AGENDA
Trust Board
Date

Friday 27 September 2019

Time

9.00 am – 1.00 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 and review of actions

Approval

Chairman

Paper

4

Why we are here … a patient story

Lenny Byrne

Verbal

5

Chief Executive’s Report

Review

Ann James

Paper

Approval

Ann James

Paper
Paper

-

Strategy
6

Trust Strategy: Healthier Lives: Making a Difference

Performance and Risks
7

Board Assurance Framework and Committee Chairs update

Review

8

Integrated Performance Report

Review

Chairman/C’ttee
Chairs
Executive Team

9

Nursing & Midwifery Establishment Review 2019

Review

Lenny Byrne

Paper

10

Learning from Deaths: Quarter 1 Report

Review

Phil Hughes

Paper

11

Freedom to Speak Up Report

Review

FTSU Guardians

Paper

12

Research and Development Annual Report

Review

Gary Minto

Paper

Paper

Regulation and Compliance
13

Medical Appraisal & Revalidation – Statement of Compliance

Approval

Phil Hughes

Paper

14

Information Governance Report

Assurance

Lee Budge

Paper

15

CNST Maternity Incentive Scheme: Self-Certification

Approval

Sue Wilkins

Paper

16

Health and Safety Report

Assurance

Lee Budge

Paper

Closing items
17

Any other business

-

Chairman

Verbal

18

Key actions for Committees and Executives

-

Chairman

Verbal

19

Next meeting: Friday 29 November 2019

-

Chairman

Verbal

Supplementary papers for information/assurance
A

Safety & Quality Committee minutes August 2019

Assurance

NED Chair

Paper

B

People & Culture Committee minutes August 2019

Assurance

NED Chair

Paper

C

Audit Committee minutes August 2019

Assurance

NED Chair

Paper

D

Trust Seal Report

Assurance

Gill Hunt

Paper

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
Lee Budge

Lenny Byrne
Giles
Charnaud
Jacky Hayden

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

Director of
Finance
Director of
Integrated Care
& Partnerships
Director of
Corporate
Business

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

Interim Chief
Nurse
Non-Executive
Director

None.

Non-Executive
Director

•
•

None.
•
•

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

None.

•
•
•

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

•
•

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

•
•

September 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.
Trustee and Vice Chair, British Medical and Dental Student Trust.
Director and Trustee of the College of General Dental Practice.
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.

Helen Teague

•

As a self-employed executive coach and OD specialist I am not
currently working with the NHS although this could potentially
change in the future. I mentor a member of staff in a charitable
organisation closely associated with University Hospitals NHS Trust.

•

I am an associate consultant with the following consultancies: The
Invisible Grail, which focuses predominantly on higher education
sector work, and Skylite, an affiliate of Lee Hecht Harrison Penna,
which works across all sectors, including the NHS nationally. I am
not currently engaged in any work with the NHS locally or
nationally but will declare this should the situation change.

•

I have a personal friendship with a manager at Livewell Southwest
CIC. The individual is in a managerial post at that organisation.

Non-Executive
Director

Estelle
Thistleton

Non-Executive
Director

•

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

Nick Thomas

Deputy Chief
Executive,
Director of Site
Services &
Planning

•
•
•

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

Associate NonExecutive
Director

•
•

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

Henry Warren

Member of GS1 UK Healthcare Advisory Board.

Item 3
University Hospitals Plymouth NHS Trust
Minutes of the Trust Board meeting
10.10 am Friday 26 July 2019
Board Room, Derriford Centre for Health and Wellbeing
Present:

Richard Crompton, Chairman
Kevin Baber, Chief Operating Officer
Sarah Brampton, Director of Finance
Lenny Byrne, Chief Nurse and Director of Integrated Clinical Professions
Giles Charnaud, Non-Executive Director
Jacky Hayden, Non-Executive Director
Phil Hughes, Medical Director
Ann James, Chief Executive
Elizabeth Kay, Associate Non-Executive Director
Hisham Khalil, Non-Executive Director
Graham Raikes, Non-Executive Director
Helen Teague, Non-Executive Director
Estelle Thistleton, Non-Executive Director
Henry Warren, Associate Non-Executive Director

D
R
A
F
T

In Attendance:

Gill Hunt, Board Secretary
Steven Keith, Director of People
Nick Thomas, Deputy Chief Executive

Apologies:

Jo Beer, Director of Integrated Care and Partnerships
Lee Budge, Director of Corporate Business

58/19

Welcome and Declarations of Interest

Action

The Chairman welcomed members of the public, staff and observing
guests and noted the apologies listed above.
Surgeon Commander Richard Heames RN, Commanding Officer (CO) of
the Defence Medical Group South West, observing the meeting, would
shortly be leaving his posting to this Trust in order to take up a new
appointment. The Chairman wished him well and looked forward to
welcoming the new CO, Jo Keir, in due course.
The Chairman requested Board members to declare any interests they
had pertaining to the matters listed on the agenda. No declarations
were made.
In order to accommodate staff attending for specific items, the
Chairman took papers in a different order to that set out on the agenda.
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59/19

Questions to the Board pertinent to the agenda
Mrs Vera Mitchell stated that the Care Quality Commission (CQC) Action
Plan and the Trust’s Operational Plan 2019/20 both referred to the need
to improve productivity in the Emergency Department (ED) and to
improve patient flow in ED to reduce breaches. With the expected
increases in ED patients and elective admissions, how would an
expanded ED solve the problem of overcrowding and breaches unless
the bed base within the hospital was also increased? Mr Baber thanked
Mrs Mitchell for her question and agreed that an expanded ED in
isolation would not help. Alongside this, however, a new model of care
was being developed which sought to avoid unnecessary admittances.
Some related issues would be discussed as part of the Board’s review of
the Integrated Performance Report and the People First initiative later in
the meeting.

D
R
A
F
T

The Chairman stated that one question had been received via social
media. In summary, this concerned staff uniforms and the difficulty
patients could experience in recognising the numerous clinical roles
within the hospital. Mr Byrne explained that, over the years, new
uniforms had been introduced to reflect new clinical roles. He
suggested that the issue was not about what a member of staff wore,
but rather how individuals introduced themselves in their interactions
with patients. Mr Byrne stated that the question had also concerned
staff footwear. Mr Byrne would be reviewing the Trust’s Uniform and
Dress Code Policy to ensure that footwear was professional and in
compliance with health and safety and infection control standards, and
that the Policy could be effectively policed.
60/19

Minutes of the previous meeting, matters arising and review of actions
The minutes of the previous meeting, held on 24 May 2019, were agreed
as a true and accurate record. There were no matters arising.
There was one outstanding action on the Executive Actions Register,
this concerned why alcohol hand gel sanitiser was not made available
for public use at the hospital’s main entrance. Dr Hughes stated that
whilst this appeared sensible at first consideration, numerous
interactions took place between entering the hospital and reaching a
patient and these diminished the efficacy of the gel. The Trust followed
best practise by making gel available at the entrance to all wards,
thereby ensuring that there was minimal opportunity for contamination
post-application.

61/19

Chief Executive’s Report
Ms James’ report briefed the Board on topical matters. Ms James drew
the Board’s attention to:
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•

The recently published NHS England/NHS Improvement (NHSI)
NHS Patient Safety Strategy. Ms James expected that the Safety &
Quality Committee would review this in the context of local
patient safety priorities.

•

The NHS Long Term Plan Implementation Framework, which set
out the expectation that local partners would increasingly plan
and work collaboratively with Sustainable Transformation
Partnerships (STPs) and Integrated Care Systems (ICSs).

•

NHS performance nationally.

•

The Peninsula Clinical Services Strategy, previously endorsed by
the Board in April 2019.

D
R
A
F
T

Ms James stated that, with the Chairman, she had recently visited the
new Peninsula Heart Clinic and had been impressed by the Clinic’s staff,
who had embraced this Trust’s values and team ethos.
The Chairman invited discussion.

Mr Keith stated that he had been pleased to note that the NHS Patient
Safety Strategy had stressed the importance of civility and culture. He
would discuss this with Mr Byrne to ensure that the Board’s Committees
did not duplicate the Trust’s response.
The Chairman welcomed the update in Ms James’ report to NHSI’s
recently published guidance to assist trusts to measure the quality of
care provided to people with learning disabilities, autism or both. Mr
Byrne stated the Learning Disabilities Annual Report (agenda item C) set
out the Trust’s plan to implement these standards. Ms James suggested
that learning disabilities would feature more overtly in Board reporting
as care became truly integrated to meet the local population’s needs.
She had been pleased to note that Mr Byrne had introduced mental
health nurses to those wards where their skills enhanced the quality of
care. It was agreed that a future patient story should feature learning
disabilities.

LB

This concluded the Board’s review of the Chief Executive’s Report.
The Board noted the Chief Executive’s Report.
62/19

Board Assurance Framework (BAF) and Committee Chairs’ updates
In introducing this item, the Chairman stated that the Board must ensure
that the BAF was comprehensive and that all appropriate mitigations
were in place in respect of the risks detailed within it.
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The Chairman requested risk and assurance updates from the NonExecutive Director (NED) Committee Chairs.
Safety & Quality Committee (S&QC)
Professor Hayden, NED Chair of the Committee, updated the Board. Her
report following closely the narrative in her Chair’s summary of the June
meeting set out in agenda Item D.

D
R
A
F
T

There were no comments or questions arising from Professor Hayden’s
update.
In concluding, Professor Hayden welcomed Mr Byrne’s report on
progress with the CQC Action Plan at agenda item 12, which she found
very helpful in terms of its focus on assurance and risk management.
Finance & Investment Committee (FIC)
Mr Warren, NED Chair of the Committee, gave an update on FIC’s most
recent meeting on 22 July 2019. Mr Warren reported that:
•

Finance was on plan for the year to date. However, Cost
Improvement Plans escalated as the year progressed and the gap
between plan and target had not yet been addressed.

•

Further work was required on capital risks.

•

Good assurance on Use of Resources, with all initiatives having
an action plan against them.

•

In terms of long term financial sustainability, FIC encouraged the
clear identification of the expected success criteria associated
with all related initiatives.

•

Imaging performance had deteriorated across several modalities.

•

The improvement in 52 Week Wait performance had not been
sustained, although there was an element of patient choice
affecting this. The resolution of a relatively small number of
actions already in hand would have a significant positive effect.

•

Cancer: only two of the nine cancer standards were achieved,
largely due to under-performance in three specialities: urology,
colorectal and lung. Mr Warren expected this issue would
feature at the Human Resources & Organisational Development
Committee as it concerned specialist recruitment issues.

Mr Warren made no specific comments on FIC’s review of the BAF.
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There were no comments or questions arising from Mr Warren’s update.
Human Resources & Organisational Development Committee (HR&ODC)
Ms Thistleton, NED Chair of the Committee, stated that the Committee
was currently reviewing its focus, purpose and Terms of Reference. A
facilitated session on 24 July 2019 had started this process and had
focused on culture. To improve assurance to the Board, the Committee
must better triangulate its view of the staff experience using sources
other than quantitative data. The session, although helpful, had not had
been representative of all staff and Ms Thistleton recognised that there
was further work to be done.

D
R
A
F
T

Ms Thistleton updated the Board on the issues that the Committee
planned to discuss at its August meeting, including Developing
Workforce Safeguards, an ‘ask’ of the Committee by the Board.
Ms Thistleton’s Chair’s Report of the HR&ODC’s June meeting was
included at agenda item E.
The HR&ODC would, with immediate effect, be known as the People
and Culture Committee.
There were no comments or questions arising from Ms Thistleton’s
update.
Mr Keith drew the Board’s attention to the summary BAF set out on
page 2 of agenda item 5 and asked colleagues to note that the assurance
levels for risks W2 and W3 had been transposed. The assurance levels
were correctly shown within Annex 1 to item 5.
Audit Committee
Mr Raikes, NED Chair of the Committee, gave a summary of the outcome
of the Committee’s May meeting, as set out in the narrative of his
Chair’s report at agenda item F.
Mr Raikes referred the Board to the Audit Committee’s Annual Report
2018/19 and, in particular, to the Committee’s recommendations to the
Board set out in paragraph 10. The Committee had reviewed its Terms
of Reference and these were now presented to the Board for approval.
Looking forward to the Committee’s August meeting, Mr Raikes stated
that he had recently approved the Terms of Reference for Internal
Audit’s review of Research & Development.
There were no comments or questions arising from Mr Raikes’s update.
At the conclusion of the Chairs’ updates, the Chairman asked colleagues
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to consider whether the risks, as recorded in the BAF, were correct and
comprehensive. The Board confirmed that they were.
The Chairman asked Board colleagues to keep Risk Q1 Operational
Pressures in mind during the review of the Integrated Performance
Report.
This concluded the Board’s review of the BAF. The Board made no
changes to the BAF and no actions were identified to improve
assurance.

D
R
A
F
T

The Board noted the Board Assurance Framework.
63/19

Integrated Performance Report (IPR)
In introducing this report, the Chairman stated that the Board must
concentrate on areas of high risk and under-performance. During their
presentation of the IPR the Chairman invited Executive colleagues to
highlight actions relevant to the three agreed overarching improvement
priorities for 2019/20. These transformational projects would assist with
other performance issues and were directly related to the achievement
of NHS Constitutional Standards. They were:
•

Reducing emergency admissions of frail elderly patients by seven
per day.

•

Increasing scanner and theatre utilisation to 85%.

•

Reducing additions to the outpatient follow-up waiting list by 35%
by the end of March 2020.

Caring Domain
Mr Byrne stated that all seven of the descriptors were RAG rated green
and there were no issues to which he wished to draw the Board’s
attention. No comments or questions arose.
Mr Byrne advised the Board that a new Patient Experience and
Engagement Manager had been appointed, Mr Ben Gadd.
Responsive Care Domain
Mr Baber stated that May and June 2019 had seen the highest average
daily ED attendances on record, at 299 and 298 respectively. Echoing
Mrs Mitchell’s earlier question, the Chairman queried the impact on the
aim to reduce admittances of the frail elderly. Mr Baber stated that
organisation at the ‘front door’ was key and must include input from the
Healthcare of the Elderly assessment team. Good practise suggested
that a small number of beds to manage this group of patients would be
beneficial and this was being considered.
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ED standards: Mr Baber stated that the Trust was one of fourteen
providers to field test new national standards for ED. Phase 1 was
complete, with Phase 2 about to commence. During this testing the
Trust had not publicly reported its performance although data had been
submitted to the national team. New national ED standards would be
announced when testing was concluded.

D
R
A
F
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Mr Baber stated that the focus had turned to measuring performance
from the point of patient arrival in the department and this would
require a mind shift for staff. Mr Baber reported on mean time in the
Department for T1 and T2 attendances at Derriford hospital only. For a
six week period during April and May, prior to field testing, the median
length of stay was 244 minutes. During the six weeks of field testing
with the national team, the mean length of stay was 256 minutes. In
July, this had decreased to 245 minutes. Close attention was being paid
to understanding, reporting, and driving performance. Mr Baber invited
questions.
Noting the objective to reduce admissions of frail elderly patients,
Professor Kay queried the impact of this objective on this group of
patients and sought assurance that safe, appropriate care would be
provided for them. Mr Baber referred to comments he had made earlier
regarding appropriate assessment at the ‘front door’ and stated that the
wider issues concerned the local A&E Board. Ms James agreed and
stated that the Trust worked jointly with Livewell Southwest CIC on this
matter and capacity, safety and risk were overseen by the local A&E
Board. She acknowledged, however, that the impact required deeper
understanding and whilst this Trust had low re-admittance rates,
suggesting that patients received the care they needed, the Executive
team would consider the indicators of impact that could be included in
the IPR to give assurance on this point.

JB/KB

Ambulance handovers: June had marked the third consecutive month
of increasing handover delays. Mitigations for this important issue of
patient safety were led by the Medical Care Group. Mr Warren stated
that FIC would continue to monitor performance.
Professor Hayden queried the number of health seeking interventions
made by patients prior to presenting at the ED: was this measured? Ms
James stated that this was an STP issue associated with population risk
management work in shifting the model of care to ensure people
received the best and most appropriate response at the lowest level in
the health community. She would circulate a briefing for Board
colleagues.

AJ

Mr Baber briefed the Board on performance, including mitigating
actions, in respect of Referral to Treatment, including 52 Week Waits,
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and cancer.
The Chairman invited questions at this point. There were none.
The Chairman noted that performance for two week breast symptoms
was 8.9% against a national standard of 93% and queried why this was
the case. Mr Baber stated that the issue was the availability of
outpatient appointments. The Trust prioritised patients on the two
week wait symptomatic pathway and additional sessions were in hand
to catch up. Increasing referrals was a national issue.

D
R
A
F
T

Diagnostics: following a period of improvement, performance had
deteriorated, with 14.5% of the waiting list (1,464 patients) waiting more
than six weeks for a test against a national standard of 1%. The Trust had
failed the NHSI trajectory of 6.1%. Mr Baber detailed mitigating actions.
Ms James stated that the Devon STP were working to identify further
actions to respond to increasing demand and the Executive team would
reference the results of this work in the next iteration of the IPR. The
Chairman queried Mr Baber’s level of confidence in an improving
position by the next public Board in September. Mr Baber stated that he
was very confident.
This concluded the Board’s review of the Responsive section of the IPR.
Effective Care Domain
Dr Hughes briefed the Board on performance standards and mitigating
actions for Mortality, Fractured Neck of Femur and Medical Outliers, all
of which were RAG rated red.
At the conclusion of Dr Hughes’ briefing the Chairman invited questions.
There were none.
This concluded the Board’s review of the Effective Care section of the
IPR.
Safe Care Domain
Safer Staffing: Mr Byrne stated that the monthly safer staffing return
for June was 87.6%. The number of ‘red flags’ raised in June was 69, a
significant increase over previous months. 43 of these red flags related
to a shortfall in registered nurse time. The top four areas reporting, and
the reasons for reporting, were detailed in the IPR. Mr Byrne stated that
patients needing one to one care were predominantly mental health
patients admitted during acute medical take. The Trust must ensure
parity of care for mental health patients, notwithstanding the fact that
an acute hospital was always the most appropriate place for their care.
Mr Byrne went on to detail performance against Safety and Serious
Incidents, drawing the Board’s attention to the nature of the five
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Serious Incidents reported in the IPR.
Mr Byrne was pleased to note the improved performance in pressure
ulcers and falls following the ‘call to action’. The Chairman asked Mr
Byrne how improved performance would be maintained. Mr Byrne
stated that this would require continued emphasis on motivating and
leading staff.

D
R
A
F
T

The Chairman invited questions. There were none.
Workforce
Mr Keith updated the Board on overseas nurse recruitment.
From the IPR, Mr Keith drew the Board’s attention to performance and
mitigating actions regarding:
•
•
•

Leadership and management development work, including
People First.
Falling appraisal rates.
Deteriorating sickness absence.

The Chairman invited questions. There were none.
The Chairman queried the HR&ODC’s oversight of management
development. Ms Thistleton stated that, as advised in her HR&ODC
Chair’s Report, further roll out of the agreed Leadership Development
Plan was identified as a cost pressure in the Trust 2019/20 Plan and she
was not yet aware of how the funding shortfall would be addressed.
She recommended an overarching strategy for research, education and
development of staff.
Finance
Ms Brampton summarised the finance and efficiency section of the IPR
and stated that the Month 3 deficit was £7.84m, £0.5m favourable to
Plan. The Financial Improvement Plan delivered in Month 3 was £1.28m
against a monthly target of £0.63m, a favourable variance of £0.65m.
Ms Brampton drew the Board’s attention to the remaining performance
metrics set out on pages 33 to 35 of the IPR.
A ‘Use of Resources’ inspection by NHSI/E had taken place on 24 July
2019 and this had gone well.
The Chairman invited questions. There were none.
This concluded the Board’s review of the IPR.
The Board noted the Integrated Performance Report.
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64/19

Education and Training Report
Mr Keith’s report provided an overview of education and training
activity in the Trust and covered funding arrangements, statutory and
mandatory training, apprenticeships and updates from the Professional
Education leads, including the Directors of Undergraduate and
Postgraduate Medical Education.

D
R
A
F
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No questions arose from Mr Keith’s report.
The Board noted the Education and Training Report.
65/19

National End of Life Audit Results
Martin Thomas, Palliative Care Nurse Consultant, attended for this item.
He was accompanied by the Rev Sasha Pearce, Trust Chaplain, and Pat
Brenton, Trust Volunteer.
Mr Thomas presented the results of this audit, in which the Trust had
performed above the national average across all themes. Areas of
excellence were identified as:
•
•
•

Communication.
Staff engagement and staff led projects.
Awareness of the needs of patients and families.

Actions arising from the audit were identified for the Board.
Finally, Mr Thomas advised the Board of the Rev Sasha Pearce’s
recognition in the Outstanding Care in Devon and Cornwall Awards 2019.
At the conclusion of the presentation, Ms Brenton recounted three
examples which demonstrated the comfort taken by patients and their
families from her work as a volunteer working with those at the end of
life. At the conclusion, Ms Thistleton, on behalf of all those present,
thanked Ms Brenton for sharing these moving patient stories.
The Board noted the National End of Life Audit results.
The Chairman thanked Mr Thomas, Rev Pearce and Ms Brenton for
attending and they left the meeting.
66/19

Guardian of Safe Working Hours Report
Dr Steve Boumphrey, the Trust’s Guardian of Safe Working Hours,
attended to present his report. This concerned:
•

Response to concerns raised regarding Tier 1 Night Cover for
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medical patients at night, with a recommendation from the
Guardian that staffing three Tier 1 medical cover night shifts was
prioritised over day time staffing and that the Medicine Care
Group was supported to deliver this and respond to the impact.
•

Exception reporting, with a focus on areas showing little or no
reporting to ascertain why this might be.

•

Overall, good progress with implementing the BMA Fatigue and
Facilities Charter.
Assistance with the identification of
appropriate, named reporting leads was requested at the June
HR&ODC and this information remained outstanding.

•

Guardian fines issued in Orthopaedics and General Medicine.

•

No progress that the Guardian was aware of in respect of the
outgoing Guardian’s recommendation for urgent work to review
each ward’s required medical/clinical workforce, an issue
previously discussed by this Board. Whilst the result of such a
review was likely to be that additional staffing was required, such
an outcome would, at least, inform and facilitate a discussion on
how workforce gaps might be addressed using alternative roles.

D
R
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All the issues reported by Dr Boumphrey had been raised at the June
meeting of the HR&OD Committee. In response, Mr Keith stated that a
paper would come to the Trust Board in September about medical
staffing.
The Chairman asked Dr Boumphrey whether he had an opportunity to
engage with Guardians from other trusts. Dr Boumphrey stated that
regionally this was not the case; some trusts were struggling to appoint
to the Guardian role. There would, however, be a national Guardian
conference in the autumn.
Professor Khalil queried whether there had been any change in stance
nationally to overseas medical recruitment. Mr Keith stated that
retention rates were reasonably static for overseas staff. Professor
Khalil repeated his question, stating that he was referring to the process
for appointing. Mr Keith stated that the Trust must observe national
guidelines and he was not aware of any change in stance.
There followed a brief discussion between Professor Hayden and Dr
Boumphrey about junior doctors’ training as it concerned the issue of
Tier 1/2 night cover. Dr Boumphrey stated that feedback from trainees
was that this was a recognised challenge of working at this Trust. Junior
doctors were keen not to miss training.
There were no further questions and no actions were identified in
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response to the Guardian’s report.
The Board noted the Guardian of Safe Working Hours Report.
The Chairman thanked Dr Boumphrey for attending and he left the
meeting.
67/19

Care Quality Commission (CQC) Action Plan

D
R
A
F
T

Mr Byrne’s report set out an update on the ‘must do’ actions from the
2018 and 2019 CQC inspections reports and on the current Section 29A
Warning Notice for Diagnostic Imaging. As reported at the May 2019
Board, Mr Byrne had sought clarity from Care Group Managers of the
issues preventing the closure of ‘must do’ actions and how this might be
reflected in the Trust’s narrative with the CQC. At the May Board Mr
Byrne had stated that he anticipated closing down the majority of the
actions by the end of Quarter 2 2019/20.
Mr Byrne’s report was divided into sections covering the:
2018 CQC Action Plan
Of the thirty nine ‘must do’ actions, it was Mr Byrne’s assessment that
thirty had been met, in that evidence was in place to indicate that a
comprehensive action plan was in place to achieve the action required
by the CQC and a process was in place for on-going monitoring. A
summary was set out in Appendix 1 to Mr Byrne’s report.
Mr Byrne had determined that five of the remaining ‘must do’ actions
had been partially met. His report defined ‘partially’ met and detailed
each action and the basis for his assessment.
Four actions remained outstanding and had not been met in that there
was insufficient evidence to indicate a level of action or performance
improvement that would satisfy the closure of the action required by
the CQC. These four actions related to the Trust’s position against NHS
Constitutional standards and Mr Byrne’s report detailed these.
Diagnostic Imaging re-inspection, December 2018
Mr Byrne’s report set out a position statement against the three specific
‘must do’ actions and one outstanding action from a previous
inspection. The management of the action plan against the Section 29A
Warning Notice was monitored weekly, with updates to the CQC each
month.
CQC IR(ME)R Inspection 2018
As previously reported to the S&QC and to the Trust Board,
confirmation was received from the IR(ME)R Inspection Manager in
April 2019 that she was satisfied with the actions taken to address the
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recommendations and the file had been closed.
Pharmacy re-inspection, December 2018
Seven ‘must do’ actions were raised by the CQC and these were detailed
in Mr Byrne’s report. Of these, two (numbered 3 and 5 in Mr Byrne’s
report), whilst being actioned and having clear plans in place, would
require a lengthy period of time to address. Governance arrangements
for monitoring progress were detailed. Professor Kay stated that she
had been invited to join the Pharmacy Board and she felt that sound
progress had been made.

D
R
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Inspection of Emergency Department, April 2019
Three ‘must do’ actions resulted from this inspection. These actions,
and the management of them, were detailed by Mr Byrne’s.
Finally, Mr Byrne referred the Board to the next steps set out in his
report, including the ongoing review of quality governance processes
and the Committee framework within and above the Trust’s Care Groups
to strengthen alignment. He invited questions.
Ms Thistleton and Professor Hayden assessed Mr Byrne’s report as clear
and helpful and thanked him for it. The Chairman felt that the Board
Mr
could take significant assurance from Mr Byrne’s assessment.
Warren appreciated Mr Byrne’s approach of seeking greater
departmental ownership and responsibility.
Mr Baber gave a positive operational update on the Pharmacy senior
staffing issue discussed at the S&QC in June.
There were no further questions or comments.
The Board noted the CQC Report.
68/19

National Inpatient Survey Results 2018
Mr Byrne presented the highlights from this national survey, undertaken
by Quality Health and covering the period September 2018 to January
2019. The sample was 1,250 consecutively discharged inpatients, who
had spent at least one night in hospital. In summary:
•

Ratings for the majority of questions had remained stable from
the 2017 survey, with a consistent upward trend relating to the
quality of food, patients’ confidence in staff treating them, the
provision of information and aspects of discharge planning.

•

Sixteen questions benchmarked the Trust in the bottom 20%
nationally.
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•

Four questions benchmarked the Trust in the top 20% nationally
and related to discharge planning, research and interaction with
non-clinical staff.

There were twenty five recommendations arising from the interim
report from Quality Health. For some of these the Trust had already
commenced work streams resulting from engagement projects and
intelligence from wider quality governance topics. Work streams
covering reducing noise at night, take home medications, a model ward
project on Monkswell and multidisciplinary handover on Hexworthy
ward were ongoing, with oversight of progress reported through the
Patient Experience Committee.

D
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Professor Hayden noted that 97% of respondents to the survey were
from white British ethnic groups and were, predominately, from the 55+
age group. She asked how the Trust could improve the response rate
from under-represented groups. Mr Byrne was not aware of any case
mix judgements; it was important that the Board did not rely on this one
survey alone and that it considered other sources of evidence in forming
a view.
The Board noted the report.
69/19

Seven Day Hospital Services

Dr Hughes’ report set out progress, in the form of a self-assessment,
with the work of the 7 Day Working Project Group, established to
oversee compliance with the four priority national standards (in a suite
of ten national standards) for seven day working by March 2020.
Dr Hughes reported progress with Standards 2 (time to first consultant
review) and 5 (diagnostics) which now rendered the Trust compliant.
The Trust remained compliant with Standard 6 (24/7 access to
emergency interventions). The Trust was not yet compliant with priority
standard 8 (ongoing review).
Organisations were now also required to monitor their progress against
the six remaining standards (1, 3, 4, 7, 9 and 10) and Dr Hughes’ report
set out an overview of the current position.
The Board could expect a further update later in the year.
The Chairman welcomed progress and invited questions. There were
none.
The Board noted the report.
70/19

Creating a Healthy Culture
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Mr Keith’s report set out an overview of the mechanisms in place to
highlight areas within the Trust with cultural/people concerns and the
processes in place to understand the issues, co-ordinate action in
response and provide governance.
Mr Keith stated that the group previously established to lead on culture
issues, the Culture, Learning, Leadership and Engagement Group, had
been disbanded and consideration was being given to re-establishing a
forum for cultural oversight following the facilitated session to which
Ms Thistleton had updated the Board earlier in the meeting.

D
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It was proposed to adopt and adapt NHSI’s cultural dashboard for use in
this Trust. Ms James stated that there would be an opportunity to
discuss this dashboard at a Board Development Session to ensure that
no perspective was lost.
The Chairman invited comments. There were none.
The Board noted the report and supported the proposal to establish a
cultural dashboard.
71/19

People First update

Mr Thomas and Mr Best gave a presentation on this initiative and the
types of projects that it was being used to drive.
Ms James stated that the Trust had been recognised nationally for its
progress and would be hosting a Guiding Board event in September.
At its Board Development Session in August, the Board would learn
more about People First through ‘go see’ sessions across the Trust.
72/19

Any other business

There was no other business.
73/19

Key Actions for Committees and Executives
Not discussed but as identified in these minutes.

74/19

Items for information
The Board received the following papers for information and assurance:
A. Peninsula Clinical Services Strategy Initiation Document.
B. Operational and Financial Plan 2019/20.
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C. Learning Disabilities Annual Report.
D. Draft Safety & Quality Committee minutes, June 2019.
E. Draft Human Resources &
Committee minutes, June 2019.

Organisational

Development

D
R
A
F
T

F. Draft Audit Committee minutes, May 2019, Annual Report 2018/19
and Terms of Reference. The Board noted the Audit Committee
Annual Report approved the Committee’s Terms of Reference.
There was no further business and the meeting closed at 1.40 pm.
75/19

Date of next meeting

Friday 27 September 2019.
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Executive Actions Register (EAR)
Ref.
Date
1702
26-Jul-19
1703

26-Jul-19

1704

26-Jul-19

20 September 2019

Source
Trust Board
(Public)
Trust Board
(Public)

Theme
Patient Story

Action
Feature LD at September Board.

Lead
Lenny Byrne

IPR

Trust Board
(Public)

STP work on
population health
management

Exec team to consider indicators of impact of objective to admit 7 fewer Jo Beer/Kevin
frail elderly per day on this group of patients and include these indicators Baber
in IPR (minute 63/19, page 7).
In association with Action 1703 above, send briefing to Board on STP work Ann James
on population health management (minute 63/19, page 7).

Date Due
06-Sep-19



Status
Complete

Comments by action holder
Derriford User Group presenting 'Reasonable
Adjustments' patient story at September Board.

06-Sep-19

Complete

Indictors to be included in the IPR.

09-Aug-19

Complete

Update to be given as part of CEO report
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The purpose of this report is to update the Trust Board on key national, regional
and local developments with a view to setting the context for the strategic and
operational priorities for the Trust.
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Approval
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Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

Create Sustainable Future








Executive Summary
Background

This report provides information on important issues and key developments from a national,
regional and local perspective. This includes regulatory issues from NHS England, NHS
Improvement and the CQC, key developments in our local health and social care system and an
overview of key issues specific to University Hospitals Plymouth NHS Trust.
Headline messages
 NHS England and NHS Improvement have recently published the NHS Oversight Framework
for 2019/20. It outlines the joint approach the two organisations will take to oversee
organisational performance and identify where commissioners and providers may need
support. Most fundamentally, the framework introduces a much stronger focus on health and
social care systems.
 The CQC has published the result of its National Inpatient Survey looking at the experiences of
76,668 people who were discharged from an NHS acute hospital in July 2018. The CQC
reports that most results have either slightly declined since last year or remained static.
University Hospitals Plymouth NHS Trust has been categorised as ‘about the same’. A more
comprehensive report on our detailed results will be presented to the Safety & Quality
Committee.
 We are continuing to focus a significant amount of our time and effort in developing and
maintaining a healthy culture. This report includes some of the recent work that has been
undertaken to engage staff on our cultural journey.
 Significant progress has been made in recruiting clinical staff to help alleviate some of the
significant pressures facing our teams on a daily basis.

 University Hospitals Plymouth NHS Trust has been ranked as first in the NHS Improvement’s
most recently publicised National Procurement League Table.
Quality Impact Assessment
There are no direct quality implications associated with this report.
Financial Impact Assessment
There are no direct financial implications associated with this report.
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Regulatory Impact Assessment
The report includes a number of references to regulatory requirements.
Equality and Diversity Impact Assessment
There are no direct equality and diversity issues associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the information contained within this report and seek clarification on any
of the issues highlighted.
Next Steps
The issues highlighted in the report will be taken forward as appropriate by the Chief Executive,
Executive Directors and the Trust Management Executive (TME).
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DETAILED REPORT
Trust Board

September 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.

Introduction

1.1

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

2.

Understanding the national context and external environment
NHS Oversight Framework for 2019/20

2.1

NHS England and NHS Improvement (NHSE/I) have recently published the NHS
Oversight Framework for 2019/20. It outlines the joint approach the two organisations
will take to oversee organisational performance and identify where commissioners and
providers may need support. This new framework replaces the provider Single
Oversight Framework and the clinical commissioning group (CCG) Improvement and
Assessment Framework (IAF).

2.2

This represents a new approach to oversight setting out how regional teams review
performance and identify support needs across sustainability and transformation
partnerships (STPs) and integrated care systems (ICSs). The changes are
characterised by several key principles:
 NHS England and NHS Improvement teams speaking with a single voice, setting
consistent expectations of systems and their constituent organisations.
 A greater emphasis on system performance, alongside the contribution of
individual healthcare providers and commissioners to system goals.
 Working with and through system leaders, wherever possible, to tackle problems.
 Matching accountability for results with improvement support, as appropriate.
 Greater autonomy for systems with evidenced capability for collective working and
track record of successful delivery of NHS priorities.

2.3

Other key features of this framework that the Board may wish to note are as follows:
 NHSE/I are aligning their operating models to support system working. 2019/20
will be a transitional year, with NHSE/I regional teams coming together to support
local systems. The existing statutory roles and responsibilities of NHSE/I in
relation to providers and commissioners remain unchanged. However, these
roles and responsibilities will be carried out by working with and through system
leaders where possible.
3
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 Four metrics have been added to the set used to identify issues at providers.
These are based on the annual NHS Staff Survey and cover bullying and
harassment, teamwork and inclusivity. This aspect will be developed over the
course of 2019/20, and will include exploring metrics beyond the staff survey.
Those organisations that most need it will begin to receive support via NHSE/l's
culture and leadership programme.
 Regional directors (RDs) and their teams will lead on system oversight, working
closely with organisations and systems and drawing on the expertise and advice
of national colleagues.
 In line with the move to greater autonomy for better performing local systems,
oversight arrangements will reflect both the performance and relative maturity of
ICSs. In 2019/20 it will be for regional teams to determine the level of oversight
that best meets their assurance needs.
 The specific dataset for 2019/20 set out in the Oversight Framework broadly
reflects existing provider and commissioner oversight and assessment priorities.
They are split by their alignment to priority areas in the NHS long term plan.
Where appropriate these will be aggregated across system level and are likely to
be complemented by purpose-built system metrics.
 Regional teams will use data from these metrics as well as local information and
insight to identify where commissioners and providers may need support. The
regional team will involve system leads in the process of considering why the
trigger has arisen and whether a support need exists.
2.4

For our part, we will continue to work in an open and purposeful way with both our
regulators and our partners within the wider health system to secure improvements in
the quality of services provided to the people we serve. I will ensure that the Board
continues to be briefed on any key developments in respect of this new framework.
CQC Adult Inpatient Survey

2.5

In June 2019, the CQC published the result of its National Inpatient Survey. This
survey looked at the experiences of 76,668 people who were discharged from an NHS
acute hospital in July 2018. The CQC reported that most results have either slightly
declined since last year or remained static.

