care Group or
Trust Management Executive.
There was a short discussion on the difference between an Improvement
Plan, which was prospective, and an Action Plan in response to identified
failings. The Committee suggested that a clear differentiation between
the two would benefit the Service Line. The Committee noted that
patient numbers were small, making conclusions difficult to draw and
therefore assurance could not be assessed.
It was agreed that:
•

Operational matters would be followed up by the appropriate
operational group.
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•

The Committee would wish to review the RCS’s report and to
look again at disaggregated plans. No date to do so was
identified and the Committee would take the view of the Medical
Director in scheduling this.

PH/SK

The Chair thanked Mr MacKenzie for attending and he left the meeting.
22/19

D
R
A
F
T

Dermatology Action Plan

The Dermatology Service Line had been requested to attend to set out its
response to two recent Never Events. The Service Line was represented
by Sharon Kowalski, Service Line Cluster Manager, and Catherine Allen,
Matron.
Ms Kowalski’s report set out the recommendations of investigations into
both incidents. Appended to it were the Standard Operating Procedure
(SOP) for Invasive Procedures in Out Patient Areas (Dermatology Unit)
dated December 2018 and marked ‘draft’, and the related Dermatology
Never Event Action Plan.
Mr Byrne noted that both Never Events concerned the same member of
staff and there followed a short discussion not relevant to the role of this
Committee. Ms Kowalski stated that learning from these incidents had
been significant, all of which had been included in the SOP. Regular audit
was intended.
The Committee reviewed the draft SOP and made the following
observations:
•

Body mapping by diagram was felt inappropriate, mainly due to
scale and the potential for errors in location identification. The
SOP must set out a clear, standardised process using photo
identification.

•

The process for consent should the identification of lesion(s)
change must be clearly documented.

Other matters for the Service Line to consider were Human Factors
training and how this might be effected, the governance processes
required to ensure staff who took up advanced clinical practice worked
within their capabilities and risks associated with an advanced
practitioner working in isolation from other similarly qualified individuals.
The Chair stated assurance of a plan setting out audit against the SOP was
required. It was agreed by Dr Hughes and Mr Mumford that this would
be progressed through the Quality Assurance Committee in the first
instance, with the Quality Assurance Committee providing oversight to
this Committee via the regular Chair’s Report.

SM/PH/SK
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The Chair thanked Ms Kowalski and Matron Allen for attending and they
left the meeting.
23/19

Care Quality Commission (CQC) Inspection Action Plan Report (Part 2)
Pharmacy
The Chair returned to this agenda item and invited Ms Mayell to present
the high level update from the Pharmacy Board. This set out:
•
•
•
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Changes to Pharmacy Board governance and Terms of Reference.
CQC Pharmacy and MHRA Action Plan update.
Pharmacy Risk Register.

Ms Mayell stated that Pharmacy was on target to complete the ‘Must Do’
elements of the Action Plan. A Pharmacy establishment and skills mix
review had been completed, including mandatory posts, and a first draft
presented to the Pharmacy Board. This would require a £2m financial
investment over the next three years. National evidence suggested this
investment could be re-couped via future savings.
In response to the Chair’s request to be fully sighted of the overarching
governance of the Trust’s response to the CQC, briefly touched on earlier
in Minute 20/19, Mr Byrne stated that governance in Pharmacy and
Imaging was managed in different ways. He chaired the Pharmacy Board;
Mr Thomas chaired the Imaging Board. Both Boards reported to the
Trust Management Executive, with regulatory compliance assurance to
this Committee. Both Boards had been formed as a reaction to the CQC
Warning Notices and Mr Byrne was keen to reach a ‘business as usual’
state for these Trust-wide functions as part of the existing Care Group
structure.
The Chair queried progress with ePrescribing. Dr Hughes stated that rollout was overseen by the Digital Care Board. User testing had started on
23 April 2019 and the Trust was close to implementation. At the Chair’s
request. Dr Hughes would draft a paper on associated risks for the
Committee in June and follow this with a report on the roll-out in
November.

PH

Imaging
Mr Edwards presented his report and supporting evidence, setting out in
detail the actions, leads and deadlines in response to three ‘Must Do’
requirements in respect of the Section 29A Warning Notice issued on 29
January 2019. Imaging was required to make significant improvements in:
•

Achieving the internal seven days scanning target of 85% for
cancer patients.
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•
•

Addressing the poor leadership and behaviours of senior
radiographers.
Ensure staff satisfaction improved.

Mr Edwards described to the Committee the main actions taken against
each of these areas.
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Mr Edwards referred the Committee to the graphs setting out 2WW
performance against referral to scan. Of the four types of scan reported,
CT was on a downward trajectory and Mr Edwards stated that this
reflected consultants using their remaining annual leave allocations by
the end of March 2019.
[Dr Hughes and Mr Charnaud left the meeting at this point.
departure rendered the meeting inquorate].

Their

The Chair asked Mr Edwards if he was receiving the assistance he required
in terms of staff development and support. In this regard she queried
language used in an email included with the supporting papers. Mr
Edwards stated that this staff group had required firm direction but he
accepted the Chair’s point about language.
The Chair invited questions. There were none.
Progress against the CQC Monitoring Action Plan was a standing item on
the Committee’s agenda and would be reported again in June 2019.
24/19

Safety & Quality Report

Mr Mumford reminded the Committee that the Safety & Quality Report
covered the Caring and Safe Domains of the Integrated Report to the
Trust Board, with some additional items. Mr Mumford gave a summary
of this report via a presentation. This included explanations of:
•

The types of incidents within Action 1583 referred to under minute
18/19.

•

The Trust’s complaints process and how this suggested that a
disproportionate number of complaints were re-opened due to
dissatisfaction. The Director of Midwifery had been requested to
draft a report setting out more detail for the Committee at its
meeting in June. Mr Byrne stated that he had started to review
the Trust’s complaints process and he would wish to review the
Director’s Report, together with the Head of PALS, prior to review
by this Committee.

SW

Mr Mumford’s presentation also covered:
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•
•
•

Never Events.
Duty of Candour.
Learning from Incidents W141422 and 126336.

The Chair invited questions. There were none.
The Chair raised three queries:
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•

Safe Staffing was RAG rated red. However, the Safety & Quality
Report covered only nurse staffing, the fill rate for all elements of
which had declined. Mr Byrne stated that this was normal in
periods of high escalation. Whilst there was no evidence that
incidents involving harm increased significantly when staffing was
stretched, he would review the root cause analysis of two serious
falls over the recent Bank Holiday weekend. Mr McArdle queried
whether the reporting of nursing fill rates should take the form of
a statistical process chart. In considering this, Mr Byrne would
wish to identify whether fill rates were reported against the
Trust’s establishment or against an escalated operational system.

•

Performance against all elements of Stroke standards was
deteriorating, in particular ensuring stroke patients were admitted
to the Acute Stroke Unit from the Emergency Department within
four hours. The Committee would keep this under close review.

•

Progress with investigations into Never Events: three had
exceeded their due dates to commissioners. Ms Webber stated
that commissioners were also overrunning their own due dates
and she would discuss this with Mr Mumford and Mr Byrne outside
the meeting.

This concluded the Committee’s review of the Safety & Quality Report.
25/19

Infection Control Annual Report 2018/19
Dr Peter Jenks, Director of Infection Prevention and Control, and Nurse
Consultant Claire Haill attended for this item.
Dr Jenks drew the Committee’s attention to the headlines from his
report:
•

The Trust reported six MRSA bacteraemias against an objective of
zero cases.

•

The Clostridium difficile objective was fewer than 34 cases (11.3 per
100,000 bed days). The Trust reported 30 cases, of which one was
avoidable and 29 non-avoidable.
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•

The Trust reported 68 Escherichia coli bacteraemias against an
objective of fewer than 51 cases.

In addition, the Trust reported:
•
•
•
•

31 new MRSA infections (compared to 22 the previous year).
39 MSSA bacteraemias (compared to 25 the previous year).
18 Klebsiella spp. bacteraemias (compared to 21 the previous year).
2 Pseudomonas aeruginosa bacteraemia (compared to 5 the
previous year).
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There were no ward closures due to norovirus during the year.
Although the number of bacteraemias secondary to central venous
catheters fell by 39%, those secondary to peripheral venous and urinary
catheters both increased.
At this point Dr Jenks invited questions.
Mr McArdle asked whether Dr Jenks viewed deterioration in performance
as a consequence of the changing nature of infections or the failure of
the Trust’s processes. Dr Jenks stated that the Escherichia coli
performance target may be abandoned nationally. Some increase in
infections was due to reasons which could be clearly identified, such as
those associated with cardiac surgery. In his view, nothing systematically
was wrong and good processes were in place. Dr Jenks suggested that
performance reflected the context of consistently high operational
activity in the hospital, with increasing patient numbers and greater
acuity.
Mr McArdle queried the learning issues this year. Dr Jenks suggested
that, organisationally, the Trust could benefit from a re-focus, particularly
following the appointment of the new Chief Nurse. Mr Byrne was keen to
pursue a discussion regarding the escalated hospital and he looked
forward to supporting Dr Jenks.
Finally, Dr Jenks highlighted a complicated forthcoming change at
national level on the reporting of Clostridium difficile. It was not yet
certain how this would impact on this Trust and its benchmarking. Some
modelling suggested that, as a result, the Trust may exceed its objective
for 2019/20. How other organisations might be affected was not yet
known.
The Committee noted the Infection Control Annual Report. This would
be presented to the Trust Board in May 2019.
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The Chair thanked Dr Jenks and Nurse Consultant Haill for attending and
they left the meeting.
26/19

People First: The Executive Wall – key harm areas for improvement
Two subjects were presented to the Chair as illustrations of the Executive
Team’s focus.

27/19
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Risk Q3 Quality Governance: Quality Impact Assessments
This item was deferred to the next meeting as the presenter was unable
to attend.

28/19

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. Each
risk was reviewed in turn.
Risk Q1 Operational Pressures
One element of this risk concerned Diagnostics. There was some
discussion that the RAG rating for Diagnostics should move from red to
amber but no basis for this was identified. The Committee noted that
given the other elements of Risk Q1, the RAG rating of Diagnostics could
not be changed in isolation.
Risk Q4 Pharmacy
The Committee requested that this Risk was separated into Pharmacy and
Medicines Management.

LB

All other Risks
No changes were identified. No actions to improve assurance were
identified or requested.
This concluded the Committee’s review of the Board Assurance
Framework.
The Chair requested papers on:

29/19

•

Risk C8 CQUINs in June 2019.

LB

•

Risk Q7 Clinical Administration in August 2019.

KB

Reports from Chairs of Sub-Committees
Clinical Effectiveness Group Chair’s Report
Mr McArdle drew the Committee’s attention to the topics and outcomes
discussed by the Group at its February meeting.
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The Chair queried why there had been an incomplete data capture from
the Trust in the National Bowel Cancer Audit. Mr McArdle had not
attended the meeting and so was unable to respond. However, he would
report this in his Chair’s report to the June meeting, together with an
update on the South West Radiotherapy Network Partnership Service
Specification changes.

PM
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Clinical Effectiveness Group Annual Report
The Committee noted the report. The Chair asked whether this
Committee should be aware of frequency of clinical attendance at CEG
meetings. Mr McArdle agreed this was important and Mr Byrne would
consider this issue as part of his ongoing quality governance review.
Patient Experience Committee (PEC) Chair’s Report
Mrs Mitchell drew the Committee’s attention to the re-grading of the CQC
Topic Compliance Assessment for Complaints from Minor Concern to
Moderate Concern.
Mrs Mitchell was disappointed to report that consecutive meetings of the
informal PEC had been cancelled. The second cancellation had been due
to the number of apologies arising from the Trust’s operational status on
the day. She looked forward to discussing how to resolve this with PEC’s
Co-Chair, Mr Byrne.
The Chair invited questions. There were none.
Quality Assurance Committee Chair’s Report
Noted by the Committee with no issues queried.
Quality Assurance Committee Annual Report
Noted by the Committee with no issues queried.
Quality Improvement Committee Chair’s Report
Noted by the Committee with no issues queried.
Medicines Utilisation and Assurance Committee
Noted by the Committee with no issues queried.
30/19

Chair’s summary of assurances for the Trust Board. What was the
Committee’s view?
The Chair’s initial comments, on which she would reflect post-meeting,
were:
•

Further assurances were required in respect of Plastics and
Dermatology.
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31/19

•

Whilst appropriate governance structures were in place for
Pharmacy and Imaging, she was unsure about outcomes.

•

Assurance was required on the roll-out of ePrescribing.

Any Other Business
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The accreditation of Pathology Services had been temporarily suspended.
This had been raised briefly by the Chief Operating Officer at the Trust
Board meeting on 26 April 2019.
32/19

Review and Learning
No issues were raised.

There was no further business and the meeting closed at 3.10 pm.
33/19

Date of next meeting

11.30 – 2.00 pm on Monday 17 June 2019.
[Calendar invitations issued for the 2019/2020 meeting round].

13

This page is intentionally blank.

Item B
University Hospitals Plymouth NHS Trust
Minutes of the Human Resources & Organisational Development Committee
11.00 am on Thursday 18 April 2019
Conference Room, Derriford Centre for Health & Wellbeing
Board Assurance Framework (BAF) Risk

Status and assurance report

RiskW1 Safe Staffing
Review compliance with NHSI's 'Developing Workforce
Safeguards'.
(‘Ask’ of Committee by Board Nov 2018)

Reporting of compliance to the Trust Board, originally envisaged
in January 2019, is not now expected until July 2019. The
Committee requested a report in June 2019, in advance of the
Board. No change made to BAF ratings.

Risk W1 Safe Staffing
Review plan to address risks associated with medical
and ward staffing particularly for the Winter months.
(‘Ask’ of Committee by Board Nov 2018)

The Committee saw an illustration of how Safe Staffing and
Recruitment are reviewed as part of the People First initiative.
Further details of the actions to improve recruitment were
included in the Workforce Dashboard. No change made to BAF
ratings.

Risk W2 Culture and Staff Experience
Review plan to address identified gaps in Freedom to
Speak Up (F2SU) Self-Assessment
(‘Ask’ of Committee by Board Nov 2018)

The Committee requested this plan for review in June 2019.
Note that the F2SU Steering Group no longer reports to the
HR&OD Committee but directly to the Trust Board. No change
made to BAF ratings.

Risk W3 Core Requirements: Appraisals and Mandatory
Training
Agree plan for improving compliance with appraisal and
mandatory training requirements.
(‘Ask’ of Committee by Board Nov 2018)

The Committee was advised that the Director of People is
reviewing the broader context of this risk and report on
mandatory training to Trust Management Executive on issue of
capacity/capability. No change made to BAF ratings.
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Chair’s summary of assurances for the Trust Board
‘Asks’ of the Committee by Board

Status and assurance report

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

The Committee reviewed a well-developed implementation and
impact evaluation plan. The Committee were advised that the
resources necessary to deliver the plan in 2019/20 was currently
identified as a cost pressure and alternative means of delivery
were being explored.

Gender Pay Gap: Agree and oversee stronger additional
actions to close this.

The Committee sought to understand the approach being taken
to identify actions to close the gap given that the Board had felt
that the already identified actions required strengthening. The
Committee requested firm proposals for agreement at its June
meeting.

GMC Survey: Review results and plans to address any
issues of concern.

Results not yet available.

As the new Chair of this Committee and on reflecting on this meeting, my aims are to:
•
Acknowledge that our risk scores don’t necessarily accurately reflect the progress being made and to actively
seek ways to understand and convey to the dynamic position in terms of our culture and staff experience
•
Seek to build on success and create an atmosphere of strengths based improvement and learning
•
Build on our current oversight of delivery of the People Strategy and the Trust’s wider cultural and people related
priorities consistent with a quality and improvement focused organisation.
•
Review the visibility and focus of the Committee and through revised ways of working support improved
engagement and in turn improve the breadth and quality of assurance provided to the Committee and the Board.
•
Refine the Workforce Dashboard to provide an ‘at a glance’ temperature check
Estelle Thistleton, NED Committee Chair
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Present:

Mike Leece, Non-Executive Director, Committee Chairman (outgoing)
Estelle Thistleton, Non-Executive Director, Committee Chair (incoming)
Lenny Byrne, Chief Nurse & Director of Clinical Professions
Jemma Edge, Care Group Manager
Steven Keith, Director of People
Louise Shalders, Freedom to Speak Up Guardian
Ray Stewart, GMB Staff Side Representative
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In attendance: Bill Chapman, Head of Workforce
Gill Hunt, Board Secretary
Lisa White, Head of HR Operations
Claire Underdown, Head of Organisational Learning & Development
Apologies:

1/19

Vicky Brotherton, RCN Staff Side Representative
Martin Bamber, Deputy Director of Human Resources
Jamie Read, Freedom to Speak Up Guardian
Peter Rowe, Deputy Medical Director
Sophia Wrigley, Consultant Anaesthetist/Guardian of Safe Working Hours
Paul Youngs, Consultant Anaesthetist

Welcome and apologies

Action

Mr Leece, Committee Chairman, welcomed those present. The apologies
listed above were noted.
Mr Leece stated that he was stepping down as Committee Chairman. He
thanked colleagues for their contributions during his term as Chairman and
expressed his appreciation of the support that HR and OD colleagues gave
to front line staff; people were the Trust’s greatest asset and this
Committee had an important role in ensuring that the Trust Board was
sighted of workforce matters. Ms Thistleton would be the Committee’s
new Chair and he would hand over to her during the course of the meeting.
2/19

Minutes of the previous meeting, matters arising and review of action list
Previous minutes
The minutes of the previous meeting, held on the 20 December 2018, were
approved as a true and accurate record.
Matters arising
Mr Leece referred to minute 79/18 of the December meeting and to his
request to management to review nurse staffing rates to identify variation
between weekdays and weekends. Mr Byrne stated that he would expect
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nurse staffing levels to drop at weekends but reviews were taking place of
specific wards where there may be an issue. He would be happy to bring
the results back to the Committee in due course if the Committee would
wish.
Review of actions
Action 66/18 Director of People to identify with Medical Director process to
conduct junior doctors’ rotation exit interviews and collect feedback.
This action had not been progressed and Mr Keith apologised for this. He
would ensure that it was included in the Action Plan for Medical Staffing.
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Action 72/18 Circulate management response to issues raised by the Guardian
of Safe Working Hours (GSWH) at the October 2018 meeting of the HR&ODC.
This action had not been completed and had subsequently been overtaken
by events. Mr Keith and Mr Steve Boumphrey, Consultant Anaesthetist and
the newly appointed GSWH (Dr Wrigley’s term of office having concluded)
had met to agree how they would take forward actions.
Action 79/18 Correct error in terminology in Board Assurance Framework (Risk
W1 Safe Staffing).
This action had not been completed.
Action 79/18 Risk W3(b) Core Requirements – Mandatory Training
The scheduled report had been removed from the agenda by the
Chairman/Mr Keith. Mr Keith stated that given the operational pressures on
staff, and the capacity both to provide training and to attend it, a stocktake
was being undertaking with a report to the Trust Management Executive
(TME) to ensure a focus on compliance against core requirements. Mr
Keith stated that this Committee would be advised of the outcome. It was
agreed that this action should be removed from the Action List.
3/19

Messages from the Trust Board and Chair’s expectations for the meeting
There was nothing that Mr Leece wished to add to his earlier remarks and
he handed over chairing the meeting to Ms Thistleton.

4/19

Implementation of the People Strategy and Managing our Workforce Risks
Review of Strategy Implementation
Mr Keith’s report provided RAG ratings against completion of the People
Strategy’s eleven key priority areas; of these, one was RAG rated red, five
amber and five green. The key priority areas were not identified and the
Strategy Implementation Dashboard was not included with the meeting
papers. There were no questions.
Workforce Risks
Mr Keith’s report set out position statements against each of the four
Workforce Risks in the Board Assurance Framework.
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Risk W1 Safe Staffing
Developing Workforce Safeguards
A review of governance processes to ensure that an appropriate
methodology was in place to comply with NHS Improvement’s Developing
Workforce Safeguards was ongoing; this would require significant resources
and Mr Keith was liaising with the Medical Director and Care Group
Directors to provide an initial snapshot of compliance. Reporting to this
Committee, and to the Trust Board, had been delayed. Mr Keith suggested
that it may be prudent to present his compliance report alongside the
results of the nursing establishment review, due at the July Trust Board. Ms
Thistleton felt that this Committee should be fully sighted of the compliance
position prior to reporting to the Board and it was agreed that Mr Keith
would report to this Committee in June in advance of reporting to the Trust
Board in July.
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SK

Workforce Capacity
Mr Keith’s report included an update on the Sustainable Workforce Capacity
work stream of the Trust’s People First programme as an example of how
management kept track of this issue outside the formal reporting structure.
The Committee noted the emerging view that Integrated Care Systems
should be the default level for future workforce planning but it was not yet
clear how this would be delivered or how national bodies might support this
approach.
Mr Leece suggested that it would be helpful for the Board to have oversight
of a workforce plan linked to activity/capacity, both in the short and longer
term, and which identified ‘hard to fill’ posts. Mr Keith stated that the
overarching issue was assurance of sufficient workforce capacity to deliver
the activity required by the annual financial and operational plan and
explained this in more detail.
Mr Leece asked how this Committee could provide assurance to the Trust
Board that recruitment expectations were deliverable. Mr Chapman
referred Mr Leece to the detail in the Workforce Dashboard which set out
progress against recruitment targets.
Mr Leece queried actions to protect high earning activity. Ms Edge stated
that this level of detail was set out in Service Line workforce plans and cited
specific examples of this.
There followed a discussion concerning the necessity to use the existing
workforce more productively rather than seeking to recruit to an
‘establishment’. In seeking to identify reporting that would meet Mr
Leece’s request, Mr Keith suggested a service line review with exception
reports only to this Committee. Mr Leece supported this approach. Mr
Keith and Mr Chapman would work with Ms Edge to agree how such

SK/BC
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reporting could provide the desired exception oversight.
Risk W2 Culture and Staff Experience
National Staff Survey
The headline data was set out in Mr Keith’s report. He stated that 2018
marked the fourth consecutive year in which the overall staff engagement
score had improved and the Trust now ranked on a par with the national
average for acute trusts. This rating was particularly important as it
provided the best predictor of the care patients received in the Trust.
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BMA Fatigue Charter and GSWH actions
Mr Keith stated that an Action Plan for Medical Staffing was in
development. In addition to Action 66/18 discussed earlier, this would
include actions arising from the BMA Fatigue Charter implementation and
GSWH actions. The Action Plan would be brought to this Committee’s June
meeting for assurance of progress.

SK

Gender Pay Gap
As reported to the March 2019 Trust Board, the Trust’s gender pay gap had
widened. At the Board Mr Keith had set out the next steps planned to
mitigate the gender pay gap via the work of the Equality, Diversity and
Inclusivity Working Group, with assurance to this Committee. The Board
had felt that the actions detailed to address the gap were not sufficiently
strong and it had been agreed that this Committee would consider how
these could be strengthened.
Mr Keith stated that the legal position regarding positive action schemes
was complex and professional advice was being sought on the additional
actions which may be available to the Trust to improve the gender pay gap
position for March 2010.
Ms Thistleton invited questions. There were none.
Ms Thistleton queried who would be engaged in the broader conversation
to address the gender pay gap and the mechanism for this. Mr Keith stated
that when a plan had been formulated it would be brought to this
Committee, to the Medical Staff Panel, the TME and Staff Side colleagues.
Ms Thistleton queried where the specific problem areas might be and what
they might want. She stressed the importance of setting an improvement
goal to aim for.
Noting that the gender pay gap highlighted the impact of the current pay
position, including Clinical Excellence Awards (CEA), of the medical and
dental workforce on the Trust’s overall position, Ms White described actions
to encourage more women to apply for CEAs. Ms Thistleton agreed that this
was a good starting point but asked how the Committee should tackle the
broader issues. What was Mr Keith’s suggestion? Mr Keith stated that he
was nervous about setting a target. It was agreed that proposals to address

SK
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the gender pay gap would be brought to this Committee in June 2019.
In addition, and in recognition of expectations nationally that public
organisations would be required to report their ethnicity pay gap, details of
the Trust’s performance in this regard would also be reported to the June
meeting.

SK
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Risk W3 Core Requirements
Mr Keith drew the Committee’s attention to the actions being taken to
increase compliance against mandatory training targets. He stated his
intention to review the broader context of this risk, so informing this
Committee’s oversight of it, and would report the outcome to the June
meeting. (See also minute 5/19 below).

SK

Risk W4 Clinical Education
Mr Keith drew the Committee’s attention to the current work plan of the
Learning and Education Steering Group.
No further questions arose.

The Committee noted the Director of People’s report.
The Workforce Dashboard appended to Mr Keith’s report was not reviewed
and no questions arose from it.
5/19

Assurance Framework: Managing our Workforce Risks
Ms Thistleton asked colleagues whether they were satisfied that the
Committee had had sufficient discussion regarding Workforce Risks 1 to 4
on the Assurance Framework. No matters were raised and no amendments
to the Assurance Framework were suggested.
Ms Thistleton stated that whilst this Committee was primarily concerned
with managing risk and seeking assurance, she wanted the Committee to be
open to opportunities to think differently and to understand what the Trust
was doing well. She wanted to celebrate successes and put them into
context. This would help build confidence that the right actions were being
taken and support a balanced conversation. She felt that HR &OD team was
doing a good job in challenging circumstances.
Ms Thistleton stated that she wanted this Committee to be confident that it
was sighted of the appropriate issues regarding organisational culture. She
was unsure whether this had been the case in the past, particularly given
the context of recent Care Quality Commission (CQC) reports. She wanted
this Committee to be fully sighted of more challenged areas and of the local
actions being taken to address issues of culture.
Ms Thistleton invited responses to her comments.
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In agreeing with Ms Thistleton’s comments regarding culture, Mr Keith
stated that whilst progress against the CQC Action Plan was reported
elsewhere, this Committee must have oversight of the related people
issues. In facilitating this, it was his view that Risk W3 Core Requirements
required an appropriate re-brand. (See also minute 4/19).
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Finally, Ms Thistleton suggested that this Committee may also want to
discuss the issues that had the biggest impact on the organisation’s staff
and she requested Mr Keith to consider this further.
6/19

NHS Staff Survey 2018

The results of this national survey had been presented to the Trust Board at
its March 2019 meeting, together with the proposed high-level
organisational response. The Board had supported the use of the ‘Big
Conversation’ to engage staff on three themes:
•
•
•

Feeling Safe at Work
Health and Wellbeing
Value, Recognition and Meaningful Work

Ms Underdown referred the Committee to the more detailed findings in Ms
Crossfield’s report, to the availability to teams of local data to drive
improvement and to the ongoing work by the Performance Information
Team to enable teams to track their improvement journey. The Committee
encouraged this.
Ms Thistleton invited discussion. The main points concerned:
•

Understanding how Service Line Managers in the Surgery Care
Group were developing bespoke action plans and the desire in the
Surgery Care Group to move away from the annual cycle of
interventions to a more regular and immediate sampling of staff
experience.

•

The importance of a shared understanding of the terminology used
in the national staff survey. For example, the phrase ‘senior
manager’ was open to interpretation depending on the seniority of
the staff member responding.

•

A request to include in the next survey the considerable body of staff
affected by the migration in-house of the Trust’s hotel services
contract. It was noted that their automatic inclusion was subject to
the date of the contract transfer; if this were to be missed then a
bespoke survey could be undertaken.
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•

The importance of using local intelligence in triangulation to ensure
that informal issues did not escalate.

Ms Thistleton asked Ms Underdown to thank Ms Crossfield for this paper.
Ms Thistleton suggested it represented the successful culmination of
several years’ work.
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The Committee noted the report.

Ms Thistleton and Mr Keith discussed the potential for a Board
Development Session on triangulation, leadership and ownership and how
these activities came together to create momentum.
7/19

Workforce Planning Report

This paper had been included on the agenda at the request of the outgoing
Chairman, Mr Leece. Mr Leece had sought assurance that workforce
planning was aligned with the Trust’s financial and operational plan.
Mr Chapman’s paper described the workforce planning process and the role
of the Workforce Steering Group in its oversight, specifically:
•

Headlines from the 2019/20 planning round and first cut of the plan
submitted to NHS Improvement as part of an iterative process.

•

Establishment, staff in post and vacancies by Care Group.

•

Establishment, staff in post and vacancies by staff group.

•

Monthly recruitment rates and targets to address gaps by the end of
2019/2020.

•

Workforce gaps: risks and mitigations by Care Group.

•

Workforce gaps: risks and mitigations Trust-wide, including staff
retention initiatives, international non-medical staff recruitment,
recruitment events, targeted activity in respect of ‘hard to fill’
medical posts, nursing preceptees and the introduction of new
clinical roles.

The main points of the Committee’s discussion, raised by Mr Byrne,
concerned the nursing workforce, in particular the importance of:
•

Acknowledging, and addressing, the impact on lower banded
nursing staff when nursing colleagues achieved career progression.

•

Governance that supported staff in working to the highest aspect of
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their competencies and ensured patient safety.
•

Staff not feeling forced to work above their competencies.

•

Understanding the quality or production gain involved in advanced
clinical practice whilst maintaining a stable core workforce.

•

Ensuring that efforts to support one element of the workforce did
not detrimentally affect another.
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Mr Byrne briefly described plans for a new Integrated Professions Council,
which he would chair, and which would seek to mitigate the risks associated
with the points he had made in response to the Workforce Planning report.
The Committee noted the Workforce Planning report.
8/19

THRIVE Group update

Dr Richard Johnston, Occupational Health Physician, attended for this item
and gave a presentation on the role of the Trust’s Occupational Health (OH)
Service in supporting staff with their physical and mental health and
wellbeing.
Ms White then updated the Committee on the results of a THRIVE Group
stocktake and the approach that this Group would take in responding to the
three main themes that had emerged from this:
•
•
•

Mental Health.
Strengthen Collaboration with Health Champions/Livewell/Public
Health.
Culture – civility, foster sense of ‘community’ and taking care of each
other, connections and belonging.

Ms Thistleton invited discussion.

There was concern at the twenty week waiting list for OH referrals. The
Committee noted the measures in place to mitigate this, including the
appointment of two additional counsellors, drop-in sessions and the
telephone EAP referral service. The latter would take the pressure off the
drop-in clinic and give direct access to counselling; it was also helpful for
those staff who worked unsocial hours.
Mr Keith stated that he was now Chair of the THRIVE Steering Group and he
reiterated the comments made by Ms White concerning the stocktake in
informing an Action Plan to be overseen by the THRIVE Steering Group. He
was unsure, however, that there was clear sight of the physical
requirements that would help this. Ms Thistleton agreed that the issue of
civility and the working environment that facilitated this was important.
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The Committee noted the presentation.
Ms Thistleton thanked Dr Johnston for attending and he left the meeting.
9/19

Plans to implement Leadership Development Framework
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In November 2018 the Trust Board had approved a Leadership Development
Framework for the Trust. This set out an approach to culture and leadership
development aligned with the Learning and Development Framework and
the People Strategy.
The Trust Management Executive was responsible for overseeing the
delivery of the Leadership Development Framework.
Ms Underdown’s report set out an update on progress under the five work
streams in order to achieve a defined target condition for each:
•
•
•
•
•

Understanding our culture.
Supporting a positive culture.
Creating a coaching culture.
Supporting leaders.
Leadership development.

Under each work stream were identified:
•
•
•

Process.
Process measure against planned activity.
Expected outcome measures.

In concluding her presentation, Ms Underdown stated that whilst some
expected outcome measures may be refined, overall, progress was being
made.
Ms Thistleton queried whether the Trust’s Freedom to Speak Guardians
were feeling the impact of this work. Ms Shalders stated that whilst she
had been invited to a recent Care Group session, she would wish to explore
this further.
Ms Thistleton queried Care Groups’ experience in creating a coaching
culture. Ms Edge stated that Care Groups were linking at a local level;
however, training for new managers did not always include behaviours in a
leadership role and the Committee noted that TME would determine
whether this would be mandatory.
In concluding the Committee’s review of this item, Mr Keith stated there
were risks around the ability to implement this Framework. These were
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associated with capacity and financial constraints and with competing
priorities. The work would require ongoing funding for 2019/20 if the same
model were to be applied. It was currently identified in 2019/20 cost
pressure discussions and other means to deliver were being explored. Ms
Thistleton was concerned by this and, given the Board’s support for the
Framework, she felt this should be brought to the Board’s attention.
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The Committee noted the Leadership
implementation progress report.

Development

Framework

The meeting having now reached its allotted time span, Mr Byrne, Ms Edge
and Ms Shalders departed.
10/19

Care Quality Commission Compliance Assessment: Induction, Training,
Appraisal, Learning and Development
This Committee had been invited by the Quality Assurance Committee to
scrutinise and assess compliance against those CQC domains with which its
Terms of Reference more appropriately fitted.
As part of its rolling programme to review the process to test assurance, Ms
Underdown presented this topic compliance assessment. In so doing she
proposed that this assessment be moved from ‘Moderate’ to ‘Major
Concern’. This reflected the CQC feedback regarding compliance failures
across the Trust for mandatory training.
Ms Thistleton invited comments. There were none.
The Committee approved the major concern grading proposed.

11/19

Care Quality Commission (CQC) Compliance Assessment:
Registration and Revalidation

Professional

As part of its rolling programme to review the process to test assurance
against CQC Compliance Assessments, Mr Chapman presented that for
Professional Registration and Revalidation. This topic was currently
assessed as ‘Compliant: fully met’.
Ms Thistleton invited comments. There were none.
The Committee noted the assessment rating.
12/19

Forward Work Programme (FWP)
Mrs Hunt presented the proposed work programme for the Committee for
2019/20. In respect of the issues for the Committee to consider, the
following was agreed:
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•

Staff Story: to be removed from FWP. Mr Keith was considering
alternative methods of ensuring the Committee received the direct
staff feedback required under its Terms of Reference.

•

Education and Training: reports in June, October and February were
agreed.

•

Learning and Development Framework: this work was overseen by
the Learning & Education Steering Group with the HR&ODC
responsible for assurance of delivery to the Board. Colleagues were
asked to identify the reporting mechanism and/or documentation to
be sufficiently sighted to do this. Mr Keith stated that he was
reviewing the HR&ODC’s sub-Committee structure and the reporting
mechanism was therefore not yet clear. He would advise the
Committee of the outcome so that assurance on this and other
matters was clear.
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•

The Committee did not, at this stage, wish to include on its FWP
emerging workforce issues associated with structural and
organisational change in the broader health community.

•

Workforce Planning: reports in October and April were agreed.

•

Freedom to Speak Up: the Committee noted that the Freedom to
Speak Up Group now reported directly to the Trust Board. Reports
from this Group had therefore been removed from the FWP.

SK

Subject to the resolution of the Committee’s sub-structure, the Committee
approved the FWP proposed.
It was agreed that the June meeting would receive an update on actions to
address identified gaps in the Trust’s Freedom to Speak up Self-Assessment,
reported to the Trust Board in January 2019. This was an ‘ask’ of the
Committee by the Trust Board.
13/19

Policy Ratification

SK

There were no policies requiring ratification.
14/19

Chair’s summary of assurances for the Board: what was the Committee’s
view?
Ms Thistleton asked the Committee’s view on matters to be included in her
report. She made some immediate suggestions but to these no other
matters were raised.
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15/19

Any Other Business
There was no other business.

16/19

Review and Learning
At Ms Thistleton’s invitation colleagues then present gave their feedback.
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There was no further business and the meeting closed at 1.55 pm.
17/19

Date of next meeting
Thursday 13 June 2019.

Calendar invitations for the 2019/20 meeting round had been issued.
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Executive Summary

For 2018-19, the Trust reported six MRSA bacteraemias against an objective of zero cases.
For 2018-19, the Clostridium difficile objective was fewer than 34 cases of (11.3 per 100,000
bed days). The Trust only reported 30 cases of which one was avoidable and 29 nonavoidable.
For 2018-19, the Trust reported 68 Escherichia coli bacteraemias against an objective of fewer
than 51 cases.
In addition, the Trust reported the following in 2018-19:
• 31 new MRSA infections (compared to 22 the previous year)
• 39 MSSA bacteraemias (compared to 25 the previous year)
• 18 Klebsiella spp. bacteraemias (compared to 21 the previous year)
• 2 Pseudomonas aeruginosa bacteraemia (compared to 5 the previous year).
There were no ward closures due to norovirus during the year.
Although the number of bacteraemias secondary to central venous catheters fell by 39%, those
secondary to peripheral venous and urinary catheters both increased.
The Trust has robust infection prevention and control plans for the next 12 months.
This report was reviewed by the Safety & Quality Committee at its meeting on 29 April 2019.
Quality Impact Assessment
Healthcare-associated infections have a significant impact on patients. Monitoring of the 2019-20
programme of work will be through the monthly Service Line infection control reports, the Infection
Control Committee and the Infection Prevention Subcommittee.
Financial Impact Assessment
Failure to maintain compliance with specified standards or meet certain national/local objectives
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may incur financial penalties.
Regulatory Impact Assessment
Legal or regulatory compliance issues:
• Meeting local and national Healthcare-Associated Infection reduction objectives
•

Compliance with the Code of Practice on the Prevention and Control of Infection and
Related Guidance (latest version December 2010)

•

Compliance with the Care Quality Commission’s key lines of enquiry for the Safe Care
domain
Compliance with the NICE guidelines for the prevention and control of HCAIs.

•

Equality and Diversity Impact Assessment
Wherever possible, the cultural, religious and gender needs of an individual will be considered, but
there may be situations where patient safety requires infection control issues to take priority.
Key Recommendations
There are no specific recommendations.
Next Steps
Description of proposed follow-up arrangements:
• Ongoing monthly review of trajectory against local and national Healthcare-Associated
Infection reduction objectives through the monthly Service Line infection control reports and
reports to the Infection Prevention Board
•

Ongoing monthly review of compliance with Code of Practice and CQC Outcome 8 though
reports to the Infection Prevention Board
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Subject

Infection Prevention and Control Annual Report, 2018-19

Prepared by

Dr Peter Jenks, Director of Infection Prevention and Control

Approved by

Director of Nursing

Presented by

Dr Peter Jenks, Director of Infection Prevention and Control

Purpose
To present the Infection Prevention and Control Annual Report, 2018-19.

Background
University Hospitals Plymouth NHS Trust aims to prevent all avoidable HealthcareAssociated Infections.

Main body of report
Executive summary
Over recent years, the Infection Prevention and Control Team (IPCT) at University Hospitals
Plymouth NHS Trust (UPHT) has significantly modernised the service it provides in order to
meet the challenging agenda being set at both local and national levels. This has led to
improvements in clinical practice, with concomitant reductions in healthcare-associated
infections.
For the period 2018-19, the Trust reported six hospital-apportioned Meticillin-Resistant
Staphylococcus aureus (MRSA) bacteraemias. The number of new cases of MRSA
(infections at all sites) rose, but were still at a low level with 31 cases. The Trust reported its
lowest ever number of hospital-apportioned cases of Clostridium difficle with 30 cases
against an objective of fewer than 34, and with only one of these being classed as
‘avoidable’. The progress made in reducing hospital-apportioned MSSA bacteraemias, was
unfortunately not sustained, with 39 cases compared to 25 last year. Of these, six were
secondary to peripheral venous catheter infections and five secondary to central venous
catheter infections. The number of hospital-apportioned E. coli bacteraemias recorded was
68 against an objective of 51 and compared to 56 cases last year. Although this is
disappointing, only 6 E. coli bacteraemias were recorded in the final quarter of the year. The
number of hospital-apportioned bacteraemias due to Klebsiella spp. and Pseudomonas
aeruginosa fell from 21 to 18, and 5 to 2 respectively. There continued to be a low incidence
of Carbapenemase-producing Enterobacteriaceae, with only two imported cases and no
secondary transmission from these. While the number of bacteraemias secondary to central
venous catheters fell by 39%, those secondary to peripheral venous and urinary catheters
both increased.
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The management of outbreaks of vomiting and diarrhoea in clinical areas continued to be of
a very high standard and despite considerable norovirus activity in the community and
neighbouring hospitals, there were no ward closures at UPHT. The ‘Five Moments’ hand
hygiene awareness campaign continued across the Trust and hand hygiene compliance was
95%. Considerable work has gone into meeting compliance with national guidelines and
standards, including the Code of Practice for the Prevention and Control of Healthcare
Associated Infections, relevant guidance and quality standards from NICE and Clinical
Negligence Scheme for Trusts (CNST). Considerable Trust-wide effort will be required to
meet next year’s objectives, particularly the new ambition to reduce E. coli and other Gramnegative bacteraemias, and to maintain a zero tolerance approach to preventable
healthcare-associated infections.

Key achievements
The key achievements for the year April 2018-March 2019 were as follows:
•
•
•
•
•
•
•

Clostridium difficile - only 30 hospital-apportioned cases (with only one ‘avoidable’
case) recoded against an objective of fewer than 34 cases. This is the lowest number
of cases on record
Continued low incidence of Carbapenemase-producing Enterobacteriaceae, with only
two imported cases and no secondary transmission from these
Central vascular catheter-related bacteraemias – there were 27 bacteraemias
secondary to central vascular catheter infections compared to 44 the year before, a
fall of 39%
Norovirus – there were no ward closures due to norovirus
Hand Hygiene compliance – compliance of 95%
Excellent compliance with Saving Lives High Impact Interventions
Full compliance with the Code of Practice (July 2015), NICE guidance and quality
standards relevant to prevention and control of HCAIs, and the Care Quality
Commission’s key lines of enquiry for the Safe Care domain.

Conclusion and recommendations
There are no specific recommendations.

Infection Prevention and Control
Team
Annual Report
April 2018 – March 2019

Dr Peter Jenks
Director of Infection Prevention and Control
May 2019
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Key achievements
The key achievements for the year April 2018-March 2019 were as follows:
•
•
•
•
•
•
•

Clostridium difficile - only 30 hospital-apportioned cases (with only one
‘avoidable’ case) recoded against an objective of fewer than 34 cases. This is
the lowest number of cases on record.
Continued low incidence of Carbapenemase-producing Enterobacteriaceae,
with only two imported cases and no secondary transmission from these.
Central vascular catheter-related bacteraemias – there were 27 bacteraemias
secondary to central vascular catheter infections compared to 44 the year
before, a fall of 39%
Norovirus – there were no ward closures due to norovirus
Hand Hygiene compliance – compliance of 95%
Excellent compliance with Saving Lives High Impact Interventions
Full compliance with the Code of Practice (July 2015), NICE guidance and
quality standards relevant to prevention and control of HCAIs, and the Care
Quality Commission’s key lines of enquiry for the Safe Care domain.