2.6

Positive findings from the survey were as follows:
 Relationships with the medical and nursing staff are usually positive although
there is a small decline compared to last year. For example, patients reported that
overall, doctors and nurses answered their questions in a way they understood.
 Trust in doctor and nurse is high, although declining slightly compared to last
year.
 Fundamental needs of most patients are being met in terms of food, hydration
and rest.
 The proportion of patients reporting being given enough privacy when being
examined or treated continues to be very high.
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2.7

Areas in need of improvement were identified as follows:
 Patients are reporting poorer experience when it comes to the integration of their
care.
 Patients are reporting that they are waiting too long at admission and longer than
previous years at discharge.
 At the time of being discharged, significant numbers of patients were unsure
about their situation. This includes not being given appropriate information about
their care after leaving the hospital, and not receiving enough notice.
 Significant numbers of patients reported not being sufficiently involved in
decisions regarding their care and treatment.
 Certain groups of patients consistently reported poorer experiences of their time
in hospital, including patients with a mental health condition, younger patients
(aged 16 to 35) and patients who were admitted in an emergency.

2.8

In terms of feedback for individual organisations, each trust has been assigned one of
five bands: ‘much worse than expected’, ‘worse than expected’, ‘about the same’,
‘better than expected’ or ‘much better than expected’.

2.9

The Trust Board may wish to note that University Hospitals Plymouth NHS Trust has
been categorised as ‘about the same’ and that a more comprehensive report on our
detailed results will be presented to the Safety & Quality Committee.

3.

Influencing the local health and social care system

3.1

The Trust continues to work with partner organisations through the Devon
Sustainability & Transformation Plan (STP) to provide high quality care. The latest STP
briefing is attached to this report for the Board’s information (Appendix 1) and cover the
following key areas:
 Developing Devon’s Long Term Plan.
 Integrated Care Model (ICM) arrangements.
 Peninsula Clinical Services Strategy.
 Prevention.
 Better Births.

3.2

I will provide the Trust Board with a verbal update on the most recent system
developments at the meeting.

4.

Leading our organisation
Shaping an ambitious strategy
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4.1

The Board has been developing a revised strategy which will set out the framework for
the Trust for the next five years and span a broad range of the Board’s aspirations, as
well as the Trust’s civic responsibilities. It will reflect the Trust’s place in the city and its
ability to influence, particularly on education and training with local universities, while
maintaining flexibility towards new developments such as Primary Care Networks
(PCNs).

4.2

Whilst the full strategy is in the process of being finalised, we have been working hard
to communicate our agreed strategic direction and our immediate priorities to the wider
organisation as illustrated below.

4.3

We will continue to engage our staff and other stakeholders to ensure that our strategy
is owned and understood by everyone and embedded in all that we do.
Developing a healthy culture

4.4

We recognise that developing and maintaining a healthy culture lies at the very heart of
our ability to provide great care to our patients and an inspiring place to work for our
staff. It is with this in mind that I thought it would be helpful to update the Board on just
some of the recent work that has been undertaken to engage staff on our cultural
journey, as follows:
 Pulse Survey: Our Pulse Survey continues to provide feedback about what’s
working well and what could be better. This quarterly survey asks eight questions
about what it’s like to work here and gives a ‘temperature check’ about how
people are feeling throughout the year and whether things are improving. The
results, when available, will be shared with Care Group Managers and the
People & Culture Committee.
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 Freedom to Speak Up Guardian Role: The role of the Freedom to Speak Up
Guardian (F2SUG) is incredibly important as they impartially and objectively
support all staff within our organisation to raise any concerns that they may have,
helping support the organisation to become a more open and transparent place
to work. The Board may wish to note that we are looking to appoint additional
Freedom to Speak Up Guardians (F2SUGs) to join our current team.
 People Strategy: The NHS recently published an Interim People Plan, which is
the national strategy for improving both the supply of the current and future NHS
workforce, but also for improving the quality of the experience of the 1.3 million
staff already working in the service. The Director of People is using this as an
opportunity to refresh our People Strategy. In doing this he is engaging with trade
unions and colleagues across the Trust.
 Equality, Diversity and Inclusion: UHP values the principles of inclusivity and
equality and we have developed a draft Equality, Diversity and Inclusion (EDI)
Framework 2019-2021 (Appendix 2), which supports our Trust vision to provide
outstanding integrated care. This will be finalised as part of our People Strategy
refresh, supporting UHP as a preferred employer for talented people, where
difference is welcome and embraced. This commitment has driven improvement
over the last few years. For example, we have enriched our leadership
development with a particular focus on inclusive leadership; our values based
recruitment and selection training now incorporates unconscious bias awareness
and the benefits of diversity and flexible working and we have launched the NHS
rainbow badge initiative, which was created to make a positive difference by
promoting a message of inclusion and giving colleagues a way to show that UHP
offers open, non-judgemental and inclusive care for patients and their families
who identify as LGBT+. Additionally, a new service for adults with autism was
recently launched to provide advice and education for people with autism, carers
and colleagues with the aim to support people and promote positive healthcare
outcomes. Our aim for the next two years is to build on this progress, focussing
on our priority areas of challenge and further shaping our Framework into 2021
and beyond, through engagement and collaboration with external diverse
networks and the development of UHP colleague networks.
 People & Culture Committee: The People & Culture Committee (formerly
known as the Human Resources & Organisational Development Committee) has
been revisiting it seeks assurance on workforce issues. It is proposing to
introduce more opportunities to ‘see’ as well as to ‘hear’ about the key successes
and challenges faced by staff on a daily basis. This is very much work in
progress, but aligns with our People First principles.
Supporting our staff
4.5

I am pleased to report that some significant progress has been made in recruiting
clinical staff to help alleviate some of the significant pressures facing our teams on a
daily basis. We have appointed 140 newly qualified staff who are starting to join wards
and other departments. A small team have also been involved in supporting
international recruitment activities. In total we have 132 registered nurses appointed to
date, with further interviews to come, the first cohort of 20 recruits start work on some
of our wards in September, with another 16 arriving in October and again in November.

7

Item 5

4.6

We have also been working on international recruitment for medical capacity and have
appointed a total of 11 F1/F2 doctors who will start to join us from September, with a
further cohort to be recruited in partnership with the GMC and NHS Professionals. We
are working hard to ensure that we are able to properly welcome and support all of
these new recruits in order that they have a great experience and hopefully choose to
stay for the long term.

4.7

The Director of People will provide further information on this as part of his update on
the Integrated Performance Report.

4.8

To help inform the current work underway on recruitment to critical frontline areas, the
NHSI ‘Developing Workforce Safeguards’ publication sets out a series of
recommendations for NHS Trusts to meet in respect of the consideration, assessment
and monitoring of safe staffing levels.
This takes into account guidance from the National Quality Board and states that
providers:
•

Must deploy sufficient suitably qualified, competent, skilled and experienced staff to
meet care and treatment needs safely and effectively

•

Should have a systematic approach to determining the number of staff and range of
skills required to meet the needs of people using the service and keep them safe at
all times

•

Must use an approach that reflects current legislation and guidance where it is
available

As discussed previously at Trust board, this will then be incorporated into an annual
governance statement ensuring staffing processes are safe and sustainable.
Whilst work around fully evidencing these requirements is still in progress, the Trust is
addressing this requirement through three key lines of work:
•

The latest nursing establishment review is pivotal in ensuring we have the correct
numbers and types of nurses and support roles staffing our clinical areas. The
outputs from this will drive the nursing element of the safeguard assurance.

•

Developing an effective in-depth long term transformational workforce plan that is
updated annually. Work is currently underway with both NHSI and Health
Education England, working alongside our Care Groups and Service Lines to
support the development of a robust Trustwide long term workforce plan that
delivers safe, quality care for all areas of the Trust.

•

Within the medical staff group, senior medical clinicians within specialties and care
groups are drawing together professional body and Royal College guidance and, in
light of professional judgement, developing robust staffing number models for their
areas. This is imperative as the medical staff group lack the staffing models and
tools that have been developed nationally for other staff groups e.g. Safer Nursing
Care Tool, Safecare rostering etc.
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Care Quality Commission Inspection
4.9

The Trust Board will be aware that the Care Quality Commission (CQC) has recently
conducted an inspection of our medicine, surgery, imaging and maternity services.
They have also completed a ‘well-led’ inspection looking at our overarching
arrangements for managing the services we provide and will include consideration of
our vision, strategy & culture, our leadership capacity & capability, how we engage and
involve staff & patients and our overall approach to learning and improvement.

4.10 It will be a little while before we get the feedback report, but many of our staff have
taken the time to talk to the inspectors and show them what they do. On behalf of the
Trust, I would like to express my sincerest thanks to them for taking the time to talk so
openly and proudly about their work and the local improvements they are making for
the benefit of our patients.
National Procurement League Table
4.11 It gives me great pleasure to inform the Board that University Hospitals Plymouth NHS
Trust has been ranked as first in the NHS Improvement’s most recently publicised
National Procurement League Table. The Procurement League Table is an
assessment of the relative performance of procurement departments in non-specialist
NHS acute providers. It highlights where there are opportunities for improvement and
which providers are setting an example, helping others identify improvement
opportunities.
4.12 The Trust’s procurement team plays a critical role in maintaining the supply of essential
goods and services without which we would not be able to provide any of our services
to patients. The fact that they have been ranked at the top of this national league also
means that we are making excellent use of our resources in supplying and procuring
these goods and services on behalf of our clinical teams.
4.13 I am sure that the Board will wish to join me in congratulating Andy McMinn, Chief
Procurement Officer, and his team for this tremendous achievement.
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Monthly STP Update Report for Boards, CCG Governing Body and
Cabinet meetings of Devon STP partner organisations
Date
June 2019

Introduction
The purpose of this regular report is to:




Provide a monthly update that can be shared with Governing Bodies, Board
and Cabinet meetings across STP partner organisations.
Ensure everyone is aware of all STP developments, successes and issues
in a timely way.
Ensure consistency of message amongst STP partner organisations on
what has been endorsed at the Programme Delivery Executive Group
(PDEG), in which all partner organisations in the STP are represented.

Content
This is the 13th monthly STP Update Report. It covers developments from the
Strategic PDEG meeting held on Friday, 21 June 2019.
The items covered in this Update Report are as follows:
1.
2.
3.
4.
5.

Developing Devon’s Long Term Plan.
Update on the Integrated Care Model (ICM) arrangements.
Peninsula Clinical Services Strategy.
Prevention.
Better Births.

1. Developing Devon’s Long Term Plan
PDEG discussed the process for developing Devon’s response to the NHS Long
Term Plan (LTP). Published in January 2019, the LTP outlines how the NHS needs to
change to address the key pressures faced by staff, maximise the use of resources
and accelerate the redesign of patient care.
Devon, as for all systems, will be required to produce a 5-year plan to address the
three key aims of improving the experience of care, improving the health and wellbeing of the population and improving cost effectiveness.

As part of this planning process, each system is expected to:







Involve local communities and delivery partners in its development.
Use evidence of population need to inform priorities and targeted action.
Build upon the system existing agreed plans and strategies.
Define how outcomes will be delivered and how local and national good
practice initiatives will be adopted consistently across the system.
Outline how financial stability and sustainability will be achieved.
In addition, the system response will need to evidence progress to date and a
plan towards becoming an Integrated Care System by April 2021.

The development of the Devon Long Term Plan will be managed through existing
STP forums where possible. An additional meeting of the Directors of Strategy (or
equivalent) from each organisation in the system has been convened on a fortnightly
basis to ensure organisational and local inputs, to discuss progress and review draft
outputs that contribute to the plan.
The final draft of the plan will be developed through this meeting for approval by
PDEG, Collaborative Board and statutory organisations prior to publication. The
Directors of Strategy are currently reviewing organisational input into the various STP
work streams to ensure representation across the system in relevant areas, this will
include strengthening clinical engagement in the work as necessary.
Updating the evidence base and ‘case for change’
Work has commenced to update our understanding of population need, analyse
projections of future demand for health and care services and refresh the case for
change.
System Leaders workshop
In June, the Collaborative Board supported the proposal for a system leaders’
workshop to:






Recognise progress as well as intractable issues.
Agree our refreshed case for change and system opportunities including the
financial forward view.
Enable a common understanding of national must do’s and our local
challenges.
Affirm our vision, whilst also agreeing the difficult decisions the system will
need to address in delivering Devon’s Long Term Plan.
Agree on what this means for delivery at system, locality, place / local
communities

It is proposed that organisations nominate three representatives each to attend the
workshop on 19 July 2019.

Engagement
A significant amount of engagement has already taken place in the Devon system in
the last 2-3 years. Any gaps in existing engagement relating to LTP deliverables will
steer engagement over the summer. The engagement is planned to start on 11 July
2019. This date has been chosen as it fits with the launch of the prevention/wellbeing engagement by Health and Well Being Boards. Work will be undertaken on
giving the LTP engagement a recognisable brand/identity and a shared place to
direct comments i.e. Twitter hashtag, online survey etc.
The engagement approach is as follows:
Tier 1 – strategic, county-wide engagement
This will include:
(i) Use of our new digital ‘Citizen’s Panel’, made up of around 1,700 members of the
public (totally representative of the population of Devon). The two proposed themes
will be:
o “How do we keep/encourage the digitally enabled to use our services?”
o “How do we better support children and young people with mental
health challenges?”
(ii) A survey of all Patient Participation Groups (PPGs) in Devon. Proposed theme is:
o “What can we do to help people improve their own health. For the
elderly, how can we help them to stay independent and in good health
in their own home or care setting?
(iv) Work with hard-to-reach groups and those who are seldom heard.
Tier 2 – Localities (led by four Local Care Partnership (LCP) areas)
Localities will engage on specific themes that are locally determined and reflect the
specific local population need or challenges in the health and care system. Each LCP
will be given the case for change, which they will adapt with their own local
information and priorities. They have been asked to consider the following key
stakeholder groups as part of their planned engagement activities:






Councillors/districts/MPs.
Local specialist groups i.e. One Northern Devon, East Devon Forum,
Okehampton etc.
Disease specific groups.
PPGs.
Local key players/public/patient and campaign groups.

In addition, engagement with staff will be should be facilitated across each LCP to
enable staff in all Trusts, the CCG, each LA and with the STP Partnership Forum to
contribute.

2. Update on the Integrated Care Model (ICM) arrangements
The Integrated Care Model has been identified as one of the priority work programme
for the STP and forms a core element of the system Operating Plan for 2019/20.
The Integrated Care Model blueprint was approved by PDEG in November 2017. It
provides a set of guiding principles that underline the way we work to deliver personcentred coordinated care, as well as critical success factors for delivery at LCP level.
Key elements are:







Connecting people with things that help them live healthy lives.
Supporting people to stay well and independent at home.
Proactively avoiding dependency and escalation of illness.
Connecting people with expert knowledge and clinical investigation.
Easy access to urgent and crisis care.
End-of-life care embedded at all levels.

The ICM blueprint was devolved to localities to deliver in 2018 with each locality
taking actions forward in alignment with existing locality structures and priorities.
However, during the development of the Operating Plan for 2019/20, it became clear
that the ICM was needed to drive change at a much faster pace and that it would be
key to the reduction in demand for urgent care services.
This has necessitated the introduction of a rigorous and robust approach to
managing the programme of work with nominated Chief Executive sponsorship and
the establishment of an Executive Steering group comprising the Executive Leads in
each LCP and subject matter experts from mental health, social care, primary care,
finance and commissioning.
The Executive Steering Group has met to agree the core priorities and critical
success factors for delivery with a focus on impact and pace and scale of delivery.
The priorities have been identified as:





Risk stratification to inform population health management:
o Prevention focused.
o Holistic approach to working with high-intensity users.
Social prescribing and a GP-led community MDT approach:
o Voluntary and community sector involvement.
o Self-management, wellbeing coordination, care navigators, health
coaches – with a focus on multi-morbidity and high intensity users.
o Engagement with emerging Primary Care Networks.
Enhanced health in care homes:
o Implementation of national guidance.
o Trusted assessor programme to expedite discharge and reduce length
of stay.
o Medication in care homes, red bags, dementia and end-of-life care.

Key Deliverables
The projected growth in demand for urgent care in Devon is in excess of national
growth targets, driving higher costs and workforce pressures in our system.
Our population demographics contribute to this higher level of demand, but we are
committed to do all possible to manage this demand more effectively with better user
experience and we will work as a single Devon system to deliver this.
The ICM workstream is central to this and will be central to helping contain growth in
demand for urgent care to the same level as our best-performing sub-locality. The
‘Coastal’ area of South Devon and Torbay has a well-established integrated care
model, and forecasts 0.45% growth in demand. The team has therefore developed
the trajectories below based on every area achieving the same level of performance.
2019
NHS Devon @ Provider

UHP

NDHT

RDE

NHS
Devon

Sep

Oct

Nov

Dec

Jan

Feb

Mar

/20

Total Non-Elective Admissions - 0 LoS

-82

-87

-87

-85

-88

-74

-85

-588

Total Non-Elective Admissions - +1 LoS

-82

-85

-83

-85

-86

-80

-86

-587

Total Non-Elective Admissions

-164

-172

-170

-170

-174

-154

-171

-1175

Total Non-Elective Admissions - 0 LoS

-35

-37

-37

-36

-37

-32

-36

-250

Total Non-Elective Admissions - +1 LoS

-35

-36

-35

-36

-37

-34

-37

-250

Total Non-Elective Admissions

-70

-73

-72

-72

-74

-66

-73

-500

Total Non-Elective Admissions - 0 LoS

-69

-74

-74

-73

-75

-63

-72

-500

Total Non-Elective Admissions - +1 LoS

-72

-72

-70

-72

-73

-68

-73

-500

Total Non-Elective Admissions

-141

-146

-144

-145

-148

-131

-145

-1000

Total Non-Elective Admissions - 0 LoS

-186

-198

-198

-194

-200

-169

-193

-1338

Total Non-Elective Admissions - +1 LoS

-189

-193

-188

-193

-196

-182

-196

-1337

Total Non-Elective Admissions

-375

-391

-386

-387

-396

-351

-389

-2675

The reduction in growth for urgent care equates to an in-year cost reduction of £4.5
million, with a further £10 million reduction required for 2020/21.

Performance indicators
In addition to the financial measures, the main key performance indicators for the
ICM are listed below, the intention is to develop these to take account of learning
from progress to date and the take account of developing ICM model.
Specific numbers and targets will be agreed at LCP level with consistent reporting to
enable effective monitoring of impact.
Integrated Care

Evidence from the ICM Blueprint
There is evidence emerging from the implementation of the ICM that it can result in
changes to the pattern of service utilisation and improvements in patient outcomes
and satisfaction with services. Evidence includes:






More people cared for at home.
Reduced Emergency bed usage for people over 65.
Reduction in delayed transfers of care compared with national comparators.
Fewer people over 65 admitted to care homes as their permanent residence.
More people say they have a good social care related quality of life compared
with comparator Group.

The South Devon locality commenced implementation earlier and has seen
measurable changes in demand:








Total A&E attendances reduced by 3.7% compared with a national increase of
5.7%.
A&E attendances for over 65s reduced by 1.5% compared with a national
increase of 13.8%.
Total bed days reduced by 21.2% compared with national reduction of 2.1%.
Bed days used by over 65s reduced by 27.8% compared with national
reduction of 2%.
Outpatient attendances reduced by 3.5% compared to a national increase of
10.9%.
Outpatient attendances for over 65s reduced by 0.9% compared with a
national increase of 13.2%.
Improve self-management as measured by Patient Activation Measures
(PAM).

Programme Governance

Further development of the ICM Blueprint
The ICM blueprint was developed at a point in time and it is our intention to
incorporate further developments in integrated care into the model. The scope of the
ICM Blueprint is vast, with crucial interdependencies with other workstreams. In order
to ensure sustainable and transformative change, it needs to be embedded into the
other transformation work including primary care networks, urgent care, mental
health and prevention.

3. Peninsula Clinical Services Strategy (PCSS)
Senior clinical leaders from across Cornwall and the Isles of Scilly and Devon
continue to progress the work to develop a Clinical Services Strategy for both
counties.
A project initiation document has been shared with all trusts, and the two CCGs in
Devon and Cornwall.
The document sets out the purpose, objectives and approach for the Strategy
development and is currently being considered by each of the partner organisation’s
boards to ensure awareness of and support for the work of the PCSS. This is
expected to be completed shortly.
The PCSS Leadership Group includes Trust Medical Directors and Chief Operating
Officers and senior commissioners from both CCGs and NHS Specialised
Commissioning and over the past two months this group has undertaken a risk
assessment of the key service delivery challenges across the Peninsula. The result
of this work is being presented to our system leaders for consideration and approval
to proceed to more detailed service-specific work. The outcome of this process will
be communicated to staff and key stakeholders week commencing 15 July 2019,
including how to engage with and provide input to this early phase of the Strategy.
Scope of the Strategy


The Peninsula Clinical Services Strategy is clinically-led and focuses on
hospital-based physical health services. It takes into account of the
contribution of and impact on mental health, primary care and community
services where there are critical clinical interdependencies, fully engaging
these services when redesigning models of clinical care for optimum service
delivery and outcomes.

Vision for the Strategy


Providing safe, high quality, affordable clinical care which provides equitable
outcomes and timely access for the people of Cornwall and Devon through a
sustainable network of local and specialist services that will attract and retain
the high calibre workforce we need.

Engagement and Involvement
•

This work is a key element of our STP response to the NHS Long Term
Plan and public engagement on the Strategy will be part of the wider
engagement process for both STP’s Long Term Plan. The PCSS
Leadership Group is committed to an inclusive process, and will seek
input from subject experts across hospital, community, general practice
and user experience as the work of the Strategy progresses.

4. Prevention
The NHS Long Term Plan made a clear commitment to evidenced-based prevention
and early intervention, a commitment which has been reinforced by our local system
which has identified prevention as one of the five STP priorities. There has been
agreement to spend a proportion of our growth monies in this area and submit a plan
which confirms and builds upon this.
In March 2019, PDEG agreed that in Devon we would:
i.

ii.

iii.

Ring-fence £2 million of CCG growth allocation to invest in preventative
projects with that sum principally focused on primary prevention and the
priorities that have been set by the STP Prevention Working Group.
Seek additional three-to-four large scale interventions that would have
substantial in-year financial impact on the system with the focus aimed at
driving the spread and implementation of prevention and self-care initiatives so
that benefits can be achieved rapidly.
Seek to increase the investment in prevention year on year.

In relation to item ‘i’ above (£2m primary prevention projects), following a prioritisation
process the £2 million was agreed to be spent on the projects below:

In relation to item ‘ii’ (large scale projects with in-year financial impact), the decision
was taken not to proceed with these proposals at this stage because of the
challenging system financial position. However, some projects would be developed
further for consideration in future years and, in parallel, discussions would take place
about how we might support preventative projects where the financial payback
exceeds 12 months.

5. Better Births
Over 12,000 babies are born in Devon every year. Parents, siblings and health
professionals all play a big part in a baby being born. It is important that people have
the opportunity to share their experiences, good or bad and that we continually learn
from those.
Over the summer of 2018, the Local Maternity System (LMS), consisting of health
and care organisations, undertook 8 weeks of intensive engagement to gather the
thoughts, experiences and views of over 2,700 parents about births in Devon.
The engagement utilised online forums – such as M
umsnet and Facebook – as well as events with parents and parents-to-be – and
explored the recommendations of NHS England’s Better Births review. This national
review focuses on personalised care, continuity of carer, postnatal and perinatal
mental health care, digital records and the wider planning of maternity services.
The final report was presented to PDEG and it has now been published.
The main themes and findings in the report are as follows:






Choosing where to give birth was a key topic of conversation. Depending on
where people live in Devon choices are varied and, in some places, limited.
People who opted for home births liked the less clinical environment, finding it
less stressful. However, information was limited early on in pregnancy and
often hospital birth was presented as the default option. There was not enough
information, advice and reassurance about the safety of home births which
many women would have found helpful. Those who opted to birth in a
Freestanding Midwifery-Led Unit (FMU) liked the in-between option of hospital
and home. The units were also seen as a great place for postnatal support
and care but currently under utilised. Those who did not choose an FMU said
they had concerns over safety. People wanted to be closer to the main
hospitals in case anything went wrong. They did not want to take the risk of
having to be transferred during the birth, from an FMU to a main hospital for
further interventions. Choosing to labour at, or close to one of the four main
hospitals, came down to safety and necessity. Those who opted for this did so
because of the reassurance it brings, to be closer to clinicians if they needed a
higher level of care. For some, the choice was taken away from them because
of a specific health need which dictated this as necessary.
Continuity of care: The people who look after women during pregnancy,
labour and after the baby is born is very important to women and their families.
Familiarity, reassurance and a ‘friendly face’ helps guide them through the
journey. Women want to see the same health professionals, to build rapport
and feel that the person caring for them knows them and their baby. Where
this did not happen, women reported having difficulties later in pregnancy or
health complications that were not picked up. This often happened to women
who lived in very rural areas and fell between different health providers. Most
mums said that they would prefer to see the same midwife/health visitor.
Information and practice: Those who lived in very rural areas felt they often
got missed or ‘slipped through the net’. They were often missed for









appointments, overlooked for postnatal check ups and had limited access to
support i.e. breastfeeding. Often the advice they got was conflicting as they
did not see the same health professionals.
Breastfeeding and support for feeding were identified as a priority area.
Those who experienced difficulties also reported conflicting advice and
information and lack of one-to-one support. Women described the pressures
associated with breastfeeding and levels of expectation placed on them. Many
attributed this as a key factor in developing postnatal mental health difficulties.
Many people felt antenatal classes were missing a real opportunity. The
information was often deemed unhelpful or not relevant. They were described
as limited for women with more than one baby and lacked specificity for
teenage mums. Women who were not first time mums felt it was often
assumed they knew what to do. They felt something was needed for them as a
group, especially for those who have had a significant gap between
pregnancies.
The quality of care that women and families receive was felt to be “good”
overall. However, where care could be improved was in relation to shared
decision making, parents want to be more involved in decisions concerning
them and their baby. For babies that require specialist or onward care this was
cited as extremely important, as parents are very anxious. More information
and support is needed for those struggling with mental health pre and post
birth (note: this engagement was conducted before the opening of the new
specialist mother and baby unit in Exeter).
Postnatal care: People expressed concerns about the lack of postnatal
support and peer-to-peer opportunities in the community. Many cited the
reduction of groups in children’s centres and the impact of this on wellbeing,
mental health and resilience of parent groups.
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Equality, Diversity and
Inclusion Framework 2019/20

DRAFT

Our Aims

Our Vision
Engagement

We will create an environment that values difference and fosters an inclusive
workplace culture where colleagues from all backgrounds can give their best,
are treated fairly, are valued for their contributions, and can progress in their
careers.

We aim to talk openly
and honestly and we
will actively listen with
compassion to shape
our future together

We will develop and provide services that are fully inclusive and accessible to
all, promoting equality and tackling health inequalities.

Principles to Support the Vision:
•
•
•
•
•
•
•

Cultivate and promote an inclusive culture that maximises the talent, skills
and diversity within our workforce in line with our People Strategy
Operate with integrity, respect and empathy towards all people
Develop an environment that allows inclusion to flourish, to become part
of everyday practice and be everybody’s business
Anticipate the needs of people who use and work in our service, ensuring
it is accessible and individual to their requirements
Ensure there are visible governance and reporting arrangements which
provide robust assurance
Work collaboratively with internal and external groups and organisations
which supports an environment to enhance our collective intelligence
Embed opportunities to listen to what people want from our services

Image
Flexibility

Inclusivity

We strive to meet the
aspirations of people by
understanding their
needs and wrapping
what we do around
them.

We want everyone to
feel able to be
themselves and
celebrate their
differences.

Areas of Focus
Improve the workplace
experience and career
progression of BME
colleagues as well as
other protected groups

Increase diversity at
all levels of the
organisation

Develop and foster
internal and external
networks to shape our
improvement plans

Facilitate, celebrate and
encourage
flexible and agile working

Reduce our Gender and
Ethnicity Pay Gap

Working to eliminate
discrimantion, bullying
and harassment

Improved governance
framework for EDI
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Trust Board
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Subject

Our Strategy - Healthier Lives: Making a Difference

Prepared by

Ann James, Chief Executive

Approved by
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Ann James, Chief Executive

Purpose
The purpose of this report is to present to the Trust Board the Trust’s strategy for Decision
Approval
approval.



Information
Assurance

Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

Create Sustainable Future








Executive Summary

Engagement on the Trust’s strategy began in late 2018 with staff engagement sessions, continuing
through January and February 2019 with Board workshops and further staff engagement sessions
to develop both the high level vision and purpose (to make a difference) along with key strategic
areas of focus. Significant external engagement has been used to inform the content of the
document and this is detailed in the appended Insights Report.
This strategy has been brought together with the developing People First approach and the ‘must
do’s’ in the Trust’s 2019/20 Annual Plan. It sets a direction of travel and provides clarity about the
key deliverables this year. It will enable Care Groups and Service Lines to design future services in
line with our purpose and vision. It will also help inform external relationships around the role of
UHP and integrated care within Plymouth and Western Devon.
This document lays out the importance for UHP to focus on the integration of care with the
community we serve as a district general hospital and how this local integration will support the
delivery of the tertiary services for which we are responsible to a much wider population. With the
anticipated procurement for an Integrated Care Partnership imminent, this document helps define
the UHP position both internally and externally.
Quality Impact Assessment
The strategy work sets a direction of travel and implies an improvement to quality – however
individual changes will require a specific quality impact assessment as part of any approval for that
change. Therefore a specific quality impact assessment has not been carried out.
Financial Impact Assessment
There are no direct financial implications, although the need for a different model of care will drive
investment and divestment decisions. These will need to be appraised at the appropriate time.
Regulatory Impact Assessment
There are no anticipated regulatory or legal requirements as a direct result of this strategy.
Equality and Diversity Impact Assessment
There are no expected E&D impacts as a result of this strategy, future changes may require
assessments and these will be included in those assessments.
1

Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to approve the strategy document presented.
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Foreword
Welcome to Healthier Lives, which sets out our direction of travel for the next five years.

Our ambition is simple: to support our local and regional population in leading Healthier Lives and,
when the time comes, to support them in dying with dignity in the place of their choosing with
their loved ones.
Demand for our emergency and urgent care services is rising in a way that we cannot meet under
current arrangements. People have to wait too long for planned investigations and care because our
beds and diagnostic equipment are needed by patients with urgent problems.
We have to take bold steps to work in a different way in order to safeguard our specialist and acute
services so they are available and accessible when people need them. It is also critical that we think
not just about the need in front of us today but plan for tomorrow by continuing with our highly
successful research agenda.
We live in an increasingly networked world and we recognise the role we have to play working with
others to achieve this ambition: whether those others are breastfeeding mums, support networks for
people with cancer, our colleagues in the community such as district nurses and GPs, social workers,
city planners, local schools and universities, public health specialists or the charitable sector, such
as our partners St Luke’s Hospice or local charities such as Shekinah Mission. At University Hospitals
Plymouth (UHP), we exist in a rich eco-system.
We are backing services delivered at a neighbourhood level through Primary care Networks using our
resources and expertise to support delivery as close to home as possible.
We recognise that health and wellbeing is about much more than healthcare. The wider determinants
of health – the quality of our built and natural environment, air quality, employment opportunities,
housing, education and the bonds between people in communities are some of the rich factors which
have a significant effect on our health and wellbeing.
As a hospital trust providing specialist and services for when people are acutely unwell, we recognise
that those we see and care for are patients with us some of the time and people with their own lives
all of the time. If we do our job really well, we reduce the amount of time they spend as patients and
increase the time they enjoy living their lives as individual people. And when they are patients with us,
we recognise the value of partnering with them, rather than an older-style paternal approach.

Our challenge, when faced with workforce shortages and growing demand for services on a Derriford
site that cannot expand, is to work with others in a networked way to help prevent people becoming
ill and ensuring that we are then able to provide the best possible care when they do.
We have an influential role as a major employer and research powerhouse. With more than 7,000+
employees and volunteers, we want to support our staff in leading Healthier Lives and enjoying better
wellbeing, including a better work life balance. If we care for our colleagues, they will be happier and
better able to care for others.
Our reach through our staff into the wider community is immense and influential. By focusing
relentlessly on the wellbeing of our staff, we will encourage them to be ambassadors for better
health and wellbeing with their families and in their communities. We also have a key role to play in
education – both as a provider ourselves and in our relationships with local universities.
We know from our clinical outcomes and the many compliments, notes and gifts of thanks that we
receive from patients and their families that every day, through the dedication and compassion of our
staff, we make a difference. Our stakeholders have told us clearly that our excellent clinical care and
compassionate, professional staff are our strengths.
We have to hold onto those strengths and continue making that difference against a backdrop of a
number of key challenges: financial resources are not infinite, there are national staff shortages in
critical areas and demand for health and social care services is growing.
Our approach to doing this is by working with others where we can and, providing the best possible
specialist services when only we can.
Healthier Lives sets out our approach to doing just that.
Richard Crompton				Ann James
Chair						Chief Executive
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Our context
Introduction
This document is informed by
99 the publication of the NHS Long Term Plan
99 the needs of our local population as set out in the Plymouth Plan 2017
99 and the priorities of the Devon Sustainability and Transformation Plan (STP)
99 the plans and views of our staff, our key partners, such as Plymouth City Council and GPs and
providers in the voluntary sector such as St Luke’s Hospice.
It is part of us being responsive and agile in the face of a rapidly changing health and social landscape.

Listening to people
Health and social care is nothing if not about people: those we care for, their families and loved ones,
the staff who provide care and their colleagues who support them, including a wonderful army of
dedicated volunteers.
Healthcare is funded by and belongs to us all. That’s why it is so important that our strategy, Healthier
Lives has been drawn up by our staff, with input from their colleagues, patients, groups representing
patients, our key partners including other providers and elected representatives.
We have also drawn on the views of nearly 2,000 people across Plymouth. You can read more about
the views shared with us and how they have been used to help build this strategy in the Insight
Report, attached as an Appendix to this document.
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We have taken a rounded view of what is happening in health and social care nationally, regionally
and locally, our own strengths and challenges, opportunities for working more closely with others and
future predicted trends.
We have assimilated all of this information to produce a direction of travel. This will then inform our
clinical areas, so they can draw up their future plans at specialty level reflecting the direction of travel.
This will then inform the development of our other strategies:

UHP
Strategy

Clinical Service
Strategy
Workforce

Research
Strategy

Women and
Children’s

Specialised
Services

Diagnostic
and Therapy
Services

Surgery

Improvement
and
Innovation

Digital
People

Estates
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Medicine

Quality
Finance

Communication
and Engagement

Context

Overcrowded
Derriford site

Workforce
shortages

Predicted
healthcare
trends

Key drivers

Creation of
Primary Care
Networks which
we want to
support

NHS Long
Term Plan

Digital
technology
strategy and
the opportunity
to do things
differently
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University Hospitals Plymouth NHS Trust (UHP) is the largest hospital in the peninsula. We deliver a
full range of general hospital services to around 500,000 people living in Plymouth, south and west
Devon, north and east Cornwall. We serve a diverse population with a wide variation in health and life
expectancy within which there are pockets of deprivation.
For example, in Plymouth the life expectancy gap between those living in the most deprived areas
and those in the least deprived areas remains significant; life expectancy in the most deprived areas of
Plymouth (at 78.4 years) is 4.4 years lower than in some of the least deprived areas, as shown below:

Source: The Plymouth Report 2017
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We operate at the heart of the south west peninsula providing specialist hospital services within a
wider peninsula population of more than 1.5 million. We are a teaching hospital in partnership with
the University of Plymouth and working with Plymouth Marjon University. As host to the South West
Medical Defence Group in a city with a strong military tradition, we have a tri-service staff of 200+
military doctors, nurses and allied health professionals fully integrated within the hospital workplace.
Our Chief Executive sits on the Plymouth Growth Board, is a board member of the NHS South West
Leadership Academy, Regional Chair for Talent Board and is a member of One Plymouth.
As such, we are ideally placed to support our local health and social care eco-system acting as a lead
partner, supporting new investments to ensure people are cared for as close to home as possible and
developing new collaborative practices. We provide services for patients at the following main sites as
well as through clinics at other local hospitals and care centres:
Derriford Hospital including The Royal Eye Infirmary (REI)
We offer the widest range of hospital-based services in the peninsula. Services include emergency and
major trauma, maternity, paediatrics, a full range of diagnostic, medical and surgical sub-specialties
as well as many regional specialist services such as the south west peninsula cardiothoracic services,
transplant services including kidneys and stem cells, and specialist neurosurgical services.
Minor Injuries Units
We offer urgent care for minor injuries and illness at the Minor Injury Unit Cumberland Centre as well
as at minor injury units in Tavistock and Kingsbridge.
Child Development Centre
Developmental services for young children are provided at the Child Development Centre, Scott
Business Park.
The Plymouth Dialysis Unit
Patients needing treatment for renal failure are cared for in state-of-the-art, purpose-built facilities in
Eaton Business Park.
Radiology Academy
The Plymouth Radiology Academy is the only purpose-built Radiology Academy in the world and
provides an inspirational environment in which to learn radiology.
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National context
The NHS Long-term Plan
As medicine advances, health needs change and society develops, so
the NHS has to continually move forward so that in 10 years’ time we
have a service fit for the future. The NHS Plan, published in January
2019, intends to do just that. It will give everyone the best start in life;
deliver world-class care for major health problems, such as cancer and
heart disease, and help people age well. It sets out five key changes to
the NHS service model:
• Boosting ‘out-of-hospital’ care and joining up primary and
community health services.
• Redesigning and reducing pressure on emergency hospital services.
• Giving people more control over their own health and more
personalised care when they need it.
• Digitally-enabled primary and outpatient care mainstreaming across the NHS.
• Local NHS organisations increasingly focusing on population health and local partnerships with
local authority-funded services, through new integrated care systems (ICSs).
The NHS Long Term Plan also outlines how over the next ten years there will be a focus on
improvements in:
• Maternity and neonatal services
• Services for children and young people, particularly in relation to mental health and cancer
• Learning disabilities and autism
• Adult mental health services
• Diabetes
• Cardiovascular disease (including stroke)
• Respiratory
• Cancer care
Greater collaboration
There are many references within the NHS Long Term Plan to the move towards collaboration over
competition. Working together with all of our health and wellbeing partners, including those in the
voluntary sector, we have to make best use of people’s time and the funding available to achieve the
best outcomes. We have some great partners in the peninsula, from other hospitals to local charities
such as Heartswell, the Primrose Foundation and the Shekinah Mission. By working together we
maximise impact.
Integrated Care Systems
Health and Care organisations and local authorities across Devon are working together with the aim
of becoming an Integrated Care System. This means agreeing a shared vision and collaborating more
to meet the increasing health and care needs of our population, whilst also making sure our services
are sustainable and affordable. In addition to the role within the Devon, University Hospitals Plymouth
provides services across the peninsula to communities in Cornwall and the Isles of Scilly. Delivering
highly specialist services locally ensures that people in Plymouth and the south-west have access to
sustainable specialist services as near as possible to where they live.
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Local context
Workforce
We are the largest single employer in Plymouth, employing more than 7,000 people. We are
supplemented with a committed army of volunteers, 550+-strong. This committed #1bigteam have
a significant effect on the city of Plymouth, from how they choose to travel, their spending power
and their own health and wellbeing. Our staff and volunteers are both contributors to the reality of
Healthier Lives and advocates for it.
Complex
Our structure features four care groups which oversee 38 service lines covering all services, from
emergency medicine and maternity to kidney transplant, neurosurgery, cardiothoracic surgery, upper
GI surgery, to plastic surgery and trauma orthopaedics (amongst others).
Busy
More than 48,000 people pass through the main entrance of Derriford Hospital each week, without
taking into account our other centres. The hospital has just over 900 beds in 36 wards, of which 167
are day-case beds, and 41 are for children.
An ageing population is a recognised national trend, but the proportion of our local population in
Plymouth, west Devon and south East Cornwall aged 85 or over is growing ahead of the national
average by approximately 10 years. This will require us to innovate if we are to develop effective and
sustainable services for older people.
Pockets of deprivation within Plymouth drive higher demand for health and care services. Of local
Plymouth people, 29% of the population are included in the most deprived in England and 15 out of
32 public health indicators in Plymouth are worse than the national average, including measures such
as life expectancy, under 75 mortality rate, smoking prevalence, GCSEs achieved and children in low
income families.