Executive summary
Over recent years, the Infection Prevention and Control Team (IPCT) at University
Hospitals Plymouth NHS Trust (UHPT) has significantly modernised the service it
provides in order to meet the challenging agenda being set at both local and national
levels. This has led to improvements in clinical practice, with concomitant reductions
in healthcare-associated infections.
For the period 2018-19, the Trust reported six hospital-apportioned MeticillinResistant Staphylococcus aureus (MRSA) bacteraemias. The number of new cases of
MRSA (infections at all sites) rose, but were still at a low level with 31 cases. The
Trust reported its lowest ever number of hospital-apportioned cases of Clostridium
difficle with 30 cases against an objective of fewer than 34, and with only one of these
being classed as ‘avoidable’. The progress made in reducing hospital-apportioned
MSSA bacteraemias, was unfortunately not sustained, with 39 cases compared to 25
last year. Of these, six were secondary to peripheral venous catheter infections and
five secondary to central venous catheter infections. The number of hospitalapportioned E. coli bacteraemias recorded was 68 against an objective of 51 and
compared to 56 cases last year. Although this is disappointing, only 6 E. coli
bacteraemias were recorded in the final quarter of the year. The number of hospitalapportioned bacteraemias due to Klebsiella spp. and Pseudomonas aeruginosa fell
from 21 to 18, and 5 to 2 respectively. There continued to be a low incidence of
Carbapenemase-producing Enterobacteriaceae, with only two imported cases and no
secondary transmission from these. While the number of bacteraemias secondary to
central venous catheters fell by 39%, those secondary to peripheral venous and
urinary catheters both increased.
The management of outbreaks of vomiting and diarrhoea in clinical areas continued to
be of a very high standard and despite considerable norovirus activity in the
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community and neighbouring hospitals, there were no ward closures at UHPT. The
‘Five Moments’ hand hygiene awareness campaign continued across the Trust and
hand hygiene compliance was 95%. Considerable work has gone into meeting
compliance with national guidelines and standards, including the Code of Practice for
the Prevention and Control of Healthcare Associated Infections, relevant guidance
and quality standards from NICE and Clinical Negligence Scheme for Trusts (CNST).
Considerable Trust-wide effort will be required to meet next year’s objectives,
particularly the new ambition to reduce E. coli and other Gram-negative bacteraemias,
and to maintain a zero tolerance approach to preventable healthcare-associated
infections.
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Progress towards achieving Key Targets, April 2018 – March 2019
The Key Objectives for the IPCT for April 2018 – March 2019 were:
•

To reduce MRSA bacteraemias in line with agreed local and national targets. The
Trust reported six MRSA bacteraemias (objective zero cases).

•

To reduce Clostridium difficile in line with agreed local and national targets. The
Trust reported 30 cases of hospital-apportioned Clostridium difficile, of which
one was considered avoidable and 29 non-avoidable (objective was 34 or fewer
hospital-apportioned cases)

•

To reduce Escherichia coli bacteraemias in line with agreed local and national targets.
The Trust reported 68 E. coli bacteraemias (objective was 51 or fewer hospitalapportioned cases)

•

To reduce infections associated with urinary and peripheral and central venous
catheters. Data available on Balanced Scorecard.

•

To maintain the mean ward closure time due to epidemic gastroenteritis below 7 days.
There were no ward closure due to norovirus.

•

To reduce other infections according to national and local priorities. Complete.

•

Comply with current and new national mandatory surveillance requirements.
Compliant.

•

Support and assist in the screening of high-risk patients for meticillin-resistant and
susceptible S. aureus (MRSA and MSSA). Complete.

•

Continue to follow local and national guidance to control and reduce Resistant Gramnegatives including Carbapenemase-Producing Enterobacteriaceae (CPE). Complete.

•

Support and assist in the screening of high-risk patients for CPE. Complete.

•

To continue to perform surgical site surveillance, including post-discharge
surveillance, on all major procedures. Complete.

•

For all wards to perform at least a monthly Hand Hygiene audit with compliance of at
least 95%. Between April 2018 and March 2019, the overall Trust hand hygiene
compliance was 95%.

•

For all wards to perform at least monthly Saving Lives High Impact Intervention
audits for in use medical devices and score at least 95%. Data available on Balanced
Scorecard.

•

For all wards to achieve compliance with Infection Prevention and Control (IPC)
audits. Data available on Balanced Scorecard.
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•

For the availability of alcohol hand gel in clinical areas to be maintained as close to
100% as possible Data available on Balanced Scorecard.

•

To continue to develop and update the IPC website. Complete.

•

To comply with national legislation and guidance including the latest Code of Practice
(July 2015), which includes an expanded section on antimicrobial stewardship, NICE
guidance relevant to infection prevention and control, and the Care Quality
Commission’s key lines of enquiry for the Safe Care domain, NHS Litigation
Authority, Winning Ways and national guidance on the management of MRSA and C.
difficile. Compliance is reviewed and evidence updated on a monthly basis to ensure
that the Trust maintains strong compliance in this area. There are currently no
outstanding issues. Compliance reviewed and evidence folders updated.
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Introduction
This Annual Report details the activities undertaken by the Infection Prevention and Control
Team (IPCT) during the period 1st April 2018 to 31st March 2019 and should be read in
conjunction with the Infection Control Annual Programme of Work and the MRSA,
Clostridium difficile and Gram negative bacteraemia Reduction Plans, along with the
quarterly reviews for these documents for the same period. The report has been compiled
according to guidelines issued by the Department of Health and will be presented to the
Safety and Quality Committee in April 2019 and the Trust Board in May 2019.
The aim of the IPCT, through the compilation and achievement of a robust Annual
Programme of Work, is to devise, implement and evaluate strategies to reduce hospitalassociated infection by working in collaboration with each Directorate. The IPCT performs a
number of activities that minimise the risk of infection to patients, staff and visitors,
including:
1.
2.
3.
4.
5.
6.
7.

Providing advice on all aspects of infection control
Managing outbreaks of infection
Conducting programmes of education
Undertaking audit and targeted surveillance
Formulating policies and procedures
Interpreting and implementing national guidance at local level
Involvement with refurbishment, new building and equipment projects.

The IPCT now has a far more proactive approach, with a greater emphasis on clinical work
and the direct management of patients with hospital-associated infections. The enhanced
presence of the IPCT in the clinical environment has greatly increased their accessibility for
guidance and advice and has improved the management of hospital-associated infection
across the Trust.

Reporting line to the Trust Board
The IPCT meets on a daily basis to discuss current infection control issues and formulate the
day-to-day working programme for the Team. A formal weekly meeting allows review of
these issues and monitors progress of control processes, as well as progress against
objectives. The Infection Control Committee (ICC) meets quarterly, is chaired by the DIPC,
and reports via the Safety and Quality Board to the Trust Board. There is representation on
the ICC from members of each clinical Service Lines and senior management, as well as
external groups such as the Public Health England, community organisations, as well as
patient and public involvement groups. External links are well maintained with the
Consultants for Communicable Disease Control for Devon and Cornwall, who are also
members of the ICC. The IPCT collaborates extensively with other Trusts across the SouthWest Peninsula and participate in the activities of local and national groups (e.g. Healthcare
Infection Society and Infection Prevention Society). The lead Consultant Medical
Microbiologist for Antimicrobial Stewardship is a member of the Drugs and Therapeutics
Committee.
Significant infection control issues are also dealt with at the monthly Infection Prevention
Subcommittee, which is chaired by the Director of Nursing and reports via the Safety and
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Quality Board to the Trust Board. All MRSA bacteraemias, cases of C. difficile and other
serious Healthcare-Associated Infection (HCAI), as well as recent audit results are reviewed
at this meeting. The results of Root Cause Analyses (RCAs) and Post-Infection Reviews
(PIRs) are reported to the Subcommittee and appropriate recommendations made. Action
Plans arising from RCAs are reviewed at subsequent meetings. Matrons report on infection
control to the Infection Prevention Subcommittee on a quarterly basis.
The Board member with responsibility for infection control during this period was the
Director of Nursing, Greg Dix, and the non-executive member was Jacky Hayden. The
Department of Health document ‘Winning Ways’ states that the DIPC will ‘report directly to
the Chief Executive and the Board and not through any officer’. The DIPC meets with the
Chief Executive and reports directly to the Trust Board as required.
Trust-wide reporting of HCAIs is through a balanced scorecard of reporting that is produced
and circulated to all clinical areas, Service Lines and the Trust Board. This includes
surveillance and outbreak data, audit results, compliance with policy, and uptake of Infection
Prevention and Control training. The scorecard is produced on a monthly basis for Service
Lines and quarterly for Departments, and is incorporated into the Trust Board and Service
Line performance management process.
The IPCT is represented on the following committees:
a)
b)
c)
d)
e)
f)
g)
h)
i)
j)
k)

Clostridium difficile Vigilance Meeting
Water Safety Group
Ventilation Safety Group
Decontamination Action Group
Patient-led Assessment of the Care Environment Team
Cleanliness Assurance Group
Serco/Facilities Operational Group
Harm Free Care
Safety and Quality Committee
Safer Sharps Group
Clinical Procurement Group.

Infection control arrangements
1. Budget and staffing
The IPCT provides an infection control service for UHPNT (~1000 beds) and last year had
annual pay and non-pay budgets of £540,405 and £38,185 respectively. Income of £29,418
was generated through service level agreements with other local healthcare providers
(approximately 500 community beds).

2. Team development
Dr Peter Jenks, Director of Infection Prevention and Control, provides Trust wide leadership
on the provision of infection prevention and control and Claire Haill, Nurse Consultant,
manages a Team of Registered Nurses and Practitioners, Health Care Assistants (HCAs) and
Administration, Surveillance and Data Analyst staff to provide day to day support and
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guidance through education and clinical advice, monitors infection control practices through
a programme of audit and investigates acquisition of infections with robust surveillance and
monitoring processes.
The Team has an establishment of 15.40 whole time equivalent personnel, including
Registered Nurses and Practitioner, Health Care Assistants, and Administration and Clerical
staff. This year the Team was fully established for six months and held one vacancy for the
Bio Medical Nurse Specialist post for five months and two administrators’ posts for a total of
seven months.
The training requirements and personal development of individual team members remains a
key priority. Training includes regular clinical supervision sessions to reflect and discuss the
management and approach to recent clinical issues for post-registration healthcare
professionals, local supervision and bespoke training has been provided for the HCA’s. All
members of the Team received Individual Performance and Development Reviews last year
and personal objectives have been integrated into the Annual Programme of Work to develop
ownership of Trust objectives and facilitate achievement of key outcomes.
Members of the Team are actively involved with the Infection Prevention Society (IPS). Lead
Specialist Practitioners Cathy Ford, Tamasin Davis, and Specialist Practitioner Sharon Warne
attended the Southwest IPS quarterly meetings held across the Peninsular, building on
networking opportunities and sharing thoughts and practices. Cathy and Sharon presented a
session on our implementation of the CPE Tool Kit. Lead Specialist Practitioners Tamasin
Davis and Dawn Hoole, attended the National IPS conference held in Glasgow as delegates
and to present three posters outlining the approach the Trust has taken to simplify the
Isolation Care Plans, discuss Application of MRSA Suppression Therapy following an audit
of staff knowledge led by CPO Robert Chambers, Royal Navy Nurse on placement with
IPCT, and How my journey as an Infection Control Link Practitioner led to the opportunity of
achieving a specialist role within a University Trust, by Tracey Hambridge. One poster was
selected to be presented in the poster talk sessions. The posters and abstracts have been
presented at the Infection Prevention Sub-Committee and Infection Control Committee
meetings and placed on public display.
Nurse Consultant, Claire Haill, continues as a Co-Opted Council Member of the Healthcare
Infection Society and is on the working party reviewing the rituals of theatre practice. Claire
has attended the international conference held in Liverpool and regularly attends regional
infection prevention and control meetings chaired by the Clinical Commissioners Group,
Infection Prevention and Control Lead and NHS Improvements. Lead Specialist Practitioner
Dawn Hoole attended a meeting supported by Public Health England on the reduction of
Gram negative bacteraemia. Magdalena Wasiluk, Business Co-Ordinator, has attended a
number of training courses including project management, coaching and problem solving
which has assisted towards the performance of the Team and successful submission of a
business proposal, which was fully executed to improve the working environment for the
Team providing the IPC service. Claire, Cathy and Eve Tune Specialist Practitioner
completed a training course on Water Safety.
Each member of the Team has been offered the opportunity for personal development, either
in the form of formal training, study sessions or local informal training. Lead Specialist
Practitioner Dawn Hoole provides supervision, guidance and training for the HCA’s, and
Lead Specialist Practitioner Cathy Ford is responsible for education for the Registered Nurses
and delivering the Management in Infection Prevention module in partnership with Plymouth
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University. The Registered Nurses and HCAs have their hand hygiene technique assessed.
Cathy Ford and Health Care Assistant Lesley Zynda have received Train the Trainer training
for mask fit testing, and have assessed a number of staff. This ensures the Clinical Team are
competent in the skills they are teaching, assessing and providing instruction on. Cathy Ford,
Sharon Warne and Tracey Hambridge are Student Nurse Mentors. All Registered Nurses due
to revalidate have done so successfully. Royal Navy Colleague, CPO Robert Chambers, has
contributed to the Team’s performance whilst continuing to gain practical experience of IPC
and whilst undertaking an infection Control course and achieved a promotion, and Lt Emma
Vincent has had the opportunity to experience infection control in the acute Trust and
maintain her knowledge and skills as an experienced Infection Prevention Specialist.
In 2018 the Team have said “farewell, thank you and good luck” to, Health Care Assistants
Shona Graham and Naomi King, Surveillance Administrator Lynne Sugg and Bio-Medical
Device Nurse Specialist Jo Hope and Daniela Florindi. We have welcomed Health Care
Assistant Kay Sullivan, Bio-Medical Nurse Specialist Daniela Florindi, and Surveillance
Data Analysts Roger Burnett and David Trapp.
Dr Peter Jenks is a member of Expert Adviser panel for the NICE Centre for Clinical Practice
(Medical Microbiologist with responsibility for infection control). He was also a Specialist
member of the NICE Surgical Site Infections (SSI) guideline update committee that
published revised a revised guideline in April 2019. He has been Honorary Secretary of the
Healthcare Infection Society (HIS) since November 2015. He has also been part of the NHS
Improvement Expert Advisory Group on Gram-negative bloodstream infections.

Surveillance
1. Background
Surveillance of healthcare-associated infection can be defined as the systematic recording of
infections using agreed definitions, with analysis, interpretation and dissemination of the
results so that appropriate action can be taken. Surveillance is necessary to monitor trends in
infection rates over time, detect outbreaks, provide information for the planning of services
and allocation of resources, and to evaluate the impact of any interventions aimed at reducing
infection risks. By targeting appropriate interventions, surveillance contributes significantly
to reducing rates of infection and is recognised as an important contributor to good infection
control practice.
In October 2000, the Department of Health announced that some aspects of surveillance
would be compulsory. In April 2001, a mandatory scheme for reporting Staphylococcal
bacteraemias (including MRSA) commenced and the results of that surveillance are
published regularly. In an attempt to account for variations in hospital activity, absolute
numbers of MRSA bacteraemias are converted into a rate using the bed availability and
occupancy (KH03) annual return. From 1st September 2003, Acute Trusts have also had to
report bacteraemias due to glycopeptide resistant enterococci (GRE) and since January 2004,
alert organism surveillance was extended to C. difficile. Reporting of bacteraemias due to
Meticillin-Sensitive Staphylococcus aureus (MSSA) was added to the scheme in January
2011 and bacteraemias due to Escherichia coli were reportable from 1st June 2011. Mandatory
surveillance was extended to include bacteraemias caused by Klebsiella spp. and Pseudomonas
aeruginosa in April 2018. The national surveillance scheme also includes orthopaedic surgical

site infections and the reporting of ‘serious untoward incidents associated with infection’.
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The infection rates for UHPT are published in comparison with other Teaching Hospital
Trusts.
2. Mandatory surveillance reporting
University Hospitals Plymouth NHS Trust complies fully with the mandatory surveillance
system for healthcare-associated infections including staphylococcal (including MRSA and
MSSA) and E. coli bacteraemias, C. difficile and orthopaedic surgical site infections. All
‘serious untoward incidents associated with infection’ are reported to commissioners and
Public Health England. Monthly surveillance reports are circulated to all clinical areas,
Service Lines and the Trust Board, and reports are also produced on a quarterly basis for
Departments. The reports include surveillance and outbreak data, audit results and
compliance with policy. As well as being incorporated into the Trust Board and Service Line
performance management process, they are also reviewed at the ICC and Infection
Prevention Subcommittee. In addition, the IPCT also produces monthly reports that include
surveillance data on new cases of MRSA, MRSA bacteraemias, all other hospital-acquired
bacteraemias, C. difficile, gentamicin-, cefpodoxime and quinolone-resistant gram-negative
infections,
GRE,
ESBL-producing
coliforms
and
Carbapenemase-producing
Enterobacteriaceae. From January 2012, these reports have also included cases of
Pseudomonas aeruginosa from Augmented Care Areas.
3. New clinical cases of MRSA
As well as mandatory reporting of MRSA bacteraemias, all new cases (‘first isolates’) of
MRSA are also recorded. These can be divided into ‘infections’, where MRSA is isolated
from clinical specimens, and ‘colonisation’, where MRSA is isolated from screening swabs
from patients who are harmlessly carrying the organism. Many hospitals use such data as a
useful marker of the overall burden of MRSA.
Patients admitted to UHPT who are known to be colonised with MRSA are identified by an
alert on their electronic record and in their clinical notes. These patients, as well as all newly
identified inpatient cases, are visited by the IPCT who ensure appropriate infection control
measures and that topical MRSA suppression therapy has been prescribed.
In line with the latest guidance from the Department of Health (Implementation of modified
admission MRSA screening guidance for NHS (2014)), high-risk elective and emergency
admissions to UHPT are screened for MRSA. A local risk assessment has been performed by
the IPCT based on local prevalence data to identify those at high risk of poor outcome from
MRSA infection and those most likely to be colonised (i.e. high prevalence groups). Targeted
screening is performed on the following groups:
•

•

High- and medium-risk elective patients. Patients admitted for the following
procedures should be screened: cardiac surgery, thoracic surgery, upper GI surgery,
vascular surgery, orthopaedics neurosurgery, including spinal surgery, colorectal
surgery), hepato-biliary surgery, plastic surgery, breast surgery, general surgery, renal
transplant surgery, cardiology, haemodialysis (quarterly) and pre-insertion of central
line (ad hoc as required)
Admission to ward (if not screened pre-admission or during current admission).
Patients admitted to the following wards who have not been screened pre-admission
or during current admission should be screened: Bickleigh, Bracken, Braunton, Brent,
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•
•

Clearbrook, Crownhill, Marlborough, Lynher, Mayflower, Moorgate, Sharp, Shaugh,
Stannon, Stonehouse, Torcross, Torrington CICU/CHDU and Wolf
Admission to ward (regardless of previous screens) Patients admitted to the
following wards should be screened regardless of previous screens: Penrose,
Pencarrow and Stannon
High prevalence (Elective and Emergency). Patients in the following groups should
be screened on admission to any ward: patients previously colonised with MRSA,
nursing/residential home residents, transfers from another hospital, healthcare worker,
patients with a wound, ulcer or indwelling device that was present before admission to
hospital.

Additional screens may be requested by the IPCT on a case-by-case basis, for example as part
of the management of individual or clusters of infection.
University Hospitals Plymouth NHS Trust reported a total of 31 new ‘infections’ due to
MRSA between April 2018 and March 2019, compared to 22 the year before.
New cases of MRSA, April 2003 – March 2019

The total number of new MRSA isolates (i.e. those isolated form screening samples as well
as clinical specimens) was 215, compared to 148 cases recorded during the previous year. It
is difficult to interpret the significance of this result due to the change in screening policy.
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All MRSA isolates (infections and screens), April 2007 – March 2019

4. MRSA bacteraemias
The objective for UHPT for 2018-19 was to record zero Trust-apportioned MRSA
bacteraemias (cases occurring 48 hours or more after admission to the Trust). University
Hospitals Plymouth NHS Trust reported six MRSA bacteraemias between April 2018 and
March 2019.
MRSA bacteraemias attributable to Trust, April 2003 – March 2019

Post-Infection Reviews (PIRs) are carried out on all MRSA bacteraemias at UHPT and is
performed by the clinical team caring for the patient with support from the IPCT. The results
of these investigations are reported to the Infection Prevention Subcommittee and series of
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recommendations made. Monitoring of actions arising from PIRs is also monitored by the
Infection Prevention Subcommittee. Three of the bacteraemias occurred in the same patient
over a five week period. The source was a severe osteomyelitis, with the bacteraemias
occurring despite optimal antibiotic management under the supervision of a Consultant
Medical Microbiologist. One case was acquired on the cardiac surgery unit and no source
was found despite a comprehensive staff screening exercise. A further case was assigned as
hospital apportioned by dates, but was secondary to a groin abscess in an intravenous drug
user, so was actually acquired in the community.
To continue to minimise the risk of any infection due to MRSA at UHPT, the following
strategies are planned:
1. Targeted MRSA screening of admissions will continue
2. Compliance with the decolonisation of MRSA will continue to be reported on the
monthly balanced scorecard to improve the management of these patients
3. A Post-Infection Review will be performed on all MRSA bacteraemias, with the
results of these investigations and their recommendations monitored by the Infection
Prevention Subcommittee
4. The surveillance of post-operative wound infections, including post-discharge follow
up, will continue for most surgical procedures performed at UHPT
5. There will be continued effort to reduce the number of infections associated with
medical devices, including intravascular and urinary catheters.

5. Meticillin-Sensitive S. aureus (MSSA) bacteraemias
Between April 2018 and March 2019, UHPT recorded 135 total bacteraemias due to MSSA,
compared to 113 the previous year. Reporting of MSSA bacteraemias became mandatory on
1st January 2011 and cases are now apportioned as hospital or community acquired. During
2018-2019, UHPT recorded 39 hospital-apportioned bacteraemias due to MSSA, compared to
25 the year before.

15

Hospital-apportioned MSSA bacteraemias, April 2010 – March 2019

The increase in MSSA bacteraemias is in part explained by a rise in the number of infections
associated with peripheral and central venous catheters. Over the last 12 months, there were 6
bacteraemias secondary to peripheral venous catheters and 5 secondary to central venous
catheters. The contribution of line-related bacteraemias to the overall total of MSSA
bacteraemia since April 2014 is shown below:
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To reduce MSSA bacteraemias, it is important to reduce infections associated with peripheral
and central intravascular catheters and also continue the screening and suppression of MSSA
before targeted surgical procedures. Peri-operative suppression of MSSA is currently
performed for cardiothoracic, invasive cardiology, orthopaedic, neurosurgical and breast
implant/reconstruction procedures. Those undergoing haemodialysis are screened for MRSA
and MSSA on a quarterly basis. The following categories of patients undergoing insertion of
a central venous catheter are also screened for MRSA and MSSA: any tunnelled line
(including Portacaths and lines used for dialysis), dedicated lines used for Total Parenteral
Nutrition, lines used in Haematology or Oncology and lines put in by the Line Insertion
Service.
6. Escherichia coli bacteraemias
Reporting of E. coli bacteraemias became mandatory on 1st June 2011. Between 1st April
2018 and 31st March 2019, UHPT recorded 413 bacteraemias due to E. coli, compared to 353
the previous year. During the same period, there were 68 hospital-apportioned bacteraemias
compared to 56 the previous year and an objective of 51 or cases. Although this is
disappointing, only 6 E. coli bacteraemias were recorded in the final quarter of the year. Over
the year, six cases were secondary to catheter-associated urinary tract infections.

Hospital-apportioned Escherichia coli bacteraemias, April 2010 – March 2019

7. Klebsiella spp bacteraemias
Mandatory surveillance was extended to include bacteraemias caused by Klebsiella spp. in April
2018. Over the last 12 months, UHPT recorded 78 bacteraemias due to Klebsiella spp., of

which 18 were hospital-apportioned. This compares to 21 hospital-apportioned cases the
previous year.
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8. Pseudomonas aeruginosa bacteraemias
Mandatory surveillance was extended to include bacteraemias caused by Pseudomonas aeruginosa in
April 2018. Over the last 12 months, UHPT recorded 23 bacteraemias due to Pseudomonas
aeruginosa, of which 2 were hospital-apportioned. This compares to 5 hospital-apportioned

cases the previous year.

9. Carbapenemase-producing Enterobacteriaceae
Enterobacteriaceae are a large family of bacteria that usually live harmlessly in the gut of all
humans and animals. However, these organisms are also some of the most common causes of
opportunistic urinary tract infections, intra-abdominal and bloodstream infections. They
include species such as Escherichia coli, Klebsiella spp. and Enterobacter spp. Carbapenems
are a valuable family of antibiotics normally reserved for serious infections caused by drugresistant Gram-negative bacteria (including Enterobacteriaceae). They include meropenem,
ertapenem, imipenem and doripenem. Until recently, Gram-negative bacteria have been
usually been susceptible to carbapenems and these have been the agents of choice for the
treatment of multi-drug-resistant Gram-negative infections. Carbapenemases are enzymes
that destroy carbapenem antibiotics, conferring resistance. They are made by a small but
growing number of Enterobacteriaceae strains. There are different types of carbapenemases,
of which KPC, OXA-48, NDM and VIM enzymes are currently the most common. Rapid
spread of carbapenem-resistant bacteria has potential to pose an increasing threat at a local
and national level.
Over the last five years, there has been a rapid increase in the incidence of infection and
colonisation in patients in the UK by multi-drug resistant carbapenemase-producing
organisms. In addition, a number of clusters and outbreaks have been reported in England.
The threat of the spread of CPEs has resulted in a Public Health England (PHE) Incident and
Emergency Response Plan Level 3 (national implications) and NHS England issued a Patient
Safety Alert on 6th March 2014. In December 2013, PHE produced an acute trust toolkit for
the early detection, management and control of CPEs which recommended that acute trusts
produce a CPE Management Plan. A local Plan was produced in April 2014. The majority of
recommendations made in the PHE toolkit were already in place at UHPT, but some
additional measures were implemented following publication of the Pan.
To date there have been 19 cases at UHPT:
•
•
•
•
•
•
•
•
•
•
•

three imported from the liver Unit at King’s College Hospital
one imported from a hospital in Crete
two imported from a hospital in Egypt
one imported form a hospital in France
one imported form a hospital in Bangladesh
one imported form a hospital in Malta
one imported form a hospital in Turkey
one from a visitor to India
one imported from a hospital in the Gabon
one imported from Italy via the Royal Devon And Exeter Hospital
six de novo cases.
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The number of screens and cases of CPE for 2018-18 are shown below:
Month (2018/19)
April
May
June
July
August
September
October
November
December
January
February
March

Number screened
33
24
30
21
33
27
24
27
23
26
21
18

Number colonised
0
0
0
1
0
0
0
0
1
0
0
0

Number infected
0
0
0
0
0
0
0
0
0
0
0
0

10. Hospital-Acquired Bacteraemias
Over the last 12 months, there has also been surveillance of all hospital-acquired
bacteraemias. Patients with a bacteraemia were identified by daily review of all positive
blood cultures, followed by clinical confirmation using standard definitions. The main
criterion for a bacteraemia to be recorded as hospital-acquired is that it was taken more than
two days after admission. Information from patients with bacteraemia was collected by the
IPCT, reviewed by a Consultant Microbiologist and included demographic, infection and risk
factor data.
Between April 2018 and March 2019, 24,019 blood culture sets were taken at UHPT. Once
repeat isolates were removed, 232 patients were considered to have developed one or more
episodes of hospital-acquired bacteraemia, compared to 226 the previous year. The majority
of hospital-acquired bacteraemias occurred in the Critical Care, Haematology and Oncology,
Gastroenterology, Medicine and Cardiothoracic Directorates. This is likely to reflect factors
that influence risk of bacteraemia such as severity of illness, immunosuppression and
invasive devices.
The underlying sources of hospital-acquired bacteraemias for the whole hospital are shown in
below. Intra-abdominal infections were the commonest allocated source.
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Sources of hospital-acquired bacteraemia, April 2018-March 2019

Information on the micro-organisms causing hospital-acquired bacteraemias is given below.
The commonest individual species was Escherichia coli, which accounted for 28% of cases.
Other coliforms were responsible for a further 13% of cases. Staphylococci accounted for
32% of cases, with 15% due to MSSA and 2% MRSA.
Micro-organisms causing hospital-acquired bacteraemia, April 2018-March 2019
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11. Cases of Clostridium difficile
Between April 2018 and March 2019, UHPT recorded 30 Trust-apportioned cases C. difficile
(cases occurring 72 hours or more following admission), of which one was considered
‘avoidable’, against an objective of fewer than 34 avoidable hospital-apportioned cases. This
compares to 43 hospital-apportioned cases last year, of which 3 were non-avoidable.
Trust-apportioned cases of Clostridium difficile infection, 2008-19

The total number all cases of C. difficile occurring at any time during admission to UHPT is
also recorded and this allows comparison with a longer historical period. Over the last year,
there were 116 cases, compared to 118 cases the year before.
Total cases of Clostridium difficile infection, 2002-18
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Further efforts to reduce C. difficile will be made through ongoing multidisciplinary review
of all cases, fogging of single rooms vacated by C. difficile-colonised patients and continuing
antibiotic and proton pump inhibitor stewardship.

12. Orthopaedic and other surgical site infections
The Surgical Site Infection Surveillance Service (SSISS) assesses speciality-specific surgical
site infections on a quarterly basis. University Hospitals Plymouth NHS Trust has
participated with this scheme since its introduction in 1997. Standard case definitions and
surveillance methodology are provided to enable comparable rates to be produced. Although
the reporting of orthopaedic surgical site infections has recently become compulsory, other
components of this scheme remain voluntary.
Over the last year surgical site surveillance has been performed on the majority of major
surgical procedures carried out at UHPT. Post-discharge surveillance is carried out for some
procedures using a standard questionnaire that is returned 28 days after the procedure with
telephone follow up of selected cases. Reports are produced and fed back to individual
surgical teams on a quarterly basis. Feeding back infection data is a crucial component of a
quality improvement programme and is known to reduce post-operative wound infection
rates. Significant reductions in surgical site infections have been achieved at UHPT in those
surgical procedures for which surveillance has been established for some time (notably in
cardiac and vascular surgery). There have been reductions in all hospital-acquired
bacteraemias attributable to surgical site infections since the service commenced.
The cumulative infection rates at UHPT for all surgical specialities for the last 5 years to June
2018 are shown below. Caution should be use in interpreting the national comparator figure.
A number of published studies have concluded that poor-quality data, the inclusion of data
that does not comply with standard protocols or definitions, and variations in data collection
methods make the national surveillance rate unsuitable for benchmarking purposes.
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Untoward incidents including outbreaks
1. Outbreaks of Diarrhoea and Vomiting
Between April 2018 and March 2019, no wards were closed due to outbreaks of vomiting and
diarrhoea at UHPT. There were therefore no ward closures or bed days lost due to norovirus
over the year. A comparison with other years is given below.
Outbreaks of diarrhoea and vomiting, September 2004 – March 2019
Year
Wards Patients Staff Norovirus positive
2004-05*
43
658
208
28
2005-06
60
878
168
35
2006-07
9
150
52
7
2007-08
14
204
36
12
2008-09
5
84
25
5
2009-10
24
410
123
24
2010-11
7
135
13
7
2011-12
10
176
44
10
2012-13
23
431
106
23
2013-14
1
11
7
1
2014-15
2
38
24
2
2015-16
1
18
4
1
2016-17
3
47
10
3
2017-18
0
0
0
0
2018-19
0
0
0
0
* Note this is a part year (September 2004 – March 2005)
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Days
252
320
48
69
26
124
45
55
134
6
14
5
8
0
0

Mean days
5.9
5.3
5.3
4.9
5.2
5.2
6.4
5.5
5.8
6.0
7.0
5.0
2.7
0
0

The management of outbreaks has been greatly facilitated by the introduction of rapid
diagnostic technology (Polymerase Chain Reaction, PCR) and controlling spread by
cohorting patients in side rooms and bays with doors. As a result, the number of ward
closures has been dramatically reduced, with substantially less disruption to the operational
running of the hospital.

Outbreaks of norovirus are controlled by containment, enhanced infection control procedures,
and environmental cleaning and decontamination. The following control measures are taken:
1. Outbreak meetings are convened and are generally attended by ‘key players’,
including representatives from the cleaning contractor, affected wards, the operational
team as well as the IPCT. The IPCT regularly attends the daily operational meetings
2. Information is disseminated throughout the Trust via daily ‘Ward Closure’ and
‘Outbreak Update’ emails.
3. Symptomatic patients are isolated or cohorted
4. Staff movements are restricted
5. Enhanced infection control measures are implemented
6. Symptomatic staff remain off work until 48 hours after their last symptoms
7. Enhanced environmental cleaning and decontamination is implemented in affected
areas. Wards are deep-cleaned 48 hours after the last symptoms are reported.
During the year, there continued to be effective collaboration between the Operational and
IPCT which led to prompt and successful containment.
2. Influenza
Preparedness for influenza commenced in August 2018 led by Specialist Practitioner Tracey
Hambridge. Tracey lead on a reflection of last year’s performance, reviewed our advice,
processes and documentation against the up-dated information available from Public Health
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England. In view of the practice of early isolation and clinical assessment of exposed
patients, the IPCT took the decision not to close bays to cohort potentially exposed patients;
this was managed on a case-by-case basis. October 2018 Infection Prevention and Control
week concentrated on the preparedness of seasonal viruses "Are you ‘flu ready?“ allowing
staff the opportunity for refresher training on viral swabbing, correct selection and use of PPE
and isolation precautions. Ward Sisters were asked to check they had supplies of tissues and
hand wipes to encourage correct cough etiquette in patients presenting with influenza like
illness. Training was provided to the admission areas on the correct viral swab technique.
The microbiology laboratory staff provided IPCT with a list of patients being tested each day
thus enabling IPCT to contact the wards and advise on Droplet isolation precautions if they
had not been initiated using these opportunities for education.
In total, there were 2274 respiratory viral swabs taken between 1st October 2018 – 31st March
2019 of which 461 were influenza A and 5 were Influenza B. There was one ward closure
due to influenza, suggesting patient–to–patient transmission, and bay closures were directed
and managed when patients confirmed with influenza were unable to be isolated in single
rooms. The number of influenza cases rose slowly until January with an initial sudden
increase, this level remained constant for several weeks before a peak during two weeks in
February before returning to a moderate level although bays were closed to new admissions
there were eight bed days lost during January, February and March and no ward closures. All
symptomatic patients were prescribed anti-viral treatment and contacts of the positive
patients were assessed and offered prophylaxis as clinically indicated. The clinical areas
received increased environmental cleaning and staff and visitors provided with Personal
Protective Equipment when entering the areas under increased infection control monitoring.
There was a high level of Respiratory Syncytial Virus positive patients attending Birch Day
Case Unit which was controlled through collaborative working between the Clinical Team
and IPCT.
The IPCT Nurses maintained their usual On-Call system to provide clinical advice and
monitored compliance in the controls implemented, although increased their availability in
the hospital to respond to the increased processing of samples and clinical advice, provide the
Operational Site Manager with accurate situation reports to support the operational flow of
patients, and provide daily figures for external performance reporting. The Microbiology
laboratory responded by increasing the frequency of viral testing from 5 days a week to 7
days, and up to four testing runs per day. In addition, Occupational Health and Wellbeing
continued to offer non-immunised staff the seasonal influenza vaccine.

25

3. Other infection-related incidents
There were 39 other infection-related incidents dealt with by the IPCT between April 2018
and March 2019 and these are outlined below. All ward closures and other Serious Untoward
Incidents are reported to the Health Protection Agency and Strategic Health Authority as part
of the mandatory surveillance of Healthcare Associated Infection. Reports on these incidents
are available from the IPCT.
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Infection-related incidents, April 2018 – March 2019
Month
February-March 2018
December 2017January 2018
July-November 2017
February-April 2018
April 2018
March-April 2018
May 2018
April-May 2018
March-May 2018
April-May 2018
May-June 2018
June 2018
June-July 2018
July 2018
July 2018
July-August 2018
August 2018
July-August 2018
July 2018
July-August 2018
July-August 2018
July-September 2018
September 2018
July-October 2018
July 2017-May 2018
October 2018
October 2018
Sep-November 2018
Oct-December 2018
November 2018
November 2018
November 2018
December 2018
December 2018
December 2018
December 2018January 2019
February 2019
Jan-February 2019
Jan-February 2019

Incident
Clostridium difficile on Sharp
Potentially infectious TB on Thrushel and
Honeyford
MRSA on the Cardiac Surgery Unit
Clostridium difficile on Shaugh
Clostridium difficile on Marlborough
MRSA on the Marlborough
Clostridium difficile on Bracken, Birch and
Brent
Potentially infectious TB on Pencarrow
and Moorgate
Clostridium difficile on Hexworthy
Clostridium difficile on Hartor
MRSA on the Hembury
Clostridium difficile on Shaugh
Potentially infectious TB on Crownhill
Scabies on Hexworthy
Clostridium difficile on Monkswell
Clostridium difficile on Bracken
Clostridium difficile on Lynher
Clostridium difficile on Brent
Potentially infectious TB on Crownhill
Clostridium difficile on Hembury
Clostridium difficile on Marlborough
Clostridium difficile on Mayflower
Clostridium difficile on Brent
Clostridium difficile on Hartor
MRSA on the Cardiac Surgery Unit
Clostridium difficile on Hexworthy
Clostridium difficile on Bracken/Birch

Response
Standard
Standard
Staff screening
Standard
Standard
Standard
Standard
Standard

Clostridium difficile on Wolf
Gentamicin-resistant E. coli, Marlborough
MRSA on Penrose
Potentially infectious TB on PIU
Clostridium difficile on Stonehouse
MRSA on Clearbrook
Potentially infectious TB on SAU
Clostridium difficile on Mayflower

Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Staff screening
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard

Clostridium difficile on Burrator
Clostridium difficile on Marlborough
Clostridium difficile on Lynher

Standard
Standard
Standard

Serratia marcescens on Brent ward
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4. Cardiopulmonary Bypass Heater Cooler Units
In March 2017, there was a national patient notification exercise for patients who had
undergone cardiac surgery and considered to be at the highest risk of Mycobacterium
chimaera infection from heater cooler units used for cardiopulmonary bypass. Around 1500
patients who underwent valve replacement or repair surgery on cardiopulmonary bypass in
Plymouth from January 2013 were written to as part of this process.
There have not been any infections due to M. chimaera in patients who have undergone
cardiac surgery in Plymouth. All patients undergoing cardiac surgery are informed of the risk
of M. chimaera at the point of consent for surgery and are also given information regarding
M. chimaera at the point of discharge. Mycobacterium spp. have been specifically looked for
in specimens form patients with deep infection (e.g. endocarditis, sternal wound infection)
since May 2015. The Trust’s original heater-cooler units were manufactured by LivaNova
(Sorin). Six units were rotated, with four in use and the other two in dry storage. The
machines were decontaminated using processes recommended by the manufacturer. In line
with recommendations from Public Health England (PHE), water from these units was
sampled on a monthly basis since July 2015.
In June, July and September 2018, water samples taken from five Heater Cooler Units
(HCUs) grew either Mycobacterium gordonae or M. chimaera. All machines have now been
replaced with new ones (Maquet HCU 40) and undergo regular decontamination in line with
instructions form the manufacturer. In January 2019, one of these new machines grew M.
gordonae and in February, all four machines and the supply system for the filtered water used
to clean the machines grew this organism. In February 2019, all machines and the supply
system were decontaminated and re-tested. The full results of these samples are awaited.
Decontamination and sampling of the heater-cooler units will continue in line with the
manufacturer’s recommendations.

Hand hygiene and aseptic protocols
1. Audit of compliance with hand hygiene
During the year, all clinical areas were audited on a monthly basis. The wards, Critical Care
Units, Theatres and Clinical Department Infection Prevention and Control Link Practitioners
(IPCLPs) perform the audits. Each audit involves observation of the frequency and quality of
hand hygiene in clinical areas. The pass mark for hand hygiene audits was 95% and clinical
areas failing to achieve this are expected to perform weekly audits until they consistently
achieve this standard. Between April 2018 and March 2019, monthly results ranged between
92–100% achieving an overall Trust compliance of 96%, The Trust’s overall mean Hand
Hygiene compliance for the year compared to previous years is shown below. This sustained
compliance in hand hygiene reflects the high priority given to hand hygiene by the IPCT as
well as the impact of the ongoing commitment under the direction of the World Health
Organisation and the adoption of the my ‘Five Moments’ campaign.
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Annual hand hygiene compliance, 2004-18

Each clinical area also received a qualitative audit that examines hand-washing technique
using the GloBox. This activity concentrates not so much as the ‘when’ to decontaminate
hands, but on the ‘how’. It demonstrates how effective an individual applies hand gel and
how effective their hand washing technique is. It promotes the Alyffe technique, a seven-step
guide to decontaminating hands and incorporates promoting the importance of drying hands
thoroughly. These training and assessment sessions are provided by the IPCT HCA’s and
have also been used to raise staff awareness of contact dermatitis. All audit results have been
reported back to medical, nursing and clinical professional staff working in the areas in order
to improve practice and are also included on the balanced scorecard for reporting and on the
IPCT display cabinets on Level 7. Immediate verbal feedback is given at the time of the audit
and areas also receive a written report. The clinical areas are encouraged to display the results
of hand hygiene and other audits at their ward entrance or on a dedicated infection control
notice board. The activity has identified an increase in wearing of stoned rings, nail products
and demonstrates how wearing of hand and wrist jewellery or clothing compromises the
ability to decontaminate hands effectively. The GloBox has played an active part in many
successful Infection Prevention and Control Awareness activities including in the main
hospital foyer and used by IPCT staff and other hospital staff in community activities there
by promoting hand hygiene as a public health message in schools and groups.
2. My ‘Five Moments’ for hand hygiene
The World Health Organisation’s (WHO) campaign ‘Five Moments’ was developed to
reduce unnecessary hand hygiene, to stress the importance of the correct location and time for
hand hygiene, and to ensure the chain of transmission is broken by hand hygiene and thus
prevent the transmission of infection. ‘Five Moments’ linked with the cleanyourhands
campaign in the following ways:
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•
•
•

The WHO guidelines on hand hygiene in healthcare formed the central clinical source
for the campaign
Within the campaign, the ‘Five Moments’ approach to hand hygiene formed the
framework for informing staff when and why hand hygiene should be performed
This will ensure other information, about how to perform hand hygiene for example,
will have an impact on practice

The IPCT continue to promote the ethos set out in this. The hand hygiene policy reflects the
requirement for all staff entering clinical areas are ‘bare below the elbow’. Compliance is
monitored during audits, undertaken by matrons, external auditing bodies and is integral to
the annual Patient Led Assessment of the Clinical Environment with evidence of good
compliance. Three questions are audited monthly in all clinical areas:-Are hands
decontaminated 1) before/after contact, 2) after glove removal and 3) after dealing with
bodily fluids /clinical procedure; based on 19,868 observations the Trust has achieved 96%
compliance. Included in the Matrons environmental audit are two questions relating to the
promotion of good hand hygiene:
1) Is hand gel visible and available outside the ward- achieving between 99 - 100%,
2) Are the monthly hand hygiene audit results displayed for staff and visitors - achieving
95%.
The Team have also taken responsibility for developing other strategies around promotion of
effective hand hygiene practice and will continue to deliver the message of the ‘Five
Moments’.