Source: The Plymouth Report 2017

Healthier Lives: Making a Difference | 11

Our achievements
Committed to quality improvement through continuous learning
In an ever-more complex word we know we need to support and enable staff to be the best they
can be. We are creating a culture where every member of staff has the opportunity to be involved in
making improvements. We are one of seven Trusts in the country to have been selected for a threeyear improvement programme and are working with Livewell Southwest to make this happen right
across our health and care community.
By supporting team-based improvement, we are more responsive and better able to meet the needs of
the people we serve. Putting #PeopleFirst is the name of our team-driven improvement programme.
As an NHS organisation, a major employer in the city and a research institution, it is also the core
ethos of who we are.
Patients as partners
We have an active Patient Council whose members are involved in projects right across the hospital
and we work with many more specialist group, such as Derriford User Group (DUG), which helps
shape, influence and improve services for people with a learning disability.
Focus on experience
Results from the Patient-Led Assessment of the Care Environment gave Derriford Hospital its highest
ever scores in 2017. we have recently begun talking to patients and their families through our Making
Every Experience Excellent (MEEE) initiative.
Developing facilities
We are constantly developing new and better facilities for patients. This includes:
• expanding our Emergency Department, to make the children’s area and the resuscitation unit
bigger. We have also secured £30 million to build a new Urgent and Emergency Care Hub.
• investing £12million in new diagnostic scanners and digital histopathology across Devon and
Cornwall.
• investing £26m in building four interventional radiology (IR) theatres. The majority of IR
treatments are minimally invasive and offer reduced trauma and complications, shorter recovery
time and less pain for patients.
• in partnership with Regent’s Park Healthcare we have opened a third cardiac catheterisation lab
for cardiology patients. We will ensure that patients needing angiograms are seen within 6 weeks
and patients needing angioplasty wait no more than the recommended 8 weeks.
Staff health and wellbeing
We continue to be rated above average amongst acute Trusts for the interest in and action taken
on staff health and wellbeing. Our Derriford Centre for Health and Wellbeing has continued to
strengthen the offer for our staff, through a range of initiatives, such as lunch time cycling, mental
health first aid training with further support planned for the year ahead.

12 | University Hospitals Plymouth NHS Trust

Case study: Nurse
Intervention Pilot showing
signs of improving cardiac
care
A nurse-led improvement project in Derriford Hospital’s Emergency Department is changing the
way patients with cardiac conditions experience urgent care.
The three-month pilot, devised by the Heart Failure Nursing Team, is examining the impact that
earlier intervention from a specialist nurse could have on the outcomes of patients attending
the Emergency Department with either heart failure, cardiac conditions or atrial fibrillation (as a
primary or secondary diagnosis).
Nobody wants to have to stay in hospital, but the nature of cardiac conditions means that there is
a high likelihood a patient will have to be admitted, with 70% of emergency attendances requiring
an inpatient admission and a subsequent referral to a Heart Failure Nurse.
The primary focus of the pilot is to assess the impact of quicker access to specialist nurse review and
diagnostics, by providing Heart Failure Nurse support within the Emergency Department.
Lead Heart Failure Specialist Nurse, Becky Horne, said: “Early intervention from a specialist nurse is
really beneficial to patients, as in many cases they can be sent home with a package of care and can
avoid having to stay in hospital. In terms of patient experience, this is the best possible outcome.”
Over the first two-week period of the pilot (from 4 March), the Heart Failure Nurses assessed more
than 30 patients in the Emergency Department and were able to provide 91% with advice or care
packages allowing them to return home. The admission rate during this time was lowered to 9%
(compared to 70% previously).
“In the reducing number of instances where admission is necessary, we are able to directly admit
patients to the most appropriate specialist ward.” explains Becky. “This is better for patients as it
speeds up their onward journey, bypassing a transitional stay in an assessment unit and putting
them straight into the care of our specialist team.”
Having studied the initial impact of the pilot, the next stage is to understand the impact early
intervention has on outcomes for patients admitted directly to the cardiology wards. This will
involve monitoring length of stay amongst the patient group (previously 5.18 days on average).
This ‘scientific learning’ approach is based on our #PeopleFirst programme which is based on lean
methodology.

Healthier Lives: Making a Difference | 13

Tomorrow’s treatments today
Through research we offer our patients access to the best treatments. In 2018/19, we have recruited
4,800 patients into research trials. 98% said they’d recommend research to others. We have recently
launched a joint Research College with the University of Plymouth, this provides an integrated support
service to researchers in both our trust and the university. It allows clinical staff to be directed quickly
and easily via a one-stop shop to the support they need to make research happen. Sitting at the centre
of Derriford Science Park, we are ideally situated to take advantage of partnership working to deliver
great research.
Shaping the workforce of the future
Working with our university partners, we have introduced a range of new roles such as Physicians’
Associates, Doctors’ Assistants, Nursing Associates, Assistant Practitioners and are leading the way
by growing at pace our numbers of Advanced Clinical Practice (ACP) roles including for example
Advanced Neonatal Nurse Practitioners (ANNP) which underpins staffing for all four NICUs in Devon.
We are also reviewing the role of Non-Medical Consultant Practitioners.
Providing value for money
The Trust ranks 6th best in the country out of 136 acute trusts with the Procurement Overall Process
and Performance score. We are within the lowest unit price having been achieved. We are the first
trust in the south west to have achieved Level 2 Standard of Procurement which is a reflection of good
governance and process associated with our purchasing.
We are among the best in the country for procurement and are leading the way with some services
in the national Getting it Right First Time (GIRFT) programme. GIRFT identifies changes that will
help improve care and patient outcomes, as well as delivering efficiencies such as the reduction
of unnecessary procedures and cost savings. It is led by frontline clinicians who are expert in the
areas they are reviewing, and importantly understand their specialty data. Our approach has been
nationally recognised by the GIRFT team and has been communicated through the GIRFT regional
hubs as the blueprint of best practice approach in both structure, and governance.
Working with others to provide better care
We have a close alliance with Livewell Southwest, a Community Interest Company which provides
community services, and our Director of Primary Care, a GP, leads our work to build closer relationships
with GPs in our local community, including east Cornwall. For example, our consultants at Derriford
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Hospital twin with their colleagues in the community – shadowing each other in their respective
workplaces, to build understanding and strengthen relationships. This helps deliver more joined-up
care for patients.
Working with and supporting the new primary care networks is a key way for us to provide care
for people in the future, with our specialists working together with GPs, nurses, therapists and
pharmacists in the community to particularly support those with long term conditions such as
respiratory disease or diabetes.
We recognize that health and social care is a rich and complex eco-system and people get the best
outcomes and experience when the different parts of that eco-system are intricately and seamlessly
linked.
Moving towards home-first
There is national evidence that people can lose their mobility and independence if they are cared
for in a bed based environment (like a hospital or care home) for longer than is necessary. For this
reason we have worked hard to make sure that people who are well enough to leave hospital do so as
promptly as possible, but also that we aim to get people back into their own homes whenever we can.
We can measure our achievements four different ways:
Delayed Transfer of Care (DTOC) – This is when someone is well enough to leave hospital but there are
delays relating to assessments or availability to meet their onward care needs. There is national target
of no more than 3.5% of patients in hospital being delayed at any one time.
Short term care home support – One way that people leave hospital is to have a short period of time
spent in a care home environment where they can recuperate but also have further time to see what
help they will need on discharge. This is however more time away from their own home so we want to
avoid this if we can.
People going straight home – when people need help on discharge, and we can get people back to
their own homes first time to then see what help they need, we call this the “home first” pathway.
This is a new system that means less people need to access Care Homes for recuperation or further
assessment.
Long length of stay - We know that sometimes people can have complicated needs in hospital, and
this can mean they are in hospital for a long time. We have worked to review the needs of people
who are in hospital for more than a week to make sure that their care is meeting their needs and
is well co-ordinated, with the aim that people don’t spend more time in hospital than absolutely
needed.
•
•
•
•

We are amongst the top 25% in the country for the fewest number of people with long lengths
of stay.
We have increased from four people per week going onto a home first pathway to 35 people
per week
Reduced from 215 people in care homes as an interim arrangement to 140
Reduced delayed transfer of care from 8% to consistently 2%-3.5% since April 2018 (80-100
patients down to 18-25)
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Locally Global
We provide services across the peninsula but our reach is, in fact international. We are home to the
British Antarctic Survey Medical Unit (BASMU) and a considerable number of our staff are active in
volunteering to support care in counties as far away as Sierra Leone and Ghana. From Operation
Hernia to the project described below, our reach and impact is felt far beyond the south west.

The South Western Ambulance Service NHS
Foundation Trust has donated an ambulance
to two members of our staff to help with
their voluntary efforts in Ghana. Jo Beer and
Freda Allen picked up the keys to the vehicle
that will serve remote communities as part
of a volunteer programme which they have both been a part of since last summer. The ambulance
will play a vital role in transporting remote and secluded villagers to access much needed basic
healthcare.
“We are completely overwhelmed with the donation. This is the best donation we could ever give
back to Ghana and we are supremely grateful to Ann James and Ken Wenman for enabling us to
take this vehicle back over there.”
Find out more by watching this video: https://youtu.be/zwG9KLT6wk8
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Listening to people to shape our thinking
and create our strategy

To understand the areas we need to focus our attention on and develop, we asked for and listened to
the views of many people. Key stakeholders including patients, patients’ representatives and carers,
staff, elected officials as well as partner organisations were consulted, along with staff. We posed
specific questions in the 2018 Plymouth Resident Survey around health and social care and have also
drawn intelligence from the trust’s 2018 Staff Survey and a recent survey with staff around how
the organisation communicates. The totality of that insight is drawn together and summarised as
Appendix 1.
This is the summary of what we have heard:
Building on our strengths
As demonstrated by patient feedback, the views of our key stakeholders and it being cited by staff as
a source of pride, excellent clinical care stands out as the organisation’s number one strength.
Clearly, sitting behind this excellent care are people; the quality of our staff and their delivery of care
in a dignified and respectful way was highlighted as a major strength by patients and key stakeholders
alike. In addition, more than 7 out of ten respondents to the 2018 staff survey agreed they would be
happy with the standard of care provided if a friend or relative needed treatment at UHP and nearly
eight out of ten believe that ‘care of patients’ is the trust’s top priority.
Our open, collaborative approach and ability to forge strong partnerships were also assets according
to key stakeholders and staff.
More than half (57%) of the public are satisfied with health and care services in Plymouth. This is
higher than nationally tracked levels of satisfaction with the NHS alone (53%), according to the most
recent British Social Attitudes Survey (October 2018).
Recognising areas of weakness in the system
Whilst levels of satisfaction with health and care services in Plymouth are above the national average,
there is considerable variation, with a 34% gap between the most satisfied ward in Plymouth and the
least. Nearly a quarter of respondents outlined waiting times currently too long and just over half of
these specifically mentioned waiting times to see a GP being a problem.
Discharge processes and a lack of staff were identified by patients and key stakeholders as issues of
concern.
Workforce, recruitment and the care system were selected by staff as weaknesses, alongside
‘accountability and performance’. Despite considerable improvements in the last four years,
UHP remains below average compared to other similar trusts for the number of staff who would
recommend it as a place to work (60.8%).
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Opportunities
Stakeholders want to see us better integrate our services with those in the community, embracing
non-medical models and moving more care into community settings. There is a pull for us to support
primary care and extend more frontline clinical support beyond the hospital walls.
One other theme worthy of note is the opportunity identified for the organisation to do more to
focus on wellness and prevention, contributing more to the wider public health agenda.
Improving IT and standardising approaches and processes will help services integrate and is something
desired by both key stakeholders and members of the public, as evidenced in the Plymouth Resident
Survey qualitative comments.
Specifically, there is an opportunity for the trust to be more closely involved in the development of
integrated care in Cornwall, in the same way as our senior staff support Devon’s ambition to join-up
care.
Increasing collaboration, investing in community provision and ensuring the right place, right time for
care is found were noted as the key opportunities by staff, showing a good degree of alignment with
stakeholder feedback.
Threats or Challenges
Silo working, a lack of trust and the way funding streams are structured are all seen as barriers to
locally progressing the NHS Long Term Plan vision of integrated care systems.
Staff were in agreement with stakeholders, citing ‘trust and understanding’, ‘lack of alignment’ and
‘competing needs’ as barriers.
Upgrading infrastructure and facilities was seen by multiple respondents as a priority for UHP, as was
recruiting, retaining and training sufficient staff. A lack of sufficient frontline staff was identified as
an issue by members of the public, patients and our own staff.

Plymouth’s vision
“Improved health and wellbeing for the population demands a whole system
approach that includes interventions in education, employment, transport,
housing, green space and leisure and supporting local communities, as well
as health and wellbeing services that effectively meet the needs of the
population and deliver high value” - Plymouth Plan 2015
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Moving forward
Listening to a wide variety of people and gaining their views has shown a large degree of alignment
and pointers as to our future direction. The key themes, drawn from the insight work we have
undertaken and available data and knowledge, are:
• Supporting our communities with wellbeing and prevention, including through focusing on the
wellbeing of our staff and volunteers
• Driving a home-first model with as much care provided as close to home as possible and using
digital technology to help us do this
• Working within networks or care so we provide the highest quality acute and specialist care on
the Derriford and our other sites – only providing diagnostics and treatments there that cannot be
provided anywhere else or in any other way
• Working to reduce local health inequalities
• Training and developing staff to ensure we have the right people in the right place to give the
right care and support others to do so
• Developing tomorrow’s treatment’s today through world-class research
• Making the best use of public money
These drive our future ambition, as outlined in the next section.
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Our strategy
Our Strategic Direction

Our strategic direction

eam

#1bigt

Our improvement priorities
Valuing our people
•
•

Increasing nursing and
clinical professions
capacity
Increasing medical
capacity

•
•

Delivering safe, high
quality services

Reducing harm events
Securing regulatory
compliance

Creating an
improvement culture

Providing services
in a sustainable way
•
•
•
•

Reducing patient time in
beds
Fully utilising key assets (e.g.
theatres and imaging)
Changing the outpatient
model
Tactical investment in digital

•
•
•
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Our top three
improvement
challenges

•
•

Working with
partners across
our communities

Improving the community
interface
Optimising peninsula services
Integrating services

•

Reduce avoidable
admissions of frail elderly
patients by seven per day
Increase scanner and
theatre session utilisation
to 85%
Reduce outpatient
routine follow-up
appointments physically
seen in a hospital setting
by 35%

Our Strategic Objectives
1. Valuing Our People

Our staff come to work to do the best job they can, to make a difference to those they care for or
support those who do. We take the training, development and wellbeing of our staff seriously and
have invested in a range of clinical, technical, managerial skill development training courses. We
have a Derriford Centre for Health and Wellbeing and teams throughout our organisation, such as in
our Emergency Department, have their own localised wellbeing groups and activities. Caring for the
people who care for people is fundamental to what we do at University Hospitals Plymouth.
We want everyone to be part of a kind and compassionate culture; to feel safe; to receive recognition
and appreciation. We want to ensure all of our staff have meaningful appraisals and personal
development plans so they are supported to achieve their full potential. Through excellent leadership
and being part of a great team, we will experience meaningful relationships, where respectful
conversations using curious questions are the norm and generate opportunities for learning and
improvement. We want staff to feel connected to a core purpose and the wider health and social care
community.
We believe in Appreciation, Civility and Excellence and use the ACE acronym to describe a series of
events and conversations that explore how this contributes to safer care, higher staff engagement
and an improved sense of wellbeing. We operate a ‘Say Thank You and Learn from Excellence’ scheme
whereby we try to learn from the many episodes of excellent care and work that happen across our
organisation and celebrate the staff whose actions and behaviours stand out most as aligning with our
values through our Pride of Plymouth Star Awards (PoPStar).
These principles support our team-driven approach to quality improvement: #PeopleFirst Team based
improvement flourishes when teams are bound in a common purpose which is aligned throughout
the organisation. Providing teams with autonomy to improve elements of their daily work in line with
organisational objectives, creates a self-learning and resilient organisation which is enabled to deliver
excellent health care.
As an employer and anchor institution, we have a key role to play as a provider of and partner
in education and we are constantly expanding this role, for example through our work with
apprenticeships and the development of new roles which offer development opportunities for staff.
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2. Delivering safe, high-quality services

We manage one of the largest single-site hospitals in the country at Derriford, a specialist centre
offering highly specialist services such as cardiac, neonatal and renal transplantation to the south west
peninsula. We want to maintain and build on our excellent specialist services, continuing to offer safe
and excellent clinical care and outcomes. And we want to ensure we can provide planned care in a
timely way.
Devon CCG analysis shows that UHP has more emergency admissions as a proportion of all admissions
than anywhere else in the country. Emergency care is hard to manage, it fluctuates and when very
busy means we have to cancel appointments for those needing diagnostics, treatments or operations.
The effect of that is people waiting longer and suffering ill health for longer. A key aim is to work
with health and care partners to reduce emergency demand so that our hospital can treat people who
need it in a timely, planned way.
To do this we have to move some services from the Derriford site that could be better delivered within
local communities. We are a pivotal provider, but our success in continuing to make a difference
will rest on the strength of our future collaborative relationships. Good health services rely on good
collaboration.
We will, for example, work with other hospitals in a networked way to deliver more specialist skills
and better equipment to offer the best outcomes for people. This includes services such as some parts
of stroke care and interventional cardiology and also the advances being made in genomic medicine.
As more people are living longer with chronic health conditions such as Diabetes, Chronic Obstructive
Pulmonary Disease (COPD) and Heart Failure, the requirement for health and care services increases.
There is no way of managing this demand without a fundamental change in the way healthcare
services are delivered. We want to minimise the time people spend in hospital and provide care where
possible in community settings, offering health and social care professionals in the community easy
access to specialist expertise to support them in their decision-making.
People want to base their lives from their homes in their communities and healthcare should be
wrapped around them. We know that General Practice is the bedrock of NHS care, providing more
than 300 million patient consultations each year, compared to 23 million A&E visits and we need to
work with Primary Care Networks, networks of GP practices, in caring for people in their communities.
We will do this by being an Integrated Care Provider in the western part of Devon, driving a homefirst model. This is an exciting opportunity to resolve some of the intractable problems faced over
recent years and offers the following benefits:
• Work with partners to provide better out-of-hospital care and thereby reduce the demand on
urgent and emergency services. An example of this might be better support for patients with
respiratory disease in the community so they don’t become acutely unwell and need to attend
hospital as an emergency.
• Resolve structural challenges and improve the continuity of care provided by staff by aligning
teams around Primary Care Networks. This will help to build stronger communities, greater
personalisation and better tailoring of care to the needs to that community.
• Moving parts of services into the community, without negatively affecting the running of the
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•

hospital. This may include, for example, care of the elderly, diabetes care and other long-term
conditions as well as looking at new clinical roles that span community and hospital settings.
By hosting contracts within a single organisation (even where delivery is done through partners)
we ensure all risk and governance issues are the responsibility of a single organisation creating
the ability to respond to the most significant system risk, rather than the most significant
organisational risk.

Specialist care: we provide a range of specialist services and are working with both Devon STP and
Cornwall STP to plan specialist care for the future. As the South West Cardiothoracic Centre, for
example, and the Level 3 Neonatal Intensive Care Centre for the most vulnerable and premature
babies, we have to protect these very specialist services on behalf of people right across the peninsula.

3. Providing services in a sustainable way

As a hospital Trust, evidence shows we are among the most efficient in the country. Yet, we regularly
struggle to balance our books, with a significant underlying deficit. This is known as the Plymouth
Paradox. On the behalf of the people we serve, we are working hard to bottom this paradox and
ensure we are on a strong footing to provide services in a sustainable way for the future.
Evidence that UHP delivers excellent value for money and makes very good use of its resources is
supported by multiple metrics including
• Reference costs below 1 (well below average)
• Pay costs per Weighted Activity Unit among the top 50% in the country
• Agency costs significantly below the NHS Improvement agency ceiling
• Highly ranked procurement performance – second best in the country
• Improved theatre utilisation – now above 80%
However, there is still a significant underlying deficit of c£30m and poor performance on core
operational standards. Analysis, which has been recognised and accepted by NHS England, points to
these factors being causal:
Fair Shares Funding Inequity
Independent work has been undertaken by the Devon STP on the allocation of commissioners funding
that validates a significant underfunding of the Plymouth and Western Devon population ( to the
tune of £30m).
UHP Emergency and Non-Elective Growth
Analysis confirms that UHP has had significantly more emergency growth than national average. This
impacts, because we need to open and staff more escalation beds at additional cost and our ability to
provide planned operations and procedures to patients on waiting lists is reduced. If we provide fewer
operations and procedures, we lose income.
Underlying Devon Funding Issues
The Devon population has an exceptionally high elderly population not fully reflected in the funding
formula. It also has a very low Market Forces Factor (which means we are paid £20m less than a
hospital providing the same services in Bristol).

Specialist Services Provided at a Sub Optimal Scale
The Trust makes a more limited contribution from providing prescribed specialist services for the
Peninsula than other specialist centres who treat more people.
We are working on each of the above four factors to address our underlying deficit and ensure we are
in a strong position to provide services in a sustainable way.

4. Working with partners across our communities

The NHS long term plan makes it clear that we are entering a new era where less system change will
be driven through contracting and the provider/purchaser split, while more collaboration will be
demanded of system partners. In order for collaboration to work, each partner must be clear on its
position and priorities allowing all parties to seek common purpose.
Our aim is to work with other providers – mental health practitioners, GPs, district nurses, social
workers, first responders, charities – to offer more care in the communities people live in. This both
improves the experience of care and eases the demand on hospital-based services.
We will work hard to make sure services are delivered in the lowest intensity place possible, often this
will not be the hospital. This will mean that when people do need specialist diagnostics or treatment
that must be delivered in hospital they get them, with minimum delay.
When we plan for the future, we have to reflect and respond to changing needs and indeed growing
capabilities. It’s not always possible to predict all of these, but we commit with confidence always to
work with others to determine the best way to provide treatment and expertise.
As the shape of healthcare changes, there are great opportunities for us to work more with patients
as partners and across networks of health and social care professionals. We live in a more digitally
networked world, with better access to information and to each other. We can exploit this for good
offering patients different ways to access specialist advice, for example, with an e-consult or using
the ’Patient Knows Best’ portal, rather than having to visit Derriford Hospital for every outpatient
appointment. We will embrace digital ways of working to support people to have treatment when
and where they need it along with supporting people to take an active part in their healthcare
journey.
Changing digital access will be key as we go forward, for example all of us now have greater access
to our GP records via the NHS app, allowing us, when we are patients, better access to information
than ever before. Our challenge is to join our electronic records with those of health and social care
professionals in the community.
Health is defined by the World Health Organisation as a state of complete physical, mental and
social wellbeing and not merely the absence of disease or infirmity. This also considers purpose and
meaning, life satisfaction and positive emotions and relationships. We will support people to stay
healthy and in the most appropriate care setting by recognising that wellbeing is the sum of a person’s
life experiences rather than just their physical or mental health.
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Evidence shows that people with high levels of wellbeing live longer, have more positive health
behaviours and generally have better physical and mental health. The relationship between health
and wellbeing is not a simple one – not everyone who reports having good health also reports having
high levels of wellbeing.
A key focus for the city of Plymouth is the development of Wellbeing Hubs. These focus on prevention
and make services easier to access in neighbourhoods. The four main aims of the Wellbeing hubs are:
1.
2.
3.
4.

Improve the health and wellbeing outcomes for local people
Reduce inequalities in health and wellbeing
Improve people’s experience of care
Improve the sustainability of the health and wellbeing system.

Case study: Extending
specialist expertise beyond
hospital walls
We have a team of consultants and nurses
in diabetes who would have traditionally
seen patients in a hospital setting. Thanks to
transformation funding, we have been able to do something different.
The aim of the transformation was to improve achievement of diabetes treatment targets (HbA1c,
blood pressure and cholesterol) for patients across all local GP practices. To do this, we invested
in more community specialist nurse sessions in GP practices and care homes and virtual consultant
clinics.
We developed a tool which works with the GP database, picks out blood test results, weight etc and
uses an algorithm to highlight those patients the health professionals need to talk about.
By then giving advice and guidance to primary care colleagues as well as learning from their expert
knowledge of patients, our specialists can support patient care in the community and patients don’t
need to come to hospital for an appointment.
As a result, we have seen a reduction in the number of people referred into the hospital and more
discharges from our clinics. The advantage for patients is they get access to specialist advice without
having to visit hospital and the patient feedback so far has been excellent.
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Healthcare changes over time, driven by medical advances as well as changes in the make-up of
our society (for example, the number of people living longer) and what is normal in our society (for
example the number of people living on their own, as well as changes in lifestyle so that diseases such
as obesity are more prevalent than smoking-related illness). This means the NHS is continually evolving
and locally we play a lead role in responding to these developments.
A move towards a fully integrated population-based health and wellbeing system will provide an
efficient and streamlined system that delivers high quality, safe services and improved user experience.
To effectively deliver an integrated care provider for the western system we will need to partner with
a range of organisations, from NHS organisations to Community Interest Companies, covering mental
and physical health as well as community groups and crucially third sector organisations.
Reducing health inequalities
People in Plymouth have lower-than-average healthy life expectancy and there is a high degree of
variation within that depending on where you live in Plymouth.
We know locally that healthy life expectancy in Plymouth (the average number of years a person
can expect to live in good health) is significantly lower than the England average for both males and
females.
In 2012-14, males in Plymouth had a healthy life expectancy of 59.0 years whilst females had a healthy
life expectancy of 59.5 years. Due to the differences in overall life expectancy, men in Plymouth can
expect to live on average the last 19.5 years of their lives in poor health whilst for women it’s their last
23.0 years. (Source = The Plymouth Report, p45)
As we outlined on page 8, the life expectancy gap between those living in the most deprived areas
and those in the least deprived areas remains significant. We have to work with other partners to
address both of these issues. One of the ways we will do this is through evidence-based decisions,
developing the patient level data set for Plymouth which will provide high quality information. This
gives us the best chance to balance current health inequalities though a better understanding of
population health needs and an increased ability to direct resources where they have most impact.
World-class research
We are already a centre of research excellence. Our vision for Research and Development is to
improve the health and wellbeing of the population we serve by conducting high quality, well-run
research which is relevant to the needs of the local population.
Our action plan is based on five key strategic intents to:
• Reflect the priorities of local people.
• Reflect local transformation in healthcare delivery through integrated care systems
• Grow a Research Rich Climate, embedding research as part of core business.
• Involve a multidisciplinary workforce
• Ensure financial stability, including the achievement in the medium term of accreditation as an
NIHR Clinical Research Facility
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Our immediate priorities
Our immediate improvement priorities for 2019/20 support our strategic objectives. These priorities
are being managed using our #PeopleFirst approach to improvement and reported on throughout our
organisation: at board and executive level, care group level, service-line level and team level.

Our improvement priorities
Valuing our people
•
•

Increasing nursing and
clinical professions
capacity
Increasing medical
capacity

•
•

Delivering safe, high
quality services

Reducing harm events
Securing regulatory
compliance

Creating an
improvement culture

•
•
•

Reducing patient time in
beds
Fully utilising key assets (e.g.
theatres and imaging)
Changing the outpatient
model
Tactical investment in digital

•
•
•

•
•

Working with
partners across
our communities

Providing services
in a sustainable way
•

Our top three
improvement
challenges

Improving the community
interface
Optimising peninsula services
Integrating services

•

Reduce avoid
admissions o
patients by se
Increase scan
theatre sessio
to 85%
Reduce outp
routine follo
appointment
seen in a hos
by 35%

Valuing Our People

Priorities over the next 12 months include:
• Increasing our nursing and clinical professions capacity by 10%
• Increasing medical capacity by 10%
We will do this by:
1. Integrating all ward staff into the ward team
2. Using porters to improve scanner utilisations (especially between 8am and 9am)
3. Extending rotational programme to aid progression
4. Focusing on weekend discharge
5. Developing our compassionate and inclusive leadership
6. Investigating the use of digital solutions, especially for use in the community
7. Having discharge co-ordinators, who work to a standard role on all wards, to pull patients through
8. Discharging the majority of patients by 11am and aligning professional groups to discharge teams
9. Wards escalating up when discharge issues arise
10. Even better use of Doctors Assistants
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Delivering Safe, High Quality Services

Patient safety is the avoidance of unintended or unexpected harm to people during the provision of
health care.
Priorities over the next 12 months include:
• Reducing harm events
• Securing regulatory compliance
We will do this by:
1. Recognising we will need to provide opportunities at a ward / team level to make improvements
2. Valuing personal communication over email communication
3. Developing appreciation of root cause
4. Focusing on SEPSIS and NEWS 2 escalation (preventing patients from deteriorating)
5. Creating a trust wide safety plan to reduce silo working
6. Improving patient access
7. Having a corporate approach to change

Providing services in a sustainable way
Priorities over the next 12 months Include:
• Improving our utilisation of key theatre and imaging assets
• Reducing the number of days that patients spend in inpatient beds
• Reducing follow up appointments by 35%
We will do this by:
1. Moving to all inpatient diagnostics within 24 hours
2. Improving the inpatient prep and readiness in partnership with wards
3. Ensuring portering supports early (8-9am) scanning
4. Ensuring scanning teams are aware of pathway changes
5. Reducing conversion of those over 75 by 7 per day – through rapid pilot of frailty input to
emergency entrances
6. Planning to deliver 7-day services
7. Having nurse led discharge in women’s and children’s services
8. Implementing Patient Knows Best and Patient Initiated follow-ups
9. Standardising our approach to those patients who ‘do not attend’ appointments
10. Changing our approach to Pre-Op assessments to include digital
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Working with partners across communities
Priorities over the next 12 months Include:
• Redesigning community and GP services to create opportunities that will transform the way we
work together and deliver more care and services outside of the hospital
• Increasing the sustainability of services across the peninsula by working with other acute providers
to develop networks of care
We will do this by:
1. Offering telephone advice and guidance for all specialties
2. Developing trials on ‘one team’ – consider frailty first
3. Developing plans for a one record system between secondary and primary care
4. Considering a peninsula approach to scheduled theatre maintenance and downtime
5. Standardising referral pathways (GIRFT?)
6. Developing offsite diagnostic hubs
7. Improving Scan to Report timescales
8. Understanding the role of pathology in health screening and illness prevention
9. Developing community nurse practitioners for paediatrics and embed in 111 or SWAST as per
midwifery
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Implementing our strategy
From listening to our patients, staff and stakeholders and understanding the important features of
our future strategy, there are four areas where our action will be focused:

Our Strategic Priorities

Reforming the
system of care

Workforce

Creating an
improvement
culture

Leadership and
culture

Digital enablement

We know that how and where we care for patients in the future will be different from how we do it
today. This is what matters most to all of us and we know how important it is that we get this right. It
is critical that our plans are aligned with those of our partners and meet the needs of patients for the
future. The decisions that we make here are underpinned by three further areas of focus.
We need to make sure that the way we deliver services matches the capabilities that we have within
our staff, both in terms of the number of staff we have in the team but also the skills and capabilities
that we develop
The way that our teams are able to deliver their care is impacted by the way that we work as an
organisation. As we look to change how and where we care for patients, we need also to change the
way that we support our teams and manage our organisation so that we are ready to meet the needs
of staff and patients of the future.
These new ways of working will demand that we revolutionise the support we give to patients
and staff through the power of digital. As we move away from thinking of our hospital as being
boundaried within its walls, we are required to transform the way we interact with technology to give
people the information they need, when they need it, as well as allowing the digital revolution to
change our fundamental beliefs of how health and care can be delivered in the future.
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Through Reforming the System of Care: How and where we care for patients

As the needs of our patients change, and the way in which we are able to deliver services to meet
those needs change, then it is time for us to redefine the role of the hospital in our healthcare system.
In the past, we have tried to rise to the challenge of demand for hospital services by making our
hospital teams bigger, recruiting more staff and delivering more and more clinical care through the
hospital site. We know now that this approach can not continue. There are not enough doctors and
nurses available to work in the hospital for us to expand services further, and in fact by continuing to
follow this approach we will be taking more and more resource, both in terms of people and money,
away from community services.
Strong and resilient community services are the foundation of the NHS and are what keeps people
healthy and at home. In the absence of strong community services working collaboratively with
hospital services and our voluntary partners, people with a long term condition are more likely to
become unwell and therefore have a greater need for hospital services. By focussing on the health
and wellbeing of our population and by working better together with our community services we can
do better for everyone. This is even more true though for the most vulnerable in our society. If we can
focus on getting it right for vulnerable children, for people battling with drug and alcohol addiction,
for the homeless and those with mental health difficulties, then services will be better for us all.
We need of course to stay focussed also on doing the best we can for people when they do come to
hospital, and we will make sure that we constantly strive to improve the safety, quality and experience
of care for those who need to stay with us for bed-based care.
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However, we know that we currently ask people to come to the hospital to receive care that could,
and should, be better delivered elsewhere. Given our challenges to deliver timely services for all at
the hospitals site, and given the feedback from patients and carers about some of the challenges
they experience of getting to the hospital, we will make more services available away from the main
hospital, making it easier for us to deliver reliable and high quality care for both the patients care for
in a new location, as well as those who remain at the main hospital.
We will, therefore, adopt three guiding principles in how we change the way we care for people:
• We will work to increase the resilience and impact of community working to enable more people
to be healthy and stay at home
• We will improve our inpatient processes to make sure that people are not in hospital when they
could be at home, and that we minimise any in-hospital delays
• We will work to reduce the number of things we do on the main hospital site and look to provide
services offsite whenever this is possible
This will mean that we work more closely with our community partners in newly formed Primary Care
Networks (PCNs) so that some services traditionally delivered at the hospital are delivered closer to
home and sometimes co-located with GP services.
In this new care model, hospital staff will form part of a primary care team alongside GPs, specialist
nurses, pharmacists, physiotherapists and many other staff groups.
Hospital staff will spend some of their time seeing patients out in the community making services
more convenient for patients and removing the need for GPs to see people first if they are only doing
this to make a referral. This should reduce the demands on the GP teams as well as improving access
to specialist teams for patients in their communities.
This new way of working will support patients to see the right person first time to meet their needs,
but will crucially also free up time within GPs to be able to spend more of their time focussing on
the needs of people with complex lives and long term conditions, making sure that these people can
remain healthy, well and at home.
When people do come to the hospital for urgent assessment, we know that we need to make sure we
get any tests needed quickly, and that people much prefer being looked after at home whenever this
is possible. By working more closely with our teams in the community we expect to be able to offer
more patients the chance to go home with a clear plan in place for their support when this is what
they would prefer.
When a hospital stay is needed it is really important that people know why they are in hospital and
what we are doing to get them well enough to go home. We will make further improvements to our
weekend services and focus on how we can make changes to get people home quickly on their last
day in hospital. We have listened, and heard how important this is for our patients.
We have also heard from our patients and staff that there a serious challenges for people trying to
access the hospital site and that we are not reliable enough in delivering operations and outpatient
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appointments when we say we will. We will therefore review all of the services that we deliver to
understand whether we can improve the reliability and access to these services if they were delivered
elsewhere. This will include exploring the development of a Planned Care Centre to deliver outpatient
services and operations in a new building that would mean people are more likely to get their
appointment or procedure when they need it.
These changes will also benefit people who need to come to the hospital for one of the many
specialised services that we deliver on behalf of the Peninsula. By reducing the number of things that
we deliver through the main site, we should ensure that we are dependable in providing the resources
required to support these critical services.

Through workforce: How we get the right team of staff

Any organisation is only as good as the teams who work there, and we are extremely proud of the
many fantastic people who work for us. We have heard wonderful feedback about the passion
and compassion of our staff and how hard they work to deliver the best care they can for people,
sometimes in difficult circumstances. We also know that we don’t have as many staff as we need, and
that we need to do better in supporting the development of our staff of the future while thinking
about how we can give more back to our staff of today.
As we broaden our horizons to think more about how we provide services for patients across the
community and within primary care, we also see some opportunities for how we can develop exciting
roles that work across acute and community services. We can also see the need for us to have a major
role in supporting the training and development of staff groups across all of our partners.
There are three guiding principles that we will focus on to ensure we have the right people with the
right skills to meet the needs of our patients.
• We will work to increase the number of people training locally and therefore increasing the
number of people available to join the trust
• We will maximise the staff experience of working at the hospital so that we are the employer of
choice, as well as focusing our teams into the most important patient care activities at all times
• We will develop new roles that bridge traditional boundaries, creating portfolio careers to
encourage career progression.
Our experience of trying to recruit the nurses, doctors and other professionals needed to care for our
patients tells us that there are not enough people trained to fill all of the roles available. This is true
for all health systems, not just for ours. We also know that when people train locally and have a good
experience of training, that they are far more likely to spend their careers working locally as well.
We know also that there are several things that get in the way for people to train and follow the
career that they want to. For some it is the financial burden of training following the removal of
the national bursary to support nursing training. For others it is the reality of juggling their home
circumstances with the traditional training timetable. We will work therefore with higher education
providers to understand how we can offer flexible methods of training that can take into account
peoples life challenges and support more individuals to train in their career of choice.
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We will also work with our local partners to understand how we can work together to offer a broad
experience in training of working across the health system which will help prepare people for the jobs
of the future, but also make sure we get the right number of people training to meet all of the needs
of patients across the system, rather than focussing just on the needs of the hospital.
While we believe that this approach will make us more successful in developing the workforce of the
future, we will also do more to recognise and support our teams today. We have heard from our staff
that the last few years working in the health service has been hard, and we believe that we can do
more to support the health and wellbeing of our staff as well as those of our patients. We know that
our staff strive every day to do the best they can for our patients, and that peoples’ Joy in work comes
from providing great care and making a difference. It is our mission to ensure that we enable our staff
to achieve this goal at all times do more to recognise and reward the great care that is given every
day.

Through Leadership and Culture: How we manage our organisation

We can provide better care and support to patients and their families if we transform the way we care
for and support our colleagues.
To this end, we have embarked on an ambitious and transformational journey of changing the way
that we work together both within the hospital and with our community partners. This approach is
following the learning from some of the highest performing healthcare organisations in the world
and we are one of seven hospitals in the country who have been given the opportunity to change the
way we do things. It is a journey over several years, but we know this will make a big improvement for
our patients and our staff. This journey is entitled People First (#PeopleFirst)
The change is based on three fundamental premises of ensuring that we maintain and enhance an
absolute respect for our staff, that we invest in our people and empower them to be able to make the
changes to their services that our patients need, and that we understand and strive to deliver things
that are valuable in the eyes of our patients. In order to achieve this there are three guiding principles
which we will follow:
• Investing in our teams to make sure we have the structures and capabilities that support us to
continually improve the way we deliver services
• Creating consistency in the way we deliver successful change
• Ensuring all our team effort is aligned behind a clear and common purpose
We need therefore to understand the skills and capabilities that our teams have to be able to respond
to the challenges of the future, and make sure that we invest in our people to help them gain the
skills they need. We also need to make sure that we create a clear and consistent decision making
process that is transparent but also creates the freedom for people to act, rather than ask permission,
whenever this is possible.
We will review how we communicate with internal teams as well as with patients and partners to
ensure that we have clarity on our purpose and priorities. We will ensure that we all understand the
part that we can play in creating a sustainable and successful future but also that communication is
two way and that the knowledge and insight from patients and the care giving teams is listened to
and understood by the system leaders.
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We have already taken great strides to reform our executive management practice and have begun
to train our teams in how to create change based on experimentation, trial, learning and evaluation.
While this journey will take us many years we have taken our first steps.

Through Digital Enablement: How we use digital to help transform the way services are
accessed

Digital is changing the way that we view and interact with each other across our society. The world of
today has been revolutionised by the power of social media, and the developments of incredible high
tech devices that we all carry around with us in our pockets.
While this societal revolution has been underway, the digital revolution in healthcare has been
somewhat slower to take off. We have seen some early signs of the impact this can have with the
developments of alternative GP providers who offer services remotely through a smartphone. We
believe that we can harness the power of digital to radically improve the care and services that we
offer to patients. It should be our solemn vow to ensure that the technology we offer people to use in
their work is as good as the technology they carry in their pocket.
We know that our digital systems are not supportive of the way that we need to work now, or in the
future. Therefore we will:
• Ensure we provide technology that allows professionals and patients to have access to all of the
information they need, when and where they need it
• Remove waste and increase the efficiency and sustainability of our system by utilising technological
solutions
• Empower people to change the way they interact with services and change the model of care
using digital opportunities
This will mean that we work to provide a unified digital health record that is available 24/7 through
a single log on both at the hospital and remotely. We will deliver a digital solution that prioritises
the need for sharing information between patients and healthcare providers that meets the needs of
our core patient population. We will prioritise the capability to share information with patients and
partners where appropriate over the need to create a locally optimised system for the hospital.
We know that our current system does not make the best use of patients and professionals time. By
improving our use of technological solutions to our current problems we believe that we can improve
the experience of care for patients as well as freeing up wasted time for our clinicians such that they
can spend much more of their time providing outstanding care for patients.
As society changes, and our expectations change, we know that we can do more to offer help and
advice virtually, and that people often don’t want to come to the hospital to see someone face to
face. We will provide a system that improves the communication between patients and clinicians
as well as enabling patients improved access to their own health information. We also need to
understand how we can take the amazing developments in apps for our phones, and make best use of
them in the way that we deliver care for people. While we need to always have patient safety as our
top priority, we believe we can find a way to take this fast pace developing landscape and integrate it
with our services.
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So How?

It is helpful to look at the work of University Hospitals NHS Trust at each of the levels of population,
as services change. For example, we are anticipating more specialist services delivered on a regional
footprint and more local 3rd sector partners at place and neighbourhood level.
The following diagrams show how services might be thought about at these different population
levels, and how UHP will contribute at each level.

Region
Population size
5 - 10 million

System
Population size
1+ million

Place
Population size
250,000 500,000

Neighbourhood
Population size
50,000

Organisations to work collectively on a
regional footprint.
Accountability held at this ‘system’ level.
Developments viewed on this wider than
single organisational footprint.
Interventions and improvement effort
available at this level

We are the Major Trauma Centre for the
peninsula and a regional centre for specialist
services. We will continue to provide these
services and work with other acute trusts to
develop provide safe and sustainable services
those we serve

Planning and strategy work at a Devon
wide level.
Implement strategic change.
Manage performance and Money at a
Devon level.

In line with the NHS long term plan to increase
collaboration between Acute Hospitals in
Devon and Cornwall to ensure high quality and
sustainable delivery.

Typically at a Local Authority level the
opportunity to integrate care delivered
via hospital, council and primary care
teams exists.

UHP will work on this footprint to understand
need and collaborate with local partners to
help prevent disease, integrate physical and
mental health and improve inequalities for the
population. Integration will occur at the delivery
point of acute, community, social and primary
care, tertiary services and 3rd sector providers.

Supporting the strengthening of primary
care by encouraging the creation
of primary care networks. Proactive
approaches to population health and
providing care in the community.

Care centred around multi-disciplinary
teams based in the community, focused
on communities. These teams will actively
support patients moving out of hospital and
prevent admission, where possible. Working
with partners to develop social cohesion and
regeneration which will help form more resilient
communities where people are supported to be
cared for in the most appropriate setting.
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With Derriford Hospital at the heart of our footprint, we will work with partner organisations to
deliver services from locations which are convenient for patients and their families. This will allow
us to make better use of the space at Derriford Hospital for those services such as cardiac surgery,
intensive care and neo-natal intensive care which must remain on the site because of their technical
complexity and proximity to other services. It will also help release congestion and improve ease
of access to the Derriford site. It will also help reduce congestion and improve ease of access to the
Derriford site.
To achieve this, we will need community-wide improvements in service design. We will need to look at
how best we can treat patients with heart failure, for example, only admitting them as patients when
their clinical need cannot be met anywhere other than Derriford. This will require our clinical leaders
to play a strengthened and confident role with partners, sharing our expert knowledge and skills
outside the hospital walls to shape wider patient pathways and influence the design of services more
broadly to best benefit our patients and their families.
Integrated care will mean our trust acting both as a partner and as a leader. Our strategy clearly
articulates that to improve the health outcomes of Plymouth, we must support:
• the securing of major contracts for the delivery of community and mental health in Plymouth
• collaborating with partners in neighbouring geographies to encourage similar levels of joined-up
front line services
• developing our capability to understand and act on the needs of the community we serve
• developing strong partnerships based on contracts for services that provide and enable co-design
and delivery wrapped around a patient.
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A Healthier Lives Legacy
So how will we know we have achieved our goals?
Workforce
99 Patients are consistently cared for by the team they need
99 When staff come to work they can rely upon working in their team without being continually
asked to work elsewhere
99 We deliver high quality training with great trainee experience which encourages great
trainees to stay
99 People have a great experience of work
99 Staff feel their workload is manageable and sustainable
99 We have a strong field of applicants for our advertised posts
99 We have a collaborative approach with system partners to ensure staff have experience across
the continuum of care

Reforming the System of Care
99 Teams can respond to patient need in a highly dependable and high-quality way that meet
constitutional standards
99 Emergency services are reliable and responsive to patient need
99 People can rely upon us to provide their operations and outpatient services in line with their
expectation
99 People don’t come to the hospital for care when it could be delivered closer to home
99 Patient experience of care is consistently excellent
99 Staff experience of giving care is consistently excellent
99 System of care improves health outcomes and reduces health inequalities
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Through Leadership and Culture
99 A strong sense of common purpose throughout the organisation
99 Clear and understood organisational priorities
99 Demonstration of the values of the organisation, where management practise and our values
are in alignment
99 Staff feel supported to make improvements and have autonomy to do so
99 All staff feel they have the skills to take a problem-solving approach, collaborate across
boundaries and support colleagues to contribute to solving problems
99 Absolute clarity on those measures that we are focusing on as an organisation that drives
improvement

Through Digital Enablement
99 We understand the population we serve and their future needs better which will support us to
incorporate more prevention work into our health and care system
99 Staff are able to access the information they need, when they need it, where they need it.
99 Communication across organisational boundary is easier than now and enabled by digital
methods
99 Technology at work is as good as the technology in my pocket
99 Staff are able to support better safety and care outcomes by having more time to care and less
time on manual workaround
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Appendix 1
Insight Report

What do we know? What do they think of us?
Insight Report Helping Shape Strategy Refresh

1.0

Executive Summary

This report draws together insight from six different sources to help understand our current strengths,
weaknesses, threats and opportunities as we refresh our strategy.
Key stakeholders including patients, patients’ representatives and carers, staff, elected officials as well as
partner organisations were consulted, along with staff. We posed specific questions in the 2018 Plymouth
Resident Survey around health and social care and have also drawn intelligence from the trust’s 2018 Staff
Survey and a recent survey with staff around how the organisation communicates. The totality of that insight
is drawn together and summarised here.
1.1
Building on UHP’s strengths
Excellent clinical care as demonstrated by patient feedback, the views of our key stakeholders and it being
cited by staff as a source of pride stands out as the organisation’s number one strength.
Clearly, sitting behind this excellent care are people; the quality of our staff and their delivery of care in a
dignified and respectful way was highlighted as a major strength by patients and key stakeholders alike. In
addition, more than 7 out of ten respondents to the 2018 staff survey agreed they would be happy with the
standard of care provided if a friend or relative needed treatment at UHP and nearly eight out of ten believe
that ‘care of patients’ is the trust’s top priority.
Our open, collaborative approach and ability to forge strong partnerships were also assets according to key
stakeholders and staff.
More than half (57%) of the public are satisfied with health and care services in Plymouth. This is higher than
tracked levels of satisfaction with the NHS alone nationally (53%), according to the most recent British Social
Attitudes Survey (October 2018).
1.2
Recognising areas of weakness in the system
Whilst levels of satisfaction with health and care services in Plymouth are above the national average, there
is considerable variation, with a 34% gap between the most satisfied ward in Plymouth and the least. Nearly a
quarter of respondents outlined waiting times currently too long and just over half of these specifically
mentioned waiting times to see a GP being a problem.
Discharge processes and a lack of staff were identified by patients and key stakeholders as issues of concern.
Workforce, recruitment and the care system were selected by staff as weaknesses, alongside ‘accountability

and performance’. Despite considerable improvements in the last four years, UHP remains below average
compared to other similar trusts for the number of staff who would recommend it as a place to work (60.8%).

1.3
Opportunities
Stakeholders want to see us better integrate our services with those in the community, embracing nonmedical models and moving more care into community settings. There is a pull for us to support primary care
and extend more frontline clinical support beyond the hospital walls.
Improving IT and standardising approaches and processes will help services integrate and is something
desired by both key stakeholders and members of the public, as evidenced in the Plymouth Resident Survey
qualitative comments.
Specifically, there is an opportunity for the trust to be more closely involved in the development of
integrated care in Cornwall, in the same way our senior staff support Devon’s ambition to join-up care.
Increasing collaboration, investing in community provision and ensuring the right place, right time for care is
found were noted as the key opportunities by staff, showing a good degree of alignment with stakeholder
feedback.

1.4
Threats or Challenges
Silo working, a lack of trust and the way funding streams are structured are all seen as barriers to locally
progressing the NHS Long Term Plan vision of integrated care systems.
Staff were in agreement with stakeholders, citing ‘trust and understanding’, ‘lack of alignment’ and
‘competing needs’ as barriers.
Upgrading infrastructure was seen by multiple respondents as a priority for UHP, as was recruiting, retaining
and training sufficient staff. A lack of sufficient frontline staff was identified as an issue by members of the
public, patients and our own staff.
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2.0

Introduction

This report presents insight to help shape our strategy from a number of different sources:
2.1
Key stakeholders
A Strengths, Weaknesses, Opportunities and Threats (SWOT) analysis by key stakeholders. This was
undertaken in the form of a survey emailed to 50+ the organisation’s key stakeholders. This included other
providers, education partners, Healthwatch and members of our Patient Council. Those responding are
shown at Annex A.
2.2
Public
Plymouth City Council’s Resident Satisfaction Survey was undertaken in late 2018 using a postal survey
supported by an online survey, randomly selecting a sample of 7,663 households. 1,868 people responded, a
response rate of 25%. The trust paid for three questions to be included, including one to test public levels of
satisfaction with health and social care as well as views on how services could be better integrated and how
people want to be engaged with.
2.3
Staff SWOT
Discussions were held with 137 staff in focus groups between December 2018 and February 2019 and 28 staff
responded to an online survey during the same period. Nearly 1,000 individual comments were captured
giving staff views on strengths, weaknesses, opportunities and threats.
2.4
Staff Survey and Staff Internal Communications Survey
This draws together key issues from the organisation’s 2018 staff survey, responded to by 3,577 staff
members (a response rate of 52%) and a survey around internal communications which was sent to a
randomly selected 1,600 members of staff eliciting responses from 579 by the start of February 2019,
equating to a 36% response rate.
2.5 Patient Feedback
A session on developing strategy was held with the trust’s Patient Council in February 2019 and the main
themes from ongoing patient engagement mechanisms, including Friends and Family, PALS contacts and
inpatient surveys, have been pulled together.
2.6 GPs
A survey of local GPs was sent via email from our Associate Medical Director for Primary Care to GPs in
Plymouth and East Cornwall. Primary care is difficult to engage with and the response was low, with 22 GPs
coming back.
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3.0

Key Stakeholders

3.1
Methodology
An online survey was shared with 50+ key stakeholders in January 2019. This included other providers,
elected representatives, members of our Patient Council and support groups. A total of 26 responses were
received. See Annex A for the full list of all invitees and respondents.
The survey asked five free-text Strengths, Weaknesses, Opportunities and Threats (SWOT) questions:
1. What does University Hospital Plymouth NHS Trust currently do well?
2. What do you think University Hospitals Plymouth NHS Trust needs to focus on to address its current
challenges?
3. What do you think the opportunities are to improve care for patients by working better as partners?
4. What would you like us to do to enjoy a better relationship with you and your organisation?
5. What would you like us to do to enjoy a better relationship with you and your organisation?

3.2

Responses

Strengths
Excellent clinical care and services were identified as the organisation’s biggest strength (58%), followed
closely by the commitment and professionalism of staff. The open, transparent and collaborative nature of
the organisation featured multiple times, while the way our staff work with other providers to ensure
patients are cared for in the best place was mentioned more than once.
Weaknesses
Perhaps unsurprisingly in a survey of key stakeholders, the areas we need to focus on were led by the way we
work with our partners, with key words such as ‘work’ and ‘system’ mentioned in 54% of responses. There is
a strong desire for UHP to continue to build on good partnership working, particularly to meet the needs of
an ageing and in some areas, deprived population.
Stakeholders want to see us better integrate our services with those in the community, embracing nonmedical models. There is a pull for us to support primary care, particularly to allow access to diagnostics and
reduce emergency admissions and offer more frontline clinical support outside of the hospital walls, for
example in diabetes care.
Upgrading our infrastructure was seen by multiple respondents as a priority for University Hospitals
Plymouth as was recruiting, retaining and training sufficient staff.
There was a welcome reminder from patient representative groups to ensure a focus remains on the patient
in everything we do. This is nicely summarised in this quote:
“There should be a continued and strong
focus on patient experience which
should permeate all strategies, policies,
procedures and practice and for this to
be a focus in mandatory and ongoing
education and training for all staff.”
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The clinical area identified as requiring our attention was discharge and this was cited by many varying
respondents, from GPs to MPs. Administration around patient care and the use of digital technology were
also seen as areas the trust should develop to address its challenges.

3.3
Opportunities
Feedback around opportunities to improve care through better partnership working focused strongly around
two themes:
 Where care is provided and
 The way staff in different parts of the system work together.
Moving more care into community settings and reducing the duplication of tasks performed by professionals
in different places was a common ask.
“Utilise partnerships better to
shift services out into the places
people live/work/play”

“Can the system find ways of moving
clinical support and capacity closer to
general practice staff to reduce the need
to access hospital services?”

Closer working with social care came up repeatedly with greater collaboration to support students and
develop research also referenced. Improved information sharing between providers and rationalisation of IT
to allow this featured in in multiple responses. Other stakeholders identified that a move to standardise
approaches and processes, especially across geographical locations, would enable more joined-up care:
“{One barrier is the} difference in
pathways and approaches across
the Devon /Cornwall border”

One other theme worthy of note is the opportunity identified for the organisation to do more to focus on
wellness and prevention, contributing more to the wider public health agenda.
3.4
Barriers to better partnership working
This question prompted the greatest diversity of responses. A lack of understanding and trust by all parties
and a lack of alignment in priorities between organisations was the most commonly identified barrier.
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Phrases such as “personal agendas”, “silos” and “territorial” working were used to talk about the different
organisations and the way they operate in the system.
“Willingness to work outside
silos in the development of
new mutual trust and
collaboration”

“Lack of trust and being
protective of funding (on all
sides)”

“Organisation 'one upmanship'
takes huge amounts of energy
which could be better spent
supporting each other.”

Allocation of funding, both as a fair share of a wider provision and between different providers within a local
area was pinpointed as a barrier with ‘funding’ mentioned in 23% of responses.
The lack of time for staff to work across organisational interfaces and the lack of clarity in who does what
were also identified. Patient groups talked about the need to treat people as individuals and more
holistically.
“Pathways being open to interpretation
by partners leading to service provision
not being delivered as designed. Staff
not fully informed about their role in the
pathway leading to misinterpretations.”
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3.5
Building better relationships
More than half of the stakeholders who responded talked very positively about their relationship with staff in
the organisation and the organisation itself. There was an appreciation of the strong relationship already in
place and the desire was often about building on that. Respondents expressed a wish for open dialogue and
collaborative ways of working to continue. A small number of respondents expressed disappointment that
organisational integration with our community partner was no longer imminent.
In general, stakeholders wanted more – more regular meetings, more open dialogue and more transparency
around future plans.

“We currently have a good
working relationship with the
Trust on several levels and
would wish for this to continue.”

“The CEO has a very open and
inclusive approach.”

“Continue to talk with us. Continue
to support work placement,
continue to seek opportunities to
work together”

“Transparency as to the strategic
aspirations for primary care.”

There were some specific themes mentioned. The Trust has been asked to engage more in the Cornish STP
and ensure patient feedback is used and a full loop created so that people can see how their feedback has
driven change and improvement.
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3.6

Themes to take forward into our strategy
•

Building on our strengths: Our excellent clinical care, the quality of our staff and our open,
collaborative approach are all areas of strength. The organisation enjoys good relationships with key
stakeholders within Plymouth and beyond.

•

Extending expertise beyond our walls: Stakeholders want to see us better integrate our services with
those in the community, embracing non-medical models and moving more care into community
settings. There is a pull for us to support primary care and offer more frontline clinical support
outside of the hospital walls.

•

Ways to support integration: Improving IT and standardising approaches and processes will help
services integrate. Work to build trust and overcome organisational silos and structural funding
issues will be needed. Clarity on who does what in pathways of care will be needed as services
integrate to a greater extent.

•

Remembering our role across the peninsula: UHP must support the development of integrated care
in Cornwall in the same way it supports Devon.

Strategy Refresh Insight Report
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4.0

Public

4.1
Methodology
Plymouth Resident Survey was shared with 7,663 residents across the city. 1,868 responses were received. As
part of this survey, UHP paid to include three questions about health and social care.
4.2
Responses
‘How satisfied or dissatisfied are you with health (GPs, hospitals and community health services) and social
care services in Plymouth?’

Base: 1,838

57% of respondents were satisfied with health and social care services in Plymouth, 28% were dissatisfied.
This satisfaction level is higher than national satisfaction levels with the NHS alone (53%), according to the
most recent British Social Attitudes Survey (October 2018). As a face-to-face survey, the British Social
Attitudes Survey has an inbuilt bias towards more positive responses compared to an online/paper survey
which the local Plymouth survey was too, so the 4% difference in Plymouth’s favour should not be underestimated.
Significant differences:
Age – The proportion of those respondents aged 75+yrs who were satisfied with health and social care
services in Plymouth (75%) was significantly higher than all other age groups (ranged from 49%-61%). This is
in line with responses to the British Social Attitudes.
Gender – Females were significantly more dissatisfied (31%) compared to males (25%).

Strategy Refresh Insight Report
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By ward:
% very/fairly satisfied with health and social care services in Plymouth by ward

•

Proportion of those who were satisfied with health and social care services in Plymouth varied across
wards from 40% in Plympton Chaddlewood to 74% in Southway and St Peter & The Waterfront.

•

Significant differences between those wards at the bottom of the chart and Southway and St Peter & The
Waterfront.

‘How would you like health (GPs, hospitals and community health services) and social care services to
work together to better meet your needs?’ – OPEN (Base: 1,114)
•
•
•
•

Nearly a quarter of respondents (24%) outlined waiting times currently too long.
o Over half of these (51%) specifically mentioned waiting times to see a GP are too long, 19%
specifically mentioned waiting times for hospitals and other health services were too long.
17% outlined need to improve access to GPs / current service poor e.g. consultation short or too much
pressure on A&E.
12% outlined need to improve communication / communication between services, professionals and
patients.
10% outlined greater staff levels / frontline staff levels.

Strategy Refresh Insight Report
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Typical responses included:

“I would just like to get a GP
appointment. Last time I gave
up after 23 attempts.”

“Nearly impossible to get an
appointment to see a doctor.
Have to leave it until I get really
ill and then go to A+E.”

“Takes too long to access GP services so
hospitals are overflowing and do not have
enough staff to cope with the number of
patients. Social services are difficult to
access and insufficient, so people rely on
already struggling charities.”

“Trying to get a social worker
involved with a vulnerable
adult is a nightmare.”

“GP's surgeries are almost
becoming inaccessible. Tense
pressure on A+E”

“Hospital (Derriford)- great. Local GP- very
difficult to get a face to face appointment.
Sometimes a long wait to have a telephone
call. As cancer sufferer I feel that there is
no really contact between Derriford and my
GP surgery.”

NHS 111 (not sure if relevant) If you just need a GP
appointment at the weekend to shorten process
and go to drop in clinic especially with a child. The
long questions, call back just wastes time. I have
had 2 ambulances sent when I knew she just
needed to be seen. A waste of resources

Strategy Refresh Insight Report

“I would like to be able to see a Dr
when I need too. I would like my
surgery to be able to answer the
phone when I want to make
contact. Reduce waiting time for
GP appointments”
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Suggestions about how providers would work together to improve the service for people included:

“Much
joined up
“Wouldmore
like Council
care work to be
working.
approach.”
attached Holistic
to GP practice,
so health and
social care are in one place serving
each community”

“Sort out once and for all the huge
problem of lack of joined up in
communications and centralised patient
information. i.e. hospitals still do not
have access to local GP patient records
etc.”

Improve communication between
services. Enhance step accommodation
services for patients coming out of
hospital but not yet ready to go home.
Increase funding for CAMHS and Mental
Health services

Strategy Refresh Insight Report

“To work together more as a
team instead of three separate
entities.”

“Use the same software to
deliver services so there is
access to all health care
providers”

“Further integration and
working with local
communities”
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‘How would you like health (GPs, hospitals and community health services) and social care providers to
talk?’ – multiple responses

Base: 1,713

The most common ways respondents outlined were: through local media (50%); on NHS or similar websites
(39%); and council news: email newsletter/bulletin leaflets/posters/display screens (35%) with regards to
how they would like health and social care providers to talk to them about what services are available and
how they can be involved in shaping them. Social media was preferred above public meetings.

Strategy Refresh Insight Report
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5.0

Staff SWOT

5.1
Methodology
Discussions were held with 137 staff in focus groups between December 2018 and February 2019 and 28
responded to an online survey during the same period. Nearly 1,000 individual comments were captured.
These are summarised in the following word clouds:

Strategy Refresh Insight Report
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6.0

Staff Surveys

Connection to Organisation
UHP’s response rate for the 2018 national staff survey was 52% (based on 3577 responses from a sample size
of 6817). The national average was 44%.
Overall this is an improving picture with respondents recommending the organisation as a place to work rose
from 57% in 2017 to 61%, but remains below the average of 62.6% compared to similar benchmarked trusts.
77% of respondents agreed that ‘Care of patients is my organisation’s top priority’, up from 52% in 2014, and
above the average of 76.7%.
If a friend or relative needed treatment, 71% of staff responding would be happy with the standard of care,
up significantly from 56% in 2014.
UHP’s Staff Engagement score increased for the fourth consecutive year, with the trust scoring better than
average (7.0 versus 6.3) for immediate managers and the support they give. Question level data relating to
immediate managers improved significantly with employees feeling an increased sense of value,
encouragement, feedback and support from their line managers.
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But against a backdrop of increased demand, there is an issue with increasing levels of stress:

Staff survey responses to questions about communication and senior managers have steadily improved since
2014.
Question - % agreeing or strongly agreeing

2014

2015

2016

2017

2018

I know who the senior managers are here.

78

81

84

85

86

Communication between senior management 28
and staff is effective.

33

38

41

41.5

Senior managers here try to involve staff in
important decisions.

22

27

31

34

38.5

Senior managers act on staff feedback.

21

24

30

31

34

Senior Managers
More than 8 out of ten respondents (86%) know who the senior managers are and 41.5% agreed that
communication between senior management and staff is effective; both figures are above average compared
to similar benchmarking organisations.

Strategy Refresh Insight Report
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Internal Communications Survey
6.1

Methodology

A survey was shared with a randomly selected 1,600 members of staff during December 2018 and January
2019. 579 responses were received – 441 via completed paper copies and 138 via the online link - equating to
a 36.2% response rate. This survey was designed as a deeper dive on form the Staff Survey, asking
respondents 15 questions around the themes of team meetings/huddles; line management communications,
Executive Director visibility, communication channels and access to information, new methods of
communication, the organisation’s top priorities, airing Your Voice, awareness of Freedom to Speak up
Guardians and how to suggest an improvement.
6.2

Responses

Team meetings/huddles and their effectiveness

More than 53% of staff asked considered these meetings to be extremely or very effective. A further 29%
considered them somewhat effective.
Line management communications
More than 51% of staff surveyed strongly agreed or agreed their line manager shares ‘what is happening in
the wider trust and the impact it has for my area’.
Executive Director visibility
The majority of respondents (55%) said they did not know when an executive had last visited their area. A
further 25% said within the last year or six months; 13% reported seeing a director within the last month and
7% within the last week. This should be seen in the context of the annual Staff Survey, in which 86% said they
know who the senior managers are.
Communication channels
Staff used a likert scale to rate the effectiveness of communication channels in keeping them informed. The
below table shows channels rated from most effective (points 4 and 5 on the scale) to least.
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1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.

Messages from my manager
Team meetings/huddles
Daily Email
Vital Signs (email version)
Screensavers
Messages from Ann (Chief Executive)
One-off briefings e.g CQC outcomes
StaffNET
Team Review
Vital Signs (printed version)
Website
Cascade
Trust Facebook page
Ask Ann
Locally-owned Facebook group
Trust Twitter feed
Locally-owned Whatsapp group

Combined % of respondents
rating the channel Most
Effective and Effective
62.17
60.92
58.45
58.25
46.73
39.61
38.91
37.12
36.12
32.45
27.79
20.6
20.35
18.16
15.59
14.66
12.81

In terms of new methods of communication, staff preference was for a staff site available via mobile/staff
app.
The organisation’s top priorities
Staff were asked: In your opinion, what are the organisations top priorities? Please detail as many as you like.
More than half (61%) mentioned patients, patient care, care, patient safety or Putting Patients First. This
correlates with the staff survey. 22% of respondents used the term staff. Money, saving money or finance
was sited by 15% of those surveyed.
Airing Your Voice
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74% of respondents confirmed they are aware of the Freedom to Speak Up Guardians.
6.3

Themes to take forward into our strategy
•

The importance of line manager communications with staff cannot be over-emphasised. They are
key translators of information both from the organisation to staff and back again, as well as within
their own area. Consideration should be given to how we can further upskill line managers to act as
interpreters of trust-wide information and facilitators, building this in to the Manager’s Passport
skillset. Half of the responding staff agree their line manager communicates well, which is a good
base to build on but there is more work to be done to support line managers.

•

Executive Visibility: with more than half of respondents saying they didn’t know when they had last
seen an Executive, there is further to go in making visibility systematic and broader-reaching.

•

The pull from staff for information is weighted around these top five issues:
1.
2.
3.
4.
5.

Training and development
Health and Wellbeing
Pay and pension
Quality Improvement
Good news stories

Communications should be geared towards this, featuring these topics more frequently.
•

Current corporate communication channels work well, according to respondents. After line manager
messages and team meetings, Daily Email and Vital Signs were both rated as Most Effective or
Effective by more than half of staff completing the survey. In developing communications, the
preference is for a mobile staff site or staff app.
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7.0

Patient Feedback

The Friends and Family Test was introduced in 2013. Results for the Emergency Department are above the
average national recommender score. Inpatient and daycase are close to average while outpatient is just
below.
Emergency Department
In January 2019, the national recommender score for A&E, MIU and walk-in centres was 86%. Below is our
tracker for 2018/19.

Inpatient and Daycase
In January 2019, the overall recommender score for inpatient and daycase across all centres nationally was
96%. Below is our tracker for 2018/19.
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Outpatient
In January 2019, the overall recommender score for outpatients across all centres nationally was 94%. Below
is our tracker for 2018/19.

What patients view as our strengths:
• Excellent staff (FFT) , confidence in nursing staff (inpatient survey), friendly and polite staff (inpatient
survey)
• Amazing care (FFT) and being treated with dignity and respect (inpatient survey)
What patients view as our areas for improvement:
• Waits - for medications (FFT); on elective lists (PALS)
• Parking (FFT)
• Staff too stretched (FFT) and not enough nurses (inpatient survey)
• Communication with patients and relatives (PALS)
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Feedback from a session with our Patient Council on our strengths and weaknesses correlated with wider
patient findings as noted above:
Do well
-

Do Better
The staff that work here
The care we deliver
Commitment of staff
Devotion of staff
Approachability of many staff
All staff
Friendliness of everyone down to
cleaners
Nothing is too much
Quality of care
Working together well
Clinical excellence
Compassion and work ethos of staff
Clinical excellence of Trauma Care
Saving lots of lives, more than not
Patients well looked after
Usually high standards of clinical care

-
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Waiting times and cancellations
Learning Disability understanding for all
staff/training
Supporting Carers
Communication and liaison between
departments for complex older lives
More communication
Patient involvement
Buildings and access
More staff!
Links with primary care
Engagement with patients and public re
developing system
Operational pressures and community care
Comms to patients especially re
appointments
Using e-mail better to communicate with
patients
Car parking
Website
Primary care
Consistent process
Clinical admin – apt letters, self booking,
reports etc
Responsiveness
Need a hospice wing where all patients
dying can do so with peace and dignity
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8.0

GPs

A survey was sent via email by our Associate Medical Director for Primary Care to GPs in Plymouth and East
Cornwall. Primary care is difficult to engage with and the response was low, with 22 GPs coming back. Five
questions were asked, with the following responses:

Nearly 5% agreed that “Derriford Hospital provides a good level of healthcare to the local population”. At the
other extreme, 27% felt “Derriford Hospital does not adequately meet the healthcare needs of our local
population.” The large majority agreed with the organisation’s CQC rating: “Derriford Hospital meets the
healthcare needs of our local population but requires improvement”.