3. International Hand Hygiene Day
Lead Specialist Practitioner Hoole, Health Care Assistant Burns and Student Nurse Durston
exhibited a hand hygiene display in the main concourse on Wednesday, 9th May 2018 to
promote hand hygiene as a public health message. The theme for 2018 was Preventing Sepsis
as promoted by the World Health Organisation. Communication was sent in Trust-wide daily
email to promote the event and ward areas have been invited to participate by displaying
educational resources in their areas. World Hand Hygiene day on the 5th May launched this
year’s staff poster competition.

4. Clinical hand-wash basins should be used for hand washing only
Previously, the Trust has successfully implemented the Department of Health
recommendations that clinical hand wash basins in augmented care areas should be for hand
washing only. In 2013, the Water Safety Group recommended this to be adopted Trust wide.
A distinct yellow label was made available for the clinical areas to identify clinical hand
wash basins and limit the use to hand washing. This year compliance with that
recommendation of how clinical wash hand basins are used is monitored jointly with
representation from IPCT, Estates and Clinical areas on an annual Water Walk Around. The
joint approach serves to monitor the condition, cleanliness, access to and how the Clinical
hand-wash basins are being used, along with providing an opportunity to provide teaching on
safe water management. Staff knowledge with the correct use of Clinical Hand Wash Basins
is good and clinical areas are compliant with flushing regimes for low use outlets. Several
low use CHWB have been removed as a result of these dedicated Infection control and
Estates ward visits. During ward refurbishment projects advice and recommendations for
water outlets and appropriate provision are considered.
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5. Provision of alcohol-based hand rub
The IPCT continue to deliver the message of the ‘Five Moments’ and ‘At the Point of Care’.
This included the availability of alcohol hand rub sited appropriately at the point of care.
Alcohol hand rub is also available at the ward/department entrances and the ‘self-check in’
systems used by patients when they arrive in the clinical departments for pre-booked
appointments.

6. Talking poster frames
To further raise awareness of the importance of hand hygiene, talking poster frames are
installed at the main entrance and outside all wards in the hospital. The frames contain a
hand-washing poster and are triggered by a motion sensor that immediately plays an audio
track, reminding staff and visitors to decontaminate their hands. They are designed to grab
the attention of the passer by, making sure they take notice of the poster and also use the hand
sanitiser which is also available at the ward entrances. Signs have been installed in the
hospital reception, outside wards and in other key locations across the Trust reminding staff,
patients and visitors of the importance of hand hygiene and asking them to use the alcohol
sanitiser outside the ward areas. The signs are activate intermittently to maximise the effect
of their impact.

Management of medical devices and Saving Lives (Report by Claire Haill)
The initial success of the Bio-Medical Device Specialist Nurse post demonstrated an overall
reduction in the number of blood stream infections associated with indwelling devices,
specifically vascular and urinary catheter, whilst positively contributing to the management
of patients with indwelling devices. After 18 months, the initial post holder took their
knowledge and experiences accepting a promotion within a Quality Manager role, leaving a
vacancy for months six months until the appointment of Daniela Florindi. The impact of this
vacancy adversely affected the momentum and focus that had started to transition from
investigating to assessment of the on-going need and early appropriate removal thus
improving patient care, reducing workload and refining clinical skills. All incidents are
reported using the DATIX system and investigated using the SBAR (Situation, Background,
Assessment, Recommendation) methodology and reported to the Harm Free Care meeting for
wider discussion and action. Following an investigation a tailored programme of remedial
actions involves some or all of the following resources: audit and feedback, teaching, product
review or training, advice sought from other specialists, communications between Primary
Care Teams as necessary.
All clinical areas completed monthly audits, with close monitoring by the Matrons.
Observational audits from wards and clinical department on the management of patients with
peripheral and central lines and urinary catheters are reported Trust-wide in monthly balanced
scorecard. The Safety Thermometer approach of monthly point prevalence on urinary tract
infections and catheter-associated infections has been adopted for Peripheral Venous Cannula
and Central Venous Catheters locally. Each data set has a nominated Matron responsible for
scrutinising the data and requests further clarity on any information that indicates a biomedical device infection. The data is presented in a rolling 12-month graph showing number
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of devices, assessment of on-going need, documentation and compliance with associated
clinical monitoring.
The data and key learning is presented monthly to the Infection Prevention Sub-Committee
The Clinical Educators have continued their support for the nursing staff to be reassessed on
their Aseptic Non-Touch Technique (ANTT), and the Vascular Access Nurse has delivered
training for staff required to access CVC. ANTT has been incorporated in to block mandatory
annual training across most service lines. Care of patient with these indwelling devices is
depicted in a set of nine guidelines available on StaffNet for reference and as teaching
resources.
The surveillance of Central Venous Catheters indicated patients with Peripherally Inserted
Central Catheters (PICC) used for parenteral nutrition were at higher risk of developing a
bacteraemia. A co-ordinated approach involving the Nutritional Nurse Specialists in the
assessment for treatment, the Vascular Access Nurse to schedule line insertion and for this
patient group to be screened for staphylococcus aureus and pre insertion suppression therapy
administration, along with a chlorhexidine gluconate impregnated dressing and the use of the
surgical ANTT procedure for all line management.
The Vascular Access Nurse for the Acute Care Team (ACT) has maintained a process where
every patient who leaves theatre with a Central Venous Catheter (CVC) has the line assessed
within 24 hours generally by the ACT HCA’s. The ACT providing support in managing
patients with CVC follows these patients.
•

Urinary catheters

Bacteraemias associated with urinary catheters had decreased in 2017-2018 to a record low of
7 cases. The challenge for 2018-2019 was to reduce the incidence by a further 10% to fewer
than 6. There were 10 cases attributed to Urinary catheters with most related to patients with
long term catheters for a long term need. The most significant feature was the use of bladder
washouts in many of these cases. Daniela Florindi met with the Continence Advisors,
reviewed the literature and wrote a Standard Operating Procedure aimed at limiting the use of
bladder washouts as a last resort and to be prescribed if clinically needed. Matron Timmins
continues as the Lead for the Safety Thermometer for urinary infections and is an active
Ambassador Promoting: Avoid, Assess, Remove methodology whilst focusing on the
hydration of patients and documentation of clinical decision if a catheter is required to remain
in-situ or referral to the Urology specialties. The Safety Thermometer data provided monthly
point prevalence on the number of patients with a urinary catheter in-situ this ranges between
137 – 203 and a urinary catheter associated infection rate of 3.96% based on the Safety
Thermometer criteria.
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The graph below represents the last five years of urinary catheter associated bacteraemia.

•

Peripheral Vascular Catheters

The management of patients with Peripheral Venous Cannula (PVC) has generally been
maintained with a year on year down ward trend against a steady level of use. The Trust
agreed to the ambition of zero cases, however in 2018-2019 there were 6 PVC associated
bacteraemia all due to Staphylococcus aureus and therefore contributed significantly to the
MSSA bacteraemia rate. Matron Pickbourne has recently become the Ambassador and will
strive to support the mantra that best practice remains imperative to reduce the incidence of
harm. Early identification and removal of pre-hospital PVC has been advocated, when
clinically appropriate, as the pre-hospital cited PVC had been implicated in one case as did
the lack of monitoring and delayed removal deemed as contributory factors in three cases,
and in two cases were related to the removal procedure. It is worth noting that the bespoke
Safety Thermometer method of monthly point prevalence shows the number of PVC in use
ranges between 322 and 413; the Trust achieved five consecutive months of no PVC
associated infections.
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The graph below represents five years of PVC associated bacteraemia.

•

Central Vascular Catheters

The Vascular Access Clinical Nurse Specialist Team, as part of the Acute Care Team (ACT),
is to support the Trust in its mission to reduce the incidence of Central Line Associated
Bacteraemia (CLABSI) and other CVAD-related complications. Education and training is
offered to enable healthcare professionals to care for patients with a CVAD safely and
effectively, and support and advice is to increase patient satisfaction and confidence with
their care. There has been work to improve communications between specialist teams such as
the Nutritional, Cystic Fibrosis and Renal Access specialist nurses and their associated teams.
The wider team have worked to produce a training package and competency for staff who
manage patients with Totally Implantable Vascular Devices (TIVAD). There is an increase in
the use of this device and the staff across the trust are required to receive training and
assessed as competent to safely provide patient care
All health care professionals involved in caring for a patient with a CVAD must undergo
theoretical and practical training and be assessed as competent in using, and consistently
adhering to current guidelines. Once fully assessed, the individuals name should be entered
on the Workforce Development Oracle Learning Management (OLM) system and added to
their personnel records.
Assessor training continues to be provided to ward based Assessors in small groups and in
one-to-one sessions. There are now six Expert Assessors. Staff assessed as competent are
registered on the OLM system and reports can be generated for wards to monitor skill mix
requirements.
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•

Coordination of line insertion

The daily nurse-delivered ultrasound guided Peripherally Inserted Central Catheter (PICC)
and Midline insertion service was introduced in May 2009 continues. Complication rates are
low, and successful cannulation rates are high compared to other techniques. This service is
now available daily, supported by an ACT support worker.
The main aims of this aspect of the service are:
•

•

•

To replace short-term central venous catheters with PICC or midline catheters, which
are associated with a reduced risk of infection, are more acceptable to the patient, and
can facilitate early discharge or prompt transfer to onward care and avoid missed
doses
To reduce the numbers of tunnelled lines (e.g. Hickman lines) placed for medium
term intravenous therapy. PICC lines have a number of advantages over Hickman
lines, including fewer resources required for insertion (staff and theatre time), involve
a less invasive insertion technique, and with fewer potential complications. Also,
unlike a tunnelled line, there no requirement for minor surgery to remove the line
when treatment completed.
Education, training and assessment

Quarterly CVAD half day update sessions have been run, free to attendees throughout the
year. An eLearning package, based on the areas of concern generated from RCA reviews of
CLABSI, is now uploaded and available for use. Matrons, Ward Managers and Department
Leads will be requested to identify all staff involved in the management of Central Vascular
Access Devices. Following initial training and assessment, these staff should complete an
annual CVAD update, either on line or an attended session. This should be recorded on OLM.
•

Advise and support

This support includes providing advice and support to enable healthcare professionals to care
for patients with a CVAD safely and effectively, with the aim to minimise any infections or
other complication associated with these high risk devices, and to increase patient satisfaction
and confidence with their care. The service includes provision of a line insertion service, and
advice on catheter selection as well as specialist line placement. A daily Specialist Nurse led
clinic provides Midline and PICC line placement, while a regular weekly Clinical Nurse
Specialist and Consultant led clinic list offers a Tunnelled and short-term CVAD insertion
service.
The ACT HCA’s are now placing Midline catheters in patients where multiple cannulations
would previously have been required. Benefits include provision of reliable access (reduced
missed doses of medication), improved vessel health due to less frequent cannulation, and
increased patient satisfaction. The ACT HCA’s continue to support CVAD dressing changes
and blood sampling (in line with Trust policy) to reduce manipulation by untrained staff.
Matron Raymond has recently become the Ambassador and will strive to support the mantra
that best practice remains imperative to reduce the incidence of harm. It is worth noting that
the bespoke Safety Thermometer method of monthly point prevalence shows the number of
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CVC in use 882 with an average 73 per month. The Trust achieved two months, May and
September, when the Trust reported no CVC associated infections.
The graph below represents the last five years of CVC bacteraemia

A reduction objective of fewer than 27 cases was agreed, this was achieved with 26 cases
reported. The CVC associated bacteraemia are generally occurring in the high risk patient
groups; Haematology, Oncology, Critical Care, Renal, Paediatrics, although there have been
several month were the no cases. The Community Teams have been involved in investigating
cases considered as Healthcare Associated rather than Hospital Associated. There has been a
reduction in the cases related to Parenteral Nutrition (PN) which was attributed to a reduction
of cases on the Gastric Surgical wards both had achieved 12 months without a bacteraemia.
The additional stretched objective of 15% from the previous year was agreed under a
programme of work led by the Nutritional team under the direction of the Deputy Chief
Nurse as the chair of the Nutritional steering group. To reduce the incidence of CVC and PN
to fewer than 12 this was achieved with 11 cases with the successful decrease attributed to the
approach the nutritional team are taking to support best practice through the assessment of
patients, and educational support and guidance with in the clinical areas.
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The graph below represents the last four years of CVC and PN associated bacteraemia

Audit
1. Audit of clinical areas (report by Claire Haill)
In order to demonstrate compliance with the Health and Social Care Act: Hygiene Code, the
IPCT undertake a programme of audit every year. The audit programme is designed to
demonstrate that IPCT guidelines facilitate the promotion of patient safety at all levels within
the Trust: i.e. board to ward.
This year’s programme of audit focused on responding to audits undertaken across the Trust
that have an impact on infection prevention and control practice. This approach led to more
teaching to facilitate continuous quality improvement. All audit results are factored into post
infection reviews, which provided a balanced picture of the ward and are included in the
reports discussed at the Infection Prevention Sub-committee.
On a programme of monthly ward rounds the Specialist Infection practitioner is able to view
the ward as a whole. The management of the infectious patient is monitored and compliance
reported in the monthly balanced scorecard including patients who should be isolated in side
rooms are being managed based on a clinical risk assessment in a bay. The data indicates
compliance is variable across the trust and often reflects the demand for side rooms. The
management of patients with diarrhoea is generally good which is in contrast with patients readmitted with a history of MRSA. With the introduction of the SALUS system has seen some
awareness of patients with a clinical alert although this is not routinely observed universally;
there was an expectation of an improvement in the acknowledgment of patient with an
infectious alert and the corresponding isolation controls. Local discussions and ownership of
actions have seen a response although this does remain inconsistent despite several areas
deciding to training nursing staff as competent to issue and administer topical suppression
therapy on a Patient Group Directive to drive an increase in compliance with topical
suppression therapy being prescribed within 24 hours of admission. Awareness of the clinical

37

alerts has been monitored through MRSA and C.difficile re-admitted patients and has been
maintained at 50%
The introduction of the dedicated Actichlor+ dilution bottle in 2015 has been maintained at
87% with the solution being readily available to clean commodes. 384 Matron’s
environmental audits have shown 88% of commodes are visibly clean and well maintained.
Where non-compliance was noted immediate remedial action was taken.
The care and management of all in-patients diagnosed with C. difficile is monitored daily by
IPCT which provides the opportunity to discuss infection control practices and associated
care issues with either the patient or the staff. IPCT and the ward staff monitor practice based
on compliance with standard precautions and standard isolation precautions. Post Infection
Reviews are issued for all reportable cases and when there has been a deviance to guidelines
during this year there were very few detailed investigations undertaken due to the improved
management of patients with diarrhoea.
The introduction of a colour coded Isolation Care Plan in 2015 has been maintained and
evaluated positively with the benefits depicted on a poster, designed and presented at the
National Infection Prevention Society conference by Tamasin Davis. The next stage of the
co-ordinated approach was to develop a system where the door signage was robust and
consistent. Maggie Wasiluk led on the design and production of rigid plastic signage that is
fixed by magnetic strips. These signs were positioned at eye level and, where practicable,
placed in the same place throughout the ward(s). This project was rolled out in October as
part of the National Infection Prevention and Control Awareness Week. The colour coding
matches the isolation care plan, depicts the selection, and order of donning and doffing
personal protective equipment. The Isolation door signs were supported by Hospital Trust
funds, IPCT installed the magnetic strips and delivered to signs to all wards along with
promotional information, supporting the use of the care plan by the ward staff to manage a
patient with a suspected infection and either annotated or issued by IPCT on confirmation of
an infection due to an ‘alert’ organism. The Isolation Care Plan was approved as a Trust
document and available from the printers; so available in colour to support the message and
replacement door signage can be purchased as they need replacing.
In addition, the IPCT collaborated with supply companies to perform audits on behalf of the
Trust. In 2018-19 the IPCT were supported in performing the following audits.
1. Correct use of sharps containers – Daniels Healthcare
2. Availability and condition of the dispensers for Hand Hygiene products – Deb
Limited
3. Management of Peripheral Venous Cannula – BD Medical
4. Mattress audit –Arjo
Other audits undertaken and formal audit reports issued:
• Monthly auditing of the awareness of the clinical alerts on the electronic patient
management system using C.difficile and MRSA re-admits as surrogate markers.
• Cleanliness of Arterial blood Gas analysers on a 6 monthly auditing programme
showed an overall improvement led By Matron Frame supported by Cath Roberts,
Facilities.
• Trust wide Hand Hygiene audits and Glo box assessments
• Management of Bio-Medical devices using the Saving Lives tools and local
assessments.
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2. Compliance with policies and procedures
A number of audits have been performed by various disciplines within the trust to assess
compliance with the comprehensive range of infection control policies and procedures,
including:
a) Compliance with the ‘My 5 Moments for Hand Hygiene’ and hand washing technique
using the Glo box.
b) Availability of alcohol hand gel in clinical areas
c) Compliance with MRSA policy
d) Compliance with Clostridium difficile policy
e) Compliance with Resistant Gram-Negatives policy
f) Compliance with Glycopeptide-Resistant Enterococci policy
g) Management of intravascular catheters
h) Management of urinary catheters
i) Management of Diarrhoea and Vomiting in a Clinical Area/Outbreak Policy
j) MRSA screening
k) Antibiotic use
l) Use of isolation facilities.
The results of the audits undertaken by the IPCT are available from the IPCT office. The
programme of audit for the next 12 months is outlined in the Annual Programme of Work for
April 2019-March 2020.

Training and education
Education is essential to promoting safe practice, and is integral to the overall delivery of an
effective infection control service. Each year, an Annual Education Programme is produced
to outline Trust-wide training programmes for Medical and Nursing, Allied Health
Professional, Facilities and Estates, as well as Administrative, Clerical and Managerial Staff,
and Volunteer Staff. The plan includes an assessment of the training needs of different staff
groups and is designed to meet local and national educational needs and requirements.
Infection control was included as an integral part of Induction Training, as well as mandatory
update training. The Care Certificate was introduced for all non-registered staff appointed to
patient–facing roles (porters, phlebotomists, HCA, support workers) is now in its fourth year
with the delivery supported by IPCT.
Links with the Trust’s Learning and Development department continue and include the
subject of infection control in the Trust Preceptorship and HCA Level 1, 2, and 3. The IPCT
also advised on the content of education sessions for Serco staff on infection prevention and
control, with special reference to cleaning the environment and appropriate use of cleaning
products.
Nurse Consultant, Claire Haill, met with 5 newly appointed Consultants for 1:1 inductions to
the Trust. The induction covered the objectives set for and by the Trust, their role and
responsibilities pertaining to infection prevention and control, and specific aspects relevant to
their speciality.
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The IPCT has been recognised by the University of Plymouth healthcare faculty as a joint
placement with Tissue Viability for student nurses in years 2 and 3. A pre-placement
introductory email an introductory has been sent to the student nurses detailing the
expectations of this placement and supporting information, this had been well evaluated and
served to allay concerns about the value of the placement. Five student nurses have had a
four-week placement and a further 6 have spent a day based with the Infection Control Nurse
linked with the ward they are on placement. Feedback from the student placement:
‘Throughout my time with the Infection Control team I have been thoroughly supported and
included in all aspects of the department role. My mentors and other department staff
members have encouraged me in all aspects of their individual roles and as a consequence
they have enabled me to not only feel included but my confidence has dramatically increased’
‘ …..Supportive and welcoming team –all happy to share their knowledge’ ‘…..offers an
opportunity to see different aspects of care and environments’. Previous students have
returned to seek IPCT as a resource since qualifying.
IPCT has also been involved in the development of staff inductions for new joiners to
Microbiology labs and student Bio-Medical Scientist
For the fourth successive year IPCT were able to run the Principles and Practice of Infection
Prevention HEAB236 and Management of Infection Prevention HEAC334 modules in
academic partnership with University of Plymouth, Faculty of Health, Education and Society.
Cathy Ford is the Module Teacher, Cathy designed the programme and supported 12 students
to complete the module with 10 submitting an assignment and course work.
Chief Nurse Greig Dix, arranged a second Continuing Development Day for over 80 Nurses
in senior leadership positions. Claire Haill delivered Infection Prevention and Control as one
of the ten facilitated session covering the roles and responsibilities of this staff group and the
principles of Standard Precautions ‘Every Patient- Every Time’.
The IPCT continues to provide education in different ways to meet the needs of a very busy
organisation. It is often difficult to release staff from their duties and to this end the IPCT are
increasingly delivering training at ward and department level. Every Service Line was
supported to run Infection Prevention and Control events to increase awareness of infection
control issues and practices. The approach taken for decontamination of equipment and the
assessment of patients at risk Carbapenemase Producing Enterobacteriaceae, Droplet
isolation and viral swabbing was in a series of tool box talks in the appropriate clinical areas
with the aim that this will be rolled out further by the IPCLP’S Several Drop in sessions
were planned and delivered by Daniela Florindi in collaboration with clinical experts
Nutritional Nurses, Continence nurses in the management of bio-medical devices, these were
informal sessions and attended well, the feedback was that these were useful and not
intimidating, and supported by the appropriate product representatives.
Information for relatives and visitors is also provided on a notice board in the concourse and
Level 7, and on the infection control website.

Infection Prevention and Control Link Practitioners (IPCLPs – report by
Claire Haill)
Infection Prevention and Control Link Practitioners (IPCLP’s) are nominated by each clinical
area to be the link between the IPCT and that clinical area. Many areas have chosen to have
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more than one staff member sharing the role. A range of different clinical disciplines is now
represented as IPCLP’s thus successfully reinforcing the message that infection control is
everyone’s responsibility.
The Link Practitioners are a vital resource for the trust in the overall strategy to reduce
infection. A requirement of the role is that protected time of at least 2 hours per week is
allocated to them in order that they are able to carry out their infection control related duties.
The IPCLP’s play a key role to inform, educate and support their colleagues in their clinical
areas. They also undertake frequent audits of key aspects of clinical practice. Where audit
scores are less than optimal the IPCLP will instigate an action plan to address areas needing
improvement.
This year Dawn Hoole reflected on the IPCLP induction and support structure. The meetings
were generally poorly attended and some staff were not allocated time to perform the role, or
perhaps did not understand how to influence change to improve practice. The meetings were
reduced to quarterly, these serve both as an educational purpose and as a means to keep the
IPCLP’s updated with relevant issues. This year sessions were delivered by subject-matter
Experts from within the Trust covering a broad subject base, including Back to basics,
focusing on Standard Precautions – Every Patient Every Time, How to use the audit data
collected on Meridian and Hand Hygiene audits how to do them and how to address and
support best practice. All IPCLPs were enrolled on an E-learning programme followed by a
one-to-one induction and supported by IPCT introducing the concept of Team Time where
we would meet the IPCLP in their clinical area and work together on teaching audit skills,
delivering update sessions, engaging in ward based huddles, providing resources.
Annual IPCLP Study Day
University Hospitals Plymouth NHS Trust Infection Prevention & Control Team held the
annual Infection Prevention and Control Liaison Practitioner study day on the 4th July 2018,
77 delegates attended. The theme of the day was “Tough Nuts to Crack”, addressing practice
issues that seem resistant to change. Martin Kiernan, Visiting Clinical Fellow Richard Wells
Research Centre, University of West London, delivered keynote address titled “When the
Drugs Don’t Work” and supported the debate over the value of Saving Lives audit tool.
Lectures delivered education on sepsis management, central venous catheter study and
hydration. Lunchtime “fine tune your skills” session included care of urinary catheters,
application of topical suppression therapy and skincare at work. Afternoon workshops were
challenging practice through humble enquiry, infection control quiz, PPE and isolation game.
All study day resources were uploaded to the IPCLP section on StaffNET, thank you letters
have been sent to Sponsors and Speakers. The delegates were keen and engaged in the topic;
prizes donated by the Sponsors sparked competition between the delegates facilitating
participation in all activities. The annual charity cake sale was held in aid of the Chestnut
Appeal and £110.25 was collected. £383.44 profit made from sponsorship.
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The delegates were allocated to a team where they earned points throughout the day, this
photo shows the winning team.
Several bespoke sessions and infection control awareness days/weeks have been led by the
IPCLP’s and supported by IPCT across Service lines in response to an infection concern or to
improve audit results.
The electronic resource on StaffNet is being used across all staff groups. Staff are using this
improve their knowledge on different infections and can locate UHPNT guidelines as well as
links to specific documents from Public Health England and other references. With ongoing
support from the communications team a new page has been added which Cathy Ford
supported by Roger Burnett Surveillance Administrator and Data Analyst has maintained and
refreshed the information regularly. This has been extremely well received and we have
received comments from On-Call Managers, Matrons, Ward clerks and Medical Secretaries
who have used the resource and found it to be useful and easy to navigate. This resource
continues to be populated and updated monthly.
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The IPCLP’s are provided with a professional portfolio, which they maintain as evidence of
their commitment to the prevention and control of infection. This enables them to document
and reflect on their activities in order to develop within the role and their careers.

Compliance with National Guidance and Standards
The Health Act approved by Parliament in October 2006 contains a Code of Practice for the
Prevention and Control of Health Care Associated Infections (HCAI). The Code places a
statutory duty on Trusts to ‘ensure patients are cared for in a clean environment, where risk of
HCAI is kept as low as possible’. A revised version of the Code of Practice on the Prevention
and Control of Infections and Related Guidance was published in 2008 and was updated in
December 2010 and again in July 2015, with the latest version including an expanded section
on antimicrobial stewardship..
The Trust is compliant with the latest Code of Practice (July 2015), NICE guidance and
quality standards relevant to prevention and control of HCAIs, and the Care Quality
Commission’s key lines of enquiry for the Safe Care domain. The IPCT has collated
documentary evidence for the assessment of compliance and these files are available for
external assessment when required. Compliance is reviewed and evidence updated on a
monthly basis to ensure that the Trust maintains strong compliance in this area. There are
currently no outstanding issues.
The documentary evidence for the assessment of compliance of infection control within the
CNST standards (level 1) has previously achieved the required standard during an external
review. The evidence files are held electronically by the IPCT and will be updated as required
for any future assessments.
As part of the process of assessing compliance with the Code of Practice, the self assessment
tool of Saving Lives has been completed. The IPCT has the required policies, procedures and
processes in place to meet the required standards.

Decontamination Report (2018/19) from Nick Thomas, Peter Wright, and
Mark Lavery)
The Sterilisation and Disinfection Unit (SDU) is part of the Health Care Science and
Technology (HSCT) Service Line. Consequently, ultimate responsibility for the SDU lies
with Peter Wright who replaced Andy Nevill in late 2017 as HCST Director.
Nick Thomas is the Executive responsible for Decontamination. Nick is an Ex Officio
member of the Decontamination Action Group and provides a link to the Executive Team for
decontamination related issues
Mark Lavery was appointed as Substantive Trust Decontamination and SDU (Sterilization
and Disinfection Unit) Lead from April 2016, having previously provided support to the
Trust as part of an inter trust collaborative agreement with the Royal Cornwall Hospitals
NHS Trust where Mark had been Trust Decontamination Lead and Head of Sterile Services
since 2009.
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The SDU at Derriford is staffed by a dedicated team which provides a certified centralised
service for the decontamination of medical instruments both within the Trust and to other
clients. The Unit supports all clinical pathways where reusable medical devices need to be
reprocessed including the reprocessing of all flexible endoscopes within the Trust.
The Decontamination Lead chairs the Decontamination Action Group (DAG), which reports
to the Infection Prevention and Control Subcommittee. The DAG is the corporate clinical
reference group for decontamination and oversees an improvement programme for the
decontamination of medical devices within the Trust.
During 2017, a substantive Quality Manager was identified as an essential role within the
new SDU structure. Stephen King was appointed to that post in August 2018. As well as
being responsible for management of the externally accredited Quality Management System
and performing the role of named liaison officer with the external notified body, the post
holder is also responsible for investigating defects and complaints, undertaking root cause
analysis, identifying and monitoring the effectiveness of corrective actions and identifying
staff training needs. The post holder also monitors test results (Water sampling,
microbiological, Protein monitoring etc.’). Stephen led the successful external surveillance
audit undertaken by notified body S G Yarsley in September 2018, and at the time of writing
is preparing for the scheduled 3 yearly re certification audit that is scheduled for May 2019.
Whilst the vast majority of reprocessing across the Trust is carried out by the SDU, there are
also a small number of service lines which are responsible for their own local reprocessing.
This is continually reviewed in order to identify all those medical devices that are reprocessed
in non-centralised locations. A register of such devices is maintained and is regularly
reviewed. The register will be developed to include instructions (SOP’s) for the compliant
decontamination of these items.
The introduction of a validated compliant process for the local decontamination of US probes
is underway. These devices are extremely delicate and very expensive. Whilst SDU have the
processes to decontaminate the probes, there is considerable risk of damage during transit
between the SDU and user departments.
The alternative process involves exposure to Hydrogen Peroxide in a sealed unit, with a cycle
time of 7 minutes. The process has been shown to repeatedly achieve the required 5 log 10
reduction against HPV. The first processors have been installed in the Gynaecology OPD.
The process of Decontamination Risk Assessments are now incorporated into the pre
procurement checks that are carried out prior to purchasing reusable medical devices to
ensure that such devices are able to be effectively decontaminated between uses.
The following detail a number of initiatives and activities that were undertaken during
2018/19;
•

Continued development of a Decontamination Action Plan (DAP) to include
Corporate, Facility (SDU), Local Processing, Governance, and IPG196 related
activities. The DAP is managed through the Decontamination Action Group (DAG)
which includes Executive and Consultant Microbiologist membership, and who
monitor progress on the various initiatives detailed.
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•

The membership of the DAG has been reviewed to include senior nurse representation
from all areas.

•

The SDU was successfully accredited by our notified body S G Yarsley, as being
compliant with ISO EN 13485 2016 during 2017. Work is now underway to plan for
the transition from the medical Devices Directive 93/42/EEC to Medical Device
Regulation (MDR) 2017/475 (three year transition permitted).

•

The SDU staffing structure designed to improve staff retention, support succession
management, provide career opportunities and facilitate the movement of SDU staff
into the Health Care Science professional group as recommended by the Department
of health was approved and is now in the third year (of a five year plan) of
implementation. As of 01/04/2019 and since 2015, over 70 awards have been made to
SDU staff who have successfully attained either an NVQ in Decontamination Science
at level 2 or 3, or the BTEC Diploma in Decontamination Science. This is in addition
to the three who have staff qualified as Authorised Persons (Decontamination) and the
four staff members who are now Chartered Members of the Institute of
Decontamination Sciences.

•

Infrastructure costs have been calculated to support the refurbishment of the Special
Equipment Processing facility within the SDU. The refurbishment incorporates the
replacement of the existing ISIS Endoscope Washer Disinfectors (EWDs) which have
reached the planned end of their lives, with newer more efficient alternatives. In
addition to the decontamination of flexible endoscopes the new EWDs will allow for
the fully compliant automated decontamination of TOE probes. A duplex RO water
treatment plant to support the new EWDs is planned within the refurbishment which
will future proof the service. After some delays, the full business case is to be
presented to the Investment Panel in May 2019, along with a proposal to replace all
the Instrument Washer Disinfectors in SDU. These plans wil future proof the washing
capabilities for both Endoscopes and Surgical Instruments for 8 and 10 years
respectively.

•

The V-Pro Hydrogen Peroxide Sterilizer commissioned in 2017 to replace one of the
Sterrad gas plasma sterilizers continues to work well. Just two failed cycles have been
experienced since commissioning.
Note the V Pro sterilizer is equipped with a vacuum pump to facilitate more effective
air removal from long lumens (ideal for flexible endoscopes) thus eliminating the
need for hydrogen peroxide boosters as required by the Sterrad system.

•

As recommended by HTM0101 (issued July 2016), The SDU is now routinely using a
Pro Reveal protein detection system to identify levels of proteins including prion
related proteins on washed surgical instruments. Following identification of a baseline
on going results during 2018/19 demonstrate that the SDU is routinely achieving post
wash prion levels that better the target levels identified in the HTM.
The test results have been used to help identify better loading patterns in order to
consistently achieve low levels of contamination post wash.

•

The SDU continues to be involved in benchmarking activities with other Sterile
Services Departments in the South West, and the Decontamination Lead is a member
of the National Performance Advisory Group (NPAG Decontamination).
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•

The Decontamination Department facilitated the formation of a regional (South West)
Decontamination Workshop in 2016. The group includes a membership drawn from
Microbiologists, Engineers, Infection Prevention and Control Nurses and
Decontamination Professionals, and has become an established forum for discussing
topical items and identifying and implementing best practice regionally.
Current issues include prion removal and detection, benchmarking through the Eric
process, the impact of HTM0101 and 0106, which have replaced the now archived
CFPP decontamination guidelines and the challenges associated with the transition
from MDD 93/42/EEC to MDR 2017/475.

•

By maintaining and strengthening links regionally, nationally and internationally, the
SDU will remain at the forefront of Decontamination process and systems technology

•

The SDU are engaged with colleagues from across the Trust in the development of the
proposed GS1 initiative and it is confirmed that the SDU will be one of two pilot
areas (The other being Clinical Engineering) to incorporate RFID tracking in order to
better manage our inventory of surgical equipment. This will enable inventory related
efficiencies, better asset management, improved track and tracing of instrument trays.

•

Collaboration between UHPT and neighbouring NHS Trusts continues although
present arrangements are informal. Current initiatives include continued shared
training resources (BTEC Verifier) and assistance between Trusts in further
development of the Q Pulse Quality Management Tool.

•

The SDU was successful during 2017 in a bid to provide a significant third party
contract for the provision of decontamination services to the Care UK owned theatres
at the Peninsula Treatment Centre (PTC). Services commenced in November 2017
with activity stabilising at circa 350 theatre trays per week. During 2018, UHP
transferred a proportion of elective orthopaedic surgery to the PTC with the
consequence that output to that facility has increased significantly.

•

A challenge for 2019-20 is to ensure that the SDU is involved in activity planning in
order that resources (Staffing and Instrumentation levels) are adequate to service
clinical demands. This is particularly the case given that there is increased in activity
at evenings and during weekends
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Hotel Services (report by Liz McGuffog)
1. Governance chart
The governance chart below shows the various Groups and Committees that are involved in
providing Assurance on Hotel Services. The reporting arrangements to IPSC are also shown.

Trust Board

Linen & Laundry
Contract Review
Group
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Assurance Group

Linen & Laundry

Food Quality &
Safety

Senior
Management Team
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Quality & Safety
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Hotel Services
Contract Review
Group

Cleanliness
Assurance Group

Patient Experience
Committee

PLACE Working
Group
Commercial

Infection Control

Patient Experience

Alongside the formal Groups and Committees, there are a range of other routes which bring
together those involved in Cleanliness and Infection Control.

Daily

Daily

Weekly

Monthly

Monthly

Monthly

Quarterly

Day to Day
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& audit results
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ongoing Day to
Day issues

Review of
Operational
performance

Review of
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of Infection
Control
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Review of IPCT
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Housekeepers /
Serco
Supervisors

Serco Patient
Services
Managers

Facilities, IPCT
& Serco Patient
Services
Managers

Facilities, IPCT,
& Serco Patient
Services
Managers

Facilities

Facilities,
Serco Contract
Manager

Facilities, Serco
Contract
Manager

Ward Staff

Ward
Managers /
Matrons

Matrons with
responsibility
for cleanliness

Senior Matrons

Clinical &
Medical
Stakeholders

All Clinical and
Medical
Stakeholders

Wider
Stakeholders

2. Standard of cleanliness
The Trust continues to exceed the National Specification for Cleanliness in the NHS target
performance with a score of 97.6% compared to a target of 96.2%, which is a slight (0.2%)
decrease from last year. The overall performance across the year is shown below.
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During 2018-19 Serco carried out 2030 cleanliness audits compared to the 2005 the year
before. A number of the audits were carried out jointly with members of trust clinical and
facilities teams.
The audits cover all elements requiring cleaning regardless of where
responsibility lies.
Overall Audit Performance

Serco Audit Performance
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Shown below are the equivalent charts for the elements maintained by Facilities (external
window cleaning), and those maintained by Clinical staff.
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Facilities Audit Performance

Clinical Audit Performance
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Examples of typical trend charts, which are presented as statistical process charts, are shown
below.
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The continued use of the single National Specification for Cleanliness audit tool gives timely
feedback for clinical staff who have access to the meridian desktop and can drill down to
investigate audit results, issues raised and emerging trends. The system generates emailed
Completion Reports which detail the overall result and the highlighted issues. This is
provided to the relevant Ward Managers within a very short time of the audit process.
Now that all of the audits are measuring all elements, the Trust is able to report results that
are fully aligned to the National Specification for Cleanliness in the NHS.
The Cleanliness Assurance Group, which comprises members from Matrons, Serco, Facilities
and Infection Control, continues to meet monthly to discuss trends in cleanliness standards,
and track action plans that are in place. The group also discusses and actions any issues that
have arisen in the month that have not been resolved either locally, or through the weekly
Hotel Services Operational Reviews.

3. Environmental decontamination
Hydrogen Peroxide Vapour (HPV) treatment is proven as effective against a wide range of
pathogens including Clostridium Difficile spores and methicillin-resistant Staphylococcus
aureus (MRSA). The technology has been used to help bring outbreaks under control and
reduce the incidence of C. difficile infection for a number of years.
The Department of Health guidelines for the control of C. difficile in the UK includes the
recommendation for Trusts to consider the use of Hydrogen Peroxide Decontamination. This
recommendation followed a study commissioned in 2012 by the Department for Health,
which was carried out by the NHS Technology Adoption Centre (NTAC). The resulting
Briefing Pack demonstrated the effectiveness of HPV decontamination, and also presented
the financial case for investment in this approach.
The published evidence (2014) of the effectiveness of HPV decontamination on HCAIs has
suggested a 37% to 39% reduction in C. difficile infection rates.
Within the Trust, HPV decontamination continues to be routinely carried out in any side
room vacated by a patient who has tested positive for C. difficile. To ensure side rooms are
available as quickly as possible after discharge, this service is delivered by Serco, with the
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service being 7 days a week, between 8 am until 10 pm. Over the past 12 months 522 room
decontaminations have been carried out, an increase from the previous year (498). During
periods of increased activity on site, there have been some occasions when it has been
necessary to extend the HPV service hours past the 10pm cut-off.
4. Adenosine tri-phosphate swabbing
During 2018-19, the Trust has continued to deliver a programme of Adenosine tri-phosphate
(ATP) swabbing as an adjunct to traditional cleanliness auditing. ATP is present in all living
matter, and therefore the presence of ATP on a surface is an indication of how clean the
surface is. ATP swabbing is used extensively in the catering industry as an indicator of the
cleanliness of food preparation surfaces and UHPT is just one of several Trusts who are now
using the technique to assess environmental cleanliness.
Over the course of the year 5,627 swab tests were taken, compared to 5,596 last year. These
were carried out as part of routine swab testing of side rooms being used to nurse patients
with C. difficile, as part of routine swabbing across the wards in outbreak status and also as
part of side wide testing to check for cleanliness of clinical equipment as well as the
environment. An empirical target of less than 1,500 Relative Light Units is assessed to pass
the swab test, and greater than 3,000 Relative Light Units to fail the swab test. A summary of
the results over the course of the year are shown below.
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Overall ATP test results: (top) Overall pass rate; (bottom) Number of swab tests taken
The ATP results are now analysed in the same way as other audit data, and Statistical Process
Charts are tracked for the most commonly measured elements. Examples of the trends are
shown below.
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Whilst the ATP results are generally satisfactory, there continues to be some issues from time
to time with particular items of clinical equipment. Poor ATP swabbing results from some
blood gas analysers prompted a review of the cleaning process in 2016-17 by a nominated
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Matron. In 2018-19, further swabbing campaigns of this equipment has shown that cleaning
standards are continuing to be consistently better but with some ongoing issues.