Once again, 78% felt relationships between clinical teams could be improved, with a reassuring 18% reporting
them to be “Good”. A further 14% felt the state of relationships to be “inadequate”. Themes for
improvement were; a lack of joined up IT, poor communication, lack of clear lines of communication/advice,
everyone is stressed and stretched.
For Question 3, respondents were asked what the top 3 issues were they would like UHP to focus on. When
themed these translate as:
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1. Review of extra-contractual work being requested of Primary Care from Secondary Care
2. Timeliness and accuracy of communication in particular discharge summaries and clinic letter
3. Improving elective care waiting times and supporting those awaiting specialist care.
In appreciative inquiry style, respondents were asked “What would closer working look like to you?”
In order of priority the factors identified were:
1. Clearer lines of communication and sources for urgent specialist advice
2. Single Shared IT solution record system
3. A single team approach, creation of a clinical senate
An emphatic 84% wanted improved communications with the trust and buddying and workplace exchanges,
face-to-face events including education elements and a regular newsletter were the most popular means.
We then ran a workplace exchange or twinning scheme. Evaluation showed the areas for improvement were
focused on communication (cutting both ways) and broke down into:
a. Quality of referrals into hospital
b. Quality of discharge information from hospital
c. Potential value of voice to voice communication to trouble shoot and do the right thing first time
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Annex A

Strategy Refresh – External Stakeholders
Councils
Plymouth
CEO of Plymouth City Council Tracey Lee
Strategic Director of People Carol Burgoyne
Chair of Health and Adult Social Care Overview and Scrutiny Committee Mary
Aspinall
Cabinet Member for Health and Adult Social Care Ian Tuffin
Devon
CEO Devon County Council Phil Norrey
Chair of Devon Health and Adult Scrutiny Committee Councillor Sara RandallJohnson
Cornwall
CEO Cornwall Council Kate Kennally
Chair of Cornwall Health and Adult Social Care Scrutiny Committee Armand
Toms
South Hams and West Devon Sophie Hosking

Responded
Deadline
extended
Reminder sent
Reminder sent

Responded

Universities and education
Professor Rob Warner, Vice Chancellor of Plymouth Marjon University

Responded

Dean of the Plymouth University Peninsula Schools of Medicine and Dentistry
Hisham Khalil
Bridie Kent, Executive Dean, Faculty of Health and Human Sciences
Postgraduate Dean for Health Education England Professor Martin Beaman
Exeter University Vice-Chancellor & Chief Executive Professor Steve Smith
Scott Health and Medical Head Martyn Cox Martyn Cox

Reminder sent
Responded

Responded

Patient representative groups
Plymouth Healthwatch Tony Gravett
Kernow Healthwatch Natalie Swann
Devon Healthwatch - Kevin Atkins
Patient Council
John Osborn
Eileen Pearce
Support Groups
Learning Disability support group
The Plymouth Regional Head & Neck Cancer Support Group
SOPD
Commissioners

Responded
Responded

Responded
Responded
Responded
Responded
Responded

Richard Schofield, NHSI
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Chair of Devon STP Suzi Leather
NEW Devon CCG – Simon Tapley
Chair Tim Burke
South Devon Chair Paul Johnson
Kernow CCG – Jackie Pendleton, Interim Managing Director
Kernow CCG Chair Iain Chorlton

Responded
Reminder sent
Reminder sent

Other providers
Livewell Southwest – Adam Morris

Devon Partnership Trust – Melanie Walker
Cornwall Partnership – Phil Confue
St Lukes CEO Steve Statham
SWASFT Chief Exec Ken Wenman
RCHT – Kate Shields
RD&E - Suzanne Tracey
Torbay – Liz Davenport
DDOC Justin Geddes
Alliance – Christine Little
Eddystone Trust

Deadline
extended
Sally Meethan
from Livewell
Responded
Reminder sent
Responded
Responded
Reminder sent
Reminder sent
Reminder sent
Reminder sent
Responded
Responded
Responded

Other
South West Defence Medical group Richard Heames
Devon LMC Chair Bruce Hughes

Responded
Responded

MPs
Johnny Mercer
Luke Pollard
Gary Streeter
Sheryll Murray
Scott Mann
Sarah Wollaston

Responded
Responded
Responded

GP Federation leads
Beacon – Andy Mercer
Drake and Pathfields Alan Holman
Cornwall – Neil Parsons
South Hams - Angus McMyn
Sentinel - Roland Gude
Sound - Peter von Eichstorff
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Purpose
Decision
The purpose of this report is to ensure that the Board is aware of the key
Approval
risks to 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 sub-committees
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.
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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.

This shows that our most significant organisational risks for which further assurance is required
continue to be in the following areas:
‒

The impact of operational pressures on patient care.

‒

Follow-up backlogs.

‒

Safe staffing levels.

‒

Financial performance

‒

Financial sustainability.

The Board is invited to comment on these issues.
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.
2

Item 7
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.
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Board Assurance Framework
Outcomes

Assurance

Weak

Plan?

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

Further assurance or
action required

(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.

Elective care: The total number of patients waiting for planned
treatment has increased to 28,899 at the end of June. This increase has
exceeded our NHSI trajectory which requires the Trust to initially
maintain then reduce the overall waiting list size in 2019/20.

Winter Resilience Plan.

Cancer: At the end of June the Trust achieved 2 of the 9 national Cancer
standards with the level of challenge in achieving against these standards
continuing to grow as demand is ever increasing.

Yes

Negative

Weak

Yes

Neutral

Reasonable

Develop and
implement revised
approach to
completing robust
QIAs.

Yes

Neutral

Reasonable

Confirm all CQC
recommendations
have been fully
addressed on a
sustainable basis.

Neutral

Reasonable

Lenny Byrne

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

TBC

Yes

15

S&Q

3

Feb-19

Q3 Quality Governance
5
Failure to adopt robust quality governance
arrangements resulting in avoidable harm
to patients. There are a number of more
specific risks including:

The Outpatient project now forms one of the three major projects
overseen by the Executive team. There are weekly updates. The target is
to reduce outpatient additions by 35%. Care Groups are currently
identifying specilaities that offer up appropriate opportunity to deliver
the projected outpatient savings over the rest of this year. A portfolio of
options are being reviewed within each outpatient area to determine
their potential option to offset face-to-face consultation. These options
can be facilitated by IT solutions, the solutions are being separately
assessed within the IT department to support the desired future
outpatient operational model. Many innovative pathways with
demonstrable future impact have been identified. We are focusing on
standardising our approach to ensure all appropriate alternatives to face
to face consultations are considered.

S&Q

Phil Hughes

Monthly performance
report to Trust Board.

Jun-19

15

S&Q

3

Jun-19

5

S&Q

Diagnostics: At the end of June, 1464 patients had waited greater than 6
weeks which was 14.5% of the waiting list – in excess of the NHSI
improvement trajectory of 6.1%.

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

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

Incident reporting system. Mortality: There are adverse HMSR/SHMI variances , however, after
investigation, the Trust has concluded that the cause was the Trust’s bed
Mortality Review Group.
management system which increased number of coded episodes which
had the result of appearing to ‘delay’ a definitive diagnosis. NHS
Quality Assurance
Improvement had reviewed the Trust’s investigation and ratified its
Committee.
conclusion.

(a) Incidents: Failure to report, investigate
and learn from incidents.
(b) Mortality: Failure to examine,
understand and explain mortality rates
(c) Inquests: Failure to act on findings
resulting from inquests undertaken from
HM Coroner.

Quality Improvement
Committee.

5

3

15

Lenny Byrne

(d) QIA: Failure to undertake adequate
Quality Impact Asssessments for major
issues or projects.
Q4 CQC Compliance
Failure to maintain compliance with CQC
registration requirements leading to poor
patient care. Specific sub-risks:

Implement
performance
improvement plans
to secure delivery of
agreed trajectories.
Ensure that QIAs are
in place for all key
areas where
performance
standards are not
being met.

Imaging Board.

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

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

Yes

Urgent care: The demand on our urgent care pathways continues to
increase and provide a significant challenge to achieving timely
treatment. May and June recorded the highest average daily ED
attendances (Type-1) on record at 299 and 298 respectively.

Jul-19

Daily operational site
management meetings.

Jun-19

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

CQC Action Plan
Safety & Quality
Committee reporting

(a) Must Dos: Failure to respond
appropriately to 'must do'
recommendations from the CQC.

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.
Quality Impact Assessments (QIAs): In June 2019, the Committee
received a summary report in relation to QEIA and were assured that
systems and processes had been or were being established to ensure
safe management.
Must Dos: The Committee had a high level of assurance that the ‘must
dos’ in the main report were on target to be addressed.
Pharmacy: The Committee were assured that compliance with the ‘must
dos’ relating to pharmacy were being addressed but were informed of
recent developments in staffing on which the COO agreed to provide an
update.
Imaging: The Committee were assured that the ‘must dos’ relating to
diagnostic imaging were being addressed but the report to the
Committee required an updated position on access and additional
assurance on the morale of the departmental staff.

(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.

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

4

3

12

Nick Thomas

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

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

No further action
required. Committee
to consider removal
of risk.

Weak

Ensure that all
elements of NHSI's
'Developing
Workforce
Safeguards' are fully
met enabling board
sign off.

Good

Yes Plan?

Positive Outcomes

Yes

Neutral

Aug-19

Yes

HR&OD

Aug-19

Positive

National Requirements: The Committee received a briefing on NHSI's
'Developing Workforce Safeguards' requirements in December 2018. An
update will be given to the Board in September 2019 within the CEOs
update.

Further Committee
review planned for
August 2019.

Yes

S&Q

Jun-19

Daily ward staffing review
meetings.

Matron & SERCO reviews
of cleanliness.

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 2018/19 in April 2019. In June 2019,
the Committee had a high degree of assurance that the Trust had a
reliable assessment of infection risks and measures to address these.

Negative

In June 2019, the Safety & Quality Committee received a detailed report
relating to antimicrobial CQUINS and noted the overall reduction in
antimicrobial prescribing. The Committee noted the need for antifungal
stewardship.
The Committee received an additional report identifying the CQUINS and
the plans to ensure compliance. The Committee noted that QAC and FIC
oversee the quality and finance compliance with CQUINS.

Infection Prevention &
Control Sub-Committee

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

No

S&Q

Oct-18

CQUINS programme
management
arrangements.

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

Positive

S&Q Group

Jun-19 Last Review

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

HR&OD

Risk

Monthly Care Group
Performance Reviews

Lenny Byrne Lead

12

Kevin Baber

3

Lenny Byrne

Q6 Infection Control
4
Failure to meet national infection control
targets or maintain a clean hospital and/or
comply with the requirements of the
Hygiene Code.

ASSURANCE ASSESSMENT

Steven Keith

Description of identified risk and potential
consequences

Impact

Ref.

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

Further assurance or
action required

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

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

4

3

12

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

3

4

12

W1 Safe Staffing
5
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:

5

25

AIM 2: DEVELOP OUR WORKFORCE

(a) National Requirements: Failure to
comply with national requirements on
maintaining safer staffing.

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

(b) Nurse Staffing: Failure to maintain
sufficient ward staffing levels leading to
potential harm to patients.
(c) Medical Staffing: Failure to maintain
sufficient medical staff or provide
appropriate medical rota cover. This could
be compounded by changes to pension
rules which is reducing our medical
capacity.

Nurse Staffing: The overall nursing fill rate for August 2019 was 85.1%.
Current vacancy level is 12.35%. In addition to recruitment of preceptees,
good progress being made with RN international recruitment with c. 115
experienced overseas nurses planned to join us between end of
September and end March 2020. First group of overseas nurses joining
the Trust from end of September and positive progress also being made
towards future pipeline international recruitment for 2020/21. Further
14 HCAs appointed from August Open Day which takes the total to 71
HCAs appointed from the 4 generic programmes since March 2019. 24
HCA Apprentices also appointed for the October intake and further Band
2 HCA interviews due to take place to create a talent pool of Band 2
HCAs, to help manage expected winter pressures.
Medical Staffing: Current vacancy level is 8.2%. There are particular risks
associated with some service areas and professional grades. This includes
maintaining general medical rotas and medical registrar vacancies. The
medical staffing team are working with a number of provider agencies on
international recruitment. 7 offers of positions have been made
following a successful campaign in Prague (with a further 4 outstanding)
with 5 offers about to be made as a result of more recent campaigns.

(d) Clinical Professions: Failure to
maintain sufficient Clinical Professionals
leading to poor patient flow through
hospital.

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

5

3

15

Steven Keith

Clinical Professionals: There are particular staffing risks in some areas
including radiologists, pharmacists and radiation protection.

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.

Pulse survey shows that both the recommend as a place to work and be
treated questions are above the national average for English Acute
Trusts. In order to draw together data sources related to culture such as
SS, Pulse, F2SPUG, Vacancy turnover etc. This provides a heatmap for
focus. Compared to the National NHSI Cultural dashboard the Trust is
29/89 Acute Trusts for cultural indicators in the Staff Survey. Freedom
To Speak Up Guardians: The Trust is advertising for additional Guardians
to support the team. The F2SPUG Self Assessment of our arrangements
has been updated and shows improvment since . The self-assessment
containes sixty nine self-review indicators - in Jan 19 h 8 were rated red,
24 amber and 37 green. The updated assessment shows good progress
and that 4 were rated red, 21 were rated amber and 44 rated green.

2

Board Assurance Framework
Neutral Outcomes

Reasonable Assurance

Neutral

Reasonable

Yes

Negative

Weak

Ongoing review by
FIC and Trust Board.

Yes

Neutral

Reasonable

Ongoing checkpoints at
FIC meetings
throughout the year to
ensure greater visibility
and assurance.

Neutral

Reasonable

Await formal feedback
following recent UoR
review.

Yes Plan?

Aug-19 Last Review

Yes

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

Further assurance or
action required

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.

Absence Management:Annual sickness absence (the number of sick days
divided by the number of available working days) has decreased over the
past 12 months from 4.34% in August 2018 to 4.31% in August 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.

3

12

5

20

Steven Keith

4

Annual GMC Survey.

The GMC 2019 report was published on 8th July 2019 providing feedback
on medical trainee experience. Some key points for note:
Periodic report to the Trust o 88% responded to the survey which is above average for the Peninsula;
Board from the Director of however this is below the national response rate.
Medical Education.
o The Trust was ranked the lowest of the five Trusts in the Peninsula for
overall satisfaction; however the Trust’s overall satisfaction ranking was
Service Line Plans.
very close to the national median.
o For each of the 18 domains of the survey, the Trust was neither a
positive nor a negative outlier. This is an improvement from being a
negative outlier for feedback in previous surveys.
o Overall, trainees continue to highly rate the quality of their clinical
supervision, experience, and the teaching they receive.
o Over a third of trainees and more than two-thirds of trainers described
the intensity of their work as heavy.
o Almost a third of trainers told us they are not able to use the time
allocated to them for training.
The results will be shared with Service Lines for action planning to
address specific improvement areas.

Sarah Brampton

(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.

Yes

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

HR&OD Group

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

Aug-19

Mandatory Training: Between June and August 2019, compliance for
Trust Update training has decreased by 1% to 88%, decreased by 1% to
88% for Manual Handling, decreased by 2% to 80% for Basic Life Support
and remained static at 93% for Child Protection. 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.

HR&OD

Monthly Care Grup
Performance Reviews.

FIC

Appraisals: Appraisal compliance rates for Agenda for Change staff have
increased from 85% in June 2019 to 86% in August 2019.

Jul-19

Monthly performance
report to Trust Board.

FIC

12

Jul-19

4

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

FIC

3

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

ASSURANCE ASSESSMENT

Jul-19

Risk

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

Steven Keith Lead

Description of identified risk and potential
consequences

Impact

Ref.

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

Monthly finance report to The control total for 2019/20 for the Trust has been set at breakeven.
Trust Board and NHSI.
There is a significant FIP target required to achieve the control total of
£25.5m.
Budget sign off letters &
financial controls
In 2019/20 the Trust has been allocated £9.1m Provider Sustainability
guidance.
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
SFIs and Scheme of
Rate Emergency Threshold (MRET) Funding, which was granted following
Delegation.
the acceptance of the control total.

AIM 3: IMPROVE OUR FINANCIAL POSITION
F1

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

4

(a) Activity: Failure to deliver planned
activity resulting in loss of income.
(b) FIP: Failure to identify or deliver
planned financial improvements.

Internal & external audit
reviews.

(c) Additional funds: Failure to earn
assumed PSF, FRF or MRET funding.

Model Hospital & GIRFT
reviews with Care Groups
to identify and drive
opportunities.

F2

Capital Programme
4
Failure to effectively manage or deliver
the agreed capital programme leading to
non-delivery of critical investments and/or
inefficient use of resources. This is
compounded by the fact that there is
potential for national capital finding
constraints in 2019/20.

3

12

Nick Thomas

(d) STP risk share agreement: Adverse
impact of STP risk share agreement.

The deficit year to date is £7.69m, £0.53m favourable to plan
FIP achieved to date is £5.02m, a £1.92m favourable variance against the
target. The income and costs associated with service delivery show an
adverse variance of £1.17m for the year to date. The monthly position
does not include any application of any proposed risk share agreement
with the STP. The Trust estimates that the adjustment for month 1-4
would in the region of £0.3m.

Although the Trust is on plan at month 4 the risks around delivery on the
annual plan are still significant, with forecast FIP delivery below the £25m
required.
Annual Capital Programme The resubmitted capital plan totalled £33.8m. This was largely
unchanged from the original plan. The current forecast of spend is
£33.1m following some minor amendments to central funding.
Recent letter highlighted national capital funding constraints over the
coming year which could increase pressure on the capital programme.
The Trust has carried out a review of the capital programme supported
by further discussions with NHSI and STP partners. This proposes to
reduce the plan by £7m (20%).

F3

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

3

4

12

Sarah Brampton

This approach still leaves a significant risk of £1.9m for substations. The
remaining high risk item relying on external funding of £7.0m is the new
3T MRI STP wave 4 business case. NHSI have confirmed that they will
support the release of these funds and are currently reviewing the case
so to be in a position to approve for funding as soon as possible.
PDU.
Care Group reviews.

In 2018, the Trust was assessed as 'Requires Improvement' for its Use of
Resources by NHSI / CQC. The Trust was subject to a further Use of
Resources assessment in July 2019 and whilst the verbal feedback was
positive, we are currently awaiting a formal report.

CQC assessment.

3

Board Assurance Framework
Weak Assurance
Fair

No

Neutral

Fair

Updated site
development plan to
be developed and
reviewed by Trust
Board in December
2019.

Yes

Neutral

Reasonable

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

Yes

Neutral

Reasonable

Present an annual
report on H&S to the
Trust Board in
September 2020.

Yes

Positive

Excellent

Review the annual
Fire Safety report in
January 2020.

Reasonable

Review the annual
Emergency Planning
report in November
2019.

Reasonable

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

Yes Plan?

Negative Outcomes

No

Neutral

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

Yes

FIC oversight.

In June 2019, FIC discussed the development of the Trust's key priorities
and how these are being refined to inform the Long Term Plan. An
update on the development of the Long Term Financial Plan is due to be
given to FIC in September 2019.

Neutral

NHSI oversight.

Yes

20

Neutral

4

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

FIC Group

5

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

ASSURANCE ASSESSMENT
Jul-19 Last Review

Risk

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

Sarah Brampton Lead

F4

Description of identified risk and potential
consequences

Impact

Ref.

CONTROLS & IMPACT ASSESSMENT
Likelihood

RISK ASSESSMENT

Annex 1

Further assurance or
action required

FIC to review progress
in September 2019.

Trust Board oversight.

(b) Inadequate resources: Insufficient
finance, people or space to handle clinical
or care needs identified within required
timeframes.

Nick Thomas

Digital Strategy Forum.

Lee Budge

12

Health & Safety
Committee.

Nick Thomas

4

Designated Fire Officer
Fire Wardens

Nick Thomas

3

Designated Emergency
Planning Officer

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.

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

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. 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 is the subject of a separate report to the Board.
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'. An Internal Audit Review has been
commissioned into Fire Safety, which will report to the Audit Committee
in due course.
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. An internal audit
report identified a requirement to improve business continuity plans for
maintaining operational delivery in the event of certain emergencies.
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.

The age of the Trust's estate is making it more difficult to balance our
spending between the maintenance of our existing infratructure against
those required for strategic growth and development. The demand for
capital currently exceeds the resources available. The Board has agreed
agreed a capital strategy which uses internally generated resources to
spend on maintainenance and rolling replacement priorities. All major
investments are subject to a rigorous business case process to ensure
strategic alignment and affordability but clarification is needed on the
longer-term funding implications. 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 by the Trust Board in December
later this year.
The Trust has recently commissioned a new external 6 facet survey which
will consider (i) Physical Condition; (ii) Statutory Compliance; (iii) Space
Utilisation; (iv) Functional Suitability; (v) Quality; and (vi) Environmental
Management. The outcome of this review will inform the backlog
maintenance investment plan for the Trust for the next 5 years. This will
be reported to Trust Board as soon as the survey is complete. Finally, the
Trust has recently completed the Premises Assurance Model for 2019/20.
This considers the rigour with which a wide range of Estates and Facilities
assurance and compliance domains are delivered. This will be reviewed
by Trust Board during September / October 2019.

(c) Poor delivery: Late or over spent. This
requires individual capital plans which are
visible to clinical staff (to ensure
disruption to patient care is managed) and
HR (to ensure staffing requirements are
planned).

S3

Jul-19

(a) Clinical needs: Inadequate
identification of clinical needs in sufficient
time for the required actions to be taken.

Trust Board

Capital Steering Group.

FIC

Investment Panel.

Jul-19

Capital Procedures.

N/A

Regular reporting to the
FIC

Trust Board

16

Sep-19

4

Trust Board

4

Jan-19

Physical Infrastructure
Care now or in the future is negatively
impacted if the hospital does not have or
maintain the infrastructure and/or
equipment needed. Maintenance in this
context means both repairs and
maintenance and replacements which
retain current capabilities and capacity.
There are three potential causes of this
risk:

Trust Board

S2

Sustainability &
Fundamental service transformation is needed if we are to meet the
Transformation Plan (STP). increasing demands on health and social care within the finite resources
available. We are awaiting further clarification from the STP and
Western System
commissioners on its specific plans for transformation.
Improvement Board.

Nov-18

20

Trust Board

4

Jan-19

5

Trust Board

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 challenges within
the health and social care community.

Ann James

S1

Nick Thomas

AIM 4: CREATE A SUSTAINABLE FUTURE

Business Continuity Plans

Chief Clinical Information
Officer.

AIM 5: MAINTAIN STRONG GOVERNANCE
G1 Health & Safety
Harm to staff, patients of visitors as a
result ineffective health and safety
arrangements.

4

G2 Fire Safety
5
Harm to staff, patients of visitors as a
result ineffective fire safety arrangements.

G3 Emergency Planning
Poor response to declared major incident
leading to potential patient harm.

G4 Cyber Security
Harm to staff, patients of visitors as a
result ineffective health and safety
arrangements.

4

4

3

2

3

3

12

10

12

12

Periodic report to Trust
Board.

Mandatory Training

Emergency Plan

Timetabled software
updates

4

Integrated Performance Report
September 2019

Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

Contents
Executive summary

3

Annex 1: Cancer standards

39

Annex 2: Serious incidents

40

Key exceptions and improvement plans

4

Annex 3: Patient comments

41

Annex 4: FFT scores

42

Annex 5: FFT benchmarks

45

Comparisons with other acute trusts

9

Care Group and Service Line summary

11

Annex 6: Ward specialty

47

Annex 7: Income and expenditure against plan

48

Caring

12

Annex 8: Income and expenditure variance analysis

49

Responsive

15

Annex 9: Income and expenditure monthly profile

50

Annex 10: Contracts

51

Safe

20

Annex 11: Workforce

52

Annex 12: Capital plan

53

Annex 13: Cash

54

Annex 14: Balance sheet

55

Effective

27

Workforce (well-led)

30

Finance and efficiency

35

Integrated Performance Report

Page | 2

Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

Executive summary
Caring

Responsive

Safe

Effective

Workforce

Finance

PALS

A&E

Safe Staffing

Mortality

Staff Vacancies

Financial performance

Complaints

Ambulance Handovers

Infection Control

Follow-up Backlogs

Staff Turnover

Income & activity

Ombudsman

Delayed Transfers of
Care (DTOCs)

Safety Incidents

Readmissions

Staff Experience

Workforce Costs

Compliments

RTT

Safety Thermometer

Stroke

Staff Appraisals

Cost Improvement
Plans

Friends and Family
Test (FFT)

Cancer

Never Events

Hip Fractures

Mandatory Training

Mixed Sex
Accommodation

Diagnostics

Pressure Ulcers

NICE Compliance

Sickness Absence

Duty of Candour

Cancelled Operations

Falls

Length of Stay

Cash
Capital expenditure

VTE Risk Assessment
Surgical Safety
Medical outliers

Integrated Performance Report

Page | 3

Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

Key exceptions and improvement plan
Improvement Priorities

Urgent Care

The recently commenced People First programme continues move the Trust to a
new system of focussing on improvement methodology based programmes of
work. The Executive Team and wider Trust Management Executive have been
developing a number of improvement priorities, three of which will have a
particular focus over the coming year.

The demand on our urgent care pathways remains high and provides a significant
challenge to achieving timely treatment in our Emergency Department as well as
creating significant pressure on the delivery of elective care within UHP.

All three projects have had initial scoping meetings which have involved the Trust
Management Executive and a number of other colleagues.
1) Reducing emergency admissions of frail elderly patients by seven per day.
A reduction of seven frail elderly admissions per day would save up to two
wards of beds – the priority area for action is the rapid development of the
current frailty team. Frailty nurse recruitment is complete pending start
dates which will enable 7-day frailty nurse cover for ED. 2 Healthcare of the
Elderly consultants have been appointed and 2 ‘hot clinics’ are in place in
AAU. Work to date has reduced frail elderly admissions by 3 per day.
2) Increasing scanner and theatre utilisation to 85%
The work to improve scanner utilisation is planned to roll out from the end of
September. The learning from the Initial work in CT East will be applied.
Further initiatives associated with inpatient scanning are being developed
and include the early morning booking of scans and improved
communication with wards.
3) Reducing additions to the outpatient follow-up waiting list by 35% by the
end of March 2020.
The Trust has held forums to engage with clinicians on alternative models of
follow-up care which might help to reduce the follow-up demand on the
Trust. These discussions have also included new patient/clinician
communication technologies which are already being reviewed by the Trust.
Analysis has been undertaken to identify the areas where the greatest
opportunities exist and services have been asked to refocus their ideas and
prioritise these high volume areas.
Integrated Performance Report

Average daily ED attendances in 2019/20 have been consistently higher than
18/19 peaking at 299 in July and subsequently reducing to 282 in August although
this remains higher than the same month in 18/19 (273).
We have now collected over 12 months of ED triage category data using the new
Australasian College of Emergency Medicine triage system. This system defines 5
levels of acuity. Our latest data shows that in August, 23.9% of patients were
triaged into categories 1 & 2; Immediately (Cat 1) or imminently (Cat 2) lifethreatening. This is 1.0% higher than the same month last year; the equivalent of
an additional an additional 5 patients per day in categories 1 & 2.
The Winter planning timetable has been published and the associated processes
will be overseen by the local A&E Delivery Board.
An interim report on urgent care clinical standards was published in March 2019
and recommended the testing of four access standards and one supporting
indicator for urgent and emergency care to understand their impact on clinical
care, patient experience and the management of services when compared to the
current single four-hour access standard in A&E.
UHP was chosen as one of 14 Providers to pilot the field test. The field test
comprises a 6 week period of testing (Phase 1), followed by 2 weeks pause then
another 6 week period of testing (Phase 2). NHS England has confirmed this
testing period will continue until the end of the financial year and Trusts are in
discussion with NHSE to discuss the publication of performance data.
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Safe

We continue to see high numbers of attendances and ambulance handovers.
NHSI/E in conjunction with Devon CCG have undertaken a review of ‘Front Door
Demand’ for UHP. This review has identified a number of potential work streams
which have been picked up at the UHP A&E Delivery Board:• Increase the ability to provide same day emergency care
• Supporting primary care capacity to assess and manage on the day
care, through operational and digital support
• Improving communication around end of life care
• Applying the learning from the Torbay Coastal locality to the
Western Locality
• Targeting people with respiratory disease to prevent unnecessary
admissions when care could be better provided through
preventative measures and ambulatory care.

Effective

The Trust has an ongoing RTT recovery plan that incorporates its 52 week
reduction plan with a trajectory reducing to zero by end of 19/20. The plan has a
number of key elements which include:
•

Outpatient Productivity Programme: Improved utilisation of clinic
capacity – results show utilisation improved from 73% to 85% which is
being maintained. Aspiration to move to 90%.

•

Theatre Productivity Programme (PERSIST): 85% utilisation target &
reduced cancellations. Lead clinicians assigned to all specialties with
<80% utilisation and asked to draw up improvement plans.

•

Development of new partnership working with Care UK: Plymouth
Orthopaedic Partnership ongoing – discussions ongoing to understand
whether Care UK can take more complex patients.

Integrated Performance Report
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•

Opening of our 3rd Cath Lab: Commenced operationally on 1st July
2019. A new Consultant starts in August which will help to maximise
session use in the new Peninsula Heart Clinic whilst new registrars in
October will help to further increase outpatient activity.

•

Consultant recruitment in Medical Specialties

•

Improved administrative functions in specified Service Lines: Elective
Care Checklists and Good Practice Guides have been developed and
rolled out to service lines. Prioritisation of areas is being led by Care
Group Managers.

•

Reduction of diagnostic waiting times: Additional CT outsourcing and
new MRI scanner now online with Ultrasound outsourcing to Peninsula
Ultrasound imminent.

•

Demand management: More Advice & Guidance and pre-choice triage
schemes as per CQUIN. Currently rolled out to 86% of GP referrals.

Elective Care
The total number of patients waiting for planned treatment at Derriford has
increased month on month in 19/20 to 30,115 at the end of August. This increase
has exceeded our NHSI improvement trajectory which requires the Trust to
initially maintain then reduce the overall waiting list size in 19/20.

Workforce

The key areas of risk to delivering the incomplete pathway target remain
unchanged - the growing Neurosurgery outpatient and treatment backlog, long
waits for Orthopaedic procedures and 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. UHP Finance Team have
developed a number of options with regard to this issue and invited affected
Clinicians to meet and discuss. Growing waiting lists in Cardiology are also
becoming a concern however incoming registrars in October will help them to
address their growing outpatient waits.
As at Month 5, GP and 2ww Trust referral numbers are already 6.6% (+2363)
above the levels at the same point last year. Within the 2WW category (i.e our
highest clinical priority) referrals are 16.5% up on the same point last year
(+1684) and 1.4% (+164) above plan.
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RTT waiting time performance against the 92% standard dropped to 76.2% in
August with 7,178 patients now waiting greater than 18 weeks and 111 patients
waiting over 52 weeks for their treatment compared to a trajectory of 40. Of the
111, 52 had an element of patient choice delay in their pathway. 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.

Recent recovery actions have included additional CT and Ultrasound outsourcing
and a new MRI relocatable scanner. One of the Trust’s key priorities for 2019/20
is to review and improve MRI and CT scanner utilisation. Pilot work has been
focussed on individual scanners which have already shown improvements and
the focus moving forward will be on how to share this learning and practice
across the remaining scanning rooms. Emerging risks are primarily centred
around increasing demand and CT radiographer staffing.

Cancer

Follow-up backlogs

At the end of August the Trust achieved 2 of the 9 national Cancer standards with
the level of challenge in achieving against these standards continuing to grow as
demand is ever increasing (referrals are 16.5% up on the same point last year
(+2363) and 1.4% (+164) above plan at Month 5). 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. Urology continues to make up
~40% of the overall Trust backlog and work continues to address the key issues
identified as barriers to improvement within this specialty.

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:

The number of patients waiting greater than 104 days for cancer treatment
increased by 4 to 29 patients in August. This is an improved position when
compared to the same month in 18/19 however more work is required to
alleviate blockages in pathways for these longest waiting patients.
Of these 29, 9 were either referrals from other Trusts which can often come
extremely late in the pathway or contained some element of patient choice
delay.

Diagnostics
At the end of August, 1418 patients had waited greater than 6 weeks which was
15.2% of the waiting list – in excess of the NHSI improvement trajectory of 4.9%.
An increase in demand across our planned/surveillance waiting lists and the
knock-on effect of the +16% increase in 2ww suspected Cancer referrals to the
Trust has made timely scanning of routine patients challenging. We had also
experienced short term capacity reductions early in the year due to construction
works to bring medium/long terms options online.

Integrated Performance Report

Description
Time Critical (number of patients)
Overall Backlog (number of patients)

Jun-19
7,572
37,291

Jul-19
7,539
37,005

Aug-19
8,090
39,576

The People First programme will be absorbing the existing work streams and
pulling in additional ideas and key individuals to further progress the work on
reducing follow-up demand.

Workforce
International Recruitment
In relation to international nurse recruitment, the accommodation arrangements,
orientation programme and departmental communications are in place in
readiness for the first cohort to start on the 30th September.
Work has also been undertaken in order to provide OSCE training to overseas
HCAs, capable of completing the course and obtaining an NMC PIN registration.
Our first successful candidate has now been offered a registered nursing role in
the organisation and the team are preparing to support a further group of other
suitable applicants for future programmes.
The NHS Jobs platform is now fully incorporated into all recruitment activity,
ensuring all recruitment files are now electronic and checks are completed via
NHS Jobs, leading to a more efficient process.
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International Recruitment

Finance

SERCO Welcome

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.

On 1st October colleagues currently employed by SERCO will transfer to the
Trust. To ensure a positive and smooth welcome the Learning and Organisational
Development Team have worked closely with the Site Services Project Team to
establish a specific two week programme of Welcome events. The team have set
up 26 sessions, including evenings and weekends to ensure that all staff working
patterns can be accommodated.
Each session will be facilitated by the L&OD team and mirror our exiting new staff
welcome event, including a personal introductory talk from one of the executive
director team and a welcome from the Director of Site Services. At the end of
the session, relevant Trust staff will be available to support staff with any specific
issues regarding their transfer to the Trust.
Seasonal flu planning 2019/20
The launch of this year’s seasonal flu campaign will take place on Monday 30th
September at the DCHW, where staff can receive a ’Flu brew & bap’ after their flu
vaccination. Drop-in clinics are being planned to commence the same week in the
Discovery Library. One of the aims for this year to help increase take up is to
increase the number of local peer vaccinators, which is being supported via elearning and engagement with clinical teams. Following staff feedback after last
years’ campaign, we are again supporting the UNICEF initiative ’Get a jab give a
jab’.

It should be noted that although that plan was described as ‘provisional’ because
the contractual position with Devon CCG had not been confirmed this is now a
final plan because a contract and risk share agreement has been reached. This is
part of a wider agreement between the Devon health community and regulators
regarding the final system financial performance expectations.
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 year to date for month 5 is £13.89m, £3.94m adverse to plan. The
underlying performance against the plan before PSF and FRF is an adverse
variance of £2.29m.
As the Trust has not achieved the underlying financial plan for M5, no PSF or FRF
income has been achieved in respect of quarter 2, resulting in a £2.13m variance
on central funding, offset with a £0.48m favourable variance relating to PSF in
respect of 2018-19 financial year.
The underlying adverse financial position is driven from an adverse variance on
the income and costs associated with service delivery of £3.32m, with £1.77m
relating to adverse contract income and £1.55m overspends on clinical budgets.
This underperformance reflects where operational capacity has been difficult to
deliver due to staffing issues and operational pressures. Other budgetary
variances to date total £1.19m adverse against plan with various pressures on
central budgets.

Integrated Performance Report
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The Financial Improvement (FIP) achieved to date is £6.49m, a £2.20m favourable
variance against the target, reflecting where Care Groups have identified a
number of savings that have delivered earlier than expected. There is however a
forecast shortfall in against the annual target which, together with the other
budget pressures, means that the Trust is facing a significant challenge to deliver
its financial plan. To mitigate this performance the Trust is working with Care
Groups and external partners to ensure that a recovery plan is in place and
implemented.
Following a request from NHS Improvement the Trust has reviewed the capital
plan and reduced the initial plan from £34.3m to £21.7m. The revised plan
includes confirmed funding for £3.5m for the MRI business case and £1.0m
provisional funding for the ED Discharge Lounge.
The Trust has an annual plan to maintain a cash balance of £1.0m. At the end of
month 5 the cash balance was £9.8m above this at £10.8m. The main reason for
this was due to the timing of receipts of deficit support (£4.4m), delay in
confirmation of the medical pay award (£1.0m) and deferred quarterly
commissioner contract reconciliations (£2.0m). These items will clear in the
coming months.

Integrated Performance Report
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Comparisons with other acute trusts
Planned Care

RTT Incomplete
Pathways
July 2019

Planned Care
Cancelled
Operations

Q1 2019/20

Diagnostics

6 week standard
July 2019

Integrated Performance Report

Effective

Worse Performance

Workforce

Finance & Efficiency

Better Performance

77.2% of patients on the UHP elective RTT
waiting list were waiting less than 18 weeks for
th
treatment at the end of July ranking us 175 of
183 Acute Trusts in England

UHP cancelled 459 elective operations on the
day for non-medical reasons during Quarter 1
th
19/20 ranking us 150 of 153 Acute Trusts.

14.4% of patients waiting for a diagnostic test
at UHP were waiting greater than 6 weeks at
th
the end of July ranking us 170 of 174 Acute
Trusts in England.

Page | 9

Caring

Cancer

2 week waits
July 2019

Cancer

2 week waits
(Breast
Symptomatic)
July 2019

Never Events

Number reported.
Provisional
publication of Never
Events reported as
occurring between
1 April and 31 July
2019
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94.9% of suspected Cancer patients had their
first appointment within 2 weeks at UHP in July
nd
ranking us 42 of 136 Acute Trusts in England.

39.1% of 2ww Breast Symptomatic patients had
their first appointment within 2 weeks at UHP
th
in July ranking us 104 of 115 Acute Trusts in
England.