5. Deep Cleaning Programme
During 2018-19, the delivery of the Ward and Department Deep Clean programme has
continued. All but four Departments have received an annual deep clean. Access to
departments for the purpose of deep cleaning does not present many problems since deep
cleaning is carried out at night when the department is closed, the annual deep clean of ED is
a lot more challenging and to date, although some deep cleaning has been carried out to some
areas within ED, the full deep clean has not been completed. Significant works to extend the
department towards the end of the financial year required additional cleaning resource
throughout the project. During 2018-19, five wards received a deep clean (compared to 7
the previous year) although one of the wards cleaned was deep cleaned twice as a result of it
being used to accommodate medical patients and then reverting to an orthopaedic ward. The
low number of ward deep cleans completed continues to reflect the severe operational
pressure that the Trust has been under over the past 12 months, and the continued lack of an
available decant ward. The target for 2019/20 remains to carry out a deep clean of all Wards
over the course of the year although, in the absence of a decant ward and providing access is
possible, the only option will be to carry out the deep clean with patients in situ following a
bay by bay approach. We continue to require the assistance of the Operational site team.to
enable this to happen.
Schematics showing the last full deep clean for wards and departments are shown below.
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Ward Deep Clean Programme - 2018-19
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12 - 18 months
> 18 months

Tower / Podium
CYPOD
Nov-18
Nov-19

TLB

3.9

Birch OPD
Mar-19
Mar-20

0

Non Clinical

Lancaster
May-18
10
May-19
Antenatal
May-18
10
May-19

Ocean Suite
Dec-18
3
Dec-19
Day Assessment
Apr-18
11
Apr-19

Off Site

Neurophysiology
Oct-17
17
Oct-18
OT
Jul-18
8
Jul-19
ED
Sep-16
30
Sep-17
X-Ray West
Jun-18
9
Jun-19
Cardiology
Nov-18
3.9
Nov-19
Lyd
Jul-18
8
Jul-19
Fal
Dec-18
3
Dec-19
Hydrotherapy
Sep-18
6
Sep-19
Oncology
Oct-18
5
Oct-19

Dental / MaxFax
Jan-19
1.9
Jan-20
Eden
Jan-19
1.9
Jan-20
AAU
Jun-18
9
Jun-19
Chest Clinic
Jun-18
9
Jun-19
Pacing Theatre
Oct-18
5
Oct-19

Erme
Dec-17
Dec-18
New REI
Aug-18
Aug-19

15

Dietetics / SALT
Mar-19
0
Mar-20
Physiotherapy
Jan-19
1.9
Jan-20
Nuc Med
Jan-19
1.9
Jan-20
Main OPD
Mar-19
0
Mar-20
ECG
Nov-18
3.9
Nov-19

Postbridge
Aug-18
Aug-19

7

ENT / Audiology
Sep-18
6
Sep-19
Chestnut
Dec-18
3
Dec-19
X-Ray East
Mar-18
12
Mar-19
Diabetes
Dec-18
3
Dec-19

Haemodialysis
Apr-18
11
Apr-19
Rowans
Aug-18
7
Aug-19
Ortho OPD
Jan-19
1.9
Jan-20

Primrose
Jul-18
8
Jul-19
Endoscopy
Nov-18
3.9
Nov-19
Fracture Clinic
Jan-19
1.9
Jan-20

MRI Scanners
Sep-18
6
Sep-19
YSHIP
Mar-19
Mar-20
Vascular
Mar-19
Mar-20

0

Lind
Mar-19
Mar-19

0

0

7

6. Linen and Laundry
Laundry services for the Trust continue to be delivered under contract by Royal Devon and
Exeter (RD&E) Hospital.
To operate commercially, laundry facilities must achieve a British Standard (BS EN 14065)
and this requires providers to meet the requirements of Health Technical Memorandum HTM
01-04. RD&E Laundry were audited for compliance with BS EN 14065 standard in 2017
and have now achieved accreditation which means that the Royal Devon and Exeter NHS
Foundation Trust, Linen Decontamination Unit can now claim to be working to Best Practice
standards of the Health Technical Memorandum 01-04. Certification lasts for 3 years and
within this period the Laundry will be subject to two annual surveillance visits to ensure that
they continue to fulfil the requirements of the standard, with a full re-certification audit prior
to the renewal date
Assurance is provided through the quarterly Contract Review meetings and reports. Laundry
X-Pert by Christeyns is the monitoring system used by EHLS to verify crucial washing
process steps (CCPs). Textiles are monitored in real time, providing the Trusts with
assurance that they are decontaminated by the various operations taking place in the
machines. This verification process is designed to guarantee specified performance
parameters, targets and tolerances necessary for achieving disinfection in the wash process,
for each batch prior to safe product release. Process validation is regularly challenged through
RABC risk assessments, control point observations, process audits, microbiological test
results and temperature validation loggers, providing historical data of evidence proving
process assurance of a safe product.
Audits of compliance with the trust’s Linen Services Policy highlighted some issues with the
consistent use of water soluble bags for soiled and infected linen. The trust’s Linen Services
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Policy was reviewed and reissued at the end of 2019 which gave the opportunity to remind
linen users of the correct process to follow.
7. Food Hygiene and Safety
During 2018-19, 58 audits were carried out on the ward meal service and in the main Central
Production Unit to assure compliance with Food Safety legislation and specifically with local
HACCP (Hazard Analysis & Critical Control Points) management controls. All minor noncompliances identified during these audits were addressed.
Externally, there has been one inspection visit carried out by the Local Authority
Environmental EHO in January 2019. This visit was made under the Food Safety &
Hygiene (England) Regulations 2013 and the Food Safety Act 1990. It included an
inspection of the main kitchen on level 2 and the food preparation kitchen on Moorgate ward.
Some surface swabbing was undertaken in the main kitchen as part of the inspection.
No change was made to the Trust’s maximum food hygiene rating of 5 following the
inspection.
8. Internal Audit
Internal Audit completed an out of hours audit part way through 18-19. The audit was
carried out in 3 parts, individual ward inspections using the NCA audit tool, deep dive
inspections of 4 key elements and more general CQC type observations and comments.
Unannounced Ward Hygiene Inspections
The results of the inspection were generally found to be satisfactory, with the main areas of
non-compliance being the cleanliness of high level surfaces in non-patient areas and External
Glazing.
A small number of isolated failures were also recorded with regards to; a macerator, shower
and a dispenser. The overall ward scores from the audit were as follows:

Target
Audit Score

Brent
98.00 %
100.00 %

Hexworthy
98.00 %
96.89 %

Marlborough
98.00 %
94.66 %

Internal Audit were able to provide assurance that the Trusts own Audit scores are reflective
of their independent findings. The inspection report concluded that the trust can take
assurance that the internal monitoring of cleanliness is an accurate reflection of performance
in this area.
Deep Dive Inspections
Overall the ‘deep dive’ produced positive and consistent findings across the Trust, with a
small number of failings in two of the four themed areas. The four themed areas under
inspection were patient fans, high surfaces, clinical trolleys and privacy curtains.
CQC type observations and comments
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Internal Audit reported that the wards visited were busy but appeared calm and well
organised with a friendly atmosphere. A good level of interaction was observed between
staff and patients, with the latter appearing generally happy and well cared for in all visits.
Both patients and visitors were generous with their praise of ward staff, the overall
cleanliness of the hospital and the level of care received.
9. Patient-Led Assessment of the Care Environment (PLACE)
The Trust’s sixth PLACE Assessment was carried out in May 2018
The PLACE assessment is designed to provide a non-technical view of building and nonclinical services based on a visual assessment. Assessors are asked to rate a range of
environmental aspects against set criteria and must reflect only what is seen on the day. A
degree of judgement by the assessors is required. A crucial component of the inspections is
the high degree of patient involvement with patient assessors making up at least 50% of the
inspection teams and leading the visits and the scoring.
Derriford Hospital was inspected across three days in mid-May (15, 17 & 23rd). A team of 19
patient assessors from members of Healthwatch Plymouth, the Trust’s Patient Council,
shadow governors and volunteers supported by clinical and non-clinical teams from the Trust
visited 10 wards, seven departments and completed an internal assessment of communal
areas and an external assessment of the building and grounds. The groups also sampled
patient food on 13 wards.
Although all wards and departments were made aware of the PLACE inspection dates, all of
the inspections were unannounced.
The table below shows 2018 and 2017 results for the Cleanliness and Condition, Appearance
& Maintenance categories.
Category
Cleanliness
Condition, Appearance & Maintenance

2018 results
99.22%
90.22%

2017 results
98.08%
89.78%

˄ 1.14 %
˄ 0.44 %

The Trust achieved its highest ever score for Cleanliness this year at 99.22% against a
national average of 98.5%. This reflects the high standards of cleanliness found by the
assessment groups on wards and departmental areas. Nine areas received scores of 100%.
The score for Condition, Appearance and Maintenance has improved year on year and was
the highest score ever achieved for the Trust. However, it was still some way below the
national and Acute Trust average. It is recognised that some parts of the building are over 45
years old and therefore present a challenge in terms of the management of the Trust’s estate
and buildings. The national average for this category was 94.3%. Some of the headline
influences within the Cleanliness and Condition, Appearance & Maintenance categories were
as follows:
Cleanliness
Generally cleaning was rated extremely well, issues raised:
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•
•

Some inconsistent clinical equipment labelling;
Hand gel not available in a few areas.

Condition, appearance and maintenance:
•
•
•
•
•
•
•
•
•
•
•

A couple of areas were felt to be clearly in need of refurbishment (Wolf, Monkswell);
Cosmetic damage to walls, doors and door frames;
Damage to chairs in a few areas;
Broken pull cords and lights;
Some damage to ceiling tiles, floors and floor skirting
Patient name boards fallen off the walls;
Sanitary ware black staining but much less than previous years;
Lack of high visibility nosing on internal stairs;
Dirty external windows;
Corridor clutter, generally equipment;
Some inappropriate bins

The PLACE Working Group, comprising representatives from Facilities and Estates,
Nursing, Infection Control, Serco, Patient Services and patient representatives continues to
carry out mini-PLACE assessments throughout the year and meets regularly to monitor
progress against the corporate action plan and local action plans arising from the miniPLACE programme.
10. Patient Feedback
The trust values the feedback received from patients and actively seeks their views. The
trust’s adult inpatient survey is carried out throughout the year with help from volunteers and
staff can review patient feedback and audit results on the meridian desktop, the analysis suite
from Optimum Contact.
The survey covers a wide range of topics and includes a single question related to the
cleanliness;
• In your opinion, how clean is the hospital room or ward you are staying on?
In 2018-19 there were 893 responses to this question and 83.54% of patients rated the
cleanliness of their room or bay as Very Clean.

57

Alongside this data, Friends and Family survey feedback is monitored as part of the monthly
Cleanliness Assurance Group meetings.

Antimicrobial Stewardship (report by Dr Rosie Fok)
1. Antimicrobial Stewardship Team
The Antimicrobial Stewardship Team (AST) consists of Dr Rosie Fok (Consultant
Microbiologist, trust lead for Antimicrobial Stewardship) and Anna Kampa (Antimicrobial
Stewardship Pharmacist).
•
•

Dr Fok was appointed to the trust in May 2017 and took on the lead for antimicrobial
stewardship (AMS) in July 2017.
Anna Kampa took up post in October 2017 (following a period of the antimicrobial
stewardship pharmacist post being vacant from April 2017) and is 0.8 WTE in the
stewardship role and 0.2 WTE general pharmacy duties.

Of note, there have continued to be staffing issues within the pharmacy department during
this year, with predictable impact on the ability of the pharmacy department to support AMS
activities across the trust. Ward pharmacist visits were withdrawn in May 2018 and reinstated
in November 2018. Significant improvements in pharmacy staffing have been seen, with 6
new junior pharmacists and 2 senior pharmacists (Band 8 Paediatrics and Hepatology
specialist pharmacists) being appointed. There remain three wards with no ward pharmacist
cover (Meavy, Lynher and PIU).
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2. Antimicrobial Steering Group
The Antimicrobial Steering Group (ASG) is chaired by the AMS lead. The group met six
times in 2018-2019, and all meetings were quorate. The ASG has trust board representation
via the medical director. Attendance at the ASG has improved on previous year, with service
line champions present at all meetings, and 5 or more service line champions present at three
of the meetings. Administrative support for the ASG is provided by the Infection Prevention
and Control team, for which the AST continues to be grateful.
3. Antimicrobial Champions
All trust service lines providing in-patient medical care now have a nominated antimicrobial
champion. Champions’ reports to ASG have been a standing item on the agenda since
introduction in July 2018. This provides a structured overview of antimicrobial stewardship
activities within the service line and encourages sharing of good practice and solutions to
challenges between service lines.
The AST have been pleased to welcome seven nursing antimicrobial champions from across
the trust to the antimicrobial steering group. This newly developed role is vital to promote
AMS as something all healthcare professionals should be engaged in, not just prescribers.
4. Governance and reporting structure
The AMS lead is responsible to the Director of Infection Prevention and Control. The AST
reported monthly on antimicrobial consumption 2018/19 CQUIN performance to the
Infection Prevention Subcommittee (IPSC), and quarterly to the same on the antimicrobial
stewardship programme as a whole.
The AMS lead is a member of the Medicines Utilisation and Assurance Committee (MUAC).
The AST reports biannually to the Safety and Quality committee, and presented reports in
June 2018 and December 2018.
On a regional basis, the AST has attended meetings of the Devonwide Antimicrobial
Resistance Group (DARG) in June 2018, September 2018, December 2018 and March 2019,
and contributed to the group’s support of the business case for a Devonwide Infection
Prevention and Control community service. Minutes from the UHPT Antimicrobial steering
group, along with those from other acute trusts’ ASGs, will be shared with DARG. The AMS
pharmacist attended all quarterly meetings of the South West Antimicrobial Pharmacy Group
(SWAPG) in 2018/19.
5. Clinical guidance
Clinical advice is available on a 24h a day 7 days per week basis via the on-call Consultant
Microbiologist. The Antimicrobial Stewardship Pharmacist provides guidance to trust
pharmacists about appropriate antibiotic use.
Empirical antibiotic treatment and prophylaxis guidelines are available via Staffnet and a
mobile device app. All but a few trust antimicrobial guidelines have now been migrated to the
app platform.
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New sections added in 2018/19:
• ARK Hospital (information about
NIHR research study)
• Paediatric malaria
• Antibiotic Audits
• Antimicrobial review in sepsis
• IV to oral switch
• Aspiration
pneumonitis
/
pneumonia
• STOPpeD
antibiotic
review
checklist
• Vulvovaginal candidiasis
• Safe use of antimicrobials
• Microbiology Service
• Teicoplanin and Vancomycin

•
•
•

Hyposplenia
Paediatric Influenza
New drug chart

Sections amended in 2018/19:
• Voriconazole added to Dosing and
Monitoring section
• Prophylaxis of recurrent UTI
amended in line with NICE
guidance NG 112
• Adult Influenza update with
2018/19
seasonal
influenza
guidance

The AST continues to regularly review guidelines, working with the relevant service lines.
The AST have reviewed and contributed to authorship of several patient group directives
(PGD), ratified via MUAC. These include:
•
•
•
•

062/2003 Minor injuries unit Flucloxacillin
283/2016 Piperacillin/tazobactam for adults with neutropenic sepsis
315/2018 Minor injuries unit Chloramphenicol 1% eye ointment
316/2018 Minor injuries unit Chloramphenicol 0.5% eye drops.

6. Formulary and antibiotic supply
The AST has supported the application via MUAC for the following additions to the trust
formulary:
• July 2018 Tinidazole for giardiasis
• July 2018 Micafungin for pulmonary aspergillosis salvage therapy
• December 2018 Praziquantel for helminthic infections
Maternity ward stock and to-take-away (TTA) packs of cefradine have been replaced with
cefalexin to reflect changes in local and national guidance.
The AST worked closely with stakeholders in the CCG, Acute Care at Home team and Acute
GP service to develop a community cellulitis treatment pathway and facilitate GP prescriber
access to linezolid. The pilot of the pathway was successful and will be presented to the SW
Devon Formulary interface group and UHPT clinical effectiveness group for ratification.
Although there were multiple national antibiotic supply shortages affecting agents in regular
usage at UHPT, only non-availability of mupirocin nasal ointment (substitution of naseptin /
octenisan for MRSA decolonisation/suppression therapy) and metronidazole suppositories
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(switch to use or oral or intravenous route for prostatic biopsy prophylaxis) led to a
temporary change in guidance and stock lists.
Manufacture of aciclovir eye ointment was discontinued in December 2018. The AST alerted
the ophthalmology service line and SW Devon formulary interface group and highlighted the
use of ganciclovir eye gel as alternative.
7. Safety issues
MHRA alert was issued July 2018 reminding prescribers of the risk of cardiac arrest if
parenteral formulations of amphotericin B are confused. This was highlighted at the
September ASG.
MHRA alert was issued March 2019 with new restrictions and precautions for use of
fluoroquinolones. Information disseminated to all prescribers by chief pharmacist and new
section included in antimicrobial guidelines “Safe use of antimicrobials” section.
Incidents reported via the Datix system with an antibiotic alert tag are reviewed by the AST
and collated for presentation at ASG. Incidents requiring immediate remedial action are dealt
with in real time, systematic problems or trends are identified and individual significant
incidents are investigated with learning points disseminated to stakeholders. On average there
were 21 incidents per month reported involving antimicrobials.

The incident in October with severity coded as death caused by incident relates to a patient
who died following discharge from UHPT. This incident remains under investigation.
Three incidents had moderate severity of outcome:

61

• December 2018 Penicillin allergic patient discharged with co-amoxiclav and had
anaphylactic reaction. Preventative measures in place (supervision and training for
drug administration rounds and discharge medication, including reference to drug
chart when completing and dispensing TTA medication)
• February 2019 Cannula site infection in patient receiving IV antibiotics (incident still
open)
• March 2019 Lack of stock of tetanus vaccine in ED (incident still open)*
*Note that this incident, as with a significant number of incidents reported as involving an
antimicrobial medication, does not relate to the supply or use of antimicrobial medication.
This specific incident is about vaccine supply; others involve e.g. lack of phlebotomy rounds,
omission of low-molecular weight heparin dose and misplaced drug charts.
8. Antimicrobial Consumption
Total antibiotic consumption, as measured in defined daily doses (DDD) per 1000
admissions, has shown a steady downward trend since March 2018. The AST has promoted
the Start Smart then Focus approach to antimicrobial prescribing and encouraged the use of a
daily antimicrobial review checklist on ward rounds and drug administration rounds to
increase the timely cessation of unnecessary antibiotics.

Carbapenem consumption has seen a steady increase since April 2017. This appears to be
driven at least in part by early initiation of broad-spectrum antibiotics in patients with
suspected sepsis.
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9. Antimicrobial resistance and sepsis CQUIN 2018-2019
The AST has been responsible for Part 2d of the antimicrobial resistance and sepsis CQUIN
2018 – 2019 (and has worked closely with the Sepsis team, responsible for Part 2c). Data
were submitted by quarterly deadlines.
Of the three parts to this CQUIN 2d, it is anticipated that the trust will have failed to meet
two of the targets, but finalised figures from Public Health England utilising Hospital Episode
Statistics data as the denominator (as opposed to local trust admissions figures) are awaited*.
Specification

Target

Total antibiotic usage
(in-patients and outpatients) in DDD/1000
admissions
Carbapenem usage (inpatients and outpatients) in DDD/1000
admissions
Proportion of total
antibiotics within the
Access category of WHO
AWaRe categorisation

2% reduction against
2017/18 target for
total antibiotic
consumption
3% reduction against
2017/18 target for
carbapenem
consumption
55% of total, or
increase by 3% on
2016 baseline of 46%
(i.e. target of 49%)
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Performance against target
at year end

Specification
achieved*

0.6% below

Yes

32% above

No

Proportion 45%

No
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10. Audits
10.1 Ward pharmacist monthly antimicrobial prescription drug chart audit
The monthly ward pharmacist audit looking at the quality of documentation on the drug
charts of patients receiving antibiotics, introduced trustwide in December 2017, was
suspended in May 2018 due to critical pharmacy staffing shortages. This audit was reinstated
in November 2018.
Completion of ward pharmacist monthly antimicrobial prescription drug chart audit:
Ward/Dept/Theatre

Apr
2018

May
2018

Jun
2018

Jul
2018

Aug
2018

Sep
2018

Oct
2018

Nov
2018

Dec
2018

Jan
2019

Feb
2019

Mar
2019

Argyll

-

-

-

-

-

-

-

80

70

40

52

40

70

80

50

80

Bickleigh

60

-

-

-

-

-

-

Bracken

90

-

-

-

-

-

-

Braunton

84

-

-

-

-

-

-

Brent

80

-

-

-

-

-

-

-

-

-

100
63

85

-

75

-

66

86

74

-

63

72

63

76

46

55

60

Burrator

-

-

-

-

-

-

-

Childrens HDU

-

-

-

-

-

-

-

60

60

100

90

-

Clearbrook

83

-

-

-

-

-

-

74

66

74

60

Crownhill

83

-

-

-

-

-

-

80

70

75

62

80

Hartor

80

-

-

-

-

-

-

73

66

62

60

69

65

Ward/Dept/Theatre

Apr
2018

Hembury
Hexworthy

64
-

Honeyford

52

May
2018

Jun
2018

Jul
2018

Aug
2018

Sep
2018

Oct
2018

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

Nov
2018

Dec
2018

Jan
2019

Feb
2019

Mar
2019

63

53

54

82

73

-

73

52

59

79

-

59

68

70

-

Lynher

-

-

-

-

-

-

-

55

58

66

56

67

Marlborough

-

-

-

-

-

-

-

84

69

76

69

62

MAU Tavy

54

-

-

-

-

-

-

56

40

45

68

-

MAU Thrushel

48

-

-

-

-

-

-

58

74

44

36

-

Mayflower

60

-

-

-

-

-

-

75

65

78

-

-

-

-

-

-

-

53

60

60

30

Meavy

-

50

Meldon

74

-

-

-

-

-

-

-

80

71

77

51

Merrivale ASU

83

-

-

-

-

-

-

-

80

60

70

47

Monkswell

96

-

-

-

-

-

-

92

89

77

-

-

-

-

-

-

85

82

75

74

-

-

-

-

-

-

60

100

97

95

55

71

60

60

49

67

66

57

64

Moorgate
Neonatal Intensive
Care
Norfolk
Orthopaedics

-

-

-

-

-

-

-

-

SAU (Hound)

-

-

-

-

-

-

-

100

76
60
54
-

-

78

Sharp

90

-

-

-

-

-

-

Shaugh

50

-

-

-

-

-

-

70

51

57

58

Shipley

80

-

-

-

-

-

-

80

64

82

60

69

50

56

-

-

60
-

Stannon Ward

-

-

-

-

-

-

-

Stonehouse
Tamar (Short Stay
Unit)

-

-

-

-

-

-

-

83

68

66

65

70

-

-

-

-

-

-

-

50

63

63

40

47

-

60

80

50

83

80

97

90

100

80

Torcross (CCU)

80

-

-

-

-

-

-

Torrington

87

-

-

-

-

-

-

90

-

67

Torrington (HDU)
Transitional Care
Ward

70

-

-

-

-

-

-

100

-

53

-

-

-

-

-

-

80

67

-

-

Wildgoose

80

-

-

-

-

-

-

60

60

Wolf

45

-

-

-

-

-

-

68

69

100

-

-

-

-

-

-

67

65

Woodcock

66

100
65
-

44
88

86

Overview of trustwide performance in ward pharmacist monthly antimicrobial
prescription drug chart audit:
(trend line from November 2018 onwards)

Performance in the audit is discussed at the Infection Prevention subcommittee during the
matrons’ quarterly report presentations.
10.2 Antibiotic Take Five audit
Service lines are required to submit data for 5 patients per base ward receiving a treatment
course of antibiotics per month. This audit is based on the Start Smart then Focus toolkit
metrics. Based on the number of service lines and wards the expected submissions should be
205 questionnaires per month. The volume of questionnaires received per month has
improved through 2018/19 but is still short of this.

Service line engagement with Antibiotic Take Five audit is improving but is not consistent
across the trust. Some service lines have yet to submit any data.
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Overview of service lines’ submissions for Antibiotic Take Five audit:
(grey cell indicates data received that month)
Take Five Audit done
Service Line
Cardiology
Haematology
HCE
Nephrology
Neurology
Oncology
Respiratory
Hepatology
Gastroenterology
Diab & Endo
Acute medicine
Cardiothoracics
Colorec, UGI &
Dental &
ENT/Audiology
Neurosurgery
Plastic & Breast
Trauma & Ortho
Urology
Vascular
Obs & Gynae
Paediatrics
Neonates

Apr-18 May-18 Jun-18

S

Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19

S
S

S
S

S

S

S
S

S

S
S

S
S

S
S

S
S

S

S
S

S

S
S
S

S

S

S

S

S

S

S

S

S

S

S

S
S
S
S

S
S

S
S

S
S
S

S
S
S

S
S
S
S

S
S

S
S
S

S

S

S

S

S

S

S

S
*

S
*

S
*

S

S

S
S

S
S

S

S

S
S

S
S
S

S

S

*Urology collected data using wrong audit tool so no data available on Meridian
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Overview of trustwide performance in Antibiotic Take Five audit:

Documentation around antibiotics remains below target, including antibiotic review by 72h,
documented review of culture results and reason for continuing IV antibiotics past 72h or any
antibiotic past 7d.
10.3 Service line performance dashboards
Five key antimicrobial stewardship metrics are now included in the monthly service line
performance dashboards (from early 2019). Failure to submit any data to the Antibiotic Take
Five audit will result in a “red” on the dashboard for that month. Performance dashboards are
reviewed in the service line governance meetings.
Target
1. Rationale for antibiotic prescription
2. BC results reviewed for patients with sepsis
>95%
3. UR results reviewed for patients with UTI
>95%
4. Documented antibiotic review at 48-72h
>95%
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No rationale <5%
Review documented
Review documented
Review documented

5. >3d IV abx without clear reason

Reason unclear <5%

10.4 ED antimicrobial stewardship audits
The ED antimicrobial stewardship audit tool is now live on Meridian. No data was submitted
for March 2019. The aim is for data to be submitted for 20 patients per month: 10 patients
discharged from ED with antibiotics, and 10 patients started on antibiotics in ED and
admitted to the hospital.
Overview of ED antimicrobial stewardship audit performance:

11. Clostridium difficile management
The antimicrobial pharmacist or ward pharmacist reviewed antimicrobial and proton pump
inhibitor (PPI) prescriptions (current and up to 90 days prior to positive C. difficile specimen
date) for all patients with C. difficile infection. There were no instances where antibiotics
were deemed to have led to avoidable increased risk (due to inappropriate antibiotic use) of
C. difficile, and one instance where a failure to assess and document the clinical indication for
continued prescription of PPI was deemed to contribute to avoidable increased risk.
20 wards have been placed under C. difficile outbreak measures during 2018/19 and the AST
has reviewed the antibiotic stewardship audit data for these wards, with feedback to the teams
on their performance in the preceding 3 months provided to the ward / service line and an
offer of an antimicrobial review MDT. Ward teams were reminded of the importance of daily
reviews of antimicrobial therapy and documentation of antimicrobial plans in the medical
notes, and encouraged to use the “Have you STOPpeD your patient’s antibiotics?” checklist.
Antimicrobial review MDTs were held with the Marlborough, Hexworthy and Hartor teams
and antimicrobial prescribing reviews performed by the antimicrobial pharmacist on
Stonehouse and Monkswell.
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12. Education
Teaching on AMS has been delivered teaching to service lines on seven occasions during
2018-2019. In addition, the AMS lead delivered a session on AMS to trust non-medical
prescribers at their trust update in January 2019, and presented at the medical grand round in
April 2018 and again during World Antibiotic Awareness week November 2018. The AST
has also delivered an induction session and a further 2 sessions to trustwide F1 doctors and
the same to trustwide F2 doctors during 2018/19.
The antimicrobial stewardship pharmacist delivered face to face teaching for all pharmacists
starting with the trust, and provided a teaching session to new pharmacists about C. difficile.
Antimicrobial stewardship learning points are included as a standing item on the pharmacy
department’s monthly clinical meeting. Members of the pharmacy team manned an
information stand on level 7 during World Antibiotic Awareness week.
AMS content was included within the Infection Prevention and Control mandatory annual
trust e-learning for 2018/19. A new Antimicrobial stewardship section has been incorporated
into the trust update 2019/20 mandatory e-learning package for all doctors, nurses,
pharmacists and non-medical prescribers.
13. Research
In May 2018 the AST launched the ARK Hospital project at UHPT, a NIHR funded
multicentre study into the impact of behavioural change strategies (online learning tool and
antibiotic prescribing decision aid) on documented antibiotic review rates and rate of
stopping unnecessary antibiotics by 72h. Information about the decision aid has been
incorporated into the trust’s antimicrobial prescribing guidelines and the AMS e-learning
package. Data collection for the ARK Hospital project is ongoing until 2020.
14. Quality Improvement
14.1 New adult drug chart antimicrobial prescription pages
The AST has led the redesign of the trust’s adult drug chart antimicrobial prescription pages.
The new chart is coming into use in the trust in April 2019. The redesigned pages emphasise
the need for documented antimicrobial review by 72 hours, and incorporate the Start Smart
then Focus principles and the ARK Hospital decision aid. Training materials have been
developed and disseminated to all prescribers and users of adult drug charts, and the AST has
guided ward pharmacists and clinical educators in delivering face to face training on the new
antimicrobial prescription pages as well as delivering teaching sessions directly.
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14.2 Have you STOPpeD your patient’s antibiotics today?
The AST developed the
“Have you STOPpeD
your patient’s antibiotics
today?” checklist to
promote daily review of
antimicrobial
prescriptions on ward
rounds and drug
administration rounds.
The “STOPpeD” poster
was used as a trust screen
saver during November
2018 to coincide with
World Antibiotic
Awareness week.
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Summary
The AST has continued to face the challenges of delivering an antimicrobial
stewardship programme across the trust in the absence of a full complement of
clinical pharmacists covering ward areas. Trustwide audit programmes have been
established, and engagement from the service lines has been encouraged and
increased. Regular and consistent educational messages to prescribers about early
cessation of antibiotics which are no longer clinically indicated have coincided with a
sustained downward trend in total antibiotic consumption at the trust. The AST has
continued to raise the profile of antimicrobial stewardship across the trust at all levels,
with inclusion of AMS metrics in the service line performance dashboards and
development of the new role of nursing antimicrobial champions. The priorities for
2019/20 are to sustain the reduction in total antimicrobial consumption to meet the
2019/20 NHS Standard Contract requirement of 1% reduction against 2018 baseline
and develop an antimicrobial stewardship data dashboard to allow users easy access to
their audit and consumption data.

Other activities
1. Policies and procedures
The IPCT recognises the importance of evidence-based policies and procedures in
ensuring effective compliance with national infection control standards. All policies
comply with the Trust Policy on Policies and are available on StaffNet
(http://staffnet.plymouth.nhs.uk/DocumentLibrary/TrustDocuments.aspx).
At
renewal, all policies are examined to ensure compliance with the National Service
Framework for Children and the Trust’s Equality and Diversity Policy.
All policies are updated in accordance with a continuous process of rolling policy
review. The following policies were reviewed and updated during 2018-19:
•
•
•
•
•
•

Hot Spot Strategy
Management of Scabies
Management of peripheral lines
D&V and Outbreak Management Policy
TSE Policy
Linen Services Guidelines

2. Communication with staff, patients and relatives (report by Claire Haill)
Communication with staff at UHPNT is facilitated by a quarterly IPCT Newsletter,
Dawn Hoole co-ordinates the publication of The Link supported by Maggie Wasiluk.
The Link is circulated electronically to the Infection Prevention and Control Link
Practitioners (IPCLP) throughout the trust; in their role they can use this to discuss
updates, changes and other available resources. The message promoted throughout
last year was: ‘To promote Standard Precautions for Every Patient Every Time’.
Updates on ward closures due to outbreaks are provided through Trust-wide emails.
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All infection control guidelines are now available on the trust network and the
infection control website has been further developed over the last year. The display on
the main infection control notice board is changed on a regular basis; it includes
education and surveillance data as well as reflecting national and world campaign
days. There were regular infection control contribution to the daily email bulletin,
weekly electronic newsletter (Vital Signs) and the quarterly magazine (Cascade) that
are distributed to all staff.
IPC Administration Team Maggie Wasiluk, David Trapp and Roger Burnett have
been instrumental in supporting the clinical teams with electronic resources and
designing posters to assist teaching and directing colleagues to use different systems
to achieve greater efficiency for example the cubicle tracing facility of SALUS.
The Infection Prevention and Control Website has been populated with current
information we continue working with the Communications Team for their expertise
to improve communication with patients and relatives to optimise electronic
technology. The initiative for the team embracing the digital age! Was to create a
twitter page which is live for you to follow us @ plymouthIPCT
We have delivered updates to volunteer staff and patient groups as well as being
available to discuss infections and controls with patients on a one-to-one basis and
supported our Hotel Service contractors when any changes are implemented and for
refresher training.
The International Infection Prevention Week 11th – 15th October was celebrated by
promoting awareness of the Seasonal Illnesses; Influenza and diarrhoea & vomiting.
Educate & Communicate bound resource pack were sent to all wards and day care
units on the week commencing 18th September -25th September.
Are You Flu Ready?

Are you Season ready?

The IPCT visited all wards and departments across the Trust during the week to
deliver micro-teaching sessions on prevention and management of the seasonal
illnesses. As part of that theme we also launched new isolation signs for patients who
are nursed in a side room with isolation precautions in place. Wards and Departments
were asked to produce a display promoting either one or both of this year’s topics.
The displays were judged and prizes have been given. Congratulations to Clearbrook
Ward for winning the Best Ward Display & Congratulations to Main Outpatients
Department for winning the Best Department Display.
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Photos of all who took part and our winners could be seen on our twitter page.
Since the launch in 2014 we continue to issue a ‘Patient Passport’ for patients with
indwelling long term bio-medical devices or those who are or have been colonised
with MRSA or Clostridium difficile or Multi Drug Resistant Organisms (MDRO).
The aim was to improve communication between patient, hospital and community,
thus improving patient safety. The patient will be encouraged to take the passport with
then to hospital, GP and Outpatient appointments or show it to their district/palliative
or specialist nurse. Patients, carers and Healthcare professionals will be encouraged to
use and annotate the passport. Some patients have brought their Passport with them on
return to the hospital. The concept has been embraced by staff and is being sponsored
by the Heads of Nursing through the Bio-medical device group. The Passport has
been included in the tool kit for the reduction of Gram negative bacteraemia, and as
such a re-launch was supported by providing a resource box file to all wards, refresher
training and order codes, when issuing a passport a register will be completed and
IPCT will monitor the issue, and intervene with further support to continue the
promotion.
Encouragement of patient participation in infection prevention and control is endorsed
by both the Hygiene Code (2008) and the latest NICE Quality Improvement Guidance
published in 2011. The IPCT already publish patient information leaflets for
Norovirus, MRSA, Clostridium difficile, and Extended Spectrum Beta-lactamase
(ESBL)-producer and Carbapenemase-producing Enterobacteriaceae (CPE) and have
continued to provide teaching sessions to staff supported by information posted on
StaffNet. The patient leaflets are available on all wards and departments and are given
to individual patients when a diagnosis is made and are available electronically on the
website for patients or their relatives. The Patient Passport compliments the belief that
reducing infections requires the efforts of all healthcare participants, staff and patients
alike.
3. Design, construction and renovation (report by Claire Haill)
The IPCT continues to contribute to the design, construction and renovation projects
across the Trust, particularly the significant environmental initiatives across the Estate
such as the replacement of taps and clinical wash hand basins, and ward and
department refurbishment project; advising on product approval and room
specifications. For each project, method statements have included dust control
measures as advised by IPCT and compliance has been monitored throughout the
works. Surveys of the clinical environment have been undertaken prior to works
commencing and have been most successful when performed together with clinical
staff, the Estates Department and planning teams.
There have been several significant projects along with many smaller projects
throughout the Trust; Refurbishment projects on Burrator, Lyd, Moorgate, Clinical
Decisions Unit, several wards and clinical departments have had small works
completed in operational areas. There was a programme of works to improve the
provision of baby change facilities in public areas and toilet refurbishments. There has
been early IPCT involvement in works yet to be undertaken for Wildgoose and
Woodcock wards, to the larger projects in the Emergency Department, Hybrid
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Theatre project and the installation of the Cardiac Catheter suite. These works were
designed to provide improved facilities and service to patients were completed
without significant disruption to the day-to-day running of co-located clinical areas,
reflecting the effective working relationship with the Project Team, which included
Contractors, the Estates Department, relevant Matron and staff from the Departments
and Serco as well as the IPCT. Additionally advice has been provided on projects that
have yet to be approved or progressed.
The Estates and IPCT have continued a programme of Water Walkabouts
accompanied by Matron or clinical representative were possible. This incorporates all
aspects of Safe Water management across the UHPNT. This year each ward has been
visited and all clinical departments including theatre areas have been assessed. The
water outlets in the theatres were included in the visual inspection during the annual
closures. The schematic drawings have been up-dated, under used water outlets have
been removed, remedial Estates works have been actioned, teaching with regards the
correct method of use for the Optotherm taps has been given, as well as correct
cleaning and maintenance programmes for water coolers, and promoting the Water
Management policy.
The IPCT continued to advise on ventilation systems and are part of the annual recommissioning process of theatres. The IPCT performed visual inspection and smoke
testing for 37 theatres, including advice on dust controls and cleaning during
additional theatre maintenance such as replacement of operating lights.
The IPCT continues to advise and monitor dust controls during all building works
across the Trust working closely with the Design Teams and work with Estates on
their pre-planned maintenance programme.
4. Procurement
The IPCT is a core member of the newly established Clinical Procurement group that
aims to formalise the process of reviewing products and establish a measured
approach to the introduction of new products, or trials. IPCT has evaluated chairs,
trollies, and operating tables and undertaken option appraisals on larger clinical
equipment for CT and interventional procedures. The Clinical Procurement team
requested a review of disinfectant products with was jointly undertaken with Hotel
Services and Decontamination Lead with the conclusion that the current product
remains appropriate and the Trust receives a good level of support for the training of
the products. We have been involved in a range of products from the introduction of
safer sharps project, alternative waste steams project and utilisation of Tiger bags to
furnishings for the wards, departments and offices.
5. Water Safety Group (report by Bryan Kidger)
The Water Safety Group (WSG), chaired by Estates, is made up of multidisciplinary
key stakeholders who each play their part in delivering safe water systems within
UHP Trust properties. The Group reports monthly into the Infection Prevention SubCommittee (IPSC) and quarterly into the Infection Control Committee (ICC). Estates
have built a strong, collaborative working relationship with the IPCT with the sole
common purpose of maintaining and improving water safety.
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The Members of the WSG are:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Estates
Infection Prevention and Control
Planning (as required)
Medical microbiology
Nursing (as required)
Augmented Care (as required)
Facilities
House Keeping/support services
Authorising Engineer (as required)
Medical Technical Officers (as required)
Specialist users of water (such as renal and Hydrotherapy, as required)
Sterile Services (as required)
Local Security Management Specialist (as required)
Water Systems Specialist Contractor

Over the last 12 months the group has continued to work hard to improve water
quality and strengthen Legionella and Pseudomonas aeruginosa controls at the Trust.
A continuous process of improved system design and implementation of best practice
installation methods have seen year on year improvement to the overall water quality
which is reflected in the monthly assurance testing results.
The Water Management Policy (2017 v.3) continues to be implemented alongside a
written scheme of control & action plan, with key work areas including:
•
•
•
•
•
•
•
•
•
•

Ongoing Implementation of the Trust’s Legionella Risk Assessment
Ongoing Implementation of the Trust’s Pseudomonas aeruginosa Risk
Assessment
Delivery of actions arising from the Pseudomonas and Legionella action plan
Testing of all outlets in augmented care areas for P. aeruginosa (and
subsequent 6-monthly testing)
Continuing replacement tap and basin programme.
Programmed weekly water assurance walkabouts, performing condition
checks on taps, sinks, showers, sanitary ware and outlets and to review risk
assessments, flushing, testing and monitoring regimes for departments.
Continued implementation of safe water use on the Neonatal Intensive Care
Unit
Surveillance of patients in augmented care areas for P. aeruginosa.
Testing and surveillance of heater cooler units.
Risk assessment & monitoring of new and existing water coolers and ice
machines.

Capital investment upgrades delivered in the last 12 months include the following
works:
•

Ongoing replacement tap and basin programme.
77

•

New paediatric ED & resus water services.

Other work delivered over the last 12 months which has directly contributed to
increased water safety & quality:
•
•
•
•
•

Procurement of a new water cooler supply & maintenance contract with
improvements to response times for breakdown and supply of
new/replacement units
Fully implemented package of water storage tank cleaning throughout all
Trust properties
Recruitment of dedicated Estates staff solely responsible for the maintenance
and monitoring of Trust water assets
Implementation of electronic flushing logs to replace the paper based system
Population of all Trust water assets onto the Planet FM system. This will allow
better management of current and historical maintenance records.

6. Ventilation Systems Action Groups (report by Bryan Kidger)
The Ventilation Safety Group (VSG), chaired by Estates, is made up of
multidisciplinary key stakeholders who each play their part in delivering safe
ventilation systems within UHP Trust properties. The Group reports monthly into the
Infection Prevention Sub-Committee (IPSC), and quarterly into the Infection Control
Committee (ICC). Estates have built a strong, collaborative working relationship with
the IPCT with the sole common purpose of maintaining safe ventilation systems.
The Members of the VSG are:
•
•
•
•
•
•

Estates
IPCT
Serco (deep cleans)
Facilities
Estates
Health and Safety.

Specialist ventilation is provided to operating theatre departments due to the links
between surgical site infection and theatre air quality being well established. Other
areas requiring specialist ventilation include critical care areas, pharmacy production
areas, laboratories, mortuaries and clean rooms (e.g. SDU). Increased health risks to
patients, staff or visitors will occur if ventilation systems do not achieve and maintain
the required standards.
Specialist Healthcare Ventilation also plays and important role in preventing the
spread of infection from patients who have communicable diseases (negative pressure
patient isolation rooms) as well as preventing harm to staff using hazardous
substances as part of a work process e.g. laboratories, drug preparation &
administration of volatile anaesthetic agents. For these examples the ventilation plays
and important part in providing compliance with the COSHH Regulations.
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The Trust has a statutory duty to inspect service and maintain critical ventilation
systems to ensure that they are performing effectively and achieving the required airchange rates. In addition, the Ventilation Safety Group oversees the annual Operating
Theatre Maintenance Programme which manages this process for operating theatre
ventilation.
In the last 12 months there has been a change to procedure which has seen the
withdrawal of the requirement for microbial air sampling following standard theatre
maintenance. This was agreed by all members of the VSG on 20th March 2018 and
implemented with immediate effect. Full ventilation verification and air sampling is
still required where intrusive work would create contamination of the theatre rooms or
internal parts of the ventilation system e.g. work above theatre ceilings or the air
distribution duct work.
Over the past 12 months, this group has continued to report the successful delivery of
essential ventilation system maintenance and the delivery of a number of ventilation
system capital upgrades including the following:•
•
•

Paediatric ED and ED Resus.
NICU ventilation upgrade
Full design and implementation for the upgrade Th’s 9-12, X-ray West, ENT
& Recovery (commencing on-site April 2019).

7. Infection Control ward round
All new patients with MRSA, C. difficile, Norovirus, GRE, Serratia spp,
Acinetobacter, Multi-Drug Resistant Organisms and Carbapenemase–producing
Enterobacteriaceae are visited individually. All patients with MRSA are subsequently
reviewed once a week and those with C. difficile every day. On a programme of
fortnightly ward rounds the Specialist Infection Control Practitioner is able to view
the ward in terms of general infection control practices and review the management of
patients colonised with GRE, Serratia spp, Acinetobacter, ESBL-producing
coliforms, Multi-drug resistant organisms and Carbapenemase-Producing
Enterobacteriaceae. This approach has improved the management of these patients as
well as compliance with infection control policies and procedures. In addition, the
enhanced presence of the IPCT in clinical areas greatly increased their availability for
advice and guidance and improved communication with patients and relatives. The
introduction of the Isolation Care Plan has reduced the variability of practice
providing clear and concise information which can be initiated by the ward staff or the
IPCT.
The approval and implementation of a Patient Group Direction allows prescribing of
MRSA eradication therapy by the Infection Control Nurses since 2004, it has been
extended to Lynher ward and revised when the designation of a ward has been
changed.
The IPCT and IM&T have worked collaboratively to achieve an electronic side-room
tracking system on SALUS. The ward staff now enter the reason a patient is in a sideroom and the Operational team are able to access a real time report. This has assisted
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in the management of the side-room allocation and IPCT are able to focus on specific
wards in the risk assessment

8. Infection Control Nurse Service Line working
The IPCT has worked hard to maintain a clinically-orientated service, with each
Service Line having a designated team of Infection Prevention and Control Nurses.
This system facilitates communication between the IPCT and Service Lines and
allows a ‘tailor-made’ service to be developed for each area. By working closely with
the ward manager and ICLP to improve practice and feedback of surveillance data, it
is hoped that individual area will develop ‘ownership’ of infection control. The
programme has been extremely successful in improving practice and reducing rates of
hospital-associated infection areas. Infection control is a standing item on the
Agendas of most Service Line meetings which can be attended by the IPCT.
9. Research
The IPCT has been involved in a number of research projects and has also
collaborated in various national studies. The following articles have been published
by the IPCT:
Rapid detection of extra-intestinal Pathogenic Escherichia coli multi-locus Sequence
Type 127 using a specific PCR assay. O'Hara RW, Jenks PJ, Emery M, Upton M.
Journal of Medical Microbiology, 2019; 68: 188-96.
Guidance for the decontamination of intracavity medical devices: the report of a
working group of the Healthcare Infection Society. Bradley CR, Hoffman PR, Egan
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K, Jacobson SK, Colville A, Spencer W, Larkin S, Jenks PJ. Journal of Hospital
Infection 2019; 101: 1-10.
Humphreys H, Jenks PJ, Wilson J. Comparison of rates of drain-related ventricultits
according to definitions used. Infection Control and Hospital Epidemiology 2018; 38:
1268-69.
Jenks PJ, Bennett S, Haill CF, Keenan J. National surveillance of surgical site
infection. Journal of Hospital Infection 2018; 97: 100-101.
Gordon NC, Pichon B, Golubchik T, Wilson DJ, Paul J, Blanc DS, Cole K, Collins J,
Cortes N, Cubbon M, Gould FK, Jenks PJ, Llewelyn M, Nash JQ, Orendi JM,
Paranthaman K, Price JR, Senn L, Thomas HL, Wyllie S, Crook DW, Peto TE,
Walker AS, Kearns AM. Whole-genome sequencing reveals the contribution of longterm carriers in Staphylococcus aureus outbreak investigation. Journal of Clinical
Microbiology 2018; 55:2188-2197
Jenks PJ, Bennett S, Haill CF, Keenan J. National surveillance of surgical site
infection. Journal of Hospital Infection 2018; 96: 20-21.
Abernethy J, Guy R, Sheridan EA, Hopkins S, Kiernan M, Wilcox MH, Johnson AP,
Hope R, on behalf of the E. coli bacteraemia sentinel surveillance group. E. coli
bacteraemia sentinel surveillance group. Epidemiology of Escherichia coli
bacteraemia in England: results of an enhanced sentinel surveillance scheme. Journal
of Hospital Infection 2018; 95:365-375. Member of the E. coli bacteraemia sentinel
surveillance group.
Humphreys H, Jenks P, Wilson J, Weston V, Bayston R, Waterhouse C, Moore A;
Healthcare Infection Society Working Party on Neurosurgical Infections. Surveillance
of infection associated with external ventricular drains: proposed methodology and
results from a pilot study. Journal of Hospital Infection 2018; 95: 154-160.
Brown C, Livermore DM, Otter JA, Warren RE, Jenks P, Enoch DA, Newsholme W,
Oppenheim B, Leanord A, McNulty C, Tanner G, Bennett S, Cann M, Bostock J,
Collins E, Peckitt S, Ritchie L, Fry C, Hawkey P, Wilson AP. Multidrug-resistant
(MDR) Gram-negative bacteria information leaflets. Journal of Hospital Infection
2016; 96: 86-7.
Wilson AP, Livermore DM, Otter JA, Warren RE, Jenks P, Enoch DA, Newsholme
W, Oppenheim B, Leanord A, McNulty C, Tanner G, Bennett S, Cann M, Bostock J,
Collins E, Peckitt S, Ritchie L, Fry C, Hawkey P. Guidelines: Prevention and control
of multi-drug-resistant Gram-negative bacteria: recommendations from a Joint
Working Party. Journal of Hospital Infection 2016; 92:S1-S44.
Humphreys H, Jenks PJ. Surveillance and management of ventriculitis following
surgery. Journal of Hospital Infection 2015; 89:281-286.
Jenks PJ, Laurent M, McQuarry S, Watkins R. Clinical and economic burden of
surgical site infection (SSI) and predicted financial consequences of elimination of
SSI in an English hospital. Journal of Hospital Infection 2014; 86: 24-33.
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Haill C, Fletcher S, Archer R, Jones G, Jayarajah M, Frame J, Williams A, Kearns
AM, Jenks PJ. A prolonged outbreak of meticillin-resistant Staphylococcus aureus in
a cardiac surgery unit linked to a single colonized healthcare worker. Journal of
Hospital Infection 2013; 83: 219-225.
Cox J, Haill CF, Jenks PJ. Patient narratives of surgical site infection: implications for
practice. Journal of Hospital Infection 2013; 84: 92.
Haill C, Jenks P. Norovirus Outbreaks: containment or closure? Nursing Times 2013;
109: 16-17.
Haill C, Newell P, Ford C, Whitley M, Cox, J, Wallis M, Best R, Jenks PJ.
Compartmentalization of wards to cohort symptomatic patients at the beginning and
end of norovirus outbreaks. Journal of Hospital Infection 2012; 82: 30-35.
Gray RA, Williams PL, Dubbins PA, Jenks PJ. Decontamination of transvaginal
ultrasound probes: review of national practice and need for national guidelines.
Clinical Radiology 2012; 67:1069-1077.
Whitley M, Haill CF, Phillips N, Williams A, Jenks PJ. Screening of healthcare
workers in response to a group A streptococcal outbreak in a maternity setting.
Journal of Infection 2012; 64: 636-637.
Fletcher S, Haill, C, Jenks PJ. Escherichia coli bacteraemia: how preventable is it?
Journal of Hospital Infection 2012; 80: 355-356.
Humphreys H, Coia JE, Stacey A, Thomas M, Belli A, Hoffmann P, Jenks P,
Mackintosh C. Guidelines on the facilities required for minor surgical procedures and
minimal access interventions. Journal of Hospital Infection 2012; 80: 103-109.
Haill C, Allwood A, Kearns AM, Jenks PJ. Staff-to-patient transmission of MRSA:
do bacterial factors play a role? Journal of Hospital Infection 2011; 79: 275-277.
Jones G, Matthews R, Cunningham R, Jenks P. Comparison of automated processing
of flocked swabs for the detection of nasal carriage of Staphylococcus aureus. Journal
of Clinical Microbiology 2011; 49: 2717-18.
Jenks PJ. Nitroimidazoles. 2010. In R.G. Finch, D. Greenwood, S.R. Norrby and R.J.
Whitley (ed.), Antibiotic and Chemotherapy, 9th ed.. Elsevier Saunders, Edinburgh.
Jenks PJ. Nitroimidazoles: metronidazole, ornidazole and tinidazole. 2010. In J.
Cohen, W.G. Powderly and S.M. Opal. (ed.), Infectious Diseases, 3rd ed.. Mosby
Elsevier, London.
Jog S, Cunningham R, Cooper S, Wallis M, Marchbank A, Vasco-Knight P, Jenks PJ.
Impact of preoperative screening for MRSA by real-time PCR in patients undergoing
cardiac surgery. Journal of Hospital Infection 2008; 69: 124-130.
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Cunningham R, Dial S. Is over-use of proton pump inhibitors fuelling the current
epidemic of Clostridium difficile associated diarrhoea? Journal of Hospital Infection
2008; 70: 1-6.
Greig J, Edwards C, Wallis M, Jenks P, Cunningham R, Keenan J. Carriage of
meticillin-resistant Staphylococcus aureus among patients admitted with fractured
neck of femur. Journal of Hospital Infection 2007; 66: 187-189.
Cunningham R, Jenks P, Northwood J, Wallis M, Ferguson S, Hunt S. Effect on
MRSA transmission of rapid PCR testing of patients admitted to critical care. Journal
of Hospital Infection 2007; 65: 24-28.
Brown NM, Lee SD, Duerden BI, Gillanders SA, Cookson B, Neville L, Jenks P,
Catchpole C, Wright P, Spencer RC. MRSA in non-clinical areas of hospitals. Journal
of Hospital Infection 2006; 64: 402-403.
Greig J, Jenks P. Treatment of MRSA in community acquired pneumonia. British
Medical Journal 2006; 332: 1334.
Cunningham R. Antibiotic prescribing in the ICU. Anaesthesia and Intensive Care
Medicine 2006; 7: 147-8.
Cunningham R. Proton pump inhibitors and the risk of Clostridium difficileassociated disease: further evidence from the community. Canadian Medical
Association Journal 2006; 175: 757-8.

Conclusions and priorities for 2019-20
The infection prevention and control service at UHPT has made significant progress
towards modernising the service it offers and meeting the challenging new agenda
being set at both local and national levels. The IPCT has dramatically changed the
way it has worked in order to deliver a more clinically-orientated and relevant service.
Over the last 12 months, the Trust recorded its lowest ever number of hospitalapportioned cases of C. difficle and continued to maintain high standards in the
management of outbreaks of both vomiting and diarrhoea and influenza. Although
infections due to MRSA remain at a low rate, there was an increase in the number of
bacteraemias and new infections. In addition, the number of E. coli and MSSA
bacteraemias also rose. While the number of bacteraemias secondary to central
venous catheters fell by 39%, those secondary to peripheral venous and urinary
catheters both increased. Considerable Trust-wide effort is required to address these
issues and to achieve the infection prevention and control reduction objectives for
2019-20.
Priorities for the following year include:
•
•
•

Achieve the local and national targets as outlined in the Annual Programme of
Work, April 2019-March 2020
Comply with national mandatory surveillance requirements
Continue to deliver a high-class Surgical Site Surveillance Programme
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•

•
•
•
•
•
•
•
•

Ensure continued compliance with Code of Practice (July 2015), NICE
guidance and quality standards relevant to prevention and control of HCAIs,
and the Care Quality Commission’s key lines of enquiry for the Safe Care
domain
Coordinate Post-Infection Reviews on all serious HCAIs
Sustain the use of the ‘Saving Lives’ HII across the Trust
Continue the reduction of medical device-related infections across the Trust
Contribute to the reduction of MSSA bacteraemias across the Trust
Contribute to the reduction of E. coli and other Gram-negative bacteraemias
across the Trust
Continue to implement appropriate strategies to limit the introduction and
spread of Carbapenemase-Producing Enterobacteriaceae
Continue to embed infection control at all levels across the Trust
To continue to provide up-to-date information available on the Infection
Control website.
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Chief Executive Statement

It gives me great pleasure to present University
Hospitals Plymouth NHS Trust’s annual Quality
Account, representing our report on the quality of
services we provided in 2018/19 and our key
priorities for improvement in 2019/20.
The pressures facing the NHS continue to be the
subject of a considerable amount of political, media
and public interest. Whilst the Care Quality
Commission’s Annual State of Care report for
2017/18 showed that most people receive a good
quality of care, but that people’s experiences are
often determined by how well different parts of
local systems work together. It is important to
remember that the challenges facing our health
and social care system can have a very real impact
on people’s lives both in terms of those who are in
need of our care and those who provide it.
We have much to be proud of in the care we
provide and what has been achieved in 2018/19.
Despite the challenges posed by increasing
demands on our services, we have managed to
make substantial progress in a number of critical
areas including:
 Securing significant additional funds for capital
investment in a new Emergency Department,
new diagnostic scanners and digital
histopathology which will benefit patients
across Devon and Cornwall. This comes on top
of funding already received and used to
upgrade our resuscitation and children’s areas
in the existing Emergency Department.
 Rollout of the #PeopleFirst programme, a
national scheme which we applied to be part of
jointly with Livewell Southwest, our colleagues
providing community care. The #PeopleFirst
methodology brings a scientific approach to
team-driven improvement and is already
making an impact, through projects such as
changes to our Heart Failure service for those
with the condition needing urgent care.
 Joining up care for people, particularly those
with more complex needs on leaving hospital.
Working more closely with other organisations
providing NHS services, care homes and the
voluntary sector, among others, we have been

able to significantly reduce the number of
patients subject to delayed transfers of care.
We also continued to make progress in providing a
rewarding and supportive environment in which to
work with the results of the National Staff Survey
showing further improvements since last year.
All of this has been achieved against a background
of growing demand, which puts pressure both on
services and the staff who provide them. We have
seen particular increases in patients attending as
emergencies and those referred under the two
week wait pathway for some specialties.
We know we have more work to do to reduce waits
for patients, particularly those waiting too long for
planned care and this is a key focus for us in
2019/20.
We continue to work hard to support staff in a
number of ways, from supporting team-driven
improvement, to specific health and wellbeing
initiatives, often run from our Derriford Centre for
Health and Wellbeing.
Our thousands of staff and hundreds of volunteers
remain our greatest asset and we remain
committed to supporting them in their working
lives, through training, development and wellbeing.
In doing so, we enable and support them to provide
the best possible care to patients and families, or, if
they are not frontline staff themselves, to support
their colleagues who do so.
We remain, as ever, appreciative of all they do and
I would like to take this opportunity to say a formal
Thank You for their continued dedication and
incredible compassion.
I am therefore pleased to present our annual
Quality Account for 2018/19, which I believe to be
a fair and accurate report of our quality and
standards of care.

Ann James
Chief Executive
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Our commitment to quality
Our vision is to provide excellent care, with
compassion, wrapped around people’s individual
needs to the population of Plymouth and
surrounding areas. We are committed to placing
quality at the heart of everything we do ensuring
that we build quality into all parts of our service
and rigorously focus on its delivery.
We aspire to make a difference as the major
provider of acute and specialist services in the
south west peninsula. We will invest in the future
through teaching, research and continual
improvement and work within a highly
collaborative and integrated health and social care
system.
Our mission is to play our part in an inclusive
society which addresses the social causes of ill
health and empowers people to live healthy
independent lives. We will support people to take
responsibility for their own health, wherever
possible, and provide access to high quality medical
care.
We do many amazing things yet sometimes we do
not always achieve the high standards to which we
aspire. We deliver highly complex, specialist
treatment every day but we do not always get the
simple things right.
During 2018/19 we finalised our strategic direction
for improving the quality of care delivery. Our key
aims focus on people, quality, sustainability,
partnerships and impact, these are set out in the
diagram below.

In terms of our more specific priorities for 2019/20,
we have completed a consultation process with
patients, staff and other key stakeholders to
identify key areas of focus for the coming year.
A number of key documents were considered when
selecting the priorities including our Operational
Plan 2019/20, Board Assurance Framework, Quality
Improvement Strategy, Care Quality Commission
Report and NHS Improvement areas of focus.
Our aim is to be a safe and effective hospital which
is highly rated by our patients and one in which
staff are happy to work. In achieving this, we seek
constantly to improve our services, shaped by what
our patients tell us, and be quick to respond to
problems and fix underlying causes.

Building Capability
University Hospitals Plymouth and Livewell
Southwest continue to work together to improve
patient care, support closer working and provide
better outcomes for patients.
In 2018 University Hospitals Plymouth NHS Trust
and Livewell SW were successful in our joint bid to
become one of seven national hospitals to partner
with NHS Improvement in a programme of work we
have termed our People First Programme.
With help and support from the national team we
are changing the way we work to improve the
quality of care we offer, making our services safer,
more effective and patient centred. By removing
waste, putting the best ideas of our front line staff
into practice and by focusing on what our patients
really want, we will deliver better services.
Using a single approach to build quality
improvement right through our organisations is
helping us create a common purpose which we are
all working towards and provides the opportunity
for our staff at all grades to make a contribution.
Our executive team has been trained to use this
approach and we have started a programme of
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training for our staff which will run over the next
three years. This training will focus on how our
staff can work to continuously improve how we
deliver care. More detail can be found in Annex G.

Care Quality Commission
The Care Quality Commission (CQC) is the
organisation which regulates and inspects health
and social care services in England. All NHS
hospitals are required to be registered with the
CQC in order to provide services and are required
to maintain specified fundamental standards of
quality and safety in order to retain their
registration. As part of its role the CQC is required
to monitor the quality of services provided across
the NHS to make sure they provide people with
safe, effective, compassionate, high-quality care
and to take action where standards fall short of the
fundamental standards.
Their assessment of
quality is based on a range of diverse sources of
information about each Trust in addition to its own
observations during periodic, planned and
unannounced inspections.
The Trust has registered its locations against the
relevant regulated activities with the CQC with no
additional conditions applied to its registration.
Planned Inspection
We were the subject of a planned CQC inspection
in April-May 2018. During this inspection we were
rated as ‘Requires Improvement’ overall.
The inspection report contained a number of
Requirement Notices (Must Do actions). 56% of the
actions designed to address these Requirement
Notices are now complete. The significant ongoing
open actions relate to redesign and rebuild of the
Emergency Department; mandatory training;
ensuring that patients presenting with possible
sepsis are recognised, started on a treatment
pathway and administered antibiotics within 60
minutes; and delivery of operational performance
standards.
In addition to the Requirement Notices, the Trust
received two Section 29A Warning Notices, one for

Pharmacy and one for Diagnostic Imaging. These
Warning Notices stated that:
 Significant improvement was required to
ensure that patients suspected of having
cancer had timely access to initial assessment,
test results and diagnosis in diagnostic imaging.
 Significant improvement was required to
ensure that systems and processes for safely
managing medicines were operating correctly
both within the pharmacy services and across
the Trust, and were effectively governed so
that people are given the medicines they need,
when they need them and in a safe way.
We were required to make these significant
improvements by Friday 26 October 2018. The key
work streams to address these areas of concern
had already started before receipt of the report,
and in a number of cases had started before the
inspection itself.
Follow up inspection
The CQC conducted a follow-up inspection in
December 2018 focused solely on the
improvements required within the two warning
notices.
In Diagnostic Imaging the CQC found that:
 There was improving performance for patients
waiting longer than six weeks for a routine
scan.
 There were plans to improve process and
efficiency with booking appointments.
 There was improved management of
governance within the Imaging Department.
 There had been an internal review of risks on
the risk registers and actions were progressing
well.
 Improvements had been made in the
management structure for senior staff in the
Imaging Department.
 In CT the most urgent scans were reported on
in a timely way.
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However, the CQC felt that insufficient progress
had been made in addressing the concerns in the
2018 Warning Notice and on 25 January 2019 they
reassessed the existing notice stating that;
“significant improvement is required to ensure
patients suspected of having cancer have timely
access to initial assessment, test results and
diagnosis in diagnostic imaging”.
The key three areas of concern highlighted by the
CQC are as follows:
 The Diagnostic Imaging Service was not
meeting the seven-day internal target for the
imaging of patients suspected of having cancer
in CT, MRI or ultrasound.
 Radiographers consistently told inspectors that
managers within diagnostic imaging were not
addressing poor behaviour or attitudes
displayed by some modality leaders.
 Band five radiographers consistently felt unable
to speak with departmental managers and / or
freedom to speak up guardians to escalate
their concerns due to fear of repercussion.
The Trust was required to make the significant
improvements in relation to the first point by 24
April 2019 and for the other issues by 24 July 2019.

Notice from a previously restricted service. They
also recognised that governance structures for
pharmacy had been changed since the last
inspection, although not yet embedded to enable
the CQC to evidence their effectiveness.
One area of concern highlighted by the CQC was
the limited assurance that sufficient priority or
resources had been allocated by the Board to
address and rectify issues in pharmacy, or that
adequate support had been provided to the interim
chief pharmacist to ensure a continued presence of
support in the department. This has now been
addressed following the appointment of a former
chief pharmacist who now provides senior
leadership support 2-3 days per week.
The CQC found we had not fully addressed or
sufficiently acted on some of their concerns in the
warning notice and the full warning notice, noting
actions taken needed better executive oversight.
However, they recognised some progress was
being made and that a cultural shift would take
time.
We were therefore not issued with a further
warning notice for pharmacy; instead the report set
out a number of requirement notices which do not
have a specified time limit in which they should be
addressed.

Pharmacy: The CQC recognised the clinical
pharmacy service had improved its access to
Our actions to improve both services are set out in
clinical areas for routine pharmacy input. The
the tables below.
service had been reinstated on 1 October 2018,
reducing several risks identified in the Warning
Core Service
CQC required that we:
What are we doing to put this right?
Diagnostic
Imaging

Ensure that 85% of patients •
suspected of having cancer
are scanned within seven
days as per the Trust target. •
•
•
•
•

We have implemented daily cancer admin huddles to
improve booking scans and introduced an escalation
in-box for admin staff.
We will appoint a 2 week wait co-ordinator.
We are reviewing admin cover by day of the week
and considering options to deliver an extended
working day.
We are auditing reasons for breaching the 7 day
scanning standard.
We will review and improve booking processes for
the Planned Investigation Unit/Lynd.
We will identify 'wicked' booking issues. (‘wicked’
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CQC required that we:

What are we doing to put this right?

Ensure the management
team addresses poor
leadership and manages
attitudes and behaviours
shown by some of the
team.

meaning a problem that is difficult or impossible to
solve because of incomplete, contradictory and
changing requirements that are often difficult to
recognise.)
For band 7 and 8 staff we have:
• Met to discuss behaviours and responsibilities and
will send an open letter to the band 7 and 8
radiographers reinforcing expectations.
• Implemented enhanced management arrangements
for plain film.
• Transferred the management of the rota into the
service line office.
• Clarified arrangements for rota swaps and reduced
band 7 on call duties.

In addition:
•

Ensure that staff
satisfaction improves, and
that staff are confident to
raise concerns with
managers.

We will conclude current formal Investigation/s.

For band 5 staff:
We arranged a meeting to inform staff about the actions
we are taking following the meeting in December 2018
and are arranging regular meetings to update them about
progress and provide an opportunity to give feedback.
For radiographers we are:
• Arranging to meet with Freedom to Speak up
Guardians to discuss how they can support staff.
• Securing support from Financial Improvement Group
to uplift the radiographic establishment to improve
capacity to lead.
• Developing a leadership development plan for
radiographers with leadership responsibilities, in
conjunction with organisational development.
• Moving CT and plain film teams to Agenda for Change
contracts, terms and conditions.
• Developing a team based approach to improvement
with support from the 'PeopleFirst' programme.
For consultants we are:
• Securing support for recruitment into approved and
projected vacancies in advance.
• Co-ordinating feedback and actions to the stress
survey.
• Agreeing which additional consultant posts will be
appointed following the business planning process.
For administration staff we are:
• Addressing the leadership structure.
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CQC required that we:

What are we doing to put this right?
•
•
•

Pharmacy

Ensure there is a clear
process within wards,
pharmacy and transport, to
safeguard patients receiving
their critical medicines at
discharge. Ensure patients
are being appropriately
counselled on their
medicines.
Ensure that we have
assurance and can evidence
processes, through review
of data, that patients being
discharged without their
critical medicines receive
them in a timely manner.
Review staffing
establishment and skill mix
for the pharmacy
department to ensure
staffing meets capacity and
demand.
Review training and
competency of staff and
ensure staff are not
working above their role
and competencies.

•

Ensure capacity for
leadership and ongoing
support is available in the
pharmacy department.
Ensure risks are identified,
recorded and mitigated,
with a clear record for this.

•

•

Reviewing staff survey actions (All staff).
Using group meetings with modality leads to inform
improvement actions.
Arranging for feedback from SCORE Survey.
We are rolling out set criteria for discharge for all
patients who do not have their medicines to take
home i.e. not just critical medicines.
We are setting up a task and finish group with Heads
of Nursing, Director of Winter & Communications to
ensure the required action plan has been shared with
care group clinical and operational leads.

A process is now in place and data is reported to the
executive team weekly.

We are undertaking a workforce review as part of a
broader project including service review (development)
across the Trust.

•
•
•
•

•
•
•
•

Senior education and training lead commences in
post 1 April 2019.
We are reviewing requirements for part-time
technician training post.
We are reviewing competencies and training.
Human resources to undertake review of banding for
staff.
Experienced pharmacist started in March to support
the medication safety and governance work streams.
Communications describing the new structures and
proposed reporting lines will be circulated to staff.
We will review and update the risk register in full.
We will ensure regular review of the risk register by
Pharmacy Board.
We will review the work programme generated by
the gap analysis against the Royal Pharmaceutical
Society Standards and ensure that this links to risk
management.
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CQC required that we:

What are we doing to put this right?

Ensure there is robust
oversight of governance for
pharmacy and medicines
trust-wide.

•
•

•
•
•
•
•

Monthly updates on the implementation of our
actions and ongoing programmes of work to
address the issues raised by the CQC have been
provided to the CQC, NEW Devon Clinical
Commissioning Group and NHS Improvement.
Ionising Radiation (Medical Exposure) Regulations
(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 in December 2018. The inspection was
focused on the action plan produced following a
full comprehensive inspection which took place in
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.
However, the team were able to demonstrate that

Pharmacy Board now meets monthly. Fortnightly
oversight meetings to be held with the lead executive
director.
Terms of reference for Medicines Utilisation and
Assurance Committee (MUAC) have been reviewed
and we are establishing relevant sub-groups to focus
more effectively on medicines management, new
medicines and medicines safety.
We are implementing key performance indicators
and reporting structures.
Quality Management System meetings will feedback
to the chief pharmacist on a fortnightly basis.
Pharmacy will report to Trust Management Executive
on a regular basis
Internal pharmacy incidents will be reviewed at
fortnightly Pharmacy Quality Management Group and
monthly Pharmacy Board.
Trust wide medicines related incidents will be
reviewed and monitored by appropriate senior
pharmacy staff and reported through MUAC via the
Medicines Management Sub Group.
a new action plan was in place with a final date for
implementation of March 2019.
Since December, all of our procedure documents
have been reviewed and updated to IR(ME)R 2017
and an extensive training programme has
commenced. We were re-inspected in April 2019
in response to the recommendations made by the
CQC during their December 2018 inspection. The
Trust received confirmation from the CQC on 29
April 2019 that they were now satisfied that their
concerns regarding compliance with IR(MER) were
met and the inspection file was closed as now fully
compliant.
We continue to monitor compliance across all of
the fundamental standards and are on a journey of
continuous improvement. We continue to monitor,
review and constantly improve the quality of care
across the services that we provide.
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Our overall performance in 2018/19
The Trust has found the Emergency Department 4
hour standard difficult to achieve for several years.
Following external reviews it has now been
recognised that the infrastructure to manage the
workload is inadequate both in terms of space and
workforce.
Work to expand and reconfigure the paediatric and
the resuscitation areas was completed in March
2019. Work is also in progress to increase the
workforce numbers enabled by £2.5m investment.
Demand and acuity of patients presenting at the
Emergency Department continues to increase. To
help address this increase improvements to
support patient flow through the hospital, such as
reduced delayed transfers of care and patients
with extended lengths of stay, have helped us to
reduce the number of patients who are cancelled.
During the first quarter of 2018/19, our diagnostic
waiting times deteriorated considerably largely
driven by lack of capacity and increased demand
for imaging. Actions were put in place including
additional scanning facilities and improved patient
treatment
management,
plus
successful
recruitment to vacancies resulted in the reduction
of patients waiting for diagnostic appointments.
Performance improved from 24% of patients
waiting over 6 weeks in July 2018 to 7% in March
2019.
Demand for elective care has continued to exceed
our capacity, with the number of patients referred
for treatment increasing by 4.2%, resulting in
longer waits for treatment. Plans designed to
improve our performance have been successful,
including increased use of outpatient clinics, the
Care UK partnership which started in November
2018, improved administration functions and a
reduction in diagnostic waiting times.
Disappointingly other plans have not had the
desired effect. These include the delayed opening
of our third cath lab and recruitment of medical
consultants, new appointments were successful
but other staff have resigned since resulting in no
increase.

Despite the pressure of increasing demand, we
have made progress in reducing the number of
patients waiting over 52 weeks for treatment. We
have reduced the number of patients waiting over
52 weeks from 167 in June 2018 to 48 at the end of
March 2019.
Cancer Standards
Performance against our cancer standards was
variable in 2018/19.
Our 2 week wait performance recovered from
August 2018 onwards following an in depth review
of demand and capacity, booking processes and
pathways.
62 day performance continues to be a challenge
for the Trust and our plan to improve the position
has been unsuccessful. Whilst the number of
patients waiting had reduced during the autumn,
mainly due to improving 2 week waits and
diagnostic performance, with the onset of winter
and surgical cancellations, the backlog soon
started to grow again. Key pressure areas are in
urology and colorectal services. Recruitment is
underway to increase the consultant workforce
manage the increasing activity going forward.
The core quality metrics we have used and
reported throughout 2018/19 are shown in Annex
A.

Review of Services
During 2018/19, University Hospitals Plymouth
NHS Trust continued to provide (or sub contract)
64 NHS services. The Trust has reviewed all of the
data available to them on quality of care in all
these NHS services.
The income generated by the NHS services
reviewed in 2018/19 represents 100% of the total
income generated from the provision of NHS
services by University Hospitals Plymouth NHS
Trust for 2018/19.
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Goals agreed with Commissioners
An element of University Hospitals Plymouth NHS
Trust income in 2018/19 was conditional on
achieving quality improvement and innovation
goals through the Commissioning for Quality and
Innovation payment framework.
The Trust
received the majority of CQUIN funding in 2018/19
on the basis of good levels of achievement of
milestones.
A number of CQUIN schemes will continue into
2019/20 with others becoming part of normal
contractual requirements. There are a number of
new CQUIN schemes for 2019/20. Further
information on CQUINs can be found on the NHS
England website, which included below.
www.england.nhs.uk/nhs-standardcontract/cquin/

Assurance Statements
Underpinning quality in the organisation we have a
series of assurance statements, a summary of each
is set out below, with further details included
within Annex C Assurance Statements.
 Clinical Coding: This is the process by which
patient
diagnoses,
treatments
and
comorbidities recorded in the patient’s written
clinical notes and on accompanying systems
are translated into codes using a standardised
code-set. The accuracy of clinical coding is a
fundamental indicator of the accuracy of
patient records and drives the income received
for each patient’s stay in addition to providing
data to numerous national indicators including
mortality
 Data Quality: Clinicians and managers need
ready access to accurate and comprehensive
data to support the delivery of high quality
care. Improving the quality and reliability of
information is therefore a fundamental
component of quality improvement
 Duty of Candour: The Trust ensures Duty of
Candour requirements are implemented
following any ‘moderate harm’ or above
graded incident once it has occurred. Where a
patient safety incident has caused harm, an

apology is offered to the relevant person,
which is a sincere expression of sorrow and
regret for the harm and distress caused
 Revalidation: Medical & Nursing - Revalidation
is the process by which all licensed doctors are
required to demonstrate on a regular basis
that they are up to date and fit to practice in
their chosen field and able to provide a good
level of care. Nursing and midwifery
revalidation also requires all Nursing &
Midwifery Council registrants to revalidate
every 3 years in order to maintain their
registration

Clinical Audit
Clinical audit provides a means of measuring how
well care is being provided compared to
expectations of good practice. It underpins several
quality improvement areas for the Trust,
particularly:







Demonstrating clinical governance
Promoting and enabling best practice
Improving patient experience and outcomes
Facilitating corporate learning
Encouraging staff development
Provides a platform for ongoing quality
improvement

The Trust has a yearly programme of clinical audits
which are categorised into the following priorities:
Priority 1 - External must do (national audit)
Priority 2 - Corporate must do (for example clinical
record keeping audits)
Priority 3 - Service Line must do (for example
compliance with NICE guidance)
Priority 4 - Specialist Interest
During 2018/19 the Trust participated in 100% of
open, relevant national audits as defined by
Healthcare Quality Improvement Partnership
(HQIP). These audits are detailed in Annex D.
During 2018/19 hospitals were eligible to enter
data for five National Confidential Enquiry into
Patient Outcome and Death (NCEPOD) studies,
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which are detailed in Annex D.
University
Hospitals Plymouth NHS Trust submitted data for
two studies. The remaining studies are ongoing.
In 2018/19 we also completed 23 planned Priority
2 audits including clinical record keeping and
Ionising Radiation (Medical Exposure) Regulation
(IRMER), 57 Priority 3 audits, 40 Priority 4 audits
and 36 Service Evaluations.
A number of
improvements have been made as a result of these
audits, examples of audits and associated
improvements are summarised in Annex E.

Follow-up Backlogs
Patients often require a ‘follow up’ appointment
with a healthcare professional following an initial
consultation, operation or procedure.
These
appointments can include a discussion about test
results, an assessment of how a patient is
progressing in recovering from or living with a
disease, how a patient is responding to a drug
therapy treatment or how they are progressing
following surgery.
Additionally patients will
receive follow up care such as physiotherapy,
speech and language therapy, occupational
therapy and care from a dietician.
Despite the fact the hospital completed around
400,000 follow up consultations in 2018-19 there
were still a large number of patients who did not
receive their follow up appointment by the
appropriate date clinically indicated.
Timely
appointments are important to avoid associated
risks when delaying to a date later than originally
deemed appropriate.
It also represents a
commitment made to the patient that has not
been met by the hospital.
At the end of March 2019 the number of patients
who had not received their appointment by the
date indicated was 35,260 compared to 34,867 in
March 2018. We have an electronic system of
‘flagging’ patients as being ‘time critical’ for follow
up, which includes a date by which the patient
should be seen or may be at risk of harm if they
wait longer. This allows for prioritisation of
appointments to the highest risk patients.

The number of time critical patients who have
waited past their see by date stands at 7,698 at the
end of March 2019. The services that account for
the largest number of patients are ophthalmology,
neurology, gastroenterology, hepatology and
rheumatology.
A combination of competing
clinical priorities, including pressure to achieve
waiting times for new patients and reduced clinic
capacity, means current arrangements need to be
reviewed as a priority.
The number of ophthalmology patients in the
higher risk categories has reduced by
approximately 1,000 in the past 12 months, and
accounts for 33% of the overall at risk numbers,
compared to 43% at the end of March 2018. The
service is the largest outpatient based service in
the hospital and accounts for around 8.5% of total
routine referrals. To manage the increased
demand and release capacity the service line
continues to work through the comprehensive
action plan to reduce the number of patients who
have waited past their see by date.
Moving forward, services are working together
with clinicians from both the community and the
hospital to develop alternative ways of providing
follow up care. Changes to the patient’s pathway
will provide follow up care in the most appropriate
place for the patient, which may not be a hospital
based appointment. We will also improve our
clinical administration processes to support timely
decision making around patient management and
to prevent unnecessary delays in appointments.

Learning from Deaths
Background
The Care Quality Commission (CQC) published its
report ‘Learning, Candour and Accountability: A
review of the way NHS trusts review and
investigate the deaths of patients in England’ in
December 2016, which make recommendations
about how learning from deaths could be
standardised across the NHS. The Secretary of
State accepted all these recommendations and
asked the National Quality Board (NQB) to develop
a framework for the NHS on identifying, reporting,
investigating and learning from deaths in hospital
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care. The NHS has a long tradition of learning from
care provided to patients. The framework builds on
that tradition but recognises that the NHS can do
better particularly in relation to the care of
vulnerable people.

There have been a total of 1830 inpatient deaths
for the year April 1st 2018 – 31st March 2019
including patients who have died in the Emergency
Department

The key findings of the CQC report were as follows:
 Families and carers are not treated
consistently well by the NHS when someone
they care about dies
 There is variation and inconsistency in the way
that trusts become aware of deaths in their
care
 Trusts are inconsistent in the approach they
use to determine when to investigate deaths
 The quality of investigations into deaths is
variable and generally poor
 There are no consistent frameworks that
require trust xzboards to keep deaths in their
care under review and share learning from
these
The CQC’s recommendations have been translated
into seven national work streams.
The
Department of Health (DH) has set up the Learning
from Deaths Programme Board to support their
implementation. Each work stream is led by the
relevant healthcare body. The first step in this
programme was the publication of the new
Learning from Deaths Framework in March 2017.
The new guidance identifies how NHS providers
should learn from the deaths of people in their
care. In particular this identifies a need to focus on
learning from the care provided to patients with
learning disabilities and severe mental health
needs who die in NHS care. Most of these deaths
will occur in acute settings.
Our performance
The following section shows the indicators we are
using to track hospital mortality. We remain
committed to preventing avoidable deaths by
monitoring mortality and learning lessons from
unexpected deaths.
Total number of in-patient deaths (including
Emergency Department deaths for acute Trusts).

During 2018/19, 1830 patients died, (of which
?? number were neonatal deaths, ?? number
were still births, 6 were patients with learning
disabilities).
This comprised the following number of
deaths which occurred in each quarter of that
reporting period:
 473 in the first quarter (of which ?? number
were neonatal death, ?? number were still
births, 3 were people with learning
disabilities).
 421 in the second quarter (of which ?? number
were neonatal death, ?? number were still
births, 1 number were people with learning
disabilities).
 447 number in the third quarter (of which ??
number were neonatal death, ?? number were
still births, 2 number were people with
learning disabilities).
 489 number in the fourth quarter (of which ??
number were neonatal death, ?? number were
still births, ?? number were people with
learning disabilities).
NB – numbers will be updated once available in
May 19.
The Trust has a process to screen deaths to help
identify problems in service delivery, during the
same period a total of 1090 deaths have been
investigated using the Trust’s screening tool.
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on the Strategic Executive Information System
(StEIS) as a serious incident requiring further
investigation.






292 deaths screened in quarter 1
331 deaths screened in quarter 2
253 deaths screened in quarter 3
214 deaths screened in quarter 4

Of the total number of deaths in 2018/19 a further
21 have been subjected to case record review
using the Royal College of Physicians Structured
Judgement Review (SJR)
Of the 21 that were subjected to a structured
judgement review (SJR) 10 have been completed.

From these reviews an estimate can be made of
how many deaths were judged more likely than
not to have been due to problems in care
Statement from the Royal College of Physicians
Our National Mortality Case Record Review
(NMCRR) Programme has produced a Structured
Judgement Review (SJR) tool to support the
analysis of adult deaths in hospitals. However, we
are very clear that the SJR does not allow the
calculation of whether a death has a greater than
50% probability of being avoidable, and should not
be used to compare trusts.
During 2018/19 a total of 19 deaths for University
Hospitals Plymouth NHS Trust have been reported

Quality Improvement Projects resulting from
Learning from Reviews of Deaths
We continue to identify and act upon learning
from deaths, for example:
 Abscess management: We have produced a
new pathway to ensure timely imaging in cases
where an abscess is present or uncertainty
exists. Teaching has been provided regarding
management in situations where uncertainty
of diagnosis exists in cases of mastitis/abscess
formation.
 Accuracy of recording observations: We
identified that our paper observation charts
are not always accurately completed which can
lead to patients not being escalated in a timely
manner. We have fully implemented the
National Early Warning Score version 2
(NEWS2).
 National Early Warning Score (NEWS):
Recognising and responding to patient
deterioration relies on a whole system
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
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the importance of new-onset confusion or
delirium.
 Discharging
Patients
without
Critical
Medications: Following two 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. We are also reviewing our
discharge arrangements to prevent patients
leaving without their medications.
 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.