NHS Improvement publishes provisional Never
Events data every month as an update of the
cumulative total for the current financial year.
During the reporting period (1 April and 31 July
2019) UHP had not reported any Never Events.
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Care Group and Service Line Summary

CSS

W&C

SURGERY

MEDICINE

CARE GROUP & SERVICE LINE

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

Integrated Performance Report

RTT

RTT (Incomp)

Cancer

Diagnostics

Complaints

Appraisals

Sickness

Medical

Nursing

A&C

Other

>52 weeks

var vs plan

> 62 days

No. > 6 weeks

Year to Date

%

%

% Vacancies

% Vacancies

% Vacancies

% Vacancies

0
0
7
0
0
0
0
0
0
0
0
0
0
0
7
0
2
0
0
1
2
6
0
27
0
7
0
44
5
2
0
0
0
0
0
0
0
0
1
0
0
111

(32)
(70)
779
208
0
319
81
1
(93)
42
(319)
57
67
3
(178)
(111)
9
1
805
265
261
(79)
51
(201)
(605)
218
0
111
148
(258)
2
(51)
1
(12)
15
(43)
0
0
11
(17)
0
1,386

0
0
0
0
0
0
2
0
0
0
0
0
0
0
15
0
23
0
7
9
0
16
0
0
0
4
0
0
53
2
0
2
0
0
0
0
0
0
0
0
0
133

0
0
2
257
0
0
0
0
0
0
43
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
30
29
0
0
0
0
0
0
0
0
1,057
0
0
1,418

13
0
6
3
47
6
1
4
2
3
21
12
8
2
13
1
14
0
4
3
4
10
0
16
4
11
4
19
5
9
1
4
9
0
3
1
1
0
6
0
0
270

85%
84%
84%
77%
87%
83%
73%
86%
81%
94%
75%
78%
76%
89%
90%
93%
83%
87%
84%
97%
89%
85%
17%
93%
92%
86%
91%
93%
91%
74%
50%
97%
80%
76%
94%
96%
98%
89%
95%
93%
90%
85.7%

6.5%
1.2%
5.8%
7.6%
4.5%
4.9%
4.2%
5.2%
3.6%
3.7%
4.2%
3.2%
5.2%
2.5%
4.7%
2.4%
6.5%
6.0%
2.8%
1.5%
2.9%
3.7%
0.1%
2.9%
3.6%
4.8%
5.9%
4.0%
4.6%
3.8%
4.3%
1.6%
4.3%
4.1%
3.8%
6.1%
3.6%
3.6%
3.3%
2.4%
5.7%
4.3%

15%
(6%)
4%
0%
22%
4%
(4%)
1%
5%
8%
(2%)
5%
9%
5%
16%
17%
21%
6%
(18%)
6%
14%
(28%)
54%
12%
2%
18%
21%
(10%)
6%
13%
(2%)

8.2%

12%
(0%)
7%
15%
21%
22%
15%
12%
(1%)
14%
20%
11%
23%
100%
11%
19%
5%
8%
(4%)
25%
3%
11%
12%
18%
2%
3%
10%
25%
(5%)
6%
11%

(2%)
(0%)
32%

8%
14%
10%
15%

10%
16%

0%
9%
12.4%

(2%)
(5%)
0%
(3%)
1%
4%
3%
0%
(13%)
24%
16%
(0%)
17%
7%
6%
15%
12%
3%
(8%)
(1%)
9%
3%
0%
(5%)
21%
13%
13%
14%
14%
15%
8%
7%
50%
10%
6%
2%
10%
(13%)
3%
6%
15%
5.2%

(400%)
0%
19%
(17%)
(33%)
0%

8%
22%
11%
4%
2%
0%

6%
13%
0%
0%
6%
(13%)
13%
11%
2%
15%
10%
0%
10%
6%
8%
5%
7%
5%
7.2%
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‘Caring’ metrics
Current Performance

PALS

There were a total of 348 PALS
enquiries in August 2019. Which is
lower than the number received
during July.

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

Of that number 6 were claims.

A total of 50 complaints were
received in August 2019, which is a
slight decrease from last month.
No complaints were reopened in
August, which is a decrease from the
previous month.
The only reason for re-opening a
complaint now is if the complainant
states their questions have not been
addressed fully or at all

Integrated Performance Report

Comments
Top issues
No.
Communication with Admin staff
95
Waiting List Issues
60
Communication with patients/relatives
46
Information Provision/ Signposting
29
Issue by service line
• Waiting list issues – Neurol & Stroke; TOR;
Neurosurgery; ENT/Audiology.
• Comms with admin staff – TOR; Urol; Cardiolgy;
Colorectal; Cardiothoracic; Neurosurgery;
Thoracic Med & Gastroenterology.
• Comms with patients/relatives – ED; TOR;
Cardiology; Colorectal; Ophthalmology; Thoracic
Medicine & Dental & Maxfax.

500
450
400
350
300
250
200
150
100
50
-

Complaints received
% within target

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

Target

90

100%

80

90%

70

80%

60
50
40
30

70%
60%
50%
40%
30%

20

20%

10

10%

-

0%

% completed within target

Description

Top issues
Continuing care
Quality of Clinical Care
Communication with
patient/relatives
Currently there is 1 open complex
serious complaints.

No.
11
9
9
case and 3
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Description

Current Performance

Ombudsman New cases

No new PHSO cases were received in
August 2019.

2

There were 2 new enquiries this
month to check status of the
complaint or to request copy
records.

1

Monitoring update on new
cases received and those
currently open.

Effective

Workforce

Trend

Comments

As at 31 August there are currently 3 open
cases, 3 of which are on-going investigations.
Themes
Quality of clinical care
Delay in surgery
Communication
Delay in diagnosis
Drug administration

-

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

No cases were closed during this
month.

5

No final report received during August.

4

Not Upheld

Upheld

3
2

Integrated Performance Report

Jul-19

Aug-19

Jun-19

Apr-19

May-19

Mar-19

Jan-19

Feb-19

Dec-18

Oct-18

Nov-18

Sep-18

Jul-18

Aug-18

Jun-18

700
600
500
400
300
200
100

Jul-19

Jun-19

Apr-19

May-19

Feb-19

Mar-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

May-18

Apr-18

-

Mar-18

*These figures also include the FFT
praise and thanks, where the
monthly report will detail FFT figures
for the previous month (July 19).

Complaints
PALS Enquiries
Ward Based Compliments
FFT – Inpatient
FFT – Emergency Areas
FFT - Daycase
Total

800

Jan-18

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

Praise & Thanks received through:

Feb-18

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

The Trust received 746 compliments
during August 2019.

May-18

-

No.
4
1
2
1
1

The final PHSO report received in June was not
upheld.
This was because we:
We managed the patient’s respiratory issues
appropriately and were capable of doing so prior to
the referral and transfer to another hospital, and
there was no failing on its part to refer to the
specialist unit for additional support. No
unreasonable or avoidable delay in referring the
patient.

Partially Upheld

1

Compliments

Finance & Efficiency

15
10
47*
293*
88*
293*
746

*includes July data as sent to team in August
Top themes for compliments
Quality of Clinical Care
Staff attitude
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Mixed Accommodation
The Trust is committed to
eliminating non-clinically
justified mixed sex
accommodation.

99.39%

75.0%

Maternity (Point 3)

93.44%

Maternity (Point 4)

95.89%

Outpatient

93.28 %

There were 656 clinically justified
breaches and 0 non-clinically
justified breaches in August 2019.

70.0%

Clinically Justified

Jun-19

Maternity (Point 2)

Dec-18

98.94%

Mar-19

80.0%

Maternity (Point 1)

Jun-18

85.0%

94.63%

Sep-18

97.05%

Emergency

Mar-18

Inpatient & Daycase

Dec-17

90.0%

Jun-17

% Recommended

95.0%

Sep-17

Description

Response rate for inpatient and day case FFT in
month is 43.7%; a drop in responses from the
previous month of 4.5%. Ward and department
engagement has continued to be positive in
achieving over the 40% response rate target. Total
responses received:
•
Derriford ED and MIUs - 883
•
I/P & DC - 2575

Emergency

100.0%

Mar-17

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

Inpatients

Dec-16

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

Finance & Efficiency

Comments

Jun-16

Friends & Family Test

Workforce

Trend

Sep-16

Current Performance

Dec-15

Description

Effective

Mar-16

Caring

Non-clinically justified

1,400
1,200
1,000
800

The Trust policy is currently with the CCG as part of
the final consultation stage of the review. We are
expecting feedback imminently to then progress to
internal ratification, which we anticipate will be in
October.

600
400
200
-

Duty of Candour
The Trust expect all staff
to be open and
transparent with patients
in relation to the care and
treatment they receive
and should anything go
wrong provide patients
with reasonable support,
truthful information and
an apology.

In August 2019, 40 Incidents (3% of
total reported incidents) were
reported to Datix as ‘Moderate’,
‘Severe/ Castarophic’ Harm or ‘Death
Caused By Incident’ meeting Duty of
Candour criteria.

Has Pt/Family received a verbal apology?
50

100.00%

40

80.00%

30

60.00%

20

40.00%

10

20.00%

0

0.00%

Yes

Integrated Performance Report

No

N/A

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

Current Performance
Average daily ED attendances in
2019/20 have been consistently higher
than 18/19 (Fig.1) peaking at 299 in
July and subsequently reducing to 282
in August, although this in turn
remains higher than Aug 18/19 (273).
We now have over 12 months of ED
triage category data using the new
Australasian College of Emergency
Medicine triage system. This system
defines 5 levels of acuity:-

Trend
310
290
270
250

• Less urgent (Cat 5).
In August, 23.9% of patients were
triaged into categories 1 & 2. This is 1%
higher than the same month last year;
the equivalent of an additional 5
patients per day in Cat 1 & 2.
There is an evident demand challenge
at UHP 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.

Integrated Performance Report

Category 1 & 2 Attendances

• Potentially life-serious or situational
urgency or significant complexity (Cat
4)

2018/19

2019/20

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

ED Acuity

25.0%
24.0%
23.0%
22.0%
21.0%
20.0%

2018/19

19.0%

UEC Review of Clinical Standards

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Emergency Admisisons
5500
5250
5000
4750
4500
4250
4000

2017/18

2018/19

The Interim Report by Professor Stephen Powis
was published in March 2019 and recommended
the testing of four access standards and one
supporting indicator for urgent and emergency
care to understand their impact on clinical care,
patient experience and the management of
services when compared to the current single
four-hour access standard in A&E.

2019/20

18.0%

No. of emergency admisisions

• Important time-critical treatment or
severe pain (Cat 3)

2017/18

230

• Immediately life-threatening (Cat1)
• Imminently life-threatening (Cat 2)

Comments
The Trust has successfully bid for money to
create a discharge lounge which aims to decant
‘home-ready’ patients from wards to ensure we
free up beds quickly each day to improve patient
flow from ED to Assessment Unit to Ward. We
have set a challenging aim to be discharging 35
patients before noon, more than double our
current rate.

Daily Average ED Attendances
Average daily attendances

Description

2019/20

UHP was chosen as one of 14 Providers to pilot
the field test. The field test comprises a 6 week
period of testing (Phase 1), followed by 2 weeks
pause then another 6 week period of testing
(Phase 2). NHS England have confirmed this
testing period will continue until the end of the
financial year and Trusts are in discussion with
NHSE to discuss the publication of performance
data.
As per NHSE guidance, the Trust will not be
reporting on ED 4hr performance during this
period.

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
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Jun-19

Apr-19

Feb-19

Dec-18

Jun-18

Oct-18

Apr-18

Aug-18

Oct-17

Feb-18

Dec-17

Jun-17

Apr-17

Aug-17

Oct-16

Feb-17

Dec-16

Jun-16

Aug-16

Apr-16

Feb-16

Aug-19

The increase in Cornwall delays is related to a
reduced capacity for packages of care & care
home placements. UHP are working with the
Cornwall team to support a resolution.

Delayed Transfer Bed Days

2,500

Plymouth

2,000

Devon

Cornwall

1,500
1,000

Aug-19

Jun-19

Apr-19

Feb-19

Dec-18

Oct-18

Aug-18

Jun-18

Apr-18

Feb-18

Dec-17

Oct-17

0

Aug-17

500

Jun-17

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.

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 ~50% from
January

Apr-17

Delayed Transfers of Care

% waiting >30 mins

Feb-17

Contract penalties are in
place for delays exceeding
30 mins.

We did however report 12 ambulance
handover delays of 60+ mins in August
– NHSI have a zero tolerance approach
to these long delays.

Dec-16

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

% Ambulance Handovers waiting >30 mins
8.0%
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

Dec-15

August saw an improvement in the
volume of total ambulance handover
delays from 3.4% in July (134) to 2.9%
in August (117).

Finance & Efficiency

Comments

Jun-15

Ambulance Handovers

Workforce

Trend

Oct-15

Current Performance

Effective

Aug-15

Description

Safe

Apr-15

Responsive

No.of bed days attributed to
delay

Caring
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Referral To Treatment

In August the Trust achieved an RTT
Incomplete Pathways performance of
76.2% against an NHSI trajectory of
79.8% 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%

Aug-19
76.2%

1800
0

7178
111

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 111 patients waiting over 52 weeks
for treatment at the end of August. Half of these
pathways have been subject to an element of
patient choice delay or DNA which has been
amplified over the Summer although this would
not necessarily have prevented them from
becoming 52-week waits.
Orthopaedics – 44
Neurosurgery – 27
Cardiology – 7

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

Plan
79.8%
5200
40

Aug-19
76.2%
7178
111

RTT Incomplete Pathway No.s against Trajectory

Plastic Surgery – 7
Upper GI / HPB – 6
Cardiothoracic Surgery - 5
Urology – 5
Colorectal Surgery – 2

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.
The total number of patients waiting at
Derriford has increased to 30,115 at
August month-end, 1385 greater than
the NHSI trajectory of 28,730 and 413
greater than the previous month.
Key RTT concerns with regards our
longest waits sit within Neurosurgery
and Orthopaedics whilst waiting list
growth in Cardiology and Dermatology
is also causing concern.

Gynaecology - 2
Vascular Surgery – 2
ENT – 2
Neurosurgery

Radiology – 1

The Neurosurgery waiting list has been validated by writing to
patients. 42 patients from Devon and 43 patients from
Cornwall wished to be removed from the list.

Dental - 1

Opportunities to be treated in other organisations have been
offered to patients with 89 taking up an offer for treatment in
New Hall Hospital, 9 to Mount Stuart and 2 to Bristol Spire.
Multidisciplinary ‘super-clinics’ are to be held on Saturdays
aiming to see 65 pts per day. 3 have been held to date with
plans for another 4. Financial approval has been granted for an
Extended Scope Practitioner to work in clinic and see an extra
16 pts per week
Orthopaedics
We have experienced an extended surge of trauma
throughout the Summer which is reducing the team’s ability to
perform elective work.
The first of three locums have been appointed with dates to
follow for the remaining two.

Integrated Performance Report

Due to the complexity of the patients waiting in
Orthopaedics, many long wait patients 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. Conversations are ongoing with
Care UK about extending the scope of the
patients they can operate on.
Neurosurgery patients are waiting over 40 weeks
for their first outpatient appointment. This does
not leave enough time for treatment before 52weeks and demand and capacity modelling has
revealed an upcoming surge in 52-week waits.
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Caring
Description

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

Responsive

Safe

Current Performance

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

Actual
94.3%
75.9%
72.7%
75.0%
89.2%
98.9%
91.5%
72.8%
93.8%

Improvement Trajectory 2019/20
Description
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
76

Actual
133

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

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 16.5% 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 unsustainable.

104 Day Waits
At the end of August we had 25
patients waiting 104+ days on an active
Cancer pathway - Urology (7),
Colorectal (7), Lung (6), Upper GI (3),
Haematology (1) and Head and Neck
(1). 15 of these patients were still
awaiting a decision to treat highlighting
the complex nature of their diagnostic
pathways whilst the remainder were
awaiting surgery, Oncology OP appt or
Radiotherapy. 9 of these long waits
were referrals from other Trusts which
can often come extremely late in the
pathway or contained some element of
patient choice delay.
62-Day Breaches
We observed 48.5 breaches of the 62day standard in August, 40.5 of which
were attributable to hospital reasons
which spanned all areas of capacity
including
inpatient,
outpatient,
diagnostic and administrative.

Integrated Performance Report

Finance & Efficiency

We have appointed a new consultant in Urology
who starts in January. This will help to close
some of the capacity gap between the increased
prostate demand and our current capacity.
We continue to provide robotic prostatectomy
and cystoscopy procedures at the weekend
The Trust has engaged with the NHSI Elective
Care Intensive Support team to deep dive further
into Urology’s Cancer Pathways starting with
Prostate. Their demand and capacity tools have
helped confirm how much capacity we require at
each pathway stage to deal with the increased
demand.
A multipoint plan has been shared with the Trust
Executive highlighting issues which need to be
resolved moving forward to provide a
sustainable, effective and timely Urology Cancer
Pathway. Whilst a few of those actions can be
addressed quickly, many require recruitment,
large investment or significant estates work
which cannot be resolved swiftly.
The Trust has secured 4 additional weekends of
insourced Endoscopy capacity which will help to
provide a timely 2ww service for our suspected
Cancer patients. There are also proposals to
outsource further Endoscopy.

40% of the patients waiting 62+ days for their treatment are
waiting in 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.
Fortnightly team meetings between Urology and the Cancer
Services Team, facilitated by the Performance Team are taking
place to scrutinise and support the improvement of
administrative processes to identify any opportunities to
reduce pathway time.

The Trust has recruited to a newly developed
post of Cancer Performance and Strategy
Manager. This will provide more dedicated
management resource to work with our clinical
teams to improve the timeliness and
effectiveness of Cancer pathways for our
patients.
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Caring

Responsive

Safe

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 in Q3 18-19, Trust-level
diagnostic waits have increased to
15.2% of the waiting list (1418
patients) having waited 6+ weeks in
August.

Patients breaching the 6-week
national standard – Aug 19

We must minimise the
incidence of cancelled
operations.

676
264
169
116
44
44
35
30
29
8
2
1
0
0
0

126 operations were cancelled on the
day of admission for hospital reasons
in August representing 2.25% of
elective admissions. A further 338
operations were cancelled or
rearranged in advance of the day of
operation during the month. There
were 19 breaches of the 28-day
rebooking standard in August.
When these patients are eventually
treated we will not receive any income
for them.

Integrated Performance Report

30.0%
Actual

25.0%

Target

NHSI Trajectory

20.0%
15.0%
10.0%
5.0%
0.0%

Ultrasound – We have seen a rise in demand for Ultrasound
tests, primarily from GPs, whilst the team’s capacity has been
reduced due to leave, sickness and vacancies. We recruited a
new sonographer in early Sept whilst plans for an MSK fellow
and Consultant are progressing. We are finalising an
agreement to send 50 scans p/w to Peninsula Ultrasound from
end-Sept. There is also a high priority project to drive down
DNA’s which account for ~3000 missed appts per year.

Cancelled Operations
700
600
500

Finance & Efficiency

Comments
% of diagnostic patients waiting 6+ weeks

The Trust failed against the NHSI
trajectory in August of 4.9%.

Cancelled Operations

Workforce

Trend

Improvement trajectory 2019/20

Non-obstetric ultrasound
Computed Tomography
Colonoscopy
Magnetic Resonance Imaging
Flexi sigmoidoscopy
Gastroscopy
Peripheral neurophysiology
Urodynamics - pressures & flows
Cystoscopy
Sleep studies
Cardiology - echocardiography
DEXA Scan
Barium Enema
Audiology Assessments
Cardiology - electrophysiology

Effective

On the day

1-7 Days before TCI

CT – Construction of the new modular MRI
scanner had restricted mobile CT pad use for a
period creating a CT backlog which is now
recovering following reinstatement of the mobile
CT outsourcing.
The focus of our capacity has to be focussed on
those patients with the highest clinical needs and
with a growing surveillance waiting list, we have
had to direct more capacity to these patients,
particularly the Oncology surveillance scans. This
means a smaller proportion of our mobile pad
capacity than planned has been directed towards
our active 6+ week waits, slowing the recovery of
the national waiting time standard.
An Exec-Led project to improve the utilisation of
our CT scanners is underway however
radiographer capacity is a risk in CT and is key to
improving utilisation of our scanners.
MRI – The new Modular MRI Unit is now
operational but we experienced a number of
technical breakdowns in late Aug/early Sept
relating to the coolant supply to the scanner.
These have since been resolved. Many of the
remaining breaches are patients with specific
needs i.e those with implants or access issues. A
weekly PTL meeting within the Imaging Dept is in
place to unpick these issues and ensure patients
are dated as soon as possible.
In August, availability of general beds emerged
as the key issue with 37(29%) of the
cancellations due to this reason whilst 34 (27%)
were due to emergencies taking priority.

400
300
200
100
0
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Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Safe’ metrics
10.00

Description

Fill-Rate

Day shift: Nurse / Midwifery

78.2%

Day shift: Care Staff

88.6%

Night shift: Nurse /
Midwifery
Night shift: Care Staff

81.9%
101.8%

The monthly safer staffing return for
August 2019 was 85.1%.

Integrated Performance Report

Overall CHPPD

RN Day

HCA Day

RN Night

HCA Night

Overall

105.0%
100.0%

8.00

95.0%
6.00

90.0%

4.00

85.0%
80.0%

2.00
0.00

75.0%
70.0%

Fill Rate

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

Trend

Nov-17
Dec-17
Jan-18
Feb-18
Mar-18
Apr-18
May-18
Jun-18
Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19

Safer Staffing

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

Care Hours

Description

Comments
The overall monthly fill rate is consistently
maintained above 85%. There is a slightly
sharper downturn in overall fill rate, with RN
shifts being the most challenged to fill. In part
this is seasonal when reviewing historical trend.
Staffing reviews are undertaken at least twice a
day and the decisions made are keeping the
provision of care hours per patient day at a
stable rate.
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.
Our first cohort of international nurses recruited
start in September and will be followed by
monthly arrivals. This complements our usual
preceptee starters and apprentice nursing
associates, assistant practitioners and support
workers.
The latest establishment report is being
presented at this Trust board, setting out the
current overall position, areas of focus and next
steps.
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Shortfall in RN time is the top reason (45%) for
raising a red flag in the SafeCare system. This
correlates with a dip in fill rate.

60
40

Integrated Performance Report

Jul-19

Aug-19

Jun-19

Apr-19

May-19

Mar-19

Jan-19

Feb-19

Dec-18

Oct-18

Nov-18

Sep-18

Jul-18

Aug-18

Jun-18

Apr-18

May-18

Description
Shortfall in RN time
Shortfall in HCA time
Less than 2 RNs on shift
Midwifery Delay of >2 hours induction and process
Missed 'intentional rounding
Patient not receiving 1:1 care
Fill Rate

Harm Free Care

100.00%
95.00%

The use of the red flag feature within SafeCare is
an inherent key line of enquiry within the 2019
Nursing and Midwifery establishment review

Revised work streams continue to progress
relating to falls and pressure ulcer prevention.

90.00%
85.00%

We have a number of other metrics for harm
which we take assurance from for example Falls
and Pressure Ulcers.
Jul-19

Aug-19

Jun-19

May-19

Apr-19

Feb-19

Mar-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

May-18

80.00%
75.00%

Operational demand will often necessitate some
difficult decisions relating to deployment of staff;
all aimed at staffing wards to the safest levels
with the resource available.

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

Harm Free Care v Fill Rate

Apr-18

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

Mar-18

20

Qty
20
4
2
8
1
8
The overall nursing fill rate for August
2019 was 85.1% with Harm Free care
for the same period at 94%

25 (57%) of red flags relate to night shift cover.

Red Flags

80

-

Finance & Efficiency

Comments

Feb-18

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.

Workforce

Trend

Mar-18

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

Effective

Jan-18

Safer Staffing

Current Performance
There were 44 red flags raised in
August 2019

Safe

Feb-18

Description

Responsive

Jan-18

Caring
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Jan-19

Jul-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

NHS Improvement has issued new guidance for
2019/20 and how the data will be reported.

Aug-19

Jun-19

Apr-19

Feb-19

Dec-18

Oct-18

Jun-18

Aug-18

Jul-19

Aug-19

Jun-19

Apr-19

May-19

Mar-19

Jan-19

Feb-19

Dec-18

Oct-18

Sep-18

Nov-18

Jul-18

Jun-18

May-18

Apr-18

Feb-18

Mar-18

Jan-18

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

E-Coli Trust Apportioned

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17
Dec-17

Apr-17

There have been 7 cases of E-Coli in
August 2019.

Target

MSSA - Trust Apportioned

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

May-17

There have been 2 cases of MSSA in
August 2019.

Nov-17

There has been 0 cases of Trust
apportioned MRSA bacteraemia
reported in August 2019

Finance & Efficiency

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

C-Diff Hosp Onset healthcare Associated

9
8
7
6
5
4
3
2
1
Apr-17

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

There have been 6 cases of Hospital
Onset Healthcare Associated cases of
Clostridium Difficile reported in August
2019.

Oct-17

Infection Control

Actual

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

Sep-17

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

Oct-15

The overall results from the audit
questions for August 2019 was 96.26%
across wards.

Jun-17

Fundamentals of Care

Workforce

Trend

Aug-17

Current Performance

Effective

Jul-17

Description

Safe

Aug-17

Responsive

Jun-17

Caring
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Description

Current Performance

Safety Incidents

1,426 patient safety incidents were
reported to the NRLS in August 2019.
Of these 22% resulted in some form of
harm, loss or damage, which sits below
the national average.

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

Safe

Effective

Workforce

Trend
Incidents

2,500

Target

% Harm

80.0%
70.0%
60.0%

1,500

50.0%
40.0%

1,000

30.0%
20.0%

500

10.0%
0.0%
Jun-19

3
2

Integrated Performance Report

700 Incidents are ‘In the holding area, awaiting
review’
622 Incidents are ‘Being reviewed’.

Mar-19

Dec-18

Jun-18

Sep-18

Dec-17

Mar-18

Sep-17

Jun-17

Dec-16

Mar-17

Sep-16

Jun-16

Mar-16

Dec-15

Jun-15

Sep-15

Jun-19

The types of Incident reported in August 2019
was:

Number New Incidents Reported on STEIS:
14
12

Incident Type
Cooling
Delayed diagnosis
Pt. Fall #NoF
Pt. Fall Subdural
Wrong Site Block NE
Total:

10
8
6
4

Jul-19

Mar-19

May-19

Jan-19

Nov-18

Jul-18

Sep-18

Mar-18

May-18

Jan-18

Nov-17

Jul-17

Sep-17

Mar-17

May-17

Jan-17

Nov-16

Sep-16

Jul-16

Mar-16

2
-

May-16

Number of patient safety incidents

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

6 new Serious Incidents was reported
to StEIS in August 2019.

Mar-15

1

Serious Incidents

th

As of 6 September 2019;

W167581 – Theatres Central – NE Wrong Site
Block;
Patient with known myeloma and mechanical
back pain attended for an elective thoracic joint
injection. Patient was listed for left facet joint
injection and received right facet joint injection
in error.

4

-

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

Aug-19

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

Dec-16

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

1 new Never Event has been reported
to StEIS in August 2019.

100.0%
90.0%

2,000

-

Never Events

Finance & Efficiency

Comments

% resulting in harm

Responsive

Number of patient safety incidents

Caring

1
1
2
1
1
6

Further information for new SIRIs reported can
be found in Appendix B on page 9.
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Responsive

Description

Current Performance

Regulation 28 letters

The Trust was issued with 1 regulation
28 report in August 2019.

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.

Integrated Performance Report

4
3
2

Jul-19
Aug-19

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

Actual

99%

May-19

94.% of care was assessed as harm free
in August 2019

Apr-15

1
-

Finance & Efficiency

Comments
Further assurance needs to be provided to the
Coroner in respect of our Root Cause Analysis
Report which raised a number of actions,
although all these have been implemented. We
need to ensure that clinicians within the
Emergency Department could both access
relevant digitally held paediatric patient records
and obtain specialist clinical support to aid
decision making and treatment.

REG 28 issued

5

Concerns have been raised that the Regulation
28 Report should not have been served solely on
UHP as it is unclear in what way our actions were
deemed insufficient. We are unable to provide
assurance relating to the systems or processes
used by primary care services which the
recommendation also refers to.

Acute Trust Median

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

The rate of grade 2-4 pressure ulcers
per 1000 bed days was 0.76 in August
2019.

Feb-19

Aug-18

Nov-18

May-18

Feb-18

Aug-17

Nov-17

Feb-17

May-17

Nov-16

Aug-16

Feb-16

May-16

Nov-15

91%
Aug-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.
Pressure Ulcers

Workforce

Trend

Feb-15

Safety Thermometer

Effective

% Harm Free Care

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

Safe

May-15

Caring

We continue to validate all new pressure ulcers
acquired in hospital. The tissue viability team are
following up patients with suspected pressure
damage on a weekly basis; this has allowed us to
reduce the level of harm.
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Feb-19

May-19

Aug-18

Nov-18

Feb-18

May-18

Aug-17

Nov-17

Feb-17

May-17

Aug-16

Nov-16

Feb-16

May-16

Aug-15

Nov-15

We had 7 failed forms in August 2019. Areas of
failed forms were as follows:
Gynaecology Oncology
Obstetrics
Neurosurgery
Gynaecology
General Surgery
Colorectal Surgery
Thoracic Surgery

Jul-19

May-19

Jan-19

Mar-19

Nov-18

Jul-18

Sep-18

Mar-18

May-18

Jan-18

Nov-17

Jul-17

Sep-17

May-17

•
•
•
•
•
•
•
Jan-17

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

Mar-17

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

The Trust Surgical safety checklist
performance for August was 99.46%
against a target of 99.50%.

Sep-16

Surgical Safety

N.B Metric reported 1 month in
arrears

100.0%
99.0%
98.0%
97.0%
96.0%
95.0%
94.0%
93.0%
92.0%
91.0%
90.0%

Nov-16

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

The Trust achieved the 95% target in
June achieving 96.5%

Feb-15

VTE Risk Assessment

May-15

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.

Jul-16

The rate of falls causing harm per 1000
bed days was 1.04 in August 2019.

Finance & Efficiency

Comments
Since the Call to action May 2019 we have
continued to reduce falls causing harm.
• We aim to immediately review of any fall
causing harm with the team on the day of
the incident.
• Continue to focus on call don’t fall

Mar-16

Falls

Workforce

Trend

May-16

Current Performance

Effective

Aug-14

Description

Safe

Nov-14

Responsive

Jan-16

Caring
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40

Jul-19

Jan-19

Apr-19

Jul-18

Oct-18

Jan-18

Apr-18

Jul-17

Oct-17

Jan-17

20
0
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Escalation beds

60

Apr-17

We observed a daily average of 18
medical outliers in surgical beds in
August and 6 escalation beds open to
cope with the emergency demand.

Finance & Efficiency

Comments
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.

80

Jul-16

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

Avg Daily Medical Outliers

100

Oct-16

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

Jan-16

Medical Outliers

Workforce

Trend

Apr-16

Current Performance

Effective

Jul-15

Description

Safe

Oct-15

Responsive

Apr-15

Caring
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Caring

Responsive

Safe

Effective

Workforce
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‘Effective’ metrics

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

115.00

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

75.00

Mar-17

95.00

Nov-16

The Trust’s SHMI for the latest
available month of data (Feb 19) was
112.

Refer to Learning from Deaths report

SHMI

135.00

Jul-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

HSMR

155.00

Sep-16

The Trust’s HSMR for the latest
available month of data (Apr-19) was
123.

Comments

May-16

Mortality

Trend

Jan-16

Current Performance

Mar-16

Description

The follow-up reduced in size in August
to 39,576.
There are 8,090 patients flagged as
time critical who have gone past their
see-by-date and are now in this
backlog.
The number of backlog patients who
have waited more than a year past
their see by date now stands at 1146.
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A full audit of breaches has been undertaken.
This has supported the notion that a lack of job
planned flexibility due to the transfer of elective
operating to Care UK has reduced on-site
flexibility to deliver more ad-hoc trauma.
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The ongoing general increase in trauma to
include orthoplastics has also contributed to the
development of the backlog.

Apr-17
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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. Some areas of high
readmissions actually represent a good service
for patients (e.g. Open-access 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. The baseline shift
observed from Oct-17 coincides with the
introduction of the new Acute Assessment Unit
and may have affected our data recording. 19/20
data has been reviewed and we await the data
release to see how this has affected this metric.
Of the 17 breaches of this standard reported in
August, 9 were due to an initially incorrect or
delayed diagnosis of stroke whilst 1 patient was
awaiting availability of a stroke unit bed. The
remaining 7 breaches do not fall into simple
categories and involve varying issues which
meant patients had to be placed elsewhere for
their own specific needs.
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Oct-15

80

Dec…

85

Feb-17

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

40% of fractured necks of femur
patients were operated on within
36hrs of admission in August.

90

Dec-16

Hip Fractures

72.6% of our patients spent at least
90% of their time on a specialist Stroke
Unit in August against a target of 80%.

95

Oct-16

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

The latest data is for Mar-19 with a
readmission relative risk of 95; this
indicates a readmission rate 5% lower
(better) than expected.

100

Aug-16

Stroke

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

100 Index

105

Jun…

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

Readmission Rate

110

Jul-15

The Trust’s readmission relative risk
has been below the benchmark of 100
for the last 12 reportable months (Apr18 to Mar-19) indicating a readmission
rate lower (better) than would be
expected given the case-mix of
patients treated during those months.
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Workforce

Trend
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Current Performance

Effective

Apr-15

Description

Safe

Jun-16

Responsive

Apr-16

Caring

Page | 28

Responsive

Description

Current Performance

NICE Compliance

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

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.

Safe

Effective

Workforce

Trend

Comments

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.
Both Elective and Non-Elective Medical
LoS exhibits an improving trend.

The reduction of non-elective medical LoS is a
key component of the Winter Plan and work is
ongoing with the Medical Care Group to ensure
all measures are taken to introduce regular
senior decision maker oversight of all nonelective patients, to include outliers.

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

Jun-19

Elective Surgery

Elective Medicine
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Non Elective Medicine
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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

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

0.00

Apr-16

1.00
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Since the last report, there have been no new
decisions not to implement guidance either in
full or in part.

LOS (Days)

Caring
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Responsive

Safe

Effective

Workforce
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‘Workforce’ metrics
Description

Current Performance

Staff Vacancies

Vacancy levels in the Trust have decreased by 32 FTE
between June and August 2019, primarily due to
increases in FTE within unregistered nursing and admin
and clerical.

Comments
Admin

Medical

Nursing

Other

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

Jun-19

Aug-19

Apr-19

Oct-18

Feb-19

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
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Following our Open Day and interviews in August, a
further 14 HCAs have been appointed which takes the
total to 71 HCAs appointed from the 4 generic
programmes since March 2019. 24 HCA Apprentices have
also been appointed for the October intake and further
Band 2 HCA interviews are due to take place to create a
talent pool of Band 2 HCAs, to help manage the expected
winter pressures.

Dec-15

0.0%

Jun-15

2.0%
Oct-15

The Recruitment Team are undertaking the safe
recruitment checks for the remaining 48 registered
nursing (RN) preceptees still due to start this year out of
the 140 RN preceptees for 2019.

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 relation to international recruitment, the Trust has been
recruiting on a collaborative basis with other regional NHS
Trusts in Dubai and India during July and August. This has
resulted in very successful recruitment of experienced RNs and
the Trust is making very good progress against its target of 70
overseas RNs for this year. This work is also resulting in very
positive progress towards future pipeline international
Further HCA Apprentice interviews will be held in recruitment for next year. The first group of overseas nurses will
November for 2020 intakes. The Recruitment Team have join us from September and we expect a total of 60 nurses to
been continuing to support local events within the past join us by December.
few weeks, including the Job Centre Plus event at Drake
Circus, Proud to Care events and at several local schools,
in advance of the Plymouth University Preceptorship Fair
event in 18/09/2019. At a national level, the Recruitment
Team have now finalised with senior nursing colleagues
for the Trust to be represented at the Nursing Times and
RCN national nurse recruitment events in September,
with further national events planned.
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Safe

In respect of local questions; 72% of respondents
answered that they were “able to share my ideas for
improvement”, 69% “feel fairly treated at work” and
think that “overall behaviour in the Trust is respectful”,
65% “feel safe to speak up about things that concern me
in the Trust” and are “supported to develop in my role”
and 56% answered that “I get regular positive feedback”.
The Trust has renewed the contract with Picker to be its
National Staff Survey provider. The extensive annual
preparatory work has been completed and the
expectation is that the survey will launch on or shortly
after 30th September 2019 and will close at the end of
November. Trustwide communication has started to
raise awareness of the survey and encourage staff to
complete in order to share their experiences and ensure
their voice is heard. In UHP, the staff survey is sent
electronically to all staff employed (bar some exemptions
e.g staff absent due to long term sick leave) on
September 1st (the national date). This timeline
precludes colleagues currently employed by SERCO as
they will not transfer to UHP employment until October.
Integrated Performance Report
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Dec-16
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Family survey) closed on September 9th, with a
(provisional) final response rate of 29%. The detailed
results of the 2 national recommender and 6 local
questions for quarter 1 have been analysed at Care
Group level and shared with Care Group and service lines
for their learning and follow on with their teams. At
Trust level, the national ‘recommender’ questions show
responders are more likely to recommend UHP as “a
place to be cared for / treated” than the national
average rate (84% compared to 81%). With regard to
“recommend as a place to work” respondents mirror the
national average, at 66%.

Apprenticeships

13.0%

Apr-16

We aim to retain staff with
the skills, knowledge and
attitude necessary for the
delivery of high quality care PULSE and Staff Survey 2019
to our patients.
The quarter 2 PULSE survey (formerly Staff Friends and

Aug-16

Rolling annual turnover (the number of leavers in the
year divided by the average number of staff) to the end
of August 2019 is at 10.00% compared to 9.64% for
August 2018.