Patient Feedback
Friends and Family Test Patients
Our Inpatient & Daycase results have remained
steady throughout 2018/19, although Emergency
Services were less consistent. All results are
published monthly on the Trust website. Further
detail is shown in Annex B Core Indicators.
% of patients
recommending by
month
April 2018
May 2018
June 2018
July 2018
August 2018
September 2018
October 2018
November 2018
December 2018
January 2019
February 2019
March 2019

Inpatient
& Daycase

Emergency
Services

97.57%
96.66%
96.66%
95.47%
96.22%
96.63%
96.58%
96.09%
97.35%
97.16%
97.17%
97.24%

94.60%
94.61%
91.43%
94.07%
93.41%
90.99%
98.91%
91.07%
94.34%
95.16%
94.65%
96.32%

Patient Reported Outcome Measures (PROMs)
A summary of our PROMs results in 2018/19 is
shown in Annex B. PROMs are used to assess the
quality of care delivered to patients from their
perspective.
Currently covering four clinical
procedures, PROMs calculate the health gains after
surgical treatment using surveys from before and
after the operation. The four procedures are hip
replacements, knee replacements, groin hernia
and varicose veins.
PROMs describe a patient's health status or healthrelated quality of life at a single point in time, and
are collected through short questionnaires. The
health status information is collected from patients
before and after a procedure and provides an
indication of the outcomes or quality of care
delivered to our patients.
Participation rates have improved overall for hips
and knees, but have reduced for hernia and
varicose veins. The latest figures at March 2019
are shown below:
Participation
Rate Hernia

Participation
Rate Hip

Participation
Rate Knee

Participation
Rate Vein

0%

89%

97%

33%

Seven Day Working
The aim of the 7 day standard is to end current
variations in outcomes for patients admitted to
hospital at the weekend.
Every 6 months, the Trust is required to self-assess
its performance against the four priority national
standards and report this to Trust Board.
The latest report was submitted on 1st March 2019
with the following results;
Standard 2 – Time to first consultant review
88% of sampled patients were seen by a consultant
within 14 hours of admission during the week and
75% on the weekend. The target standard is 90%
which the Trust did not meet.
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Standard 5 – Access to diagnostics tests
Hospital inpatients have access to seven-day
emergency diagnostic tests and the Trust meets
the standard.
Standard 6 – Access to consultant directed
interventions
Patients have access to 24/7 emergency
interventions and the Trust meets the standard.
Standard 8 – Ongoing review by consultant twice
daily if high dependency, daily for others
97% of sampled patients were reviewed daily by a
consultant during the week and 73% on the
weekend. The target standard is 90% and the Trust
did not meet the standard for the weekend.

National Staff Survey
The National Staff Survey helps the Trust to
understand the experience of staff in our
organisation. In 2018, 3577 out of 6817 staff
responded, equating to 52.5% response rate,
providing highly reliable data.
Nationally, the survey data from NHS Employers
shows a service struggling to provide care against
increasing demands. Staff in our Trust have
reported improvements in a number of areas when
compared to 2017.
The survey is now reported in 10 themes and our
performance is shown below:

A Senior Working Group, chaired by the medical
director, continues to meet to identify and
implement improvements.

Staff Feedback
Having a compassionate, skilful and dedicated
workforce is central for delivering outstanding care
to our patients.
Every interaction between
patients and staff should build our reputation and
help deliver great care.
We are working hard to understand the experience
of our staff – both when things are going well and
when things require improvement. We embed the
importance of quality improvement for all staff
from the time they start in the Trust. Staff are
encouraged to be involved in improvements within
their team.
The Human Resources & Organisational
Development Team (HR & OD) have worked closely
with colleagues across various teams throughout
the Trust, including service improvement,
communications and the Learning from Excellence
Team to build a culture that helps staff make
changes through their ideas and feedback. The
culture supports staff both to speak up if they have
concerns and to celebrate the work and care that
is going well.

Out of the 10 themes for University Hospitals
Plymouth NHS Trust:
 2 statistically significantly improved between
2017/ 2018
 7 stayed the same between 2017/ 2018
 1 not comparable between 2017/2018
 5 better than average in 2018
 3 same as average in 2018
 2 lower than average
Although a number of aspects of the survey have
improved, such as the sense of being valued and
the supprt from line managers there are still areas
of significant concern from staff about the quality
of care they can give and that they aspire to.
Our rate of improvement remains greater than the
average of acute trusts.
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the number of nominations has doubled over the
last 12 months and this is now over 3000 since we
started.
This year, a fifth of our Say Thank You and Learn
from Excellence nominations have come from
patients, their family and friends.

Staff have told us things such as :
“I find my managers very supportive and
professional, the whole multi-disciplinary team are
inspiring to work with.”
“I have always felt valued working in the NHS, yes
sometimes as all jobs anywhere It has its
pressures, but I have always felt supported and
valued. I love working in the NHS.”
“I am very lucky as I love my job and i feel that this
is as a direct result of working within a department
where I feel well supported and that the the staff
are focused on doing an excellent job.”
“I feel positive changes are happening and the
department is moving forwards.”
Your Voice

The
learning
from
these
nominations
demonstrates that what matters most to
colleagues, patients and their families is positive
and supportive behaviour. Our staff are regularly
thanked for being kind, giving time and supporting
us in times of pressure or when we are feeling
vulnerable. The seemingly little things such as
being friendly and approachable, smiling, helping
out with ‘no fuss’, really do make the difference.
Included below are some recent examples of
feedback sent to staff:
“Thank you for being so friendly and approachable
but also pushing us to be the best we can be.
We have loved having you join the ward family and
we're grateful to know you will always be
there if we need you. We want you to know how
much we appreciate you.”
“Thank you for the warm welcome following my
operation. It was greatly received and quickly put
me at ease.”

Your Voice is the opportunity for staff to take part
in conversations with the senior leaders and
leaders within their teams.

The work is progressing to inform our approaches
to leadership development and creating a culture
where compassion and civility play a key part.

Your Voice has developed this year to be the
method for hosting local conversations as well as
those with senior leaders. Staff have been sharing
their views and local leaders taking forward plans
to work on the solutions and actions arising.

Big Conversations

Valuing our staff and Learning from Excellence
Our ‘Say Thank you and Help us Learn from
Excellence’ programme of work has continued to
grow.
In the last 12 months we have received 1881 Say
Thank you and Learn from Excellence nominations,

Following on from the previous years’ successes,
the Big Conversations took place for a third year.
Keeping the appreciative tone of the previous
years’ style of questioning, we again focused on a
small number of specific areas for improvement.
Working collaboratively with teams across the
Trust we visited departments and wards, giving
staff the opportunity to share good practice and
specifically, what works well.
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Nearly 700 staff participated in the conversations
focusing on the following areas:
 Equality and Diversity:
ensuring a ‘just’ culture through a diverse
workforce that approaches processes,
particularly career progression, in a fair
manner
 Feeling Safe to Speak Up:
understanding how to continue supporting
staff in feeling safe to speak up and what a
‘safe’ route looks and feels like
 Staff Wellbeing:
understanding how best to support staff with
their wellbeing; be it accessibility or
determining what is actually needed, whilst
also continuing our focus on supporting stress
 Quality of Care:
understanding the ability to give good care.
With a particular focus on resourcing (people
and physical)
The focus areas are determined through the
National Staff Survey data, and include areas that
require improvement or areas where we want to
continue to improve.
Three of the four of these areas of focus, when
grouped together as a theme, sit above the
national average in the 2018 National Staff Survey.
Freedom to Speak Up Guardian
Following the publication of Sir Robert Francis’s
recommendations in the Freedom to Speak Up
Review in 2015, the NHS contract 2016/2017
specified that NHS Trusts should appoint a
nominated Freedom to Speak Up Guardian
(F2SUG) by 1 October 2016.
The purpose of the F2SUG role is to work alongside
the leadership team to support a more open and
transparent place to work, where all colleagues are
actively encouraged and enabled to speak up
safely. The Trust has now appointed four F2SUGs
who continue working across all staff groups to
raise awareness and report directly to the chief
executive and Trust Board.

Our Guardian Team
Our F2SUGs have varying experience and
professional
backgrounds,
each
operates
independently, impartially and objectively to
support all staff within our organisation to raise
any genuine concerns they may have. Our diverse
team work one day a week as a guardian and the
rest of the week in other roles in the Trust. .

Accessibility
The F2SUG Team have been allocated a dedicated
space which allows staff the opportunity to share
their concerns in a safe space. In addition to this
there are a number of different methods allowing
staff to make contact with the Guardian team,
including:





Drop-in to the office or a pre-arranged meeting
Telephone, with voicemail facility
Email
Staffnet page – this option allows for staff to
record a concern anonymously or to leave
their contact details

All concerns raised are confidential.
Concerns Raised
During 2018/19, 62 concerns were received by the
F2SUG Team, an average of 16 concerns per
quarter, which is an additional 3 per month from
2017/18. This indicates that more staff are aware
of the role and feel confident in raising their
concerns to the team.
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Recruitment

Response Times
The team has a clear process for how quickly it
respond when somebody wishes to share their
concern with us.
We want to ensure access to the F2SUG Team is
equitable and responsive, and this is something we
are able to measure.
Webpage

Email

Drop-in

To F2SU
mailbox

Not
anonymous

Anonymous

Phone

Direct to a
Guardian

Call
answered

Voicemail
left
48 hours

Email responses to be from F2SU mailbox
48 hours

Will be
forwarded to
relevant dept.

Respond to
voicemail

48 hours

Can the concern be resolved
over the phone / through email
now?

No

Not a F2SU concern

Ask if contact would like to
meet with a Guardian

Signpost to appropriate department e.g.
Line Manager, Estates, HR,
Occupational Health

Yes
Case closed

Yes

Standard reply informing
contact their contact will be left
open for a further 7 days
should they decide to discuss
further

Significant effort has been made to reduce the
Trust’s reliance on temporary staffing. However
temporary staffing across the Trust remains an
issue and, whilst bank, agency and locum spend is
necessary to maintain safe services, departments
have developed new ways of working.
The past 12 months have seen a high level of
nursing preceptees welcomed into the Trust.
However, competition for preceptees in the short
term will be fierce due to the number of students
registering for higher education places and the
impact of the loss of the nursing bursary.

No response

No
7 days

Identify if specific Guardian
requested.

Having the right staff with the right skills is a
commitment that the Trust has given and is
absolutely paramount in the delivery of quality
patient care. There remain national shortages in
key staff groups and the persistence of certain
hard to recruit to areas has led to alternative
workforce models and the development of several
new roles. The size of the financial challenge
remains considerable and the Trust will need to
continue to adapt to both the new healthcare
workforce landscape and continue to deliver
significant efficiencies in order to maintain
financial robustness.

7 days

Email to see if contact would like
to discuss further with Guardian

Co-ordinate meeting around
contact availability

Booked into F2SU calendar

If an immediate threat to patient / staff safety identified this will receive a response the same working day

The Guardian team are available to support you with your concerns Monday – Thursday 8:30 – 16:30, with
ad-hoc cover available on a Friday.
Please note for concerns received outside of the core Guardian hours the initial response time, of 48
hours, will start from the next working day
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During 2018/19 we continued to focus on quality
improvement. Our strategy has been to focus on
key priorities for the organisation and to oversee
these through the Quality Improvement
Committee. We continue to develop the capability
of our staff within the organisation, enabling them
to improve the quality of care they offer. We have
continued to foster the links between hospitals
and other organisations to work together to
improve the quality of care to patients across the
community.
Last year we identified three priority areas for
improvement as follows, achievement against each
of these priories is set out below:


Priority 1: Staffing



Priority 2: Working with other providers to
ensure patients are treated in the right place
at the right time



Priority 3: Reduce the number of patients who
suffer harm while under our care

Priority 1: Staffing – Improve the patient
experience by ensuring our wards and
departments have the correct levels of staff with
the appropriate skills
Background
Having the right nursing staff in the right place at
the right time is a fundamental element to the
delivery of safe, high quality care. Organisations
must ensure the level of nursing staff, including
registered nurses midwives and support staff, are
correct for the acuity and dependency needs of
our patients.
What we did well
We have continued our work to consider the
challenges faced in nursing and midwifery staffing.
The outcome of this work has been shared
nationally and includes guidance on ensuring staff
rosters are produced as efficiently as possible
using an electronic system, the use of agency and
temporary staffing and reviewing some nursing
roles.

Nursing and midwifery staffing levels are
monitored and reported monthly via NHS Choices
and the Trust website. This information will
continue to be submitted and inform our nursing
dashboards and shared with matrons and senior
nurses.
Staffing reports are produced and
presented at our Nursing and Midwifery
Operational Committee with key performance
indicators included from our ward dashboards and
model hospital data.
We publish our staffing levels for each shift on a
patient and visitor information board at the
entrance to our wards and a poster in each bay
stating the name of the nurse responsible for each
patient’s care and the nurse in charge of each shift.
The information displayed also includes
information on key quality metrics such as falls,
infection rates and pressure ulcer incidents as well
as Friends and Family Test scores and comments.
This helps to demonstrate transparency in terms of
the relationship between the care and experience
our patients receive.
Ward dashboards are available monthly for each
ward to review the quality metrics against
workforce measures. The dashboards are RAG
rated (red, amber and green), and cover the
domains of the CQC assessments of Safe, Well Led
and Effective Care.
The E-rostering system which interfaces with our
Safe Care System continues to enable us to
effectively redeploy nursing hours across the adult
wards in the hospital.
Patient acuity and
dependency scores are recorded in real time. This
ensures we accurately match staffing levels to the
needs of the patients in our care. This is calculated
in the form of Care Hours per Patient Day (CHPPD)
and helps to inform the decision making when
moving staff from one ward to another.
A new approach to daily staffing meetings has
been adopted within the adult inpatient areas.
Matrons for medicine and surgery care groups
meet separately to oversee their own staffing
needs, helping to reduce the number of cross care
group redeployments whilst still supporting the
organisation in balancing staffing risk.
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Daily safety brief sessions introduced in 2017, in
our admission areas, are now in place across the
Trust. These sessions provide an opportunity for
staff to be aware of times when we have not
provided patients with the best care and also to
celebrate and learn from those occasions when we
get it right.
Within maternity an adaptation of the Trust’s safe
care acuity tool has been developed for the central
delivery suite (CDS).
The Neonatal Unit staffing model is delivered using
standards from the British Association of Perinatal
Medicine (BAPM), which defines care levels and
staffing requirements.
Within paediatrics a care level assessment is used
to measure acuity of each patient which is mapped
against the establishment. This gives an overview
of the CHPPD. There is a new tool for acuity
developed by the Shelford Group for Paediatrics.
This will be implemented over the coming months.
We actively continue to train band 3 staff into
band 4 assistant practitioner (AP) and nursing
associate (NA) roles as part of developing our
workforce.
The first NA cohort successfully
qualified in January 2019 and these members of
staff are now on the NMC register and are in
substantive positions across the organisation.
Three of the NAs have commenced the Nurse
Degree Apprenticeship course; as have four APs.
The Degree Nurse Apprenticeship programme
started at the University of Plymouth in September
2018. These posts will be funded by the Trust for
18 months to 2 years and on qualifying the
individuals will work as Band 5 registered nurses.
Levy funded apprenticeships started in 2017 for
nursing associates, assistant practitioners and
degree nurses. A recent OFSTED monitoring visit
relating to the Healthcare Support Worker level 2
apprenticeship programme was undertaken in
February 2019. The findings report “reasonable
progress” across all 3 themes reviewed, indicating
a high level of quality of training is being delivered.
Apprentices have learning placements in various
services within the trust, including paediatrics.

The hospital website nursing and midwifery pages,
launched in 2017/18, continues to be published.
The website is user friendly, attractive and enables
the user to access the current vacancies. The web
pages include professional development and
specialist areas for nurses to consider as a career.
What we need to work on
An annual nurse staffing establishment review was
undertaken in October 2018 and an assurance
report was published in March 2019. Both
recorded occasions when although the wards are
suitably established, due to the number of
vacancies across the Trust and the high bed
occupancy rate they are not necessarily staffed to
the required demand. Bed occupancy does exceed
100% during periods of high demand.
The trend in CHPPD data over the past 6 months
for both registered nurses and care support
workers has seen a narrowly fluctuating picture
with only a slight downturn overall during
2018/19. The overall monthly fill rate ranges from
83.6% to 89% (Sept 18 to Feb 19). We continue to
be supported by bank and agency staff and a
recent incentive scheme has helped to maintain a
degree of stability during the winter period.
Nurse vacancies remain a challenge and
recruitment continues to be a priority with a
greater focus on our retention strategies; including
international recruitment. We already provide a
high quality 12 month preceptorship programme
and in partnership with our military partners, are
developing a pilot for an 18 months rotation offer
to band 5 nurses. In addition we continue to work
with our wider STP regional programmes to
address nursing shortages.
Next steps
We recognise the importance of ensuring that we
have the right staff, in the right place and at the
right time. We continue to adopt innovative
approaches to the recruitment of clinical staff but
face challenges in recruiting staff in some key
service areas. We are developing a stronger plan
for addressing these issues on a sustainable basis
which includes:
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 Undertaking a review of rostering practices
 Developing the preceptees rotation plan
 Engaging with the Strategic Transformation
Plan (STP) in relation to a rolling programme of
recruitment in India, United Arab Emirates and
the Philippines. There is an ambition to recruit
70 registered nurses, with the first 20 expected
to start with us by the end of 2019
 Continued development of the nursing
associate role, which has been designed to
bridge the gap between our healthcare
assistant workforce and registered nurses.
This is a stand alone role which will also
provide a progression route into graduate level
nursing
Priority 2: Ensure all patients receive high quality
care by working with other providers to ensure
that their care is provided by the right staff in the
right place and at the right time

Both University Hospitals Plymouth and our
community partner, Livewell Southwest, have
joined the national NHS Improvement Lean
Transformation Programme which is branded
locally as ‘People First’.
People First is a cultural change programme with
people and improvement at its heart. It brings
people together in small groups called ‘huddles’ to
define and solve problems and make
improvements, big and small.
Visual Metrics and Plans
Our staff are using visual metrics and plans as a
mechanism to track improvements. An example of
which is the new Weekly Improvement of Safety
Huddle (WISH) led by our Head of Quality
Governance, which brings together some of the
important safety topics to ensure we learn weekly
and apply learning to improve care.

Background
Patients with complex care needs have the right to
timely safe discharge care which is in line with best
practice. The Trust has recently experienced
difficulties with capacity which resulted in
cancellations for patients and longer waits for
treatment than we would like.
We recognise that good end of life care enables
people to live in as much comfort as possible until
they die and to make choices about their care and
where to spend their last days.
Maternity Services should maximise the
opportunity for women to be fully involved in
making well informed decision about their care.

Building Improvement from the Frontline
A growing number of areas now have direct
practice support from the People First team. The
team have been working with Monkswell Ward
who now hold a daily multi-disciplinary team
improvement huddle including plans to improve
care.

What we did well
We have much to be proud of in the quality of care
that we give to our patients. We continue to
perform well in many areas but face a significant
challenge in providing responsive services and
improving our performance against a number of
key national standards.

Another example is the great work being done on
shared handover ‘clinician patient list’ and wardbased prescribing on respiratory wards from their
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weekly huddle. Pharmacy and the ward team have
been working together to understand patient waits
for medications and test some solutions. Both
topics will make a big impact on patient care, flow
and how we work together.

Priority 3: Reduce the overall number of patients
who suffer harm whilst under the care of the
hospital

We continued to improve the process for referring
complex discharge patients and for reviewing
patients care requirements post-discharge.

We take patient safety as a key priority in the
hospital setting and our aim is to keep patients
safe and avoid increasing their length of stay.

Next steps

There are some key incidents which can occur
during a patient’s admission to hospital such as
falls and pressure ulcers. Having knowledge of this
allows us to apply our best practice efforts to
reduce the incidence of harm.

We have further developed our improvement
strategy and associated programmes into a main
workstream ‘Peoplefirst’.
Our recent CQC inspection highlighted that we still
have significant challenges in providing responsive
services, but also highlighted significant concerns
across Imaging and Pharmacy.
 In 2019 we will move into our first full year of
our ‘People First Improvement Practice, our
quality improvement programme working with
NHSI as part of the national Lean
Transformation Programme.
 The Trust’s quality improvement plan is
focused on addressing the risks associated
with operational pressures, safe staffing and
medicines management.
 The Trust continues to make good progress in
meeting national 7 day service standards.
 The Trust is proactively engaging in other
national quality priorities such as learning from
deaths, infection control and national early
warning scores.
 Our existing Quality Impact Assessment
process is being replaced with a new Quality
Equality Impact Assessment (QEIA) process
and we have an ongoing piece of work to
further develop this approach

Background

In addition infection can lead to a more serious
condition called sepsis which can make the patient
very unwell and in rare cases lead to death. We
will continue to implement systematic screening
and treatment for these patients.
What we did well
Sepsis
The year has seen a focus on educating our staff
and sharing the learning from our acute admission
areas with those wards where the highest
incidences of sepsis are likely.
Over the last 12 months it has become increasingly
apparent that our focus in acute admission areas
needs to continue on ensuring effective care
delivery when the system is hard pressed.
Deteriorating Patients
We defined the high level metrics which provide
assurance to the organisation that we are
minimising risk to patients. The graphs below
show cardiac arrest and medical emergencies per
1000 bed days.
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We have a policy that sets out the minimum
standards for patient observations and monitoring,
which we regularly audit. We have implemented
NEWS2 as our escalation tool, in-line with national
guidance.
Scan4Safety
In January 2016, the Department of Health
announced that University Hospitals Plymouth NHS
Trust had been selected to act as one of six sites
across the UK to pilot a project called Scan4Safety.
Scan4Safety is a project that aims to increase
patient safety, improve patient experience and to
reduce operational costs by introducing new global
standards for traceability, known as GS1 standards.
How are GS1 standards making a difference in
Plymouth?
Using barcodes will lead to safer patient care and
improved processes. By providing our patients
with barcoded identity wristbands, which are then
scanned along with any products linked to their
care we are able to accurately track all elements of
a patient’s care in a more efficient way, saving
time and reducing errors. These include product
recall, catalogue management and paying suppliers
electronically.
There are three core elements we needed to
implement to lay down the foundations of
Scan4Safety to identify every place, every product
and every person.
 Location Coding (Place) - defined by a Global
Location Number (GLN) being assigned to all
locations across the Trust both physically and
in the electronic property management system
is now complete.

 Catalogue Management (Product) – this is
defined by a Global Trade Item Numbers
(GTIN) being assigned to all products and
services held within the product catalogue
system and is now complete
 Patient Identity (Person) – This is defined by all
patients being identified by a Department of
Health compliant Global Service Relationship
Number (GSRN) wristband, which is associated
with their patient records – ongoing
The Trust continued with its implementation of
Scan4Safety. All hospital areas are now identified
using barcodes.
Through collaboration with our workforce and
suppliers, and other trusts on the Scan4Safety
programme, we have a system that can help
ensure that every product used in hospital is
assigned to the right location, to the right patient,
and is backed up by the right purchase orders and
invoices. This will benefit Plymouth and the wider
NHS as it delivers efficiencies that will help
enhance the quality of care we can provide.
A barcode has now been added to the existing
identity wristbands which then enable it to
positively identify a patient within systems that
have been enabled to electronically capture
patient details. In no way is patient confidentiality
compromised.
Next steps
 Scan4Safety: continues to work on
implementation of plans to use standards
created for Product, Patient & Place (location)
within new systems. We are working with
clinical staff to ensure every inpatient area
complies with 100% printed patient identity
band on admission
 Build on 2018 achievements in the
management of sepsis and improve the
reliability of our data collection
 Further reduction of pressure ulcers and falls
by 20%
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Whilst we faced a number of key challenges in
2018/19 there is much to be proud of. During the
year we improved the quality of our services in
many areas, some of our key achievements are
described below.

Cancer services
University Hospitals Plymouth NHS Trust continues
to work across all areas to ensure the best quality,
timely and efficient care and treatment in line with
local need and national guidance. Throughout the
last 12 months there have been a number of key
improvements within cancer services including:
 Implementation of the new lung pathway in
2018, which has demonstrated a reduction in
length of wait from referral to diagnosis and
improved patient experience for those with
lung cancer
 Continued improvement of our National Cancer
Patient Experience Survey results
 Successful implementation of the recovery
package in line with national taskforce
objectives for 2018/19 such as holistic needs
assessment and health and wellbeing events
 Working with St Mark and St John University
we have implemented exercise programmes
for
patients
preoperatively
and
pre
radiotherapy
 Implementation of a new triage pathway, by
our Oncology Advanced Clinical Practitioner, to
support patients contacting the hospital out of
hours and keep patients dealing with cancer
safe and reduce emergency admissions.
The Mustard Tree Cancer Support Service was also
awarded national recognition for its outreach
cancer care service to the prison service.
We are very grateful to our local and national
charities such as the Plymouth and Cornwall Cancer
Fund, Macmillan Cancer Support, Teenage Cancer
Trust, Mesothelioma UK, Trust Charitable Fund
who continue to support patients and staff to
improve cancer care delivery.

Carers
At University Hospitals Plymouth NHS Trust we
recognise the important role carers have in the
effective and safe delivery of treatment and care of
patients in hospital. This role will often cross the
boundaries between the patient’s home and
hospital setting. We have been working hard to
identify, involve and support carers in hospital in
order to get the care of the patient right.
We promote the patient carer relationship;
ensuring the carer is able to continue in the caring
role to improve patients wellbeing. For some
patients the involvement of their carer is critical to
the delivery of care in hospital, e.g. children,
patients with dementia, those with a learning
disability and patients who are approaching the
end of their life.

Caring for Carers Plymouth Service
In liaison with Plymouth Caring for Carers, a
member of their team works closely with our
Integrated Hospital Discharge Team attending
discussions which identify patients who are due for
discharge. Patients who have a carer are identified
to ensure appropriate support is in place and that
they have access to information and guidance as
required.
In addition, we are working with the Defence
Medical Welfare Service (DMWS). A liaison officer
is available on site to visit our militay veteran
patients and their carers five days per week.
Working with Caring for Carers Plymouth staff they
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ensure early identification, signposting and
appropriate support is available for our veterans.
Carers Card
The Carers Card has been developed to distinguish
and identify informal carers on the ward. Once a
carer is identified and their role agreed, the ward
sister will issue a Carers Card to ensure they are
clearly recognisable by the ward team.
Meal Vouchers
Ward staff can provide meal vouchers for informal
carers who are contributing to the delivery of care
whilst in hospital.
Parking Arrangements
Free car parking is available for informal carers who
have agreed to contribute to the care of the patient
(cared for person) during their hospital stay.
Our Patient Council are committed to the overall
improvement of Carer support whilst in hospital
and as such have included this within their Patient
Council Strategy and annual work plan.

Welcome Bags have been introduced for all new
patients on the wards. The bag contains a parent
information leaflet, age appropriate reading
materials, activity books, a small toy for young
children and some mindfulness information for our
older children. The trial has been well received and
will now be rolled out to all paediatric wards.
The Children’s Community Nursing Team have also
been working with our clinical commissioning
group (CCG) to promote Personal Health Budgets
for eligible families so they can have a more
responsive care service at home for their children.
These are children who require either 24 hour or
overnight care due to complex health needs.
Our paediatric consultant team are providing
electronic advice and guidance to GPs which helps
to ensure referrals are timely and appropriate. GPs
can now contact a paediatrician with a query or a
request for guidance on how to manage a
paediatric condition. Appropriate referrals to the
hospital can be facilitated, or guidance given to
prevent unnecessary referrals and manage the
condition in the community.
A huge number of our staff were nominated and
received Paediatric
Awards
for Training
Achievements (PAFTA), which are awarded by the
Royal College of Paediatrics and Child Health
(Devon and Cornwall). These awards provide a
welcome opportunity to reward those who work
tirelessly to improve the care of children and are a
fabulous boost to morale:

Children’s Services
The children’s wards continue to improve the
environment for children and young people with
the donation of a bubble machine to entertain the
children whilst they wait for treatment or
assessment on the Children’s Assessment Unit.
We are privileged to have been given a vein viewer
which aids medical staff in identifying suitable veins
for cannulation. This means children are treated
quickly and accurately.

Defence Medical Welfare Service (DMWS)
Any hospital treatment whether planned or
unplanned can be stressful and bring with it
feelings of isolation, stress and worry, all of which
may hamper recovery. DMWS Welfare Officers
provide practical and emotional support to ensure
that no military family goes through the worry of
injury or illness alone. They work with patients
when their medical needs are being met but when
other issues, problems or social influences may be
distracting them from their recovery.
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Dementia friendly award

#EndPJparalsis

University Hospitals Plymouth NHS Trust is partners
in the Plymouth Dementia Action Alliance (PDAA)
and have been working with other agencies,
organisations and businesses towards improving
the lives of people living with dementia in
Plymouth. The Trust has a multi-agency Dementia
Steering Group which leads the developments in
care and services provided to people with
dementia in hospital.

From 17 April 2018 onwards, we took part in a 70
day national campaign, led by Professor Brian
Dolan, to get one million patients dressed in their
own clothes and up and moving.

The steering group has led on a number of
developments, including an accreditation scheme
for dementia friendly wards and departments
including a range of ways in which to make care in
hospital more person-centred and help improve
the environment. This year we have awarded
dementia accreditation to seven departments.

We asked relatives, family and friends to help us
#endPJparalysis by encouraging loved ones in
hospital to get up and get moving as soon as they
are able to. They can do this by ensuring patients
have the following items with them:

Staff training on dementia is included in the
mandatory training programme and includes
induction training, dementia friends awareness
sessions, and specialist dementia continuing
professional development education.
We are also is involved with the National Audit of
Dementia Care in Hospital programme and are
proud of the developments made to the standards
of care for patients with dementia and the support
of their families. We will continue as active
members of the PDAA and with the
recommendations from national audit and our
work towards the dementia improvement plan, to
identify further ways in which hospital services and
care for people with dementia can be improved.

Increased activity whilst staying in hospital can help
recovery, reduce muscle wastage, maintain
independence and lead to patients getting home
sooner.








well-fitting footwear
day clothing
night clothing
glasses and/or hearing aids
walking aid
toiletries

The campaign was a huge success and we managed
to achieve a remarkable 14,948 patients up,
dressed and mobile during the 70-day challenge.
Going forward, we remain committed to ensuring
patients maintain independence as we know this
reduces the risks associated with deconditioning
and the need for ongoing or long-term care outside
of the hospital.

Emergency Department - Resuscitation Unit
In early March building work began to improve the
resuscitation unit within our Emergency
Department. The work doubled the size of the
resuscitation unit, increasing it from four to seven
resus bays. This forms part of a £2m upgrade to
the existing Emergency Department announced in
September last year.

Making Every Experience Excellent
Following review of the 2017 National Inpatient
Survey results we decided to focus attention on
three core areas where we had seen a negative
shift of 5% or more:
 I was bothered by noise at night by hospital
staff
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 My discharge from hospital was delayed for
more than 2 hours
 During my hospital stay I was asked to give my
views on the quality of care
In addition, patients scored us below the average
when compared to other Trusts participating in the
National Inpatient Survey and who used the same
survey provider, in relation to discharge from
hospital and information given to patients on
discharge, for 14 of the 15 related questions. It
was therefore proposed that these concerns
become the focus for
improvement across the
Trust and the Making Every
Experience Excellent – Let’s
Talk About MEEE campaign
was launched @MeeeUhp.
The purpose of the campaign was to implement a
process to actively listen to our staff and patients
and act on their ideas for improvement. This would
mirror the methodology and learning from the ‘Big
Conversation’ staff engagement sessions used by
our Learning and Organisational Development
Team following receipt of the staff survey results.
The MEEE face to face survey was conducted
between 21-25 January 2019. It consisted of
groups of staff and patient volunteers who donned
bright green T-shirts armed with their tea trollies
who visited every inpatient area to ask three simple
questions. The survey collected 284 feedback
forms which held in excess of 850 streams of
intelligence from which a review was compiled.
Following the thematic review of the data collected
it revealed several similarities voiced from both
staff and patients. The information indicated
changes which would make overall experience
better, more efficient and safer for patients,
visitors and staff.
Whilst the MEEE survey did not reveal any new
areas for improvement, it did show the similarities
in ideas which operational staff and patients share
to improve our services and conditions. Staff and
patients recognised areas where significant

improvements could be made to improve inpatient
conditions, particularly overnight and to the
discharge process.

Following a review of the MEEE conversations, we
are working to implement the changes required.
Information banners have been produced which
will be displayed in the main concourse and other
key areas of the site, to detail the findings of each
project and inform patients and staff of the
planned actions and to keep momentum growing
with the campaign.
Clinical leads have been identified and working
groups established for each of the three work
streams to implement the planned actions and
ensure improvements are delivered.
The Trust has identified Patient Experience
Ambassadors (PEAs) in each service line and from
our Patient Council to champion improvements and
share good practice.

Learning Disabilities Team
We believe people with learning disabilities (LD)
have an equal right to healthcare. It is important to
provide services and staff which enable people with
learning disabilities to use our services. Through
the Derriford User Group (DUG) we aim to provide
those with learning disabilities a greater say on
improving the patient experience in an acute care
setting.
Hospital Passport
The Learning Disability Liaison Team together with
our Independent Learning Disability Advocate
hosted three focus groups around Plymouth to
gather feedback on the new hospital passport add
on pages. The hospital passport is a document that
holds vital information about the person that is
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useful for staff to read when they come into
hospital. Examples of the hospital passport can be
found in the learning disability section of the Trust
website.
Self-advocates from Pluss Plymouth reviewed a
draft passport for patients with epilepsy, Yourway
Support looked at a passport for people with
Autism and The Regard Partnership surveyed a
passport for people with mental health issues.
Feedback is vital to ensure we use terminology that
patients with a learning disability can understand. A
few simple suggestions and changes can make one
document so much more accessible.

DUG members themselves were also given special
‘thank you’ awards for their excellent work during
2018.
Celebrating 100 years of Learning Disabilities
In February 2019 the Learning Disabilities Liaison
Team celebrated 100 years of learning disability
nursing by hosting a stand outside the Goodness at
Greens restaurant, level 7, Derriford Hospital to
share information about the work the team do in
hospital and the wider range of other roles they
have in the community.

In addition the new passport will be shared
throughout the community by our colleagues in the
Community Learning Disability Team .

Making mealtimes matter
The hospital embarked on the annual Making
Mealtimes Matter (MMM) campaign to coincide
with the national Nutrition & Hydration Week 11 17 March, which aims to raise awareness of the
importance of nutrition to aid patients’ recovery.

Annual Champion and DUG Awards
Another exciting Champions and DUG annual event
was held in November 2018, attended by members
of the Derriford User Group (DUG) and the
Learning Disability Link Practitioners.
The event was organised to provide an opportunity
to say thank you to hospital staff, wards and
departments who have provided an exemplary
service for patients with a learning disability, or
specifically to an individual who has made a
significant contribution to their care.

This year, the campaign ran alongside the work to
implement the new International Dysphagia Diet
Standardisation Initiative (IDDSI) regulations. The
IDDSI have published international standardised
terminology and definitions for texture modified
foods and thickened liquids for people with
dysphagia. The framework consists of a continuum
of eight levels (0-7) and includes descriptors,
testing methods and evidence for both liquid
thickness and food texture levels. The MMM
campaign was a timely opportunity to highlight the
work to implement the new regulations.
As part of the campaign patients, visitors, staff and
members of the public were given the opportunity
to sample dishes from the inpatient menu and to
talk to staff about the importance of nutrition &
hydration to patients’ recovery. The Speech &
Language team were on hand to raise the profile of
the care of patients with dysphagia, discuss the
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new regulations and the provision of modified
texture food and fluids. The campaign was
generously supported by a number of our local
suppliers and retailers in order to illustrate our
partnership working. The event was a huge
success, even busier than in previous years and the
feedback was extremely positive.
All wards were invited to join in with the fun and
important messages of the week starting on the
Monday with an invite to all ward managers to lead
out the lunch trolley. Throughout the week, ward
staff were encouraged to use the trust social media
to post photos of their meal service, nominate
members of the team who went the extra mile to
ensure a positive patient meal experience and
generally ensure the message of the week was
widely shared. During the week, manual handling
visited wards to raise awareness for the correct
sitting position at mealtimes and providing
guidance around the correct use of hoist scales.
Once again both our student nurses, staff and
mealtime volunteers provided sterling support to
the initiative.
The MMM campaign was well supported by our
suppliers and retail partners. A generous donation
of clotted cream enabled our patients to enjoy a
Devonshire cream tea on Global Tea Party
afternoon, an annual event in the nutrition and
hydration calendar. Likewise, another supplier
kindly donated bottled water to support the
campaign to highlight the importance to patients of
keeping hydrated to aid recovery from illness and
treatment.
The hydration theme was also extended to staff
with the provision of a tea trolley round to all
wards on the Thursday, highlighting the importance
of hydration in maintaining good health and
supporting our staff who really seemed to value
this opportunity to have a breather and a cup of
tea made just for them to enjoy.
To complete the week, several prizes, some
donated by one of our retail partners, were
awarded, categories included best team mealtime
selfie, individual award for the person who goes
the extra mile to help with the patient meal service

and ward of the week based on our data (Friends &
Family, Nutrition audit and PLACE).
This year’s campaign was a huge success which
very clearly illustrated the trust’s commitment to
strive for excellence in this area and also our staff’s
commitment
to
embrace
wholeheartedly
opportunities improve patient care and the overall
patient experience through their resounding
participation in what proved to be a joyful week.
This serves as a huge motivator to continue
identifying and pressing for improvements through
the continued work of our Nutritional Steering
Group.

Maternity Services
Argyll Ward Champions
Midwifery Ward Champions have commenced on
Argyll Ward. This is a developmental band 6
position for midwives and will ensure the antenatal
and postnatal area is staffed with a senior midwife
to lead each shift. The Champions will offer a long
term commitment to improving care and facilitate
learning on the ward. The focus is very much
centred on the principles of continuity of carer, to
ensure sufficient numbers of midwifery champions
are available in key areas to maintain high
standards by cascading skills and good practice.
Professional Midwifery Advocacy (PMA)
The A-Equip model (Advocating for Education and
Quality Improvement), supports a continuous
improvement process that aims to build personal
and professional resilience of midwives, enhance
quality of care for women and babies and support
preparation for appraisal and professional
revalidation. Alongside these components is the
important
element
Restorative
Clinical
Supervision, which has been shown to have a
positive impact on the immediate wellbeing of
staff, influence a significant reduction in stress, and
help staff feel ‘valued ‘by their employers for
investing in them and their wellbeing.
Our midwives are offered restorative clinical
supervision either on a one to one basis or as part
of a group session. Feedback has been good and
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there is an appreciation of the benefits of staff
having time to share and understand each other’s
job roles, impacting positively on patient care and
job satisfaction.
Plymouth currently has four trained PMAs and one
midwife currently undergoing the PMA course at
Plymouth University. They represent University
Hospital Plymouth NHS Trust at national and
regional events.
Plymouth Obstetric Anal Sphincter Injury (OASI)
Project
The implementation of the OASI project has had a
consistent positive impact upon the women for
whom we provide care. An audit of OASI rate
completed in December 2018 demonstrated
Plymouth has a low OASI rate compared to national
figures and local figures have also reduced.
The introduction of OASI patient information
leaflets and education tools for midwives and
obstetricians will continue to improve care and
reduce the number of women who experience this
type of trauma.
Midwifery and obstetric training relating to the use
of and evidence base for episcissors has been
incorporated as part of the mandatory training
schedule. The addition of a weekly postnatal
perineal clinic launched in November 2018
supports the on-going work for all women
sustaining perineal trauma or postnatal
complications not exclusive to those sustaining
OASI.
Better Births
The report of the National Maternity Review set
out a vision for maternity services in England which
are safe and personalised; that put the needs of the
women, her baby and family at the heart of care;
with staff who are supported to deliver high quality
care which is continuously improving.
At the heart of this vision is the idea that women
should have continuity of the person looking after
them during their maternity journey, before, during
and after the birth. This continuity of care and
relationship has been proven to lead to better

outcomes and safety for the woman and baby, as
well as offering a more positive and personal
experience; and was the single biggest request of
women of their services that was heard during the
review.
We are due to commence our plans to support all
women booking onto a pathway to receive
Continuity of Care on 24 June 2019.
We have appointed some specialist midwifery
posts. A midwifery led care Implementation Lead
Midwife was appointed to lead on all aspects of the
maternity agenda supporting the matrons and the
Director of Midwifery with the implementation of
the relevant aspects of “Better Births”, as
mentioned above.
An Infant Feeding Lead who will work within the
maternity service to promote excellence in the
provision of infant feeding advice and support. In
addition to working directly with patients, staff and
volunteers, they will work at a strategic level to
ensure that the UNICEF UK Baby Friendly Initiative
standards are successfully implemented and our
commitment to the Plymouth City Council’s
Breastfeeding Strategy remains high on our public
health agenda.
Finally, a Specialist Mental Health Midwife was
appointed who will act as the link professional
between maternity services and other services
involved in mental health care, provide additional
support to women with severe mental health
problems and act as a point of contact for health
professionals involved in the care of women who
are pregnant or have recently given birth.
Snowdrop Launch
February saw the launch of the plans for the
Snowdrop Suite. Doctors, midwives and families
who have used the current bereavement suite
were able to view the new plans. Families were
able to have their say on the colours, layout,
design, signage and furniture that will all go some
way to providing a homely environment for women
and their families whilst in the Snowdrop Suite.
Families also articulated how we could improve the
care to them whilst experiencing bereavement.
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vCreate
It is recognised that one the highest moments of
stress for parents are when they are not with their
baby which is what happens when their baby is
admitted to NICU. vCreate is a free secure video
messaging service that allows NICU staff to keep
families up to date with their babies progress when
they are away from the unit. Parents can share the
videos with family and friends which supports the
involvement of family and siblings to ensure
wellbeing and support attachment with their sick
new-born baby.

Neonatal Services
ATAIN
ATAIN (avoiding term admissions into neonatal
units) is a programme of work led by clinical
experts to reduce harm leading to avoidable
admission to a Neonatal Unit for infants born at 37
weeks or more. This project was led by NHS
England due to increased numbers of term babies
being separated from their mothers at birth and
resulted in a patient safety
alert. We have worked
with maternity teams to
achieve below the 6%
target ensuring babies are
not separated from their mothers.
Kaiser Permanente Early Onset Sepsis Calculator
Our Neonatal Intensive Care Unit (NICU) subscribed
to antimicrobial stewardship which hoped to
reduce the number of new-born babies receiving
antibiotics in hospital. After liaising with NHS
England
we
received
permission to deviate from
NICE
guidelines,
and
demonstrated that we
could reduce antibiotic
administration to new-born
babies by 80%. This resulted in a change in practice
and guidelines. NICU implemented the Kaiser
Permanente Early Onset Sepsis Calculator and
developed an ‘EOS sticker’ which is included in the
patient’s notes.

PReCePT
NICU hosts the specialist neonatal service for
Devon and Cornwall, caring for the most preterm
and sick new-born babies. NHS Improvement
implemented a project to administer magnesium
sulphate to mothers at risk of delivering extreme
preterm babies to reduce the
incidence of cerebral palsy. NICU
in collaboration with maternity
services have achieved 100%
compliance which is evidenced on
a national database.
Enhanced Neonatal Nurse Practitioners (ENNP)
We established a partnership with the University of
Plymouth to deliver advanced practice neonatal
nursing including Enhanced Neonatal Nurse
Practitioners (ENNP) and Advanced NNP (ANNP).
The first cohort of ENNPs qualified in September
2018 and has had a positive impact on the service
enhancing the assessment of sick and preterm
new-born babies. The partnership will ensure
succession planning for our neonatal services and
has attracted candidates from all over the country.
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Winners
PENNA Category: Patient Experience Transformer
of the Year

Neonatal Transitional Care
In 2018, NHS England requested all hospitals in
England demonstrate they had an established
Neonatal Transitional Care as part of the Clinical
Negligence Scheme for Trust (CNST). University
Hospital Plymouth NHS Trust achieved all 10
required actions, thereby securing funding to
develop services. We continue to attract other
health professionals from all over the world and
are seen as an exemplar for excellent service
‘keeping right baby in the right cot at the right
time’.

Runner up
SALUS Patient Care Manager
PENNA Category: Innovative Use of Technology,
Social and Digital Media
Caring for Those who Serve
PENNA Category: Partnership Working to Improve
the Experience
Shortlisted
vCreate
PENNA Category: Communicating Effectively with
Patients and Families category
Mealtime Staff Volunteers
PENNA Category: Staff Engagement and Improving
Staff Experience
ACEMobile App
PENNA Category: Using Insight for Improvement –
Staff Feedback

Patient Experience National Network Awards
(PENNA) 2018
At the end of January 2019 the Trust submitted six
applications to the Patient Experience National
Network Awards (PENNA). In February 2019 we
were very pleased to discover that all six
applications had been shortlisted.
We had even more to celebrate when we won one
and was runner up two further categories.

Safeguarding
Our safeguarding service continued to improve and
evolve in 2018/19 and a think family approach is
promoted within the Trust. The new Physical
Interventions Team is now part of the safeguarding
team and plans are in place to grow this service to
support staff and patients. This service aims to
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increase availability of conflict resolution and
physical interventions support. Training for all staff
is increasing to meet the need to offer reliable and
adequate support for staff under pressure from
physical and verbal patient challenge.
Safeguarding training is revised annually and
available for staff at all levels, on-line or face to
face for levels 1 and 2, with more complex level 3
multi-agency training available to staff who require
safeguarding children level 3 training. Safeguarding
Adult and Children level 1 and 2 training complies
with the skills for health and intercollegiate
document recommendations, plans are developing
to offer safeguarding adult level 3 training.
The process for referral into the safeguarding team
continues to be revised and improved to ensure it
is evolving with service need. Further simplification
of referral processes are in development. The team
is available to offer support and advice MondayFriday 08:30 – 16.30 and is based within the
hospital alongside multi-agency partners to ensure
children and adults at risk are safe.
Revision of referral processes and further training
in implementation of DoLS (deprivation of liberties)
have resulted in continued increase in both
safeguarding adult at risk and DoLS applications to
the local authority.
This year has seen the implementation of the Child
Protection - Information Sharing project (CP-IS),
which enables health and social care staff to share
information securely to protect the most
vulnerable children. The CP-IS project links IT
systems used across health and social care to help
organisations share information securely.
The safeguarding team continues to support our
staff and collate information to identify themes and
trends. It works closely with colleagues from other
agencies, including Local Safeguarding Adult and
Children’s Boards (Partnerships) to ensure
compliance with standards.

Moving Forward 2019/2020
Our new strategy is based on the five year forward
plan and works towards health and social care
integration. We also have a new Nursing Midwifery
Framework which sets out vision for nursing and
midwifery and the principles to support its delivery.
We aim to continuously develop ourselves and seek
to improve the quality of care and services we
deliver.
Carers Booklet
Development of a new Carers Pack will be pivotal in
providing additional information about the support
we can provide for our carers. This will help to
ensure they are treated as equal partners in care
delivery for patients.
Maternity Voices
Our Maternity Voices group is being launched in
spring 2019 and will provide a forum for staff and
women to work together, ensuring that health
professionals listen to and take account of the
views and experiences of those who use our
maternity services.
Better Birth Focus Group
Better Births focus groups are held once a quarter.
The first group met in January and gave an
overview of the local maternity system and work
stream priorities, including new ways of working to
provide a service that meets the Continuity of Care
agenda and delivery of recommendations on the
Better Births agenda.
Group Antenatal Care
Last year a number of women opted to receive
their antenatal care in a group setting, giving vital
space and time for women to form relationships
with others who were at a similar point in their
pregnancy. As well as receiving the antenatal
check, each session provides plenty of time to find
out about how to keep well during pregnancy and
prepare for childbirth and parenthood. There was
also time for women to meet with their midwife
individually to answer any personal questions or
concerns. Following evaluation of the pilot we
hope to adopt a similar model for all women.
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Facebook launch
This spring sees the launch of Derriford’s Maternity
Services Facebook page. We aim to be able to
share news and information to women and their
families.
Support at mealtimes project
Our Mealtime Volunteering Campaign provides our
non-clinical staff, who do not normally work in
patient facing roles, an opportunity to undertake
interesting and rewarding duties to support
patients a mealtimes,. We aim to continue the
project with the aim of developing the role further
to actively include carers and relatives at
mealtimes.

A member of the PALS team joined the mealtime
volunteer project in 2018 and continues to visit
Braunton Ward every week to support patient
need assistance. The campaign increases social
interaction for patients who may not have visitors
as well as encouraging them to eat, thereby
supporting the patient’s wellbeing and recovery.
The feedback from patients has been very positive,
and they enjoy speaking to different members of
staff and appreciate the extra support at
mealtimes.
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In order to deliver our improvement priorities we
must be an organisation which embraces
continuous improvement and is fully committed to
greater staff and patient engagement and
participation. In order to capture the creativity
and knowledge of our staff, we need to provide
support in identifying problems, developing and
testing solutions and sharing knowledge. Our core
purpose is to deliver excellent care, with
compassion, wrapped around people’s individual
needs to the population of Plymouth and
surrounding areas. We seek to do this through our
Trust Values:






Put patients first
Take ownership
Respect others
Be positive
Listening, learning and improving

We have the ambition of creating an authentic
improvement culture at Plymouth Hospitals NHS
Trust. That means getting ideas and actions from
wards, theatres, admin areas, patients and service
users.
As defined within our strategic direction, our key
areas of focus will be:
To ensure care is provided closer to people’s
homes where possible, so that people have care
wrapped around them and have to tell their story
only once.
To provide safe and effective hospital care,
working to deliver the national constitutional
standards.
To offer high quality care as the major trauma
centre for the peninsula, invest in research and
develop our specialist services.
To bridge the gaps between primary and
secondary care for the benefit of local people.

Our Quality Improvement Strategy
In 2019 we will move into our first full year of our
‘People First Improvement Practice’.
University Hospitals Plymouth NHS Trust and
Livewell SW were jointly chosen as one of seven
NHS organisations to take part in the National
Health Service Improvement Service (NHSi)
Programme, the aim of which is to create a culture
of continuous improvement by empowering staff
to develop their own improvement ideas and lead
on their own projects.
This programme will continue to build on our
strong existing quality improvement work which
aims to implement ideas from all of our staff,
clinical and non-clinical, and also from our patients
and service users to ensure the delivery of health
care which is safe, effective and patient-centred.
We aim to:
 Ensure all our staff understand our clear and
concise plan that describes our common goal
and improvements in the services we will
provide over the next three years and their
role in it. We have revised our strategy and
focus which we will be using to guide us.
 Provide the support and conditions that will
enable that to happen at every level in the
community and in the hospital – through
spread of training and improvement huddles.
 Strive to ensure the patient’s voice is integral
to all our improvement work, with the
establishment of a dedicated group focusing
on patient involvement in improvement.
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 Provide our staff with the skills they require to
bring about such change. Training in local team
based improvement skills, and coaching of
teams.
Our aim is to deliver care of the highest standard in
line with that delivered by the best health care
systems in the world.

Our Quality Account priorities
As in previous years the Trust has sought the
involvement and feedback of key stakeholders, to
ensure that our plans reflect the needs of our
patients and communities. We have done this by
consulting with staff, key stakeholders, patients
and members of the pubic using various methods
including surveys.
The consultation process took place between
February and March 2019 and identified three
specific areas on which to focus our attention in
2019/20. These priorities link directly to those set
out in our Operational Plan 2019/20.
Priority 1 – Staffing – Maintain safe staffing by
ensuring that the right staff, are in the right place,
at the right time.
Having the right staff in the right place at the right
time is a fundamental element to delivery of safe
high quality care for our patients. Patient feedback
from a number of sources shows us patients do
not always feel the wards are adequately staffed. It
is essential we build highly effective teams and
provide assurance to patients and the public that
staffing on the wards are at the right levels.

Priority 2 - Improve Responsiveness - Ensure all
patients receive timely, high quality care by
working with other providers to ensure care is
provided by the right staff in the right place at the
right time.
The Trust has recently experienced difficulties with
capacity which resulted in cancellations for
patients and longer waits for treatment than we
would like. We aim to improve performance in a
number of areas including:
 Increasing our ability to treat patients quickly
in the Emergency Department
 Treatment within 18 weeks
 Cancer treatment in line with national
standards
 Reduce the discharge delays from critical care
beds to wards
 Reduce patient cancellations
 Reduce waits for diagnostic procedures
We recognise that arrangements for leaving the
hospital are just as important and will focus on
improving discharge care for those patients with
complex care needs to ensure they have a timely
safe discharge care which is in line with best
practice. This will include a focus on good end of
life care which enables people to live in as much
comfort as possible until they die and to make
choices about their care and where to spend their
last days.
Priority 3 - Patient communication and
information – improve the quality of
communication and information provided before,
during and after their care
Patients frequently leave hospital uninformed
about the details of their hospital stay, limited
ability to accurately state their diagnosis and their
ongoing management after discharge. We will
enable patients to understand key aspects of their
care by providing accurate and understandable
information enabling them to take greater control,
potentially reducing readmission rates and
unplanned visits to secondary care, whilst
providing safer care and improving patient
experience.
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Carers have an important role in the effective and
safe delivery of treatment and care of patients in
hospital. It is important to identify, involve and
support carers in the clinical setting in order to get
the care of the patient right.
We recognise there can be adverse consequences
resulting from delays in diagnostic reporting and
we will drive forward improvements to eradicate
delays.

 Capturing data and learning from incidents and
investigations effectively. If we do this we will
have a good chance of preventing things from
going wrong in the future?
 Learn from what is going well by capturing
those moments that make a difference to
patients, and the staff that care for them, then
share what makes a difference.
Additional detail is described in Annex G.

A more detailed analysis of our current position in
each of these areas and our plans for improvement
are set out in Annex F.
Safety Initiatives
The national Sign up to Safety initiative to help
NHS organisations achieve their patient safety
aspirations and care for their patients in the safest
way possible has now been fully embedded into
the organisations safety initiatives.
We will now continue working on our safety
initiatives to give patients reassurance and
confidence that we are doing all we can to ensure
the care they receive will be safe and effective at
all times. Our work will continue to be around the
following key areas:
 Creating lasting change so that patients, and
those who care for them, are free from
avoidable harm?
 Creating a safety culture that leads to lasting
change? We will continue to focus on how we
work together, how we lead, make decisions,
how we adjust and adapt and behave every
day. We will continue to work towards a
balanced approach to safety, creating a culture
where staff and patients are treated with
empathy and kindness. When things go wrong,
we can learn more about what we can do
differently to make care safer.
 If the solutions and proven interventions exist
already, we can support staff with examples of
evidence based interventions and tools to
inspire and motivate them to use best practice
to treat every patient
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National metrics
Description

2015/16

2016/17

2017/18

2018/19

Target

42^

37

43

30

<34

2

2

3

6

0

RTT Incomplete Pathway : Of all patients
waiting on an RTT pathway, at least 92%
should have been waiting for < 18 weeks
RTT - 52 week wait – at year end

Achieved
in 0 out of
12 months
36

Achieved
in 0 out of
12 months
89

Achieved
in 0 out of
12 months
108

Achieved
in 0 out of
12 months
48

92%

Maximum time in ED of four hours from
arrival to admission, transfer or discharge
All cancer two week wait

85.2%

84.3%

83.8%

81.14%

20
by Mar 20
95%

89.8%

93.2%

92.2%

93.4%

93%

Two week wait for symptomatic breast
patients (cancer not initially suspected)
31 day (diagnosis to treatment) wait for first
treatment: all cancers
31 day wait for second or subsequent
treatment: surgery
31 day wait for second or subsequent
treatment: anti-cancer drug treatments
31 day wait for second or subsequent
treatment: radiotherapy treatments
62 day (urgent GP referral to treatment) wait
for first treatment: all cancers
62 day consultant upgrade wait for first
treatment: all cancers

44.5%

77.5%

27.7%

87.1%

93%

96.9%

95.8%

95.7%

95.1%

96%

92.9%

90.9%

92.5%

89.1%

94%

99.6%

99.3%

99.4%

99.7%

98%

93.5%

96.7%

87.3%

72.8%

94%

81.1%

79.2%

79.3%

73.8%

85%

80.8%

78.6%

77.3%

72.0%

62 day wait for first treatment from
consultant screening service referral: all
cancers
Access to genito-urinary medicine clinics (48
hours)
Cancelled operations by the hospital for nonclinical reasons on the day of or after
admission
Cancelled operations by the hospital for nonclinical reasons on the day or after
admission, who were not treated within 28
days

90.6%

86.9%

86.9%

90.2%

85%
Local
Target
90%

100%

100%

99.92%

100%

100%

3.51%

3.03%

3.24%

2.85%

0.80%

16.1%

15.3%

14.3%

17.1%

5%

Incidence of C-Diff
(patients aged 2 years and over)
Incidence of MRSA

What this
means
Lower is
better
Lower is
better
Higher is
better
Lower is
better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Lower % is
better
Lower % is
better
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Other local metrics
Description
Rate of C-diff per 100,000 bed days
(patients aged 2 years and over)
Hand hygiene compliance rates

2015/16
14.3

2016/17

2017/18

12.3

14.4

2018/19
9.37

Target
-

97%

97%

97%

94%

95%

36

39

44

36

11.6

11.1

11.07

12.50

Reduce by
10%
-

0.43%

0.24%

0.31%

0.35%

-

13,591

13,169

14,936

15,619

-

2

4

3

7

0

Number of complaints

646

609

563

709

Number of PALS enquiries

4672

4127

4432

4982

Reduce by
10%
-

Grade 2, 3 & 4 pressure Ulcers

181

135

174

12

% stroke patients spending 90% of their
stay on Acute Stroke Unit
Fractured NOF – delays to surgery < 36hrs

72%

74%

73.3%

81%

Reduce by
20%
80%

71%

71%

68%

69%

85%

-

-

6.73%

3.41%

3.5%

Patient falls resulting in harm or death
(moderate harm and above)
Incident reporting rate – per 100
admissions
Percentage of reported patient safety
incidents resulting in severe harm or death
Total Number of patient Safety Incidents
reported to NRLS (includes No Harm
through to Serious Harm & Death)
Number of Never events

Delayed transfers of care

What this
means
Lower is
better
Higher %
is better
Lower is
better
Higher is
better
Lower is
better
Higher is
better
Lower is
better
Lower is
better
Lower is
better
Lower is
better
Higher is
better
Higher is
better
Lower is
Better

19/20 Performance Trajectories
We are mindful of the importance of developing and agreeing robust improvement trajectories for the each
our key operational standards. The graphs below detail our improvement trajectories for the coming year,
including our performance for the previous year.
Emergency Department 4hr standard
We have developed an initial improvement trajectory for the 4 hour A&E wait standard, shown in the graph
below.
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RTT Incomplete Pathways
We are planning to reduce the number of patients waiting longer than 18 weeks for treatment and achieve
a standard of 79% by March 2020. Our planned improvement trajectory is shown in the graph below:

The graph below shows the expected number of incomplete pathways:

52-Week Waits
We are also committed to reducing the number of 52 week waits.
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Diagnostic Waits
Our planned improvement trajectory achievement will be dependent on a number of critical factors
including equipment developments, continued outsourcing and productivity improvements.

Cancer 62-Day Standard
We are planning to meet the national standard of at least 93% of patient seen within 2 weeks following a
referral for suspected cancer and also for breast symptomatic patients in every month.

This trajectory is based on reducing the backlog of 62 day patients in line with the reduction levels
experienced since August 2018.
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Comparative Core Quality Account Indicators
Core Indicator 12 – Summary Hospital Level Mortality Indicator
(a) The value and banding of the summary hospital-level mortality indicator (“SHMI”) for the Trust for the
reporting period
(b) The percentage of patient deaths with palliative care coded at either diagnosis or specialty level for the
Trust for the reporting period
SHMI (Summary Hospital-Level Mortality Indicator)
Plymouth - SHMI Value
Banding
National highest – SHMI Value
Banding
National lowest - SHMI Value
Banding
NHS trust average - SHMI Value

Oct 15 – Sep 16
0.9866
2
1.1638
1
0.6897
3
1.0034

Oct 16 – Sep 17
1.0306
2
1.2473
1
0.7270
3
1.0050

Oct 17 – Sep 18
1.08
2
1.26
1
0.69
3
1.00

% of patient deaths with palliative care coded at either
diagnosis or speciality level
Plymouth
National highest
National lowest
NHS trust average
*The palliative care indicator is a contextual indicator.

Oct 15 – Sep 16

Oct 16 – Sep 17

Oct 17 – Sep 18

20.7
56.3
0.4
29.7

20.2
59.8
11.5
31.5

18.6
59.5
14.3
33.6

Core indicator 18 - Patient Reported Outcome Measures (PROMS)

(i) hip replacement surgery
(ii) knee replacement surgery

Pre-operative participation and linkage
Participation from April 2017 – March 2018
Eligible
Pre-operative
hospital
questionnaires
procedures
completed
All Procedures
Hip Replacement
Knee Replacement

620
297
323

Post-operative issue and return
Participation from April 2017 – March 2018
Pre-operative
questionnaires
completed
All Procedures
580
Hip Replacement
279
Knee Replacement
301

580
279
301

Post-operative
questionnaires
sent out
577
276

301

Participation
Rate

Pre-operative
questionnaires
linked

Linkage
Rate

93.5%
93.9%
93.2%

386
185
201

66.6%
66.3%
66.8%

Issue Rate

99.5%
98.9%
100%

Post-operative
questionnaires
returned
390
184

206

Response
Rate
67.6%
66.7%
68.4%
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PROMS Total Health Gain
Participation from April 2017 – March 2018

Procedure
Hip
Replacement
Primary
Knee
Replacement
Primary

Measure
EQ-5D Index
Oxford Hip
Score
EQ VAS
EQ-5D Index
Oxford Knee
Score
EQ VAS

Modelled
Records
141
153

Average
Pre-Op Q
Score
0.26
14.17

Average
Post-Op
Q Score
0.74
39.02

Health
Gain
0.482
24.85

Improved
124
151

Unchanged
11
0

Worsened
6
2

134
197
209

61.76
0.37
18.41

70.77
0.72
35.98

9.01
0.36
17.57

83
161
196

8
17
4

43
19
9

185

64.79

71.97

7.18

110

20

55

University Hospitals Plymouth NHS Trust has taken the following action to improve its PROMS activity:
 Continue to monitor response rates
 Reporting to the Clinical Effectiveness Group
Next steps will include review of outcome data against other similar organisations and local monitoring of
our patients reported health gains.

Core Indicator 19 – Readmission with 28 days

Percentage of patients re-admittted to hospital within 28 days of being discharged
(i) 0 to 15
(ii) 16 or over
Compared to other Large Acute Trusts
% Patients readmitted to hospital within 28 days of being
discharged for 0 – 15 year olds
National highest
National lowest
NHS trust average

2009/10
10.46

2010/11
10.43

2011/12
12.18

15.35
6.04
9.76

14.11
6.41
9.96

14.94
6.40
10.02

Compared to other Large Acute Trusts
% Patients readmitted to hospital within 28 days of being
discharged for 16 year olds and over
National highest
National lowest
NHS trust average

2009/10
10.29

2010/11
9.65

2011/12
9.50

13.18
8.95
11.12

14.06
9.20
11.38

13.80
9.34
11.44

Please note that these indicators were last updated in December 2013 and future releases have been
temporarily suspended pending a methodology review

Core Indicator 20 - Trust’s responsiveness to the personal needs of its patients

Patient experience as measured by scoring the results of five questions from the National Inpatient Survey
focusing on responsiveness to personal needs. The scores shown below represent a composite of the five
questions:
 Were you involved as much as you wanted to be in decisions about your care and treatment?
 Did you find someone on the hospital staff to talk to about your worries and fears?
 Were you given enough privacy when discussing your condition or treatment?
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 Did a member of staff tell you about medication side effects to watch for when you went home?
 Did hospital staff tell you who to contact if you were worried about your condition or treatment after
you left hospital?
University Hospitals Plymouth NHS Trust
National highest
National lowest
NHS trust average

2013/14
69.1
84.2
54.4
68.7

2014/15
68.9
86.1
59.1
68.9

2015/16
65.1
86.2
58.9
69.6

2016/17
67.5
85.2
60.0
68.1

2017/18
64.8
85.0
60.5
68.6

University Hospitals Plymouth NHS Trust continues to monitor performance against these questions in its
local survey programme, using the meridian system. This is shared with matrons and ward sister / charge
nurse. A dedicated piece of work started in 2018/19 to improve information at the point of discharge,
where patients have been asked to meet with staff to redesign information provision.

Core Indicator 21 – Friends and Family Test Staff

The percentage of staff employed by, or under contract to, the trust for quarter 2 of 2018/19 who would
recommend the Trust as a provider of care to their family or friends
Description

University Hospital
Plymouth NHS Trust
NHS Trust Average England
National highest
National lowest

Total
Responses

NHS Digital
Workforce
Headcount

Work
Percentage
Percentage No
Recommended
Recommended

Care
Percentage
Percentage No
Recommended
Recommended

192

7,004

47%

27%

75%

11%

130,555

1,149,726

64%

17%

81%

6%

3,493

20,502

61%

19%

82%

5%

7

6,030

57%

14%

86%

0%

University Hospitals Plymouth NHS Trust monitors the recommended scores for all Friends and Family test
areas.

Core indicator 21.1 – Friends and Family Test Patients

Percentage of patients discharged following an inpatient stay or emergency treatment for February 2019
who would recommend the trust as a provider of care to their family or friends.
Inpatient & Daycase
Response
Rate

Emergency

Percentage
Recommended

Percentage Not
Recommended

Response
Rate

Percentage
Recommended

Percentage Not
Recommended

University
Hospitals Plymouth
NHS Trust
NHS Trust Average
-England (excluding
Independent Sector
Providers)
National highest

42.39%
(2.449)

97.14%

0.69%

8.9%
(1,196)

94.65%

0.59%

24.24%

95.51%

1.73%

12.15%

85.25%

8.76%

100%

100%

0%

35.62%

100%

0%

National lowest

1.86%

76.33%

14.50%

0.0%

56.99%

32.35%

The Friends and Family Test is in place across all areas of the Trust and provides valuable feedback from our
patients, encompassing all adult, children and carers including inpatient, emergency care, maternity,
outpatient and day case across both hospital and community based locations.

DRAFT Quality Account 2018/19

45

Annex B

Item E

Core Indicators

Patients are asked ‘How likely are you to recommend our ward to friends and family if they needed similar
care or treatment’ based on the following potential responses:
1.
Extremely likely
2.
Likely
3.
Neither likely nor unlikely
4.
Unlikely
5.
Extremely unlikely
6.
Don’t know
Through the qualitative feedback element of Friends and Family Test we ensure patients views are heard
and shared. Whilst the recommender score provides a gauge of overall patient satisfaction, the qualitative
feedback gathered through the Friend and Family Test provides an opportunity to understand our
successes and areas for improvement in more detail.
Using a number of collection methods helps maintain our response rates and the paper based approach
also allows real time feedback to staff through our red post box system. Each ward and department has a
board to display results in view of patients, staff and visitors showing the number of patients seen during
the period, number of survey responses along with the recommender score and examples of comments.
Core Indicator 23 - Venous Thromboembolism
Percentage of patients who were admitted to hospital and who were risk assessed for venous
thromboembolism during 2018-19.
Description
Quarter 1 April 2018 to June 2018

University
Hospitals
Plymouth
95.91%

National
highest

National
lowest

NHS trust
average

100%

67.04%

95.18%

Quarter 2 July 2018 to September 2018

97.10%

100%

75.84%

95.62%

Quarter 3 October 2018 to December 2018

96.23%

100%

68.67%

95.44%

Quarter 4 January 2019 to March 2019
95.87%
100%
54.85%
95.60%
* During previous years the Trust’s auditors for the Quality Account have found discrepancies when comparing the paper hospital
record and our electronic discharge system for VTE. Although the error rate is low the Trust believes that the indicator does
represent our performance and is working to correct the issue with the introduction of e-prescribing.

Core Indicator 24 – C.difficile
The rate per 100,000 bed days of trust apportioned cases of C.difficile infection that have occurred within
the trust amongst patients aged 2 or over during the reporting period.
Description

2013/14

2014/15

2015/16

2016/17

University Hospitals Plymouth NHS Trust
12.3
14.3
12.3
14.4
National highest
62.6
67.2
82.6
91.0
National lowest
0*
0*
0*
0*
NHS Trust average
15.0
14.9
13.2
13.7
*The Trust is advised by NHS Digital that zero recorded here may be due to missing data from other trusts reported to the centre.

Core Indicator 25 – Patient Safety Incidents* (Comparison data against all Acute non specialist / Trusts)
Number and rate of patient safety incidents reported within the
Trust during the reporting period
Patient safety incidents: Rate per 1,000 bed days
Apr 2016 to Sep 2016
Patient safety incident: number

Plymouth
Hospitals
41.9

National
highest
71.8

National
lowest
12.1

NHS trust
average
40.8

6246

13485

1485

4955
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Patient safety incidents: Rate per 1,000 bed days
Oct 2016 to March 2017
Patient safety incident: number
Patient safety incidents: Rate per 1,000 bed days
Apr 2017 to Sep 2017
Patient safety incident: number
Patient safety incidents: Rate per 1,000 bed days
Oct 2017 to Mar 2018
Patient safety incident: number
Number and percentage of such patient safety incidents that
resulted in severe harm or death.
Patient safety incidents: Rate per 1,000 bed days
Apr 2016 to Sep 2016
Patient safety incident: number

41.4

69

23.1

41.1

6245
42.5

14506
111.7

1301
23.5

5122
42.8

6339
47.7

15228
124

1133
24.2

5226
42.6

7379

19897

1311

5449

Plymouth
Hospitals
0.17

National
highest
0.60

National
lowest
0.01

98
0.53

1
0.01

19
0.16

0.14

92
0.64

1
0

19
0.15

21
0.24

121
0.55

0
0

18
0.15

37

99

0

19

25
0.13

Patient safety incidents: Rate per 1,000 bed days
Oct 2016 to March 2017
Patient safety incident: number

19

Patient safety incidents: Rate per 1,000 bed days
Apr 2017 to Sep 2017
Patient safety incident: number
Patient safety incidents: Rate per 1,000 bed days
Oct 2017 to Mar 2018
Patient safety incident: number

NHS trust
average
0.16

* UHP has an open reporting system which allows any member of staff to report an incident and we do not want to
discourage incident reporting. UHP do not validate every No Harm and Minor Harm incident prior to reporting to NRLS
we allow our staff to make that decision based on their clinical opinion however all Moderate Harm, Serious Harm and
Death Caused by Incidents are validated. We do recognise the need to continue to educate staff around what is a
reportable incident and what is not, as well as investigate the opportunity to simplify our incident reporting system.

Core Indicator KF 26 – Percentage of staff personally experiencing harassment, bullying or abuse at work
from managers in the last 12 months
Description

Total Percentage
2015

2016

2017

2018

Acute Trusts Average

13.6%

12.9%

13.2%

13.7%

National Best

6.5%

6.8%

7.3%

8.0%

National Worst

27.3%

22.6%

23.8%

24.1%

University Hospitals Plymouth NHS Trust

13.1%

11.6%

11.7%

11.7%

Core Indicator KF 26 – Percentage of staff personally experiencing harassment, bullying or abuse at work
from other colleagues in the last 12 months
Description

Total Percentage
2015

2016

2017

2018

Acute Trusts Average

19.3%

18.6%

19.0%

20.0%

National Best

12.5%

12.2%

13.6%

11.7%

National Worst

30.1%

27.6%

27.4%

28.4%

University Hospitals Plymouth NHS Trust

19.0%

16.9%

16.5%

19.3%
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Clinical Administration Programme
The Clinical Administration Programme has been established for some time now and has a remit to support
the service lines with the delivery of a high quality and cost effective clinical administration service. In the
past patients have experienced some issues associated with our administration including:





Difficulties contacting clinical services
Booking a new outpatient appointment
Cancellation of clinic appointments
Data quality issues affecting the management of patient pathways

A recent review of the remit of the programme has confirmed its focus as:
1.
2.
3.
4.
5.

Implementing new technologies to help develop more efficient services
Agreeing the clinical office model in light of the pilots and further feedback from clinical areas
Ensuring an active programme of training and development for our staff, particularly around the
leadership of our administration teams
Establishing clearly defined and well communicated service standards so that administration teams
know what is expected of them
Stabilising some of our corporate departments to make them more responsive to service line needs

The Trust has invested heavily in new technologies and a number of these have been implemented with the
benefits of each now being realised.
Digital Dictation
The implementation of this solution has provided greater visibility of workload, activity and performance
which has enabled a continued reduction in the delays around transcription and authorisation of clinical
correspondence. Utilisation currently sits in excess of 100% of clinic attendances. Next steps will be to
enhance our mobile device functionality and speech recognition capabilities.
Enhanced Telephony and Reminder Services
The enhanced telephony system has been successfully implemented across a number of areas including the
Outpatient Management Centre, Imaging and PALS. In addition to this the programme has implemented an
improved outpatient appointment reminder service. The key benefits of this project have been to improve
patient experience in contacting the hospital, reduced levels of non-attendance (DNA) and patient
reschedules and reduced wastage costs.
Electronic-outcomes
Our electronic clinic outcome system is now live across all areas in the Trust. To date in excess of 8,500
clinic outcomes are being processed weekly through this system. There are now only a handful of clinicians
that are not yet trained on the system. Feedback to date from clinicians using the system has been
generally positive though there remains concern such as business support and the number of electronic
systems and supporting IT infrastructure.
This project is now being prepared for closure with a number of benefits being realised including:



Improved level of data quality therefore contributing positively to the management of the patient
journey
Reduction in paper usage for paper copy forms
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Minimises missing information so improving patient safety
Reduced waiting times
Reduced time needed on reception
Improved Referral to Treatment (RTT) times

Electronic Communication to GPs
The Trust has purchased a system which, at the point of approval by the relevant clinician, automatically
sends outpatient clinic letters to the patient’s GP practice. Following a successful pilot we are currently
undertaking a roll-out programme to ensure that all GP practices across Devon and Cornwall are able to
access letters about their patients in this way. The pilot also evidenced a reduction in delivery times of clinic
letters to GPs of up to five days. All specialties are now sending their clinic letters to the relevant GP
practices.
Paper copies of letters to GP practices, in Devon and Cornwall were officially “switched off” on 1 September
2018 for all specialties that produce their correspondence via the Trust standard digital dictation system.
To date over 133,000 letters have now been sent electronically to GP practices this generates not only
savings in terms of stationary but also in staff time and in the courier service.
Communication to Patients
The Trust has been looking for some time to make more efficient the way in which it manages its written
communications to its patients. In terms of correspondence with patients we intend to give patients the
choice of email, web based or paper copy depending on their individual requirements.
The Trust has completed the necessary work to identify a suitable patient portal-hybrid mail solution. This
approach will significantly improve patient choice in terms of being able to choose the method of
communication to suit their needs. This solution will also support compliance with national requirements
to support accessible communication for all and to include patients in our clinical correspondence.
The web-portal element will also offer the Trust and its patients an opportunity to manage follow-up
appointments differently. It will allow the remote management of stable routine patients either with
chronic long term conditions or through the minimisation of post-operative follow-up. This will reduce the
demand in our follow-up clinics and therefore support the programme of reducing our follow up backlog
and ensuring that available capacity is used for more clinically urgent patients.
As a reminder these are the qualitative and clinical benefits:


Patients have the ability to communicate at a time that suits them



Patients can be seen when they need to be seen and not offered an appointment when they are well



Patients’ are empowered with the confidence and knowledge to control their own condition better



Enables early recognition of flare-ups by patients and clinicians



Provide an early alert system with instant management advice



Allow early intervention, aimed at preventing urgent outpatient appointments/hospitalisation



Allow remote management by the specialist clinical teams



Allow pre-emptive and directed individualised therapy



Improves patient satisfaction
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Workforce Structures
We need to improve our clinical administration, for our patients and also for our staff who work in
administration. One of the things we want to do is create an attractive career pathway in clinical
administration. This element has been developed well with the new Outpatient Management Centre
arrangements. Last year we introduced the role of clinical administration manager which provides an ideal
next step for team leaders and medical secretaries. We also need to ensure that we have the right number
of staff at the right grade delivering a high quality service to our patients and the clinical teams. For this
reason the programme will be assessing, in conjunction with the service lines, what the staffing
requirement is for individual teams and ensuring that we have the right staff doing the right jobs.
Training, Improved Supervision and Delivery of Service Standards
The Trust has invested in a clinical administration training function with the intention of providing a more
sustainable approach to ensuring our staff have the right tools and knowledge to enable them to do their
jobs. This is being supported by the Clinical Administration Manager role mentioned above. The key
deliverables for this are to:




Ensure that all staff have received adequate training and support to enable them to effectively carry
out the role that is expected of them
Ensure all staff receive adequate and effective supervision to ensure the achievement of service
standards
Development of a set of agreed service standards along with action planning to ensure that individual
departments achieve what is required of them

In order to achieve this, the Trust agreed a corporate training strategy which significantly broadens capacity
and capability to deliver effective training and education to our staff.
During the last year a significant number of staff attended training sessions across the modules being
offered. These modules include Elective Access Policy, RTT Basics, RTT Masterclass. Primary Target Lists
(PTLs), the Data Quality Handbook and Administrative Process Notes (APNs).
The team also provide support for the development of workplace tools such as a resource page on our
internal website, e-learning to supplement the class room based training and the development of a
dedicated e-mail inbox to support staff with queries.

Clinical Coding
Clinical Coding is the process by which patient diagnosis and treatment is translated into standard,
recognised codes which reflect the activity that happens to patients. The accuracy of this coding is a
fundamental indicator of the accuracy of patient records and drives the Trust’s income.
University Hospitals Plymouth NHS Trust was subject to a successful Information Governance Clinical
Coding audit, undertaken in February 2018, by Rosalind Ward for the period Apr-Oct 2017. The error rates
reported in the latest published audit for that period for diagnoses and treatment coding are detailed in the
table below. The Trust was previously subject to an Information Governance Clinical Coding audit by D&A
Consultancy in September 2013 and 2014 and Rosalind Ward in October 2015 and October 2016. The Trust
is still achieving Level 2.
Criteria measured

2012/13

2013/14

2014/15

2015/16

2016/17

2017/18

Primary diagnosis
incorrect (%)

5%

5%

10%

10%

8%

10%
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Secondary diagnosis
incorrect (%)

2.29%

4.9%

4.9%

13.53%

12.41%

13.25%

Primary procedures
incorrect (%)

2.78%

2.5%

1.4%

5.79%

4.71%

6.25%

Secondary
procedures incorrect
(%)

0.86%

5.1%

3.9%

11.83%

8.33%

11.38%

Data Quality
Clinicians and managers need ready access to accurate and comprehensive data to support the delivery of
high quality care. Improving the quality and reliability of information is therefore a fundamental
component of quality improvement.
The Trust monitors the accuracy of data in a number of ways including the monthly Data Quality Steering
Group (DQSG), chaired by the Business Intelligence Manager. This group utilises the Trust’s internal data
quality summary reports and external dashboards to monitor key indicators. Within the Performance &
Information Management Department is an RTT validator who carries out the data quality actions from the
DQSG and a number of analysts support data quality reporting.
Each service line area in the Trust has one or more data quality champion, usually the clinical
administration managers. These operational data quality leads ensure their area is performing in
accordance with the required standards. As well as internal data quality summary reports, there is a variety
of data quality reports used by the operational teams to validate and correct issues.
All data quality reports, guidance and summaries are coordinated by the data quality handbook, an
electronic handbook providing a central point for all information. The data quality champions and their
operational teams have detailed guidance to support them with undertaking data quality work and access
to Administrative Procedure Notes (APNs) which explain the operational processes.
In 2018 internal audit completed a data quality audit pertaining to the RTT Performance Standard. This
audit and previous audits on the A&E 4 hour standard, stroke and cancer waiting times provide assurance
against these essential performance indicators.
In 2018/2019, the Performance Information Team and Patient Access Team held a number of data quality
training sessions for administrative support managers and team leaders. This covered the rationale behind
why good data quality is essential for patient care, patient safety, operational performance standards and
income. Over the next few months training to all administration posts will be completed.
National Data Quality Validity and Benchmarking
The Trust provides submissions to the Secondary Uses Service (SUS). This is a single source of
comprehensive data which enables a range of reporting and analysis in England and is run by NHS Digital.
The table below shows the percentage of valid records in the published data at month 10 2018/2019 for
two key indicators:
Patient Pathway
Admitted patient care
Outpatients
Accident & emergency care

Valid NHS
Number
99.1%
99.5%
98.4%

Valid GP
Practice
100%
100%
100%

The Trust remains top in the peninsula for data quality assurance on the SUS Data Quality Dashboards with
a total combined score of 99.4.
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Duty of Candour
The Trust ensures duty of candour requirements are implemented following any ‘moderate harm’ or above
graded incident once it has occurred. There are key steps in the process as shown in the diagram below.
Where it is felt a ‘candour conversation’ is required, it is important to identify the most appropriate person
to conduct such a conversation, which in most circumstances would be the clinician with whom the patient
has an active clinical relationship.
We ensure an accurate account of the incident is provided, containing all the facts known about the
incident at the date of the notification, particularly including what happened, why and how and what can
be learned to prevent a further occurrence.
We ensure the person(s) communicating with the patients and/ or relevant person:







Has a good understanding of the facts relevant to the case
Has excellent interpersonal skills, including being able to communicate with patients and/or relevant
persons in a way they can understand, avoiding excessive use of medical jargon
Is willing and able to offer an apology, reassurance and feedback to patients and/or their carers
Is able to maintain a medium to long term relationship with the patient and/or their carers, where
possible, and to provide continued support and information
Is culturally aware and informed about the specific needs of the patient and/or their carers
Where a patient safety incident has caused harm, an apology is offered to the relevant person, which
is a sincere expression of sorrow or regret for harm and distress caused

Duty of Candour Diagram
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Infection Control
The Trust has made significant progress towards modernising the service it offers and meeting the
challenging new agenda being set at both local and national levels. The Infection Prevention and Control
Team has dramatically changed the way it has worked in order to deliver a more clinically-orientated and
relevant service. This approach has been effective in both improving clinical practice and reducing rates of
hospital-associated infection.
Over the last few years, there have been significant improvements in hand hygiene compliance and clinical
practice audit scores, such as the Saving Lives High Impact Interventions. Infections due to meticillinresistant and susceptible Staphylococcus aureus (MRSA and MSSA), Escherichia coli and Clostridium difficile
have fallen, as have rates of surgical site infection. Considerable Trust-wide effort is required to maintain
and continue these improvements, particularly if the Trust is to continue to achieve the MRSA bacteraemia
and C. difficile reduction targets.
Progress towards achieving key targets for 2018/19 was as follows:
 Reduce MRSA bacteraemias in line with agreed local and national targets. Between April 2018 and
March 2019, there were 6 MRSA bacteraemias (Target: no cases for the year).
 Reduce Clostridium difficile in line with agreed local and national targets. Between April 2018 and
March 2019, 30 cases of hospital-apportioned Clostridium difficile were recorded, of which one was
considered avoidable and 29 non-avoidable (Target: fewer than 34 avoidable infections).
 Achieve a 5% reduction in all cases of MRSA. Between April 2018 and March 2019, there were 31 new
cases of MRSA compared to 22 the previous year.
 Achieve a 5% reduction in all MSSA bacteraemias. Between April 2018 and March 2019, there were 39
MSSA bacteraemias compared to 25 the previous year.
 Maintain the mean ward closure time due to epidemic gastroenteritis below 7 days. Between April
2018 and March 2019, there were no ward closures due to norovirus.
 Reduce other infections according to national and local priorities. The Trust recorded 68 E. coli
bacteraemias, 18 Klebsiella bacteraemias and 2 Pseudomonas aeruginosa bacteraemias.
 Comply with current and new national mandatory surveillance requirements. Compliant.
 Support and assist in the implementation of screening high-risk patients for meticillin-resistant and
susceptible S. aureus (MRSA and MSSA). Compliant.
 Continue to follow local and national guidance to control and reduce Resistant Gram-negatives
including Carbapenemase-Producing Enterobacteriaceae (CPE). Compliant.
 Support and assist in the screening of patients for CPE. Complete.
 Continue to perform surgical site surveillance, including post-discharge surveillance, on all major
procedures. Complete.
 All wards to perform at least a monthly Hand Hygiene audit with compliance of at least 95%. Between
April 2018 and March 2019, the overall Trust hand hygiene compliance was 94%.
 All wards to perform at least monthly Saving Lives High Impact Intervention audits for in use medical
devices and score 100%. Data available on balanced scorecard.
 All wards to achieve compliance with Infection Prevention and Control audits. Data available on
balanced scorecard.
 Maintain availability of alcohol hand gel in clinical areas as close to 100% as possible. Between April
2018 and March 2019, the availability of alcohol hand gel in clinical areas was 95%.
 Continue to develop and update the IPC website. Completed.
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 To comply with national legislation and guidance including the Health and Social Care Act (Code of
Practice for the NHS on the prevention and control of healthcare associated infections and related
guidance), Care Quality Commission Essential Standards, Winning Ways and national guidance on the
management of MRSA and C. difficile. Compliance reviewed and evidence folders updated.