Finance & Efficiency
Comments

Feb-16

Staff Turnover

Workforce

Trend

Oct-15

Current Performance

Dec-15

Description

Effective

Jun-15

Responsive

Aug-15

Caring

To ensure that SERCO staff have their voice and experience
heard and feel included as part of the Trust team when results
are published early next year, a system has been put in place to
give all existing SERCO staff a paper copy of the national staff
survey. This will be analysed internally and results will then be
shared as with all other teams in the new year.
Building Coaching Capacity
The ILM 7 Executive Coaching and Mentoring programme has
started with 10 Trust delegates and the ILM 5 is due to start at
the end of September with a cohort of 20 staff from across the
local STP organisations which will support development of
coaching capacity across the STP.
Graduate Management Training Scheme (GMTS)
The Trust has taken on additional responsibilities within the
GMTS scheme, meaning that it plays a more significant role as a
key sponsor for graduate trainees. As of September 2019, the
Trust will co-ordinate the applications for local trainees and
seek partners to provide ongoing placements for their two year
programme. The national target for recruiting graduates has
increased to 500 per year. UHP applied for 7 graduates this
year, covering general management, finance, HR and
Informatics placements and we have been successful with
securing two, who are taking up general management posts in
Women’s and Children’s and Medicine. To attract applicants to
this region, the scheme is being particularly promoted to
existing NHS employees who hold a minimum of a 2:2 degree
with the potential that their placement could be given as a
secondment. The next intake of trainees will be in March 2020

The Level 2 HCA Apprentice
programme began in October
2017. 37 apprentices have now
successfully
completed
the
programme and all are working
in substantive Band 2 HCA roles
across the organisation.
40
apprentices have been recruited
to date in 2019/20 and further
cohorts
are
planned
for
November 2019 and March
2020. Six of these HCAs have
been accepted on to the Level 3
Senior
Healthcare
Support
Worker programme delivered by
South Devon College. 13 Trainee
Nursing Associates and 9
Advanced Clinical Practitioners
Level 7 are starting in September
alongside 7 Nurse Degree
Apprentices. The Trust continues
to
provide
development
opportunities to work in an
administrative role in healthcare,
through the Fixed Term Contract
Level 2 Business Apprenticeship
programme. Approximately 60
apprentices
undertake
this
qualification
annually
and
provide valuable support to the
organisation
during
their
apprenticeship.
It is a
particularly important avenue
into work for those who may not
otherwise have this opportunity.
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Responsive

Safe

Effective

Workforce

Current Performance

Trend

The majority of these apprentices go on to gain
substantive employment within the Trust and it is a
springboard for their NHS career development. Due to
national changes in apprenticeships, this qualification
will become unavailable as of July 31st 2020. The
withdrawal of this qualification will create risk to us as an
organisation and work has commenced on how the
organisation mitigates this. Work is ongoing at a national
level, involving Health Education England, to formulate
an alternative apprenticeship qualification.

The Trust apprenticeship team is also reviewing other available
apprenticeships to ascertain if there are alternative options
which will meet the needs of the affected areas. If an
alternative apprenticeship is not available or developed, there
will be a need for establishment review in each of the areas, to
address any workforce gaps resulting from this. The Learning
and Education Group (LEG) has oversight of this issue.

Finance & Efficiency
Comments
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Safe
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Basic Life Support
Trust Update

Manual Handling
Child Protection

90%
80%

Jun-19

Dec-18

Mar-19

Jun-18

Sep-18

Dec-17

Mar-18

Jun-17

Sep-17

70%
Dec-16

Clinical Support Services -The majority of areas remain
at 89% plus for appraisal rates. Therapies remains strong
at 98% appraisal rate and all training targets achieved.
Pharmacy has steadily improved to reach an appraisal
rate of 94% from 60.9% a year ago which is a great
achievement given the pressures in the department.
Credit was given to the HR team at the Pharmacy Board
for supporting managers effectively in one to ones to
achieve improvement in these areas. Imaging has
achieved 97% appraisal rate despite numerous pressures
over the last few months.

0.0%

Mar-17

This marks further improvement from the last quarter
and service lines are on still on track to improve further.
Basic Life Support continues to be a challenge with 77%
completion though service lines continue to book in
advance and encourage attendance.

20.0%

Jun-16

The care group now finds itself in a position where it
remains 85% plus for Trust Update mandatory training
and same applies for Manual Handling.

40.0%

Sep-16

Medicine -The care group is at 85% for appraisal
completion and service lines have plans in place to
ensure the position continues to improve.

60.0%

Dec-15

Between June and August 2019, compliance for Trust
Update training has decreased by 1% to 88%, decreased
by 1% to 88% for Manual Handling, decreased by 2% to
80% for Basic Life Support and remained static at 93% for
Child Protection.

80.0%

Mar-16

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%

Dec-15

Appraisal compliance rates for Agenda for Change staff
have increased from 85% in June 2019 to 86% in August
2019.
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Mar-16

Staff Appraisals and
Mandatory Training

Workforce

Trend

Jun-15

Current Performance

Sep-15

Description

Effective

Jun-15

Responsive

Sep-15

Caring

Womens & Childrens - Appraisal compliance remains good
across the care group and currently stands at 84% which is an
improved position from quarter 1. Service lines continue to
monitor and plan appraisals to ensure improvement. Trust
Update and Manual Handling both stand at 88% which is a
further improvement from quarter 1. Basic Life Support has
slightly improved in the last quarter but course availability can
be challenging. HR continues to support the service lines in
The majority of training indicators are positive however monitoring and improving performance. The Care Group is
where numbers are lower specifically around the Trust working towards 95% compliance, with a target date of August
Update.
2019.
Corporate -Corporate areas indicators are mainly
positive with most areas hitting appraisal targets over
90%. Site Services have steadily improved over the year
from 57% to 85%. Again the majority of training
indicators are positive however where numbers are
lower it is often around the Trust Update or Basic Life
Support.
Integrated Performance Report

Surgery - Appraisal rates for
Surgery continue to be a
challenge for a number service
lines
who
have
<90%
performance. 8 out of the 15
service lines have achieved over
90%, with Neurosurgery, Pain
and
TOR
achieving
93%
completion. The importance of
appraisal completion is regularly
discussed within service line
performance reviews and there
is an expectation that they will
achieve over 85%, as a minimum.
Availability on Basic Life Support
and Manual Handling sessions
has been a concern for the Care
Group, who have been proactive
in approaching the Education
Team regarding provision of
additional training sessions. As a
result, the Education Team have
been able to offer extra Basic
Life Support sessions in October,
which will offer the Surgery Care
Group 85 extra spaces. There are
also
discussions
regarding
whether they can support extra
Manual Handling sessions which
will aid mandatory training
performance. There have been
inputting issues with Child
Protection 3 (for Plym Theatres)
which
has
affected
the
dashboard performance. Work is
underway with the Safeguarding
Team to ensure that data is input
in a timely manner
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Progress made is highlighted in the
following areas from the Staff Wellbeing
work programme:
Employee Assistance Provision (EAP)
Since the launch at the Staff Health &
Wellbeing event on 14th May 2019, from
the Quarter 1 report, 6 staff have
engaged
with
EAP
telephone
counselling; 83% were nurses / HCA’s,
and 4 contacts cited work related stress.
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A range of activity is continuing to
support staff health and wellbeing,
helping improve resilience and staff
attendance. As previously reported,
following a review of wellbeing activity
and priorities by the Trust’s Thrive (Staff
Wellbeing) Steering Group, a new Staff
Wellbeing work programme was
developed with a focus on the main
themes of mental health; culture and
civility; and fostering a sense of
community
by
strengthening
collaboration with partner organisations
such as Public Health and Livewell
Southwest.

Rainbow Badges

Long Term

5.00%

Aug-16

We seek to minimise and
manage staff sickness.

Short Term

Apr-16

Annual sickness absence (the number of
sick days divided by the number of
available working days) has decreased
over the past 12 months from 4.34% in
August 2018 to 4.31% in August 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.
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Comments

Oct-15

Sickness Absence

Workforce

Trend

Feb-16

Current Performance

Effective

Dec-15

Description

Safe

Jun-15

Responsive

Aug-15

Caring

Currently 2036 staff have registered with the Wellbeing
platform. The Quarter 2 report will be due in December
where we will start to identify any trends and receive numbers
of employees accessing the system. In the meantime, we will
continue to promote the EAP to staff as a complementary
service to the other existing in-house counselling and support
provisions.

The Rainbow Badge initiative, which originated
at Evelina London Children’s Hospital and
community services, part of Guy’s and Thomas’
NHS Foundation Trust, gives healthcare staff a
way to show that their place of work offers
open, non-judgemental and inclusive care for
all who identify as LGBT+ (the + simply means
inclusive of all identities, regardless of how
people define themselves).
The Trust is
looking to implement this initiative which is
visually represented by a rainbow badge and
demonstrates our commitment in supporting
patients to feel more confident and
comfortable in approaching a member of staff
wearing a badge, as well as supporting and
respecting our staff who feel empowered to be
themselves.

Financial Wellbeing support - Neyber & Cavell Nurses' Trust
The second phase of the Neyber loans, savings and reward
benefits has now been implemented, resulting in 176
employees signing up to the Financial Wellbeing Hub to access
the available tools, resources and savings and borrowing
products. To-date, 10 colleagues have been supported with
loans for repayment via salary deduction. We have been
promoting our partnership with the Cavell Nurses Trust who
provide financial assistance to nurses, health care assistants
and midwives in crisis, by way of a financial grant which is not
re-payable. One HCA from UHP has been supported through
this route so far.
Disability Confident Scheme
We have renewed our Disability Confident Committed (Level
1) accreditation, which is valid for 12 months and recognises
employers that are actively inclusive in their recruitment and
retention practices. We are now working towards achieving
Level 2, the Disability Confident Employer standard, to further
strengthen our commitment.
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‘Finance & efficiency’ metrics
Description

Current Performance

Financial Performance

The deficit in month 5 is £6.20m,
£4.47m adverse against plan.

The Trust has a breakeven
plan.

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

Trend

Comments
The Trust is £3.94m adverse to plan for the
year to date at Month 5.

0.0
(2.0)
(4.0)
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(12.0)
(14.0)
(16.0)

The Trust has an adverse variance of £1.65m in
respect of PSF and FRF of which £2.13m is in
respect of Q2 2019-20 non-achievement, offset
with a £0.48m additional allocation of £0.48m
PSF relating to undistributed PSF from 201819.

Actual

The Financial Improvement (FIP) achieved to
date is £6.49m, a £2.20m favourable variance
against the target.

Plan

The income and costs associated with service
delivery show an adverse variance for the year
to date of £3.32m, with £1.77m relating to
adverse contract income and £1.55m
overspends on clinical budgets.
Other
budgetary variances to date total £1.19m
adverse against plan.

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
£1.77m lower than plan at the end of
August, with a £1.55m overspend on
associated costs, giving a total
favourable variance on contract
activity of £3.32m compared with plan.
For further information please see
Annex 10.

4%

Emergency
Department

Elective
Inpatients

Non-Elective
Inpatients

2%

0.3%

0%
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-4.4%
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(6%)
(8%)
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Income Activity Income Activity Income Activity Income Activity
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Contract income was adverse to plan by
£1.77m, with significant underperformances in
non-elective activity of £2.87m and elective
activity of £1.32m, offset by the gain on Urgent
Care Blended Tariff of £2.26m and block
contracts of £0.43m.
The contract
underperformance is driven from key clinical
staff shortages and operational pressures
impacting on ICU bed availability and elective
surgery capacity.
The variance on costs is £1.55m favourable,
with £1.92m non-pay overspends offset with
£0.37m pay underspends due to vacancies.
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Caring

Responsive

Description

Current Performance

Workforce Expenditure

Staff costs were £28.64m in August,
£0.25m over plan in the month.

The Trust spends 60% of
its income on staff.

Safe

Effective

Workforce

Trend

Comments
The spend YTD on pay for month 5 is over plan
by £0.45m.

32.00

For further information please see
Annex 11.

30.00

.

26.00

The agency spend was very low in August, at
£0.25m, due to a correction in the year to date
spend on medical agency shifts. This is well
below the NHS Improvement ceiling of £0.69m.

28.00

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 £6.49m
financial improvement YTD at month 5,
£2.20m above target.

30.00
25.00
20.00
15.00
10.00

Finance & Efficiency

Permanent Staff

Bank Staff

Agency Staff

Plan

Actual

Plan

Please note that pay costs in month 1 were
high due to the award of non-consolidated
Agenda for Change pay increases in April.
Month 4 and 5 also include one-off incentive
payments to GPs in training which is offset
with additional income received in these
months.
Medical pay costs will increase in September as
the medical pay award has been processed
through payroll.
The FIP delivered in month is £1.47m against a
monthly target of £1.19m, a favourable
variance of £0.28m.
This reflects a greater number of savings
schemes delivering from the start of the
financial year than anticipated.
Work
continues to identify schemes to deliver the
full £25.6m savings target.

5.00
-
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Responsive

Description

Current Performance

Cash

The cash balance at the end of month
5 was £10.8m, £9.8m above plan.

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

Safe

Effective

Trend

Finance & Efficiency

Comments

14

Actual

12

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

Workforce

Cash is £10.8m, £9.8m above plan. The most
significant variance is due to the timing of
deficit support repayments relating to 2018-19
of £4.4m, as well as delays in finalising the
medical pay award (£1.0m), and commissioner
contract payments (£2.0m).

Plan

10
8

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.

6
4
2
0

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

Capital expenditure year to date for
month 5 was £2.98m below revised
plan.
For further information please see
Annex 12.

40.0
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Actual

Revised Plan

Initial Plan

The Trust has spent £3.66m, £2.98m below
revised plan of £6.63m. There are significant
underspends on estates projects (£0.8m)
where there have been delays in the receipt of
Energy grants and planned expenditure on the
Air Handling Units.
The Trust has undertaken a review of forecast
in light of the recent NHS Improvement
request for all Trusts to reduce capital
expenditure by 20% and has reduced the
capital plan to £21.7m, mostly achieved with
the transfering of planned finance leases for
equipment to operating leases.
The revised capital plan includes PDC funding
of £3.5m confirmed for the MRI business case
and £1.0m provisionally for an ED Discharge
Lounge.
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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%
78%
67%
33%
36%
59%
100%
100%
97%
52%
46%

May-19
100%
90%
58%
73%
62%
61%
74%
0%
100%
100%
60%
54%

Jun-19
100%
100%
88%
57%
73%
27%
61%
50%
40%
97%
32%
55%

Jul-19
0%
83%
50%
50%
62%
57%
50%
100%
100%
97%
44%
52%

Aug-19
100%
91%
67%
63%
71%
23%
45%
100%
25%
95%
67%
62%

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Apr-19

May-19

Jun-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

1
2
3
7
9
7

2
5
3
5
7
5
2

Jul-19
1
4
4
2
5
6
12.5

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

2
5.5
15.5

6
21

1
3
3
11
5.5
1
3
2
8.5
12.5

2
5
15.5

2
3
3
2
10
6
1.5
4
3
14
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Learning from Serious Incidents & Complaints

Annex 2

Issue / lessons learnt

Recommendations

A radiology report was issued after the imaging had
been reviewed by the multidisciplinary clinical team
and a management plan made. The investigation
identified that the service line did not use the PTL list
to track their radiology reports in order to ensure that
they were reviewed and acted on.

All Service Lines must have a robust process that uses the radiology
PTL list to ensure that all their radiology reports are reviewed and acted on.
An Amber ALERT should be included in the radiology report where a significant
unexpected finding requiring further action is identified.
There is a need for additional safety net procedures to reduce the risk of failing to
act on significant unexpected findings.

TTAs on discharge were incorrect due to a
transcription error and not checked by Pharmacy as
patient discharged late afternoon on the weekend.

The planned implementation of electronic prescribing will significantly improve the
process of TTA prescription and reduce errors. Pharmacy currently identifies a high
number of errors in TTA prescriptions.

Patient admitted to hospital following a fall at home
resulting in a fractured humerus. During their
admission, the patient developed a deep tissue injury
which was misidentified as a moisture lesion on
patient’s discharge to a community hospital.

Ensure the reverse of the Intentional Care Rounding (ICR) Chart is fully completed
demonstrating more thorough skin checks and repositioning, prescribed frequency
of ICR and waterlow risk.
Ensure the use of specialist surfaces (cushions/mattresses) are clearly documented
in the notes which includes rationale for decision made.
Ongoing management plans for patients with skin damage should be clearly
documented in the nursing notes.
Upon review of skin, good practice is to state all the areas checked individually and
whether they are blanching and unbroken.

Delayed escalation to the acute care team

The Trust has implemented the National Early Warning Scheme (NEWS 2) in the time
since this death. This patients NEWS score would have highlighted the need for
review by the acute care team (ACT) at the same time as senior doctor review.
All ward staff are reminded of the need to immediately inform both the senior
doctor and ACT team for patients who trigger with a NEWS score of > 5.
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Comments Noticeboard – Selection of Positive and Negative
FFT Inpatient Comment:
All staff were lovely, great and friendly.
All facilities were good, clean and tidy.
Food was below average, limited choice. Friends
and family test are good for feedback, however
some of the questions need rewording.

Thankyou Card:
Dear Jason and the DMWS Team.
Thankyou just doesn’t seem to cut it really!
You have been an absolute superstar for
each and everyone one of us. Your support
laughter, hugs and local knowledge (to
name a few of your great qualities) have
been invaluable to us. You really have put
a smile on our face on some of the darker
days and we couldn’t have done this without
you. We will keep you up to date with dad’s
journey.

FFT Inpatient Comment:
During my stay in Hartor Ward I was impressed with
the standard of care which I received. Without
exception everyone with whom I came in contact
with was kind, caring, and very professional.
Derriford Hospital is fortunate to have such a
dedicated and professional group of staff. They are a
credit, not only to Derriford Hospital, but also to the
NHS as a whole.

Integrated Performance Report

Annex 3
Care Opinion:
Social Media:

FFT Inpatient Comment:
Wonderful ward, Fantastic staff.
Friendly, professional and knowledgeable.
Nurses worked very hard but always kind, caring
and took time to explain things.
You should be very proud of the staff.
Thank you.

FFT Inpatient Comment:
I cannot praise the hospital
staff in the REI highly enough
for the kindness and treatment
which I found extremely
thorough at every one of my
visits.

Carers Feedback
It fills us with fear and anxiety to wait hours
at A& E. Autistic people in a high state of
anxiety do not wait. No one to talk to, no
one to listen. Nowhere to get help.

FFT Inpatient Comment:
Staff tell the patients to shut
up, it is disgusting. They sit
gossiping on the front desk
and ignore patient requests.
This is not a one off as I
have experienced it before.

Today, grateful again for the NHS –
overworked for sure, facing huge
pressures and struggling to cope BUT
there when needed and taking care of
my family.
@Derriford_Hosp thank you

Welcome Centre:
I’d just like to say a big thank you for
arranging for the Therapy Dog to
come and see me when I was on the
ward. It really brightened my day.

FFT Inpatient Comment:
Pharmacy lost my prescription
which resulted in lack of
medication. The nursing and
auxiliary staff were excellent.
Thank you for looking after me.

Social Media:
A massive thank you to the
doctors, nurses & staff in
Endoscopy who cared and calmed
me through my procedure step by
step.

The communication in the fracture
clinic was great. However, after
being given a prescription we
found the pharmacy to be tiny,
queued out of the door and with
an expected waiting time of one
hour to collect a box of antibiotics.
Please substantially increase the
size and staffing of the pharmacy.
It is crazy that the M&S is huge
and the pharmacy so tiny, when it
has to serve the whole hospital.
Care Opinion:

I was referred to A&E by my GP for a
brain scan. I have balance and
mobility difficulties which makes
getting out of chairs very difficult
unless they have arms.
Despite my asking not one such chair
was available in the dept and so had
no alternative but to sit on one of the
metal benches in the main waiting
area. Consequently I was stuck and
had to suffer that indignity in front of
everyone and then had to swivel into
a wheelchair so that I could move in
to the next area but still, for me, no
appropriate chairs but at least I was
able to stay in the wheelchair. It was
not until I was in the Clinical Decision
Unit about four hours later that there
were suitable chairs. I had to attend
the dept on my own because of my
home situation, arrived at 12.30pm
and finally left the dept at 8.30pm.
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Friends and Family Test Scores by Area

Annex 4

The tables below illustrate the score up to 31 August 2019.
Inpatient & Day Case Areas

Area

Not
Total
Extremely
Recommend
Likely
Recommend Responses
Likely

Neither
Likely
Extremely Don't
Unlikely
or
Unlikely Know
Unlikely

Bickleigh

97.47%

0.00%

79

63

14

0

0

0

2

Bracken

92.31%

0.00%

39

30

6

1

0

0

2

Braunton

97.62%

0.00%

42

36

5

0

0

0

1

Brent

97.22%

0.93%

108

92

13

1

1

0

1

Burrator

89.47%

7.89%

38

18

16

0

1

2

1

Childrens HDU

100.00%

0.00%

3

3

0

0

0

0

0

Clearbrook

89.19%

5.41%

37

24

9

2

1

1

0

Crownhill

91.30%

0.00%

46

30

12

4

0

0

0

Fal

100.00%

0.00%

1

1

0

0

0

0

0

Hartor

93.33%

0.00%

15

7

7

0

0

0

1

Hembury

100.00%

0.00%

16

9

7

0

0

0

0

Hexworthy

94.74%

0.00%

57

44

10

3

0

0

0

Honeyford

97.14%

0.00%

35

25

9

0

0

0

1

Lind Unit (PIU)

100.00%

0.00%

1

1

0

0

0

0

0

Lynher

100.00%

0.00%

57

42

15

0

0

0

0

Marlborough

100.00%

0.00%

62

57

5

0

0

0

0

Mayflower

98.33%

0.00%

60

55

4

1

0

0

0

Meavy

98.67%

0.00%

75

63

11

1

0

0

0

Meldon

96.30%

1.23%

81

62

16

2

1

0

0

Merrivale ASU

100.00%

0.00%

2

2

0

0

0

0

0

Monkswell

89.47%

0.00%

19

9

8

2

0

0

0

Moorgate

100.00%

0.00%

25

18

7

0

0

0

0

Neonatal
Intensive Care

100.00%

0.00%

1

1

0

0

0

0

0

Norfolk
Orthopaedics

90.57%

1.89%

53

44

4

2

1

0

2

Postbridge

100.00%

0.00%

1

1

0

0

0

0

0

Sharp

100.00%

0.00%

37

21

16

0

0

0

0

Shaugh

100.00%

0.00%

61

48

13

0

0

0

0

Shipley

93.75%

0.00%

16

12

3

1

0

0

0

Stannon Ward

100.00%

0.00%

30

24

6

0

0

0

0

Stonehouse

98.48%

1.52%

66

53

12

0

0

1

0

Tamar (Short
Stay Unit)

90.68%

0.85%

118

72

35

8

1

0

2

Torcross (CCU)

100.00%

0.00%

10

8

2

0

0

0

0

Wildgoose

90.32%

0.00%

31

26

2

2

0

0

1

Wolf

96.00%

2.00%

50

34

14

1

0

1

0

Woodcock

93.41%

1.10%

91

76

9

4

1

0

1

Summary

95.76%

0.82%

1463

1111

290

35

7

5

15
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Emergency Services
Not
Total
Extremely
Recommend
Likely
Recommend Responses
Likely

Area
Acute
Assessment Unit

97.40%

1.30%

77

Ambulatory Care

100.00%

0.00%

6

CDU

76.19%

7.62%

105

Childrens
Assessment Unit

92.98%

0.00%

114

Emergency Dept

98.19%

0.00%

MAU Tavy

93.75%

6.25%

MAU Thrushel

93.75%

REI Emergency
Department

98.08%

SAU (Hound)
Summary

67

Neither
Likely
Extremely Don't
Unlikely
or
Unlikely Know
Unlikely

8

0

0

1

1

6

0

0

0

0

0

49

31

6

4

4

11

99

7

6

0

0

2

332

231

95

6

0

0

0

16

14

1

0

0

1

0

3.13%

32

26

4

1

0

1

0

1.92%

52

45

6

0

1

0

0

95.45%

0.00%

88

64

20

3

0

0

1

94.04%

1.46%

822

601

172

22

5

7

15

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

1

1

0

0

0

0

Argyll

92.55%

3.19%

94

58

29

4

3

0

0

Central
Delivery Suite

99.38%

0.62%

162

136

25

0

0

1

0

Community
Midwifery

97.62%

1.19%

168

142

22

2

1

1

0

Transitional
Care Ward

96.55%

3.45%

29

20

8

0

1

0

0

Summary

97.14%

1.54%

455

357

85

6

5

2

0
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Outpatient Services
Neither
Extremely
Likely or Unlikely
Unlikely
Unlikely

Recommend

Not
Recommend

Total
Responses

Extremely
Likely

Likely

Audiology

100.00%

0.00%

9

9

0

0

0

0

0

Cardiology Dept

100.00%

0.00%

4

4

0

0

0

0

0

Chemo
Outpatients

100.00%

0.00%

1

0

1

0

0

0

0

Chestnut Unit

88.89%

0.00%

9

6

2

1

0

0

0

Children and
Young People
OPD

88.89%

0.00%

45

29

11

3

0

0

2

Chronic Pain
Services

100.00%

0.00%

4

3

1

0

0

0

0

Dental
Specialities

100.00%

0.00%

33

26

7

0

0

0

0

Dermatology
OPD

100.00%

0.00%

13

12

1

0

0

0

0

Derriford
Hospital Mobile
Imaging Unit

100.00%

0.00%

2

2

0

0

0

0

0

Derriford Mobile
MRI Mansfield

100.00%

0.00%

3

3

0

0

0

0

0

Diabetes Clinic

100.00%

0.00%

2

2

0

0

0

0

0

0.00%

0.00%

1

0

0

0

0

0

1

Eden

100.00%

0.00%

8

7

1

0

0

0

0

ENT OPD

94.44%

0.00%

18

13

4

0

0

0

1

Erme

98.27%

0.00%

405

347

51

4

0

0

3

GUM Clinic

100.00%

0.00%

9

8

1

0

0

0

0

Healthy Bones

100.00%

0.00%

5

5

0

0

0

0

0

Main OPD

84.82%

0.45%

224

128

62

28

1

0

5

MRI Mansfield

100.00%

0.00%

2

2

0

0

0

0

0

Neurophysiology

100.00%

0.00%

3

1

2

0

0

0

0

Nuclear
Medicine

100.00%

0.00%

4

3

1

0

0

0

0

Ocean Suite

100.00%

0.00%

6

5

1

0

0

0

0

Oncology OPD

91.30%

4.35%

23

18

3

1

1

0

0

Orthopaedic
OPD

93.62%

0.00%

47

33

11

0

0

0

3

OT OPD

100.00%

0.00%

2

1

1

0

0

0

0

Physio OPD

90.08%

7.02%

242

161

57

7

12

5

0

Primrose

100.00%

0.00%

11

10

1

0

0

0

0

REI OPD

94.27%

0.64%

157

108

40

3

0

1

5

SALT

100.00%

0.00%

2

2

0

0

0

0

0

Vascular
Assessment

0.00%

0.00%

1

0

0

0

0

0

1

Xray East

87.50%

12.50%

8

6

1

0

0

1

0

Xray West

100.00%

0.00%

22

17

5

0

0

0

0

Summary

93.28%

1.58%

1325

971

265

47

14

7

21

Area

Dietetics
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Friends and Family Test Benchmark Data

Annex 5

The tables below provide Friends and Family Test comparison data for July 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
Torbay & South Devon Healthcare NHS FT
Royal Devon & Exeter NHS Foundation Trust

13.7 (highest)
6.78%

82.03%
96.42% (highest)

% Not
Recommended
6.08%
0.54%

6.26%
2.95% (lowest)
1.38%
0.04%
0%

91.87%
94.34%
80.49% (lowest)
*
*

3.81%
2.83%
6.08%
*
*

% Not
Recommended
21.09%
7.12%
12.88%
12.19%

Emergency Department – Major Trauma Centres
Trust

Response Rate

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

29.7% (highest)
18.3%
16.4%
15.0%

%
Recommended
65.31% (lowest)
88.29%
81.19%
81.11%

14.6%
13.3%
9.61%
6.5% (lowest)

80.03%
88.52%
71.63%
96.44% (highest)

12.60%
8.02%
20.78%
0.49%

Trust

Response Rate

% Recommended

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

48.0% (highest)
25.8%
27.0%
29.6%
10.1%
1.8% (lowest)

97.12% (lowest)
96.25%
99.41% (highest)
99.09%
97.76%
98.34%

% Not
Recommended
1.05 %
0.99%
0.15%
0.30%
0.75%
1.56%

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

Response Rate

% Recommended

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

48.2% (highest)
41.9%
41.8%
39.4%
34.0%
32.8%
32.7%
30.6%
25.6%
19.2%
19.2%
15.7%
15.4%
14.6%
13.9% (lowest)

97.16%
96.20 %
85.96%
99.94 %
96.07%
96.07 %
97.17%
96.74 %
96.77%
96.33 %
98.10% (highest)
94.04%
93.89%
96.95%
91.78% (lowest)

% Not
Recommended
0.55 %
1.64 %
7.29%
0.27%
1.86%
0.92%
1.04 %
1.70%
0.74 %
1.87%
0.19 %
1.72%
2.41%
2.11%
3.91%

Maternity Services
Touch Point

Area

University
Hospitals
Plymouth NHS
Trust
Royal
Cornwall NHS
Trust

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

Torbay &
South Devon
NHS FT
University
Hospitals
Bristol NHS FT
Yeovil District
Hospital NHS
FT

Integrated Performance Report

Response Rate
/ No. received
124
25%
156
75
27
7%
44
5
4
3%
0
13
148
25%
102
91
2
7%
19
0

%
Recommended
98.39%
98.10%
97.12%
97.33%
100.00%
91.30%
97.73%
80.00%
*
100.00%
*
100.00%
95.45 %
98.10%
91.18%
100.00%
*
100.00%
100.00%
*

% Not
Recommended
0.00%
0.00%
1.44%
0.00%
0.00%
0.00%
0.00%
20.00%
*
0.00%
*
0.00%
0.00%
0.00%
0.98%
0.00%
*
0.00%
0.00%
*
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Ward Specialty

Annex 6
Specialty

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

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

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

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

CDU
Emergency Department
MAU Tavy
MAU Thrushel
SAU Hound

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

Bariatric Surgery

Urology
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Income and expenditure against plan

Annex 7

Variance Favourable/
(Adverse)

Budget

Actual

Variance Favourable/
(Adverse)

Budget

Annual

Actual

Year to Date

Budget

Current Month

£M

£M

£M

£M

£M

£M

£M

40.55
2.05
2.60
45.20

39.40
1.95
2.57
43.91

(1.15)
(0.10)
(0.04)
(1.29)

199.92
10.24
12.93
223.10

197.19
10.18
13.18
220.55

(2.73)
(0.06)
0.25
(2.54)

483.81
24.59
33.31
541.71

(28.40)
(18.09)
(0.28)
(46.76)
(1.56)
(1.32)

(28.64)
(19.07)
0.00
(47.72)
(3.81)
(1.39)

(0.25)
(0.99)
0.28
(0.95)
(2.24)
(0.07)

(141.46)
(87.73)
(2.20)
(231.39)
(8.30)
(6.60)

(141.911)
(88.97)
0.00
(230.88)
(10.33)
(6.86)

(0.45)
(1.24)
2.20
0.51
(2.03)
(0.26)

(349.81)
(205.72)
12.68
(542.85)
(1.14)
(15.83)

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

(2.88)
0.00
(0.21)
0.01
(0.25)
(0.46)
(3.34)
1.60

(5.20)
0.00
(0.23)
0.01
(0.25)
(0.47)
(5.67)
(0.53)

(2.32)
(0.00)
(0.02)
0.01
0.00
(0.01)
(2.33)
(2.14)

(14.89)
0.00
(1.06)
0.04
(1.25)
(2.28)
(17.18)
7.22

(17.19)
0.00
(1.08)
0.06
(1.25)
(2.28)
(19.47)
5.09

(2.29)
(0.00)
(0.02)
0.02
0.00
0.00
(2.29)
(2.13)

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

PSF Allocation From Prior Year
TOTAL SURPLUS/ (DEFICIT)

0.00
(1.73)

0.00
(6.20)

0.00
(4.47)

0.00
(9.95)

0.48
(13.89)

0.48
(3.94)

(0.00)
(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

Annex 8

Passthrough

Frontline Services

Wards

Theatres

Clinical Support Services

CIPs

Prior Periods

Other

£M

Contract

YTD
Variance

Sustainability and
Transformation Funding

Analysis of Year To Date Variance

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

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

(2.25)
0.08
(0.36)
(0.33)
0.27
0.04
(1.65)
0.00
(4.19)

0.00
0.00
0.00
0.00
0.00
0.00
(1.65)
0.00
(1.65)

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

(1.45)
0.79
0.30
(0.09)
0.00
(0.45)

0.00
0.00
0.00
0.00
0.00
0.00

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

0.14
0.56
(0.02)
(0.32)
(0.07)
(0.07)
(0.16)
(0.09)
(0.14)
(0.33)
(0.13)
(0.62)
2.20
0.96

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

Depreciation and Interest
Total Interest & Depreciation Variance
Total Variance against control total
Total Variance

(0.26)
(0.26)
(3.94)
(3.94)

0.00
0.00
(1.65)
(1.65)
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Income Categories
(1.76)
(0.35)
0.00
(0.01)
0.13
(0.05)
0.00
0.00
(0.08)
0.00
0.00
(0.00)
0.00
0.00
0.01
0.00
0.00
(0.05)
0.00
0.00
0.00
0.00
0.00
0.00
(1.77)
(0.22)
(0.17)
Pay Categories
0.00
0.00
(1.07)
0.00
0.00
0.58
0.00
0.00
0.07
0.00
0.00
0.02
0.00
0.00
0.00
0.00
0.00
(0.39)
Non-Pay Categories
0.00
0.00
(0.38)
0.00
0.56
0.00
0.00
(0.02)
0.00
0.00
(0.32)
0.00
0.00
0.00
0.02
0.00
0.00
(0.14)
0.00
0.00
(0.05)
0.00
0.00
(0.18)
0.00
0.00
0.08
0.00
0.00
(0.07)
0.00
0.00
(0.04)
0.00
0.00
(0.01)
0.00
0.00
0.00
0.01
0.22
(0.78)
Depreciation and Interest
0.00
0.00
0.00
0.00
0.00
0.00
(1.76)
0.00
(1.34)
(1.76)
0.00
(1.34)

0.00
0.00
0.00
0.00
0.00
(0.07)
0.00
0.00
(0.07)

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

0.00
0.01
(0.03)
(0.15)
0.02
(0.22)
0.00
0.00
(0.36)

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

(0.14)
0.00
0.09
(0.01)
0.00
(0.09)
0.00
0.00
(0.14)

0.00
0.00
(0.34)
(0.18)
0.23
0.48
0.00
0.00
0.20

0.02
0.23
(0.01)
(0.08)
0.00
0.15

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

0.36
(0.02)
0.35
(0.03)
0.00
0.67

0.00
0.00
0.00
0.00
0.00
0.00

(0.24)
(0.07)
0.00
(0.03)
0.00
(0.33)

(0.53)
0.03
(0.03)
0.04
0.00
(0.49)

(0.16)
0.00
0.00
0.00
0.00
(0.01)
0.00
0.00
(0.10)
0.00
0.01
(0.09)
0.00
(0.35)

(0.02)
0.00
0.00
0.00
(0.00)
0.01
(0.02)
0.06
(0.34)
0.00
0.01
(0.06)
0.00
(0.36)

0.38
0.00
0.00
0.00
(0.02)
0.01
(0.10)
0.00
(0.09)
(0.11)
(0.02)
0.13
0.00
0.17

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
2.20
2.20

0.09
0.00
0.00
0.00
(0.00)
0.01
0.01
0.00
0.25
(0.04)
0.00
0.01
0.00
0.34

0.22
0.00
0.00
0.00
(0.06)
0.06
0.01
0.03
0.05
(0.11)
(0.08)
(0.60)
0.00
(0.50)

0.00
0.00
(0.27)
(0.27)

0.00
0.00
(0.43)
(0.43)

0.00
0.00
0.48
0.48

0.00
0.00
2.20
2.20

0.00
0.00
(0.13)
(0.13)

(0.26)
(0.26)
(1.06)
(1.06)
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Income and expenditure monthly profile

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Aug-18

% Change over
2017/18

Annex 9

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

%

35.93

34.61

39.41

38.22

37.24

37.87

38.10

43.16

37.23

40.06

38.66

41.84

39.40

35.93

10%

2.16

1.90

2.11

1.96

1.94

2.38

1.84

2.70

1.99

2.18

1.88

2.18

1.95

2.16

-10%
-14%

INCOME
Provision of healthcare
Education, training and research
Other Income

2.99

2.08

1.92

2.21

1.92

2.19

2.37

2.69

2.57

2.67

2.61

2.77

2.57

2.99

41.09

38.59

43.44

42.39

41.10

42.44

42.31

48.56

41.79

44.91

43.15

46.80

43.91

41.09

Pay

(26.73)