Information Governance Toolkit - Data Security & Protection Toolkit
In May 2018, NHS Digital launched a new assurance framework to replace the Information Governance
Toolkit. The new Data Security and Protection Toolkit (DSPT) is based on the National Data Guardian’s ten
data security standards recommended by Dame Fiona Caldicott and endorsed by the Government in July
2017.
The ten data security standards are:











Personal Confidential Data
Staff responsibilities
Training
Managing Data Access
Process Reviews
Responding to Incidents
Continuity Planning
Unsupported Systems
IT Protection
Accountable Suppliers

Within these standards, there are 32 mandatory assertions and eight non mandatory assertions. Each of
these contains a number of statements the Trust must record compliance against.
The Trust has published the 2018/19 Data Security and Protection Toolkit with all standards met in March
2019.

Research and Development
Plymouth has had a very challenging financial year partly due to a significant cut in the National Institute for
Health Research (NIHR) budget. However despite these challenges, and managing a higher than usual
number of staff changes, we have managed to exceed our recruitment target to non-commercial portfolio
badged studies. This has left an imbalance to commercial recruitment which is reflected in the commercial
drop in income and will be a key work stream to be addressed in the coming year.
There are currently 360 research projects (open to recruitment) ongoing in the Trust. We have recruited
4896 patients into research projects this financial year with our retention rate remaining above average.
127 new research projects opened in the year, 41 commercial and 86 non-commercial, a significant growth
on the previous period.
We continue to have a varied and mixed portfolio of research projects. This includes Phase 1- 4 clinical
trials (drug studies), ranging from complex interventional first in human studies to observational studies
testing patient related outcomes. Apart from enhanced patient outcomes and reduced admissions and
outpatient appointments, commercial interventional studies deliver the additional benefit of significant
drug saving to the Trust which will support the New Excess Treatment cost arrangements. Plymouth
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continues to build collaborations within the healthcare community, particularly successes have been with
Care UK and Livewell SW
Our highly skilled research delivery and administration workforce continues to streamline the setup of
studies to ensure that we are able to deliver to the NIHR high level objectives and bring the most up-todate treatments to patients at the earliest opportunity. This year the delivery of research on the Lind
Research Unit has benefitted from the support of 2 Clinical research doctors that has helped manage the
challenge of sharing the research accommodation with the Planned Investigation Unit in support of winter
pressure delivery. This collaborative working has built relationships and helped to further embed research
in the core business of the Trust.
We continue to add to commercial research as an active member of the IQVIA Peninsula Prime Site
Consortium and now part of the Pfizer Inspire SW Prime site. The Peninsula Prime Site has received IQVIA’s
Certificate of Achievement for the last three years. This award is only given to top-performing sites in
IQVIA’s Prime and Partner program that have demonstrated excellence in clinical research performance
and quality.
The importance of our key relationships with the wider healthcare community including Livewell, primary
care, public health, Peninsula Clinical Research Network, Peninsula Academic Health Science Network
continue to be recognised. The launch of the Research College, a joint initiative with the University of
Plymouth and University Hospitals Plymouth NHS Trust sees the two organisations building stronger links to
deliver both early phase translation medicine projects and delivery of late phase programme grant funded
research. Research and development continues to take advantage of all research opportunities available
for the benefit of our patients, the Trust and the wider healthcare community.
In 2018/19 we extend the remit of the department to incorporate Research, Development and Innovation
(RD&I), building on the significant innovation growth and success the intra-vitreous injection guide for
ophthalmology; episiotomy guide scissors, proprietary multiple sclerosis and severe asthma severity scales;
a trans-oesophageal pacing technique for non-invasive cardiac ablation; and the patient bridge for use in
imaging. Innovation continues to be a key theme harnessing staff innovation for the benefit of the
healthcare environment, and the wider NHS audience.
Plans are moving forward at a pace to convert the Lind Research Centre to a 24/7 facility which will support
an application in 2019 to be a High Throughput Centre for late phase 3 and 4 studies. An overnight facility
will further support an application in 2020 to become an accredited clinical research facility attracting new
research particularly early Phase 1 and first in to man studies.
Conclusion
University Hospitals Plymouth NHS Trust remains committed to its research agenda, and has just published
its new 5 year strategy, to make available to its patients the most innovative treatments at the earliest
opportunity and further support the public health agenda through education and training.
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Medical Revalidation
Revalidation is the process by which all licensed doctors are required to demonstrate on a regular basis that
they are up to date and fit to practice in their chosen field and able to provide a good level of care. This
means that holding a licence to practice is becoming an indicator that the doctor continues to meet the
professional standards set by the General Medical Council (GMC) and the specialist standards set by the
medical Royal Colleges and Faculties.
Revalidation aims to give confidence to patients that their doctor is being regularly checked by their
employer and the GMC. Licensed doctors have to revalidate usually every five years, by having annual
appraisal based on the General Medical Council’s core guidance for doctors, Good medical practice.
Revalidation and medical appraisal are led in the organisation by Dr Philip Hughes, Medical Director and
Responsible Officer. He is supported by a medical appraisal lead, a senior manager and an appraisal
administrator.
The appraisal and revalidation team participate in quarterly regional network events, ensuring they are
aware of current developments and best practice in the field. The Trust submits quarterly returns as
required by NHS England, as well as a detailed annual audit.
The Annual Medical Appraisal and Revalidation Report was presented to and approved by the Trust Board
in September 2018.

Nursing Revalidation
Nursing and midwifery revalidation requires all Nursing & Midwifery Council (NMC) registrants to revalidate
every 3 years in order to maintain their registration.
The Chief Nurse and Director of Clinical Professions is the appointed Responsible Officer, who is leading on
the management of revalidation for Nursing & Midwifery Council registrants. The Trust has a Revalidation
Policy which outlines individual’s roles and responsibilities, the support available to registrants and
confirmers and the Trusts monitoring and compliance arrangements.
The administration function is designed to provide advance notice to registrants and their managers of
revalidation dates and detail what associated support and guidance is available. Revalidation completion
rates are monitored and escalation arrangnments are in place for those who are approaching their
registration date and have not completed revalidation, or where registration has lapsed.
During the last year, the Trust confirmed revalidation for all registered nursing and midwifery staff who
were due for revalidation.
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Audit Name

Status

% of cases
submitted

National Emergency Laparotomy Audit (NELA)
National Asthma and Chronic Obstructive Pulmonary Disease
(COPD) Audit Programme
• COPD
• Adult asthma

Continuous data collection

N/A

Continuous data collection
Continuous data collection

N/A
N/A

National Lung Cancer Audit
National GastroIntestinal Cancer Programme
• Oesophago-gastric Cancer
• Bowel Cancer

Continuous data collection

N/A

Continuous data collection
Continuous data collection

N/A
N/A

National Prostate Cancer Audit
National Cardiac Audit Programme
• Cardiac Rhythm Management (CRM)
• Acute Coronary Syndrome or Acute Myocardial Infarction
• Coronary Angioplasty/National Audit of Percutaneous Coronary
Interventions
• Adult Cardiac Surgery
• National Heart Failure Audit

Continuous data collection

N/A

Continuous data collection
Continuous data collection

N/A
N/A

National Vascular Registry
Diabetes (Paediatric) (NPDA)
National Diabetes Audit (NDA) – Adults - National Inpatient Audit
(NaDIA, NDIP)
Falls and Fragility Fractures Audit programme (FFFAP)
• Inpatient Falls
• National Hip Fracture Database
Sentinel Stroke National Audit programme (SSNAP)
National Ophthalmology Audit

Continuous data collection
Completed
Continuous data collection

N/A
N/A
N/A
N/A
N/A

Continuous data collection

N/A

Continuous data collection
In progress

N/A
N/A

National Audit of Breast Cancer in Older People
National Clinical Audit for Rheumatoid and Early Inflammatory
Arthritis
National End of Life audit
Medical and Surgical Clinical Outcome Review Programme
• Cancer in Children, Teens and Young Adults
• Perioperative Diabetes
• Pulmonary Embolism
• Acute Bowel Obstruction
• Long Term Ventilation (includes children and young people as
part of the Child Health Clinical Outcome Review Programme)
National Audit of Dementia
National Maternity and Perinatal Audit
Learning Disability Mortality Review Programme
Maternal, Newborn and Infant Clinical Outcome
Review Programme (MBRRACE-UK)
Neonatal Intensive and Special Care (NNAP)

Continuous data collection
In progress

N/A
N/A

Completed

100%

Completed
Completed
In progress
In progress
In progress

100%
100%
N/A
N/A
N/A

Completed
Continuous data collection
Continuous data collection
Continuous data collection

100%
N/A
N/A
N/A

Continuous data collection

N/A

Continuous data collection
Continuous data collection
Continuous data collection

N/A
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Non NCAPOP audits
Case Mix Programme (CMP)
Adult Community Acquired Pneumonia
Adults Non-Invasive Ventilation BAUS Urology Audits
• Radical Prostatectomy Audit
• Nephrectomy audit
• Percutaneous Nephrolithotomy (PCNL)
• Cystectomy
RCEM – Feverish Children
National Bariatric Surgery Registry
RCEM – Vital Signs in Adults
RCEM – VTE risk in lower limb immobilisation
Neurosurgical National Audit Programme
Major Trauma Audit
National Comparative Audit of Blood Transfusion programme
• Use of Fresh Frozen Plasma and Cryoprecipitate in neonates
and children
• Management of massive haemorrhage
• Management of Maternal Anaemia

Continuous data collection
In progress
In progress

N/A
N/A
N/A

Continuous data collection
Continuous data collection
Continuous data collection
Continuous data collection

N/A
N/A
N/A
N/A

Completed
Continuous data collection
Completed
Completed
Continuous data collection
Continuous data collection

100%
N/A
100%
100%
N/A
N/A

Completed

N/A

Completed
Completed

N/A
N/A

National Cardiac Arrest Audit (NCAA)
Elective Surgery (National PROMs Programme)
• Unilateral Hip Replacement
• Unilateral Knee Replacement

Continuous data collection
Continuous data collection

N/A
N/A

National Joint Registry (NJR)
Serious Hazards of Transfusion (SHOT)
Mandatory Surveillance of Bloodstream Infections and Clostridium
Difficile Infection
Reducing the impact of serious infections (Antimicrobial Resistance
and Sepsis) – NHS England CQUIN
• Antibiotic Consumption
• Antimicrobial Stewardship

Continuous data collection
Continuous data collection
Continuous data collection

N/A
N/A
N/A

Quarterly data collection

N/A

Inflammatory Bowel Disease (IBD) Programme/ IBD Registry
National Audit of Seizures and Epilepsies in Children and Young
People (Epilepsy 12)
National Mortality Case Record Review Programme
Seven Day Hospital Services
Surgical Site Infection Surveillance Services
UK Cystic Fibrosis Registry - Adult

Continuous data collection
Completed

N/A
N/A

Continuous data collection
Completed
Continuous data collection
Continuous data collection

N/A
100%
N/A
N/A
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National Confidential Enquiries

During 2018/19 hospitals were eligible to enter data into five NCEPOD studies. The Trust submitted data for two
studies, equating to 100% participation for completed studies. Full details of national confidential enquiries can be
found at www.ncepod.org.uk. Details are listed below:
Title of Study

Status

Number (%) of
cases included
100%

Cancer in Children, Teens and Young
Adults

Completed

Perioperative Diabetes

Completed

100%

Pulmonary Embolism

In progress

N/A

Acute Bowel Obstruction

In progress

N/A

Long Term Ventilation

In progress

N/A

Action
The Cancer in Children, Teens and Young
th
Adults report was published on the 13
December 2018. The responsible leads
reviewed the report recommendations
and stated full compliance with all
relevant recommendations.
The Perioperative Diabetes report was
th
published on the 13 December 2018.
The responsible leads reviewed the
report recommendations and stated full
compliance with all relevant
recommendations.
All cases have been reviewed and now
awaiting the final report publication.
The selected cases are currently under
review.
The selected cases are currently under
review.
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PRIORITY 1: Mandatory National Audits
The National Neonatal
Audit Programme
(NNAP)

All metrics are within expected ranges with the exception of the following being within the top
quartile or a positive outlier for the following:
• Mothers who deliver babies below 30 weeks gestation given Magnesium Sulphate in the
24 hours prior to delivery.
• Documented consultation with parents/carers by a senior member of the neonatal team
within 24 hours of admission.
• Babies with gestation at birth less than 30 weeks who had received documented follow-up
at 2 years gestationally corrected age.

National Diabetes Audit

The score for patients visited by a member of the Diabetes Team dropped during winter
pressures when the team were encompassed within the general medical work rota. In
addition, the data collection for the foot care assessment was adversely affected by the
transition to a new podiatrist which meant that less data was submitted.
However the overall results demonstrate that the Trust is a positive outlier, scoring below the
national average for medication and insulin errors. The Insulin Safety Group has contributed
to this pleasing score and helped to reduce errors by reviewing incidents and providing
education.

PRIORITY 2: Corporate Must Do Audits
Clinical Record Keeping –
Surgical Notes Audit

Ionising Radiation (Medical
Exposure) Regulation
(IRMER)

The purpose of this audit was to assess the standard of clinical record-keeping on surgical
wards and measure the time taken to find the current clinical entry. Baseline data revealed a
poor standard of filing and record-keeping: 94% of notes contained loose pages; 60% were not
in chronological order; 59% did not have the required patient identifiers; and 23% had no
date/time recorded. During ward rounds, up to 12 minutes was spent looking for clinical notes.
A new filing system was introduced on Wolf ward, using a separate folder to hold the current
clinical admission. A subsequent re-audit revealed significantly improved standards (only 5%
with loose pages, 13% not chronologically ordered, 30% without required patient identifiers,
and 10% with no date/time recorded). Access to notes was also significantly improved, with
the average time to find the current clinical entry per patient being only 20 seconds. This
simple and cost-effective intervention was welcomed by medical and nursing staff alike, and
was adopted by another surgical ward, via the Matron, due to the visible success.
A rolling audit programme is being implemented across specialties where agreements have
been made for clinicians to evaluate a patient’s films within the patients’ clinical record rather
than awaiting a formal radiologist report.
All relevant specialties required to undertake this audit are in the process of completing this
audit. Current results indicate that the clinical evaluation is present in 93% of the audited
records.
Non-compliance is being monitored through the Radiation Safety Committee.

PRIORITY 3: Service line must do clinical audits
Prospective Audit of use
Kaiser Permanente
Neonatal Sepsis
calculator tool as an aid
to clinical decision
making

Since the introduction of National Institute for Health and Care Excellence (NICE) guidance
CG149 (Neonatal Infection (early onset); antibiotics for prevention and treatment) in August
2012, there has been a substantial increase in term admissions to Neonatal Intensive Care
Units (NICU) in the UK. The extended hospital stay for this population of new-born term
infants has resulted in babies being exposed to early antibiotic therapy which interferes with
normal gut flora, and separation from mother after birth, leading to delayed breast feeding.
Audits undertaken by clinicians identified that of those babies, treated with antibiotics for risk
factors only (and not clinically unwell) there was no proven infection. The Kaiser Permanente
Calculator was proposed as an alternative decision-making tool as it takes into consideration
antenatal septic risk factors and the infant’s clinical condition.
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An Audit of the
Assessment and
Management of
Paediatrics and Adults
Burns Patients (re-audit)
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Comments
This audit assessed 100 infants after the introduction of the “Changing approach” pathway in
combination with the new sepsis calculator. Results indicated that there was a significant
(87%) reduction in term babies routinely receiving antibiotics, with no blood culture positive
results or late onset sepsis identified. There was also a reduction in hospital stay for the babies
who were not treated with antibiotics (35 days over three months). Based on these results the
NICU team requested to derogate from the NICE guidance; this decision was supported by NHS
England and subsequently agreed by the Trust’s Clinical Effectiveness Group.
The reviews of burns patients presenting to the Plastics department in Derriford Hospital in
May 2017 were audited against the standards of the Royal College of Surgeons’ Good Surgical
Practice, and the International Burns Injury Database. After the first audit cycle, a burns
assessment proforma was designed and introduced. Further audits were completed a month
and three months later, and a questionnaire was utilised to evaluate the response of staff to
the new proforma.
Results demonstrated that Advanced nurse practitioners (ANPs), Plastics senior house officers
(SHOs) and non-Plastics junior doctors were the main users of the proforma, while Plastics
registrars and consultants primarily used free-text documentation. The burns assessment
proforma was found to facilitate high-quality assessment of patients and their injury, despite
time of day and clinical experience. SHOs and Plastics ANPs found the burns proforma to be an
effective learning tool that improved the efficiency and quality of their clerking.
The success of the proforma was felt to be dependent on it being easily accessible in the
Emergency Department, Trauma room and Outpatients, and that regular staff input and
modification would enhance engagement and use. The lead noted that given the complexities
of burn care, and the potential medico-legal ramifications of burns injuries, this tool helps to
optimise the quality of burns reviews and documentation of the assessment.

PRIORITY 4: Specialist Interest Audits
Audit of Patient
Satisfaction and
Complications in
patients who
underwent Muscle or a
Nerve and Muscle
biopsy

The muscle and nerve biopsy service at Derriford hospital is attended by patients from across
Devon and Cornwall and from further afield, meaning that patients often have to travel long
distances to attend for a biopsy. In contrast with other hospitals where patients have their
biopsy undertaken after general anaesthesia and stay 2-3 nights in hospital, the biopsies at
Derriford are performed under local anaesthesia as day case procedures. As well as
assessment of patient satisfaction with the biopsy service, this audit also assessed the
complication rate for patients undergoing muscle biopsy or nerve and muscle biopsy.
Results from 41 patient questionnaires, from 108 sent out, identified a generally positive
response: all patients had confidence in the neuropathologist and had adequate explanation
for the biopsy and its risks; all patients rated the service good or better, with 50% (muscle
biopsy) and 63% (nerve and muscle biopsy) giving the top rating of excellent; and postoperative complications such as wound infection and excessive bruising were rare. Based on
these findings, the lead noted that undertaking biopsies as day case procedures under local
anaesthesia appears to be safe. No significant concerns were raised but some areas for
improvement were identified, including ensuring that patients receive the information sheet
and detailed travel directions in advance of the appointment, choices are offered for the
operation date, results are clearly explained in a timely manner, and that nursing staff warn all
patients of danger signs before discharge.

Nationwide audit of
delirium assessment
and prevalence in older
people admitted acutely
to hospital

The service will be re-audited in 6-12 months as part of a rolling audit plan.
As part of a national audit on World Delirium Awareness Day (14th March 2018) participating
hospitals were asked to screen all patients who met a set criteria using the 4AT screening tool,
proceeding to a full delirium assessment with a 4AT score of 4 or greater. Results indicated a
delirium prevalence at Derriford of 19.2%, in line with the expected 20-30%, with
demographics (age, gender, frailty) being comparable to national data. A key success was that
delirium is being correctly identified at Derriford in 60% of patients versus 36.5% nationally.
However, this means that it is likely that approximately 40% of cases of delirium are missed in
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Comments
acute admissions. Additionally, the Trust was found to only be communicating delirium to
primary care in 25% of cases, which is significantly short of the NICE guidance (CG103) which
states that all diagnoses should be relayed to primary care on discharge. The lead also noted
that there is no robust method for identifying high risk patients and ensuring that screening
takes place.
As a consequence, a comprehensive action plan has been put in place, including the
introduction of a delirium bundle, the set-up of a delirium steering group and the
implementation of routine inpatient screening for high risk patients during their hospital stay.

Service Evaluations
Pre-pectoral implant
breast reconstruction
with BRAXON mesh at
Derriford Hospital; an
evaluation of a new
technique

•
•

•

•

ED Physiotherapy
audit (7 day service)
Physiotherapy Late
shift Audit (reaudit)
AAU Rapid
Response Team
Audit
Rapid Response
Team (RRT)
Outreach Pilot

This audit evaluated the outcomes and safety of the first twenty-one pre-pectoral implant
breast reconstructions using BRAXON Acellular Dermal Matrix at Derriford Hospital. The
decision to launch the service was driven by the evidence of outcomes comparable, if not
better than, the gold standard sub-pectoral reconstruction, and the introduction of BRAXON.
The surgeon’s experience with BRAXON-based pre-pectoral reconstruction was found to be
largely successful. The procedure was judged to be safe and associated with high levels of
patient satisfaction. Complication rates met the required standard and all parameters
represented an improvement from the national average. Patient selection was found to be
important, as a higher complication rate is expected in smokers and patients with thin skin or
very dense breasts where modification of the technique may become necessary. The
experience of the only patient who had had a previous sub-pectoral implant, was that this
procedure, combined with chest wall re-construction, can be ideal for salvage surgery.
Going forward, there is a plan to set-up a prospective database and to re-audit the subsequent
30 pre-pectoral reconstructions, including an objective measure of cosmetic outcome and
patient satisfaction.
The Emergency Care Team was nominated for a thank you card through the learning from
excellence scheme due to their dedication to making positive change and continuously
reviewing outcomes. The key achievements from undertaking these audits are as follows:
•

•

•

The Community Crisis Response Team (CCRT) will only see patients in crisis and the
Community Rehab Team (CRT) has a waiting list of approximately 6-12 weeks. Patients
needing therapy input but not yet in crisis situation were not seen by CCRT or CRT. This
lead to the creation of the Rapid Response Team Outreach service for the trial period
which filled a gap in the services available within the community and saved the Trust
approximately 54 bed days which equates to £7,400. Of the 22 patients seen during the 4
month period, 85% remained at home and were not readmitted under a medical specialty
within 3 months of discharge.
Acute Assessment Unit (AAU) Rapid Response Team audit assessed the effectiveness of
using Physiotherapists and Occupational Therapists to reduce the length of stay for
patients admitted to the AAU. Out of 338 patients referred, 294 patients (88%) were
discharged on the same day and 44 patients (13%) were admitted to hospital for medical
reasons.
A total of 496 patients were seen following the introduction of the Physiotherapy late
shifts from December 2016 and December 2017. Of these, 368 patients (74%) were
discharged from the hospital. The discharge destination included the patient’s home,
placement or a community hospital. This means only 128 patients (26%) across the year
were admitted to the main hospital to long-stay wards. There were 248 patients (50%) out
of the total 496 who were discharged on the same day.
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2019/20 priorities

Priority 1: Staffing – improve the patient experience by ensuring our wards
and departments have the correct levels of staff with the appropriate skills.

How we will do it

Rationale



Having the right staff in the right place at the right time is a fundamental element to
delivery of safe high quality care for our patients. Patient survey results show us
patients do not always feel the wards are adequately staffed. It is essential we build
highly effective teams and provide assurance to patients and the public that staffing
on the wards are at the right levels. From a workforce planning perspective we need
to ensure all staff proactively meet patient requirements in the most efficient and
productive way possible.








Current Position
We have reviewed our current position based on information from the past 12
months and used this to set targets for the coming year.
Description
Maintain agreed staffing levels for all wards in line
with Safer Staffing
Reduce the overall staff vacancy factor
Reduce the number of complaints which include
an element relating to staff attitude and
behaviour
Improve patient’s perception of staffing on our
wards - In your opinion, were there enough nurses
on duty to care for you in hospital? (Q29 National
Inpatient Survey 2018 – Always / Nearly Always)
If you needed attention, were you able to get a
member of staff to help you within a reasonable
time? (Q43 National Inpatient Survey 2018 – Yes
always)

2018/19
Performance
Planned vs
Actual
Mar 19 –
overall 87.0%
9.72%

2019/20
Target
Planned vs
Actual >90%

177

<10%

49%

>66%

54%

>68%

-






Continue with 6 monthly nursing staffing reviews to ensure workforce plans
remain in alignment with the Trust’s financial and activity plans.
Continue to explore transformational workforce change, whilst being mindful
that the rollout of new roles is dependent on a range of different variables;
including a move towards a multi-professional approach.
Build on the successes of previous nursing recruitment open days and schedule
future dates for 2019/20.
Explore innovative recruitment solutions; including International recruitment
drives and a Memorandum of Understanding between all organisations in the
STP to enable the fast and seamless movement of staff across the patch.
Develop improved retention solutions such as piloting an 18 months (3x6)
rotational programme for band 5 nursing preceptees and piloting the
implementation of a ‘transfer window’ to enable band 5 nursing staff to move
between departments.
Continue to utilise the hospital website in order to attract staff to the
organisation and develop a prospectus to inform potential staff about our
specialist areas and professional development opportunities.
Continue with the New Deal programme relating to the apprenticeship career
pathway for healthcare assistants and nursing degree course.
Continue to collaborate with NHS Professionals in the provision of a quality
flexible clinical workforce.

Measuring Progress
We will monitor and report on nurse staffing levels and incidents on a monthly basis
to the Nursing & Midwifery Operational Committee. In addition, we will provide biannual updates to the Trust Management Executive and public Trust Board. External
reports monitoring progress against staffing levels will be provided to our
commissioners, NHS Improvement (NHSI) and the Care Quality Commission.
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Priority 2: Improve Responsiveness - Ensure all patients receive timely, high
quality care by working with other providers to ensure care is provided by
the right staff in the right place at the right time.
Rationale
We have experienced difficulties with capacity resulting in cancellations for patients
and longer waits for treatment than we would like. It is equally important to increase
our ability to treat patients quickly and safely in the Emergency Department, to do so
we need to revolutionise and create an integrated emergency and urgent care hub.
Patients with complex support needs after discharge from hospital , have the right to
expect the right care package available to them in the right location, which is in line
with best practice.
We recognise that good end of life care enables people to live in as much comfort as
possible until they die and to make choices about their care and where to spend
their last days.

Current Position

How we will do it
We are committed to working to deliver the best possible care for local people all of
the time, through integrated provision. We will support our staff in being able to do
this.
In line with our Operational Plan for 2019/20, we have developed detailed capacity
plans and identified areas to delivery additional activity.
Further development of our Emergency and Urgent Care Hub will provide an
opportunity to redesign our services to ensure they meet the needs of the
community we serve.

Measuring Progress
We will monitor progress against the overall projects through the Quality
Improvement Committee chaired by the Medical Director. The organisation is
introducing weekly safety huddles at all levels from directors through to wards and
departments to monitor and track improvements and issues at point of service
delivery.

We have reviewed our current position based on information from the past 12
months. We have then used this information to set targets for the coming year.
Description
Number of patients who are cancelled
A&E four hour waiting time
Referral to Treatment Times – increase the
number of patients treated within 18 weeks
Referral to Treatment incomplete pathways Reduce number of patients waiting over 52 weeks
Reduce the 6 week diagnostic waiting times
Reduce delayed transfers of care

2018/19
Performance
2.85%

2019/20
Target
0.80%

81.14%
78.4%

95%
79%

48
at Mar 19
5.90%
Mar 19
3.41%

20
by Mar 20
2.7%
3.5%

DRAFT Quality Account 2018/19

64

Annex F

Item E

2019/20 priorities

Priority 3: Patient communication and information – Improve the quality of
communication and information provided before, during and after their
care
Rationale
Patients frequently leave hospital uninformed about the details of their hospital stay,
limited ability to accurately state their diagnosis and ongoing management after
discharge. We will enable patients to understand key aspects of their care by
providing accurate and understandable information enabling them to take greater
control, potentially reducing readmission rates and unplanned visits to secondary
care, whilst providing safer care and improving patient experience.
We are committed to ensuring carers are recognised as important partners in the
care of patients and to promote a carer friendly culture. Carers have an important
role in the effective and safe delivery of treatment and care of patients in hospital. It
is important to identify, involve and support carers in the clinical setting in order to
get the care of the patient right.
There can be adverse consequences resulting from delays to diagnosis and
treatment.

Current Position
We have reviewed our current position based on information from the past 12
months. We have then used this information to set targets for the coming year.
Description

Radiology acknowledgement with 48 hours for
inpatient
Number of complaints relating to information,
communication and consent
National Inpatient Survey Q55 – When you left
hospital did you know what would happen next
with your care?
National Inpatient Survey Q62 – Did the doctors or
nurses give your family, friends or carers all the
information they needed to help care for you?

Description

Carers Local Survey – Overall how satisfied are you
with the support or services you and the person
you care for have received in the last 12 months

2018/19
Performance

2019/20
Target

83.65%

>10%

How we will do it
We will develop a the radiology acknowledgement improvement plan which
identifies the various elements impacting on our ability to acknowledge and produce
timely reporting for all radiology requests, thereby ensuring our clinicians take the
necessary actions to address any findings. Our priority will be to ensure all
inpatients results are acknowledged and actions taken by the team responsible for
the patient within 48hrs of the report being available. For outpatients we will aim for
reports to be acknowledged and actioned within 4 weeks.
The importance of clear and concise patient information cannot be under estimated
and we will work towards publishing all our patient information leaflets on the Trust
website, for patients, carers and families to download. In September 2018, the
Trusts participated in a free six-month trial of patient information leaflets for
informed consent. This was provided by EIDO Healthcare and sponsored by the Royal
College of Surgeons. We are currently negotiating funding to extend the trial period
to the end of 2019.
We will produce a Carers Welcome Pack which will contain useful and essential
information on what help and support is available whilst they are caring for someone
who is an inpatient at the hospital. The Carers Welcome Pack will include
information for carers about where to access a statutory carers assessment and
support available for carers in the local community.

2018/19
Performance

2019/20
Target

tbc

tbc

562

<20%

Measuring Progress

65.1%

68.4%

63.4%

67.0%

We will monitor progress against the overall projects through the Quality
Improvement Committee chaired by the Medical Director. The organisation is
introducing weekly safety huddles at all levels from directors through to wards and
departments to monitor and track improvements and issues at point of service
delivery.
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Safety Initiatives
The national Sign up to Safety initiative to help NHS organisations achieve their patient safety aspirations
and care for their patients in the safest way possible has now completed its five year plan. However, we
will continue working on our safety initiatives to give patients reassurance and confidence that we are
doing all we can to ensure the care they receive will be safe and effective at all times. Our work will
continue to be around six key areas
University Hospitals Plymouth NHS Trusts has chosen to focus specific attention on six key safety initiatives
which are monitored by executive team through their weekly executive huddle and through the Weekly
Improvement Safety Huddle (WISH). The key safety initiatives have detailed programmes of work aligned
to them and include:







Radiology Acknowledgement
Critical Medications
Sepsis – focusing on emergency admissions
Falls
Pressure Ulcers
Time Critical Backlogs

Radiology Acknowledgement
It is important to reduce the risk to our patients by ensuring all radiology patient results are reported within
48 hours and acknowledged and actioned by the team responsible for their care within a reasonable
timeframe of the report being available for inpatients and within 4 weeks for outpatients.
Detailed improvement plans are being developed and will be tracked through our Quality Improvement
Committee and weekly improvement huddles.
Critical Medications
On occasion patients are discharged from the hospital (inpatients) without their medications, these can
include critical medicines. It is important to have a clear process trust wide, within wards, pharmacy and
transport, to safeguard patients receiving their critical medicines when discharged. Further detail is
included on page 8.
Sepsis
Sepsis is a time-critical medical emergency, if a patient presents with sepsis it is important they receive
treatment within 60 minutes. If treatment is delayed it will affect their outcome.
One key step to improvement in the management of patients presenting with sepsis has been the
introduction of NEWS2 observation charts, this has been introduced across the whole organisation with
staff engaging in the national training programme.
We will continue to work towards ensuring all patients with sepsis received antibiotic treatment within the
recommended 60 minutes, average treatment times to date are shown below.
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Reduce falls leading to harm
In the 12 months since April 2019 we have had 1.04 falls with harm (minor, moderate or severe) per 1000
bed days and therefore did not achieve our target reduction by 10% to 0.95 falls per 1000 bed days. In this
time period there have been 16 falls resulting in severe harm to the patient, of which 3 were head injuries
and the remainder fractured neck of femurs. This is an improvement on the previous 12 months when we
reported 23 inpatient falls resulting in severe harm. We recognise that there has been an increase in falls
with harm over the winter months and have undertaken thematic analysis to aid our understanding of this
variation. We have identified that often patients fall and sustain severe harm when they are mobilising
unsupervised and have unaddressed risk factors
Our actions to reduce harm from falls has focused on safe patient mobilisation, ensuring that there are
interventions in place to address risk factors for patients. This includes an assessment of risk, performing a
lying and standing blood pressure, safe footwear, access to walking aids, supervised mobilisation when
required and a review of medications that increase falls risk. To supplement this we have piloted new non
slip footwear, implemented a standard procedure for recording lying and standing blood pressure,
highlighted cohort bay nursing as a strategy and have rolled out an enhanced care and observation team.
In the following 12 months we will aim to reduce both falls with harm and severe harm by 10%.

Pressure Ulcers
Since April 2018 we have reported 0.67 pressure ulcers of category 2,3, or 4 per 1000
bed days. Disappointingly we reported 12 category 3 or 4 pressure ulcers as being
acquired in hospital. Going forward we are acting on lessons learnt from these incidents
to put actions in place to prevent severe pressure damage. This includes a focus on
assessment of risk followed by interventions being implemented to reduce that risk
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including repositioning, offloading devices, addressing nutritional and toileting needs. We are working hard
with our inpatient areas to ensure all patients have an appropriate skin assessment matching their needs
and that our staff are identifying pressure damage at an early stage, following the React to Red initiative.
This initiative is a pressure ulcer prevention campaign that is committed to educating as many people as
possible about the dangers of pressure ulcers and the simple steps that can be taken to avoid them.
Our aim in the next 12 months is to reduce total acquired pressure ulcers by 20% and also category 3 and 4
pressure ulcers by 50%.

Time Critical Backlog
We continue to experience difficulties with capacity which has resulted in patients being cancelled and
being subjected to long waits for treatment. We recognise the importance of providing timely treatment
for our patient and as such have implemented a robust approach to demand and capacity planning for the
coming year. There is an expected 5.3% increase in outpatient appointments and 2.4% for our planned
inpatient activity. In addition to fully meet our referral to treatment time for all specialties the Trust would
also need to see an additional 7,575 non recurrent cases to clear the backlog.
Detailed plans have been agreed and are monitored at weekly improvement huddles for six key areas
including:







Neurology
Thoracic Medicine
Gastroenterology
Ophthalmology
Paediatrics
Hepatology

People First
University Hospitals Plymouth NHS Trust and Livewell SW were jointly chosen as one of seven NHS
organisations to take part in the National NHSi Improvement Programme, the aim of which is to create a
culture of continuous improvement by empowering staff to develop their own improvement ideas and lead
on their own projects which we are calling locally ‘People First’.
The People First Programme has 3 core principles:
 Respect for Staff- aiming to make time at work rewarding
 Seeking VALUE in the eyes of those we care for- what is important to them
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 Helping teams to lead their own improvement practice based on things that Matter most to them and
align to our goals.
It is a programme aimed at cultural change with people and will build capability through:
Improving use of data and ‘problem on a page’ approach
Training frontline staff in scientific learning practice known as ‘Kata’
Developing our management system to be in focus, supportive in coaching and more visual
Developing frontline coaches with improvement practice skills (practice coaches). As part of this all
executive directors are doing the same
 Developing specialist coaches (facilitators) who can lead practice events (rapid events for change)
 Support local improvement huddles to face into improving patient care






The People First programme will run through and join together all the work
we do, uniting all the different aspects of our Quality Academy
Improvement work with our operational strategy and staff development.
Our ambition is to create a sustainable and effective health system,
working with our patients and partners in our community which delivers
safe high quality services.
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The directors are required under the Health Act 2009, National Health Service (Quality Accounts)
Regulations 2010 and National Health Service (Quality Accounts) Amendments Regulations 2011 and 2012
to prepare a Quality Account for each financial year. The Department of Health has issued guidance on the
form and content of annual Quality Accounts (in line with requirements set out in Quality Accounts
legislation).
In preparing their Quality Account, directors should take steps to assure themselves that:


the Quality Account presents a balanced picture of the trust’s performance over the reporting period;



the performance information reported in the Quality Account is reliable and accurate;



there are proper internal controls over the collection and reporting of the measures of performance
included in the Quality Account, and these controls are subject to review to confirm they are working
effectively in practice;



the data underpinning the measure of performance reported in the Quality Account is robust and
reliable, conforms to specified data quality standards and prescribed definitions, and is subject to
appropriate scrutiny and review;



the Quality Account has been prepared in accordance with any Department of Health guidance.

The directors confirm to the best of their knowledge and belief that they have complied with the above
requirements in preparing the Quality Account.
By order of the Board

Richard Crompton
Chairman

Ann James
Chief Executive

Date: 30 June 2019

Date: 30 June 2019
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Local Healthwatch (Plymouth, Cornwall, Devon and Torbay)
To be added once received.
Devon Clinical Commissioning Group

NHS Northern Eastern and Western Devon Clinical Commissioning Group (NEW Devon CCG) & South Devon
and Torbay Clinical Commissioning Group, (SDT CCG) (as of 1st April 2019 known as ‘NHS Devon CCG’) is
pleased to provide feedback on the Quality Account for University Hospitals Plymouth NHS Trust (UHPNT)
2018/19 and would like to offer the following commentary. UHPNT is commissioned by NHS Devon CCG as
lead commissioner to provide a range of acute services. We review the quality of services throughout the
year, including safety, effectiveness and experience and UHPNT has provided evidence of a commitment to
high quality care.
As commissioners we have taken reasonable steps to review the accuracy of data provided within this
Quality Account and consider it contains accurate information in relation to the services provided and
reflects the information shared with the commissioner over the 2018/19 period. This Quality Account
summarises and reflects the evidence. The CCG is pleased to see the continued progress with aspects of the
2017/18 quality priorities.
We recognise the work undertaken by the Trust to address issues of long waiting times for treatment. The
Trust continues to undertake clinical reviews of patients with extended waits and the backlog of long waits
(over 52 weeks) has continued to fall, demonstrating the Trust’s commitment to improving patient care.
In respect to Cancer Services we recognise and welcome the Trust’s continued commitment to the ongoing
re-design and review of both the cancer pathways and current workforce in order to support the needs of
the local population.
Care Quality Commission (CQC) Involvement
We welcome and support the Trust’s continued open and transparent communication of their involvement
with the CQC during 2018/19 in this quality account and note the issues highlighted by the CQC and the
level of action taken by the Trust to address those issues.
The CQC report of May 2018 highlighted areas where improvement was required, and the Trust is
demonstrating a commitment to make sustainable improvements through action plans and work
programmes. We can confirm that, as a commissioner, we have worked closely with the Trust during
2018/19 and will continue to do so in respect to all key objectives for 2018/19. These include:
Emergency Department Investment and Improvement
We recognise that the Trust has found the emergency department 4-hour standard challenging to achieve
for a number of years. Earlier this year the Trust undertook a programme of building work to expand and
reconfigure the paediatric and resuscitation areas within the ED department. This has already had a
positive effect on the overall patient experience and has helped improve patient flow through the hospital.
National Staff Survey
Despite extreme operational pressures, we commend the Trust’s success in significantly improving the
participation rate of the staff survey and are able to demonstrate that they have a highly reliable data set
relating to the 10 themes within the survey. The Trust’s rate of improvement remains greater than the
average of acute trusts.
Children’s Services
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NHS Devon CCG commends the development of the electronic advice and guidance to GP’s designed by
paediatric consultants to ensure referrals are timely and appropriate. GP’s can now contact a paediatrician
with a query or for guidance on how to manage a paediatric condition. Additionally, the Children’s
Community Nursing Team has been working closely with commissioners to promote Personal Health
Budgets for eligible families who have children with complex health needs so they can have a more
responsive care service at home.
People First Programme
The Trust is one of only 7 national sites chosen to partner with NHS Improvement in a programme of
quality improvement work termed the People First Programme. The CCG is very supportive of the Trust in
undertaking a comprehensive programme of activities to improve patient care and provide better
outcomes and experiences for patients. Additionally, the Trust will use a single approach to build quality
improvement right through the organisation with an ambition to join together all the different aspects of
quality improvement alongside the operational strategy and staff development.
Looking Forward
Looking ahead, the CCG welcomes the specific priorities for 2019/20 which are highlighted within the
report and consider that they are the most appropriate areas to target for continued improvement. The
CCG is assured that these priorities were developed in conjunction with key stakeholders, including staff
and patients.
It is felt overall that the report is well considered and reflective of quality activity and the CCG looks
forward to our continued collaborative working to deliver safe and high-quality care across Devon.
Lorna Collingwood- Burke
Chief Nursing Officer / Caldicott Guardian
NHS Devon CCG

Plymouth Caring Plymouth Scrutiny Panel
To be added once received.

Cornwall Health and Adults Overview and Scrutiny Committee
To be added once received.

Patient Council
To be added once received.
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Lay Chair of the Patient Experience Committee
I believe this Quality Account gives a fair and accurate description of University Hospitals Plymouth NHS
Trust during the last year.
The progress and successes it has made are rightly celebrated. Other improvements, not documented
here, have also been made which contribute to better patient care and experience in many areas, both
clinically and socially. The improvements described in the Quality Account and its annexes give an
encouraging glimpse into the way the hospital seeks to live its values.
The Quality Account does not seek to diminish the Trust’s problems and failings. These are not unique to
University Hospitals Plymouth, or unusual among acute NHS Trusts. They are indications of the nationwide
situation in provision of health and social care. The Trust has worked with external stakeholders to
implement best practice, but not all improvements have given sustainable results. It is important the Trust
works with national, regional and local partners to effect beneficial change; it is also important that the
insight and expertise of frontline staff is used in forward planning.
The Quality Account provides evidence that University Hospitals Plymouth NHS Trust learns from both its
successes and its failings. The increasing programme of research, development and audit gives assurances
that aspirations go beyond words.
The Care Quality Commission inspection in 2018 highlighted some serious problems, on which considerable
progress has been made to remedy the issues. Staff commitment to patients maintains the CQC
assessment of outstanding for patient care.
Implementation of the priorities choses for 2019/20 will further improve patient safety, outcomes, care and
experience.
University Hospitals Plymouth NHS Trust remains my personal choice for hospital care.
Vera Mitchell, Lay Chair, Patient Experience Committee
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Independent Practitioner's Limited Assurance Report to the Board of Directors
of University Hospitals Plymouth NHS Trust on the Quality Account
To be added
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