(26.25)

(26.41)

(26.53)

(26.19)

(26.37)

(27.31)

(27.30)

(28.78)

(28.16)

(28.04)

(28.28)

(28.64)

(26.73)

7%

Non-pay

(16.82)

(14.84)

(17.63)

(17.68)

(16.32)

(17.70)

(17.17)

(18.92)

(16.90)

(18.40)

(16.46)

(18.13)

(19.07)

(16.82)

13%

TOTAL EXPENDITURE

(43.56)

(41.09)

(44.04)

(44.22)

(42.52)

(44.07)

(44.47)

(46.22)

(45.69)

(46.57)

(44.50)

(46.41)

(47.72)

(43.56)

(2.47)

(2.50)

(0.60)

(1.82)

(1.42)

(1.62)

(2.16)

2.33

(3.89)

(1.66)

(1.35)

0.39

(3.81)

(2.47)

(1.05)

(1.06)

(1.07)

(1.08)

(1.08)

(1.09)

(1.10)

(1.07)

(1.14)

(1.58)

(1.36)

(1.39)

(1.39)

(1.05)

TOTAL INCOME
EXPENDITURE

NET (SURPLUS)/DEFICIT BEFORE
EXCEPTIONAL ITEMS
EXPENDITURE
Depreciation charges
Profit/Loss on Asset Disposal
Interest Payable
Interest Receivable
Public Dividend Capital (PDC) Interest
Impairments
INTEREST AND DEPRECIATION
Sustainability and Transformation Funding
NET (SURPLUS)/DEFICIT
CUMULATIVE (SURPLUS)/DEFICIT
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33%

0.01

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.01

0%

(0.19)

(0.18)

(0.19)

(0.19)

(0.19)

(0.21)

(0.21)

(0.19)

(0.21)

(0.21)

(0.21)

(0.22)

(0.23)

(0.19)

21%

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

0.01

69%

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.29)

(0.10)

(0.25)

(0.25)

(0.25)

(0.25)

(0.25)

(0.29)

-14%

0.00

0.00

0.00

0.00

0.00

0.00

0.00

4.23

0.00

0.00

0.00

0.00

0.00

0.00

(1.51)

(1.53)

(1.54)

(1.56)

(1.56)

(1.58)

(1.59)

2.88

(1.59)

(2.03)

(1.81)

(1.85)

(1.86)

(1.51)

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

1.34

1.34

1.82

1.61

(0.53)

0.00

(3.98)

(4.03)

(2.14)

(3.38)

(2.98)

(3.20)

(3.75)

5.21

(4.14)

(2.36)

(1.34)

0.15

(6.20)

(3.98)

(13.45)

(17.47)

(19.61)

(22.99)

(25.97)

(29.17)

(32.93)

(23.96)

(4.14)

(6.50)

(7.84)

(7.69)

(13.89)

(13.45)

0%
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Contracts

Annex 10

Actual Activity

Clinical Activity

Actual Income (£M)

YTD Variance

YTD Variance

Plan

Actual

Variance

Plan

Actual

Variance

£M

£M

£M

£M

£M

M4
£M

Movement

£M
Elective Inpatients & Day Cases

29,014

28,846

(168)

41.89

40.57

(1.32)

(1.83)

0.50

Non-Elective Inpatients

26,919

24,832

(2,087)

64.61

61.74

(2.87)

(1.77)

(1.09)

0

0

0

0.00

2.26

2.26

1.60

0.66

Emergency Department & MIU

69,536

65,994

(3,542)

9.15

8.65

(0.50)

(0.37)

(0.12)

Outpatients

231,327

235,896

4,569

Marginal Rate Adjustment

£M

27.54

27.64

0.10

0.05

0.05

Excluded Services - Non Pass through

30.22

29.74

(0.48)

(0.04)

(0.43)

Readmissions

0.00

0.00

0.00

0.00

0.00

2.25

2.25

0.01

0.00

0.01

Contract Profile Adjustments

(2.13)

(2.08)

0.05

0.12

(0.07)

QUIPP

(1.37)

0.00

1.37

1.10

0.27

CQUIN

Adjustments for Contract CIPs

0.39

0.00

(0.39)

(0.32)

(0.07)

Income adjustments for block contracts

0.71

1.13

0.43

1.00

(0.57)

Profile Adjustment

0.00

0.00

0.00

0.00

0.00

Income Penalties

0.00

(1.53)

(1.53)

(1.31)

(0.22)

Other adjustments and provisions

0.00

1.00

1.00

0.63

0.38

Passthrough income without direct costs

0.45

0.56

0.10

0.09

0.02

173.70

171.93

(1.77)

(1.06)

(0.70)

Total Contract activity position
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Workforce

Annex 11

Dec-18

Feb-19

May-19

Jul-19

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

Establishment

WTE worked

Variance

Budget

Expenditure

Variance

Aug-19

WTE worked

Jun-19

Expenditure

Apr-19

WTE worked

Mar-19

Expenditure

Jan-19

WTE worked

Nov-18

Expenditure

Oct-18

WTE worked

Sep-18

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£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

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)

481
0
5
651
53
2

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

471
(1)
2
644
44
6

(5,468)
59
(79)
(3,445)
(525)
(65)

463
2
6
653
54
18

(5,444)
(35)
(85)
(3,494)
(649)
(229)

446
(0)
4
645
55
3

(5,447)
35
(66)
(3,615)
(680)
(142)

505
0
0
699
0
0

494
3
4
700
59
(2)

(11)
3
4
1
59
(2)

(5,655)
9
(51)
(3,353)
(454)
(59)

(5,616)
(34)
(61)
(3,761)
(743)
40

40
(43)
(9)
(409)
(288)
99

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)

1,192

(9,885)

1,166

(9,523)

1,196

(9,937)

1,154

(9,915)

1,204

1,259

54

(9,564)

(10,174)

(611)

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)

1,872
115
29
887
146
1

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

1,870
115
37
913
145
1

(7,113)
(508)
(205)
(2,078)
(392)
(4)

1,861
113
35
904
154
1

(6,881)
(500)
(196)
(1,975)
(416)
(4)

1,856
135
32
914
177
0

(6,917)
(581)
(175)
(2,013)
(462)
0

2,208
0
0
1,026
0
0

1,847
111
33
925
168
0

(361)
111
33
(101)
168
0

(7,171)
(320)
(212)
(2,370)
(399)
(2)

(6,952)
(485)
(185)
(2,065)
(442)
0

219
(165)
27
305
(43)
2

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)

3,050

(10,377)

3,081

(10,299)

3,067

(9,973)

3,114

(10,148)

3,233

3,084

(150)

(10,474)

(10,129)

345

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)

730
370
1
5

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

729
373
2
8

(3,002)
(798)
(5)
(51)

723
372
1
7

(2,908)
(785)
(4)
(38)

724
374
2
8

(2,886)
(786)
(5)
(62)

798
393
0
0

739
377
4
5

(59)
(15)
4
5

(3,027)
(855)
0
(33)

(3,009)
(802)
(20)
(26)

19
52
(21)
7

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)

1,106

(3,926)

1,112

(3,856)

1,103

(3,736)

1,107

(3,738)

1,191

1,126

(65)

(3,915)

(3,857)

58

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)

107
1,470
65
19

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

108
1,491
74
3

(817)
(3,459)
(189)
(20)

107
1,491
67
9

(807)
(3,392)
(173)
(20)

107
1,507
71
9

(806)
(3,474)
(183)
(17)

118
1,625
0
0

107
1,522
64
6

(11)
(103)
64
6

(774)
(3,513)
(145)
(12)

(801)
(3,498)
(166)
(20)

(26)
15
(21)
(9)

(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)

1,662
7,011

(4,596)
(28,784)

1,676
7,035

(4,486)
(28,164)

1,674
7,040

(4,392)
(28,037)

1,694
7,069

(4,480)
(28,282)

1,744
7,373

1,700
7,168

(44)
(205)

(4,443)
(28,395)

(4,484)
(28,644)

(41)
(249)

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

1,599
6,755
MEMO OF DISCRETIONARY PAY COSTS

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

(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)

(1,560)
(423)
(431)
(424)

(1,778)
(573)
(459)
(314)

(1,877)
(461)
(438)
(338)

(1,890)
(252)
(611)
(392)

(3,039)

(3,174)

(3,104)

(2,905)

(3,074)

(3,452)

(3,911)

(3,303)

(2,837)

(3,124)

(3,114)

(3,144)

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 31 August 2019
Initial
Plan
£'000s
12,925
0
0
0
12,925
1,300
1,104
500
3,502
7,017

Sources of Funding

24,000
22,000
20,000
18,000
16,000
14,000
12,000
10,000
8,000
6,000
4,000
2,000
0
Apr

May

Jun

Jul

Aug

Sep
Actual

Oct

Nov

Dec

Jan

Feb

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
Discharge Lounge
Other Centrally funded programmes
Finance Leases
Interim Capital Programme

Mar

Revised
Plan
£'000s
15,827
0
0
0
15,827
650
543
136
3,516
1,000

280
7,701
34,329

0
21,672

Plan

Actual
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
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
Discharge Lounge
General Contingency
GS1
Donated assets
Other
Total
Gross cumulative spend

Funding Source
Dep
Dep
Fin. Lease
Salix/NEEF
Dep
Dep
Dep
Dep
Dep
Dep
Fin. Lease
Dep
Dep
Dep
Dep
Dep
Dep
Fin. Lease
Fin. Lease
Dep
Dep
Fin. Lease
Dep/DH PDC
STP Wave 4 PDC
Dep
Dep
Dep
Depreciation/DH PDC
Dep
Dep
Charity
Dep

Revised 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
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
Discharge Lounge
General Contingency
GS1
Donated assets
Other
Total
Cumulative spend

Funding Source
Dep
Dep
Fin. Lease
Salix/NEEF
Dep
Dep
Dep
Dep
Dep
Dep
Fin. Lease
Dep
Dep
Dep
Dep
Dep
Dep
Fin. Lease
Fin. Lease
Dep
Dep
Fin. Lease
Dep/DH PDC
STP Wave 4 PDC
Dep
Dep
Dep
Dep
Dep
Charity
Dep

Integrated Performance Report

Apr-19

May-19

Jun-19

Jul-19

Aug-19

(8)
0
0
(0)
24
(3)
17
(12)
20
3
0
5
0
34
13
47
(130)
0
0
8
0
(1)
10
0
0
(3)
40
0
19
21
105
(12)
202
202

75
(5)
1
1
17
16
40
48
3
4
5
(4)
0
75
4
26
8
0
0
(119)
0
14
26
1
0
19
14
0
14
14
84
(33)
347
548

81
4
6
2
54
8
13
3
68
5
0
15
0
56
14
233
(82)
0
0
137
3
12
36
18
3
79
43
0
90
13
41
(56)
901
1,450

297
1
4
23
50
223
16
1
65
17
0
15
0
70
21
261
107
0
0
(18)
0
5
8
58
10
116
2
0
27
13
(119)
82
1,357
2,811

123
0
0
(1)
42
34
3
47
80
7
0
51
0
52
22
(8)
83
0
4
3
0
65
214
(8)
16
68
(17)
0
59
85
(58)
(119)
847
3,656

Apr-19
169
0

May-19
239
0

Jun-19
230
7

Jul-19
320
0

0
10
33
6
47
3
0

1
5
38
42
40
10
87

2
22
112
56
13
37
8

5
0
55
10
47
(130)

3
0
55
15
26
8

12
0
70
30
233
104

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Total
568
0
12
26
186
278
90
86
237
36
5
83
0
287
74
560
(14)
1
4
12
5
96
293
68
29
279
81
0
208
147
54
(139)
3,652

0

0

0

0

0

0

0

Aug-19
350
0

Sep-19
311
0

Oct-19
234
0

Nov-19
224
0

Dec-19
99
0

Jan-20
190
0

Feb-20
275
0

Mar-20
425
0

23
22
77
52
20
30
87

25
22
181
41
20
30
78

25
22
110
6
20
30
278

92
22
38
6
70
30
65

92
22
38
6
70
30
18

92
22
45
6
70
30
50

92
22
91
6
70
30
231

132
22
40
6
70
30
5

626
22
151
6
190
10
37

104
10
155
30
35
342

46
6
80
30
35
526

0
6
80
80
35
526

40
30
205
30
35
511

33
0
85
30
35
502

0
0
155
30
35
438

10
14
105
30
35
11

0
0
105
40
35
11

10
34
181
191
301
11

0

0

7

0

0

0

0

20

100

100

100

192

6
0
5
80
0

53
1
5
80
58

226
18
50
80
60

246
58
10
80
0

247
(8)
10
250
0

248
43
50
250
0

89
13
0
0
1,480
2,808

47
13
0
0
1,761
4,570

9
85
0
0
2,063
6,632

0
13
0
0
2,133
8,766

17
170
50
100
0
400
22
13
0
0
1,944
14,418

12
552
10
130
0
300
0
13
0
0
2,054
16,472

27
1,000
50
280
0

113
13
0
0
891
1,329

20
221
10
100
0
250
0
13
0
0
1,819
12,473

2
1,000
20
142
0

78
13
0
0
437
437

129
198
10
80
0
50
0
13
0
0
1,888
10,654

0
13
0
0
2,048
18,520

0
13
0
(605)
3,152
21,672

Total
3,066
7
0
1,203
235
954
239
700
300
944
0
263
100
1,331
546
887
2,860
0
0
0
519
0
1,233
3,254
280
1,652
118
1,000
358
228
0
(605)
21,672

Page | 53

Cash

Annex 13
Monthly Cash Flow 2019/20 as at 31 August 2019

12,000

Variance from Cashflow Plan

10,000

Operating surplus variance (adjusted for donated
assets income)

8,000

(4,068)
269

Depreciation

6,000

(3,800)

EBITDA Variance

4,000

PDC / RWCF / Loan

2,000

Capital payments

0
£000

£000

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

Feb- Mar20
20

4,422
324

Other Loan and Lease Funding

(401)

Working Balances movement

8,648
0

Proceed of Asset Sale

583

Other

Plan

9,776

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

(3,695)
1,139

(1,901)
1,575

(892)
1,363

609
1,388

(5,734)
1,394

(30)
(19)

(86)
(100)

0
(97)

(8)
(48)

(10)
(237)

(200)
(392)
1,763
1
(1,433)

22
(3,050)
(330)
0
(3,870)

44
861
(2,120)
0
(841)

(507)
(618)
4,769
(30)
5,554

410
4,408
44
0
276

13
(3,619)

10
(875)

10
(1,328)

10
(1,805)

13
(1,133)

(3,606)

(865)

(1,318)

(1,795)

(1,120)

2,866

4,936

2,939

3,344

2,851

(14)

(41)

Sep-19

0

0

Oct-19

0

0

Nov-19

0

0

Dec-19

0

0

Jan-20

0

0

Feb-20

0

0

Mar-20

Total

0

(11,613)
6,859
0
(134)
(501)
0
(231)
1,209
4,126
(29)
(314)

0

56
(8,760)
0
(8,704)

2,820

4,936

2,939

3,330

2,810

0

0

0

0

0

0

0

0
16,936
0
(101)
0
16,835

(2,219)

201

780

7,090

1,965

0

0

0

0

0

0

0

7,816

2,960
741

741
942

942
1,722

1,722
8,812

8,812
10,777

0

0
0

0
0

0
0

0
0

0
0

0
0

2,960
10,776

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

(3,920)
1,318
0
0
(213)
0
0
5,111
(3,414)
0
(1,118)

(1,652)
1,318
0
0
(213)
0
0
(2,280)
377
0
(2,450)

(1,355)
1,318
0
0
(213)
0
0
(906)
(1,382)
0
(2,538)

545
1,318
0
0
(213)
0
0
(1,197)
(489)
0
(36)

(1,297)
1,318
0
0
(213)
0
0
706
(99)
0
416

(654)
1,318
0
0
(213)
(952)
0
82
(688)
0
(1,106)

2,187
1,318
0
0
(213)
0
0
(1,707)
(1,856)
0
(271)

1,917
1,318
0
0
(213)
0
0
(2,175)
1,632
0
2,480

(340)
1,318
0
0
(213)
0
0
1,548
(2,520)
0
(206)

3,886
1,318
0
0
(213)
0
0
(2,970)
(308)
0
1,713

1,695
1,318
0
0
(213)
0
0
63
3,945
0
6,808

4,464
1,318
0
0
(213)
(1,504)
0
3,531
(1,767)
0
5,829

5,477
15,817
0
0
(2,556)
(2,456)
0
(193)
(6,569)
0
9,520

7
(3,739)
0
(3,732)

7
(2,649)
0
(2,641)

7
(909)
0
(902)

7
(810)
0
(802)

7
(978)
0
(971)

7
(1,211)
0
(1,204)

7
(2,782)
0
(2,774)

7
(2,469)
0
(2,462)

7
(2,263)
0
(2,256)

7
(2,436)
0
(2,429)

7
(2,994)
0
(2,987)

7
(4,123)
0
(4,115)

87
(27,362)
0
(27,274)

2,866
24
0
0
2,890
(1,960)
2,960
1,000

4,936
55
100
0
5,091
0
1,000
1,000

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

642
96
100
0
838
0
1,000
1,000

455
100
0
0
555
0
1,000
1,000

2,180
130
0
0
2,310
0
1,000
1,000

(167)
3,212
0
0
3,045
0
1,000
1,000

(3,073)
3,055
0
0
(18)
0
1,000
1,000

2,412
50
0
0
2,462
0
1,000
1,000

(1,594)
2,010
300
0
716
(0)
1,000
1,000

(4,141)
20
300
0
(3,821)
(0)
1,000
1,000

(2,164)
50
400
0
(1,714)
(0)
1,000
1,000

5,592
8,902
1,300
0
15,794
(1,960)
2,960
1,000

(46)
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Balance sheet

Annex 14

Monthly Balance Sheets 2019/20 as at 31 August 2019
Mar-19
Actual
£M
158.0
38.8
29.6
2.9
229.3

12.2
23.7
3.7
3.0
42.7

(6.0)
(40.0)
(2.5)
(30.2)
(0.3)
(79.0)
(36.3)
(79.0)
(1.1)
112.9

200.5
(99.2)
10.9
0.7
112.9

Plan
£M

Aug-19
Actual
£M

Variance
£M

Total

160.8
38.7
29.5
2.9
231.9

161.8
39.6
22.0
2.9
226.2

1.0
0.9
(7.5)
0.0
(5.7)

Total

12.2
19.1
6.9
1.0
39.3

12.5
19.5
6.7
10.8
49.5

0.2
0.4
(0.2)
9.8
10.2

Total

(3.7)
(36.3)
(2.4)
(45.0)
(0.3)
(87.7)

(0.9)
(44.4)
(4.3)
(77.2)
(0.3)
(127.0)

2.8
(8.1)
(1.9)
(32.2)
0.0
(39.3)

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

(48.5)
(79.0)
(1.1)
103.3

(77.5)
(48.6)
(1.1)
99.0

(29.0)
30.4
0.0
(4.3)

200.9
(109.2)
10.9
0.7
103.3

200.5
(113.0)
10.7
0.7
99.0

(0.4)
(3.8)
(0.1)
0.0
(4.3)

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

Current assets
Inventories
Trade & other receivables
Prepayments
Cash

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

Taxpayers equity
Public dividend capital
Retained earnings
Revaluation reserve
Other reserves
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SUMMARY REPORT
27th September 2019

Trust Board
Subject

2019 Nursing and Midwifery Establishment Review

Prepared by

Interim Matron for Clinical Standards and Patient Experience

Approved by

Deputy Chief Nurse

Presented by

Chief Nurse and Director of Integrated Clinical Professions

Purpose

This report presents the findings of the 2019 full establishment review into
the capacity and capability of nursing and midwifery within adult and
paediatric inpatient wards and the rotational midwifery model at University
Hospitals NHS Trust (UHP).

Decision

Information



There will be an interim progress report in March 2020 that will provide a
progress update on the agreed action plan.

Assurance



Approval

Corporate Objectives
Improve Quality

Develop our Workforce


Executive Summary



Improve Financial Position Create Sustainable Future





1. Overall this review has provided assurance that there is a comprehensive understanding of
the workforce position, risks and where mitigating actions are satisfactory or need further
development.
2. Most wards across all services have carried a deficit in the provision of nursing and
midwifery care due to a range of contributing factors. Our current available nursing and
midwifery resource (funded and flexible workforce combined) would deliver better outcomes
and experiences of care for our service users if the bed occupancy rate was maintained
closer to 85%. Other contributory reasons all combine to create a complex picture when
understanding the capacity and capability of the nursing and midwifery workforce, such as:
vacancy, shift fill rate, sickness, other absence types, ward layout, service remodelling and
daily operational demand.
3. Senior nurses regularly review how the hospital’s total bed stock needs to be flexed and
managed. Operational demand will often necessitate some difficult decisions involving
professional judgement to redeploy staff on the day; all aimed at staffing wards to the safest
levels with the resource available. Deploying the available staffing resource on a daily
basis takes into account that wards are frequently working at escalated levels and some
patients are not located on the preferred ward for their needs. Essentially:
•
Reducing vacancies will lessen the impact felt from sickness and other types of
absence and study leave.
•
Reducing sickness absence rates and revising the headroom percentage, for
parenting and study leave in particular, will lessen the impact felt from vacancies.
4 Progress has been made in reducing spend on the flexible workforce through solid working
relationships with NHS Professionals and framework approved agencies. Additionally the
introduction of the enhanced care team is significantly reducing spend on bed watch;
5 We need to progress at pace the incorporation of more nursing associates into the adult
ward areas and introduce this role into paediatric wards; our intention is to recruit a large
cohort of student nursing associates in January 2020 (cohort 5). This will be alongside our
1
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ongoing analysis and understanding of how to integrate them safely into ward
establishments. Additionally the assistant practitioner workforce is also being increased.
6 There is already workforce remodelling within NICU and transitional care; which will see an
increase in band 4 nursery nurses to free up registered nurse time to care for the more
dependent babies;
7 There is a need to review the education resource allocated across wards to improve the
support provided to the workforce, so staff keep up with the range of new clinical
procedures and national campaigns;
8 There are a number of specific areas of focus for improvement in rostering practices, these
are set out in a more detailed report held by the corporate nursing team;
9 Despite the challenges presented our patient outcome measures and safety record
remains positive; with a number of key patient safety related work streams ongoing
pertinent to each service. The wards are seeing the benefit of improved capacity within
pharmacy.
10 The 2018 staff survey results are a testament to a continually improving culture related to
working conditions. The Executive and senior nursing teams are visible, undertaking
regular walk arounds engaging with staff to seek feedback on how it feels to work for the
organisation.
11 Initiatives continue with regard to recruitment and retention; and career development for
staff. Our first cohort of international nurses recruited start in September and will be
followed by monthly arrivals. This complements our usual preceptee starters and
apprentice nursing associates, assistant practitioners and support workers.
Quality Impact Assessment
Acting on the recommendations will have a positive impact on patients’ outcomes and experiences
of care; with any associated risks and monitoring arrangements continued to be monitored.
Financial Impact Assessment
To be determined following the development of the action plan.
Regulatory Impact Assessment
Demonstrates the trust’s conformance to regulatory requirements as set out by the Health and
Social Care Act 2008 (Regulated Activities) Regulations 2014: Regulation 18 (CQC 2019a).
Equality and Diversity Impact Assessment
There is no evidence to suggest there is any direct or indirect discrimination in this report.
Environment & Sustainability Impact Assessment
Nil
Key Recommendations
The Trust Board is asked to:
1. Take assurance from this report relating to the trust’s understanding of the workforce position,
risks and where mitigating actions are satisfactory or need further development;
2. Consider the actions detailed in ‘next steps’ for the modernisation of staffing models within the 3
core services that are adults, paediatrics and midwifery.
Next Steps
1

Using the current CHpPD findings and headroom data, wards will be prioritised for further
focussed work on the following :
•
Filling vacancies,
•
Improving rostering practices,
2
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2
3
4
5
6
7

•
reducing sickness and absence,
•
improving acuity and dependency data capture and reporting,
•
improved use of red flag events
•
reshaping their staffing models;
Set up a corporate governance process for oversight and tracking of progress against agreed
plans relating to this review;
Revisit Lord Carter’s recommendations and NHSI levels of attainment relating to e-rostering.
Dedicated Healthroster resource is required to maximise roster efficiency.
Revise funded headroom adjustments, especially relating to parenting, annual leave and study
leave;
Undertake a review to narrow the variation in clinical education support across ward areas;
Review the ward administration support to free up nursing and midwifery staffs’ time to care;
aiming to extend cover across the working day;
Continue to work with human resource and recruitment teams to optimise recruitment and
retention schemes.
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To present the key findings of the 2019 full establishment review into the capacity and
capability of nursing and midwifery at University Hospitals NHS Trust (UHP);
The scope of the review covered adult and paediatric inpatient wards and the rotational
midwifery model;
Capacity means having an appropriate number of nurses, midwives and care support
workers to optimise the provision of care and support to our service users. Capability
means providing education, supervision and training opportunities to equip nursing and
midwifery staff with the knowledge and skills needed to deliver safe and effective care;
The review meets legislative as well as mandatory requirements set by the National
Quality Board and guidance within the National Institute for Clinical Excellence for all
patient groups. This review is an integral part of an ongoing process of modernising
nursing and midwifery staffing models at UHP;
There is a longer, more detailed report (not attached to this Board report) underpinning
this trust level summary in which the adult, paediatric and maternity reviews are
presented in 3 distinct parts. The review is with the corporate nursing team and has set
out to identify ways in which the trust will look to modernise and progressively build the
capacity and capability of the nursing and midwifery workforce;
Terms of Reference are in Appendix 1;
There will be an interim progress report in March 2020 that will provide an update on the
agreed action plan.

Background
8

Nationally there continues to be a shortage of registered nurses and midwives and a
requirement to transform how the trust’s workforce delivers the right care in the right
place at the right time (National Quality Board 2013 & 2016). A year on year decline in
numbers of nursing and midwifery (N & M) registrants have been reported (NMC 2017).
The N & M press has long predicted staffing shortages continuing beyond 2020 whilst
demand for increasing services continues (Lintern 2016). Nursing (all job types) is
currently listed within the Government’s shortage occupation list for immigration rules;
9 At University Hospitals Plymouth (UHP) we are committed to delivering NHS England’s
(2016) triple aim of achieving better outcomes and experiences of care for our service
users whilst making better use of resources, which includes staffing. This includes a
focus on curbing overspending on pay and minimising the use of bank and agency in
line with the NHS Five Year Forward View (2014) through reviewing our staffing models
and recruitment plans;
10 UHP employ staff in to a range of registered nursing (RN) and midwifery (RM); and care
support worker (CSW) roles to support the delivery of direct inpatient care and maternity
services. These range from Agenda for Change bandings 2 through to 8; and they either
sit within the ward establishments or are in specialist roles;
4
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11 During 2018/19 the trust spent £114.2m on all nursing related staffing budgets of which
£13.98m (12.2%) is apportioned to flexible workforce costs: NHS Professionals
(£10.97m) and framework approved agencies (£3.01m). It needs to be noted that these
figures are accounting for all wards, departments and theatres. Additionally, costs
incurred through bed watch attendance amounted to £1.2m;
12 Rostering practices follow Lord Carter of Coles’ efficiency recommendations and
electronic solutions (Healthroster and SafeCare) interface to give a comprehensive view
of patient care needs based on acuity and dependency, using the Shelford scoring tool
or adaptations of it. This calculates the number of care hours per patient day (CHpPD)
and supports daily decision making in relation to deploying staff across the wards;
13 The trust publishes nursing and midwifery staffing data on a daily basis at the entrances
to wards. Staffing data (in CHpPD), is also submitted on a monthly basis through a
Unify submission to the NHS Choices website and also published on the trust’s website.
14 Comparing our performance in terms of quality and productivity with our peers is
undertaken by reviewing online data via the Model Hospital digital information tool;
15 Core Standards for Intensive Care Units guide the staffing ratios within the high
dependency and intensive care units and therefore CHpPD needs to be viewed with
caution as this artificially inflates the establishments for these types of wards;
16 Demand, especially via the non-elective pathway, has been increasing. Senior nurses
regularly review how the hospital’s total bed stock needs to be flexed and managed.
Deploying the available staffing resource on a daily basis takes into account that wards
are frequently working at escalated levels and some patients are not located on the
preferred ward for their needs. Daily decisions require an element of professional
judgement in addition to utilising SafeCare;
17 Risks relating to staffing are recorded within the trust’s risk register (DATIX) which are
actively tracked through governance forums. Visibility by the Trust Management
Executive is via the Board Assurance Framework.

Methodology
18 The methodology for the review is detailed in Appendix 2;
19 The review was undertaken between May and July 2019 and followed a systematic
multidisciplinary methodology. A review of retrospective data covered the period June
2018 to May 2019. The data relating to current position is as at July 2019. Future
proposals are described in qualitative terms;
20 A modified approach was undertaken for midwifery services due to the service model in
which there are a number of midwives working under a rotational contract across both
the community and acute settings.

Key Findings
Vacancy
21

In July 2019 across adult and paediatric inpatient wards and the midwifery rotational
team, there were 274.13 whole time equivalent (wte) vacancies (14.27%) for registered
and unregistered staff, with 177 new appointees in an active recruitment process.
Numerically the biggest gap sits within adult inpatient nursing with 182 wte vacancies
(18.82%). The paediatric service however, is equally challenged for registered nurses
when viewed in percentage terms: paediatrics 16.01% (n25.22 wte) compared with adult
inpatients 18.2% (n182 wte (Table 1)).
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Table 1: Vacancy by Staff Group and Service (July 2019)

Care Hours per Patient Day (CHpPD)
22 CHpPD captures the activity of the ward’s core nursing establishment who are rostered
24/7 to deliver the needs of patients on a ward (shift fill). It does not include activity from
other staff that support and enhance care delivery, such as clinical nurse specialists,
clinical educators, discharge co-ordinators and the acute care team;
23 Most wards across all services have provided less CHpPD due to a range of contributing
factors, which means that often staffing decisions have led to the actual RN/RM to CSW
worker ratio being outside of that planned for and often this occurs during the late shift
and at night (Appendix 3). Notably:
•
Adult and paediatric wards have been working above their established bed base;
•
There have been advances in ward level clinical procedures; and
•
All wards have vacancy rates and rates of sickness and parenting leave above the
funded headroom.
24 Operational demand will often necessitate some difficult decisions involving professional
judgement to redeploy staff on the day; all aimed at staffing wards to the safest levels
with the resource available. Ward managers will work within the established numbers
when needed, with matron and head of nursing support and oversight;
25 Ward establishments are in the main, funded on the basis of an 85% occupancy rate.
The data suggests that if the bed occupancy rate was maintained closer to 85% the
required versus actual CHpPD provided, based on the funded establishments, would
better align and provide improved confidence that our staffing is at a much safer level:
•
Adult inpatient wards carried a gap of 16.13% and
•
Paediatric inpatient wards carried a gap of 27.01%;
26 There are a number of other contributory reasons for variations in CHpPD: vacancy,
shift fill rate, sickness, other absence types, service remodelling and daily operational
demand all combine to create a complex picture.
27 Within adult wards Hartor, Mayflower, Marlborough and Monkswell have been especially
challenged when staffing their wards to provide safe care; with an overall CHpPD gap
greater than 2 and absence due to sickness and parenting during June 2018 to May
2019 (Tables 2 & 3). Equally Woodcock ward (paediatrics) and Argyll ward (maternity)
have both experienced similar difficulties (Table 3);
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Table 2: Adult wards with greater than 2 CHpPD

Table 3: Comparing CHpPD with sickness and parenting trends

Ward
Funded Headroom
Hartor
Marlborough
Mayflower
Monkswell
Burrator
Woodcock
Argyll

CHpPD Variance
Demand v Required
-2.41
-2.02
2.24
-3.12
-1.54
-4.37
-2.60

Absence due to
parenting (%)
2.50
0.90
1.00
1.40
4.60
2.10
3.20
4.10

Absence due to
sickness (%)
4.00
3.80
7.20
5.70
13.90
3.80
5.10
5.80

28 This review has not explored whether there is consistency across wards in terms of how
accurately the acuity and dependency is captured. There is concern that there is too
much variation in how CHpPD is being recorded and so there will be a review to
understand this in more detail;
29 All staff should be working to their full job description. Notably on some wards there is
no clear distinction between how the band 2 and band 3 care support workers are
utilised;
30 A review into wards with beds that are currently identified as Level 1 will be undertaken
to determine the ongoing need; as wards without level 1 beds can have equally acute
patients.
31 Work is also required within adult and paediatrics areas to promote better the use of the
supplementary ‘red flag events’ tool that is an integral feature within SafeCare and
should be reviewed as part of daily staffing reviews to support staffing decisions. A red
flag event needs to be raised in the event there are indications that the number of
planned, required and available nursing hours on a ward is insufficient and present a
clinical risk to patient care. This should prompt an immediate response by the registered
nurse in charge of the ward and matron. Red flags also support governance oversight by
supporting decisions to undertake a staffing review.
32 Overall the majority of wards have provided less CHpPD compared to their specialty
peers in other trusts suggesting that the staffing models at UHP are lean (Figure 1).
Comparing our performance against peers needs to be undertaken with caution as a
direct like for like in terms of service model and delivery is not guaranteed. Further,
whilst very low rates may indicate a potential patient safety risk; very high rates may
suggest a trust has several unproductive wards or inefficient staff rostering processes
(Model Hospital).
7
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Figure 1 Trust level CHpPD mapped against peer trusts (Median)

Shift Fill Rate
33 The overall monthly shift fill rate within the adult and paediatric wards have been
consistently maintained above 85% when viewed collectively. Local financial incentives
aimed at substantive staff at peak seasonal times have helped to optimise the fill rate
keeping the gap contained at no more than 15% within adult wards. The paediatric
wards and maternity have experienced a slightly more challenging year (Figures 2, 3 &
4);
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80.6%
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84.4%

83.4%

81.3%

80.2%

HCA Day

85.9%

88.3%

90.0%

91.3%

93.1%

94.5%

RN Night

86.1%

87.5%

87.4%

87.1%

86.2%

85.6%

HCA Night

101.5%

101.4%

101.3%

97.5%

99.8%

104.9%

Overall

86.6%

88.23%

89.2%

88.5%

88.4%

89.0%

Figure 2: Shift Fill Rate Adult Wards
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Figure 3 Shift Fill Rate Paediatric Wards

Figure 4 Shift Fill Rate Maternity (Argyll ward)

34 Use of bank and framework approved agency staff to cover gaps in rotas has also
helped considerably in containing the shift fill gap. There has been a year on year
reduction in the use of agency staff, yielding a significant cost saving.
35 Maternity services have not had to utilise any agency midwives during 2018/19. NHSP
staff have been utilised wisely within the costing of the equivalent vacancy factor.
36 The neonatal unit (NICU) and transitional care ward currently determine their staffing
demand in line with the British Association of Perinatal Medicine (BPAM) standards.
Our NICU are shown to have the best percentage of shifts staffed to BAPM standards
when compared to other NICU’s in the region (Table 4);
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Table 4 Staffing to BAPM standards - South West Activity Summary 2018/19

Total Care Days BAPM 2011 (NNU only)
Unit
Level

Unit

Total 1st
Total 1st
Total Pre-term Total Term
Total Care
Episode
Live
Episodes of
Admissions Admissions
Episodes
Admissions to
Births
Care Provided
(1st ep, NNU) (1st Ep NNU)
Provided
NNU
(% of Live Births)

IC Days

(% of 1st Episode admissions to NNU)

HD Days

SC Days

(% of Total NNU Care Days)

Percentage of
Average NNU recorded Shifts
Cot Occupancy Staffed to BAPM
Standards

Southmead

6055

2838

2704 (45%)

563 (9%)

262 (47%)

301 (53%)

1961 (19%)

2771 (27%)

5566 (54%)

94%

44%

NICU St Michael's Bristol

5003

2711

2434 (49%)

493 (10%)

192 (39%)

301 (61%)

3073 (29%)

3200 (31%)

4173 (40%)

92%

32%

Plymouth

3990

1113

997 (25%)

392 (10%)

182 (46%)

210 (54%)

1476 (28%)

1863 (36%)

1893 (36%)

65%

64%

Cost
37 Each care group has a net savings target in which to reduce agency spend and the trust
has seen a year on year reduction in agency use. The trust works with agencies
approved by the Strategic Transformation System’s agreed framework. Spend on
agency costs have reduced by £4.2m and risen by £5m for NHSP when compared to
2016/17. The cost per patient day (CpPD) is £164.56 placing UHP in the 1st quartile
which is below our peers’ median of £196.39 for 2018/19 (Model Hospital). There are a
number of reasons to explain the CpPD including: a positive indication of staying within
framework approved agencies, containing an overall gap in shift fill rate to no more than
15%, successful collaboration with NHS Professionals and pay incentives for
substantive staff.

Patient Outcome Measures
38 Despite the challenges presented our patient outcome measures and safety record
remains positive. Harm free care as reported via the National Safety Thermometer
shows the trust delivering:
•
Between 93% and 96% within adult wards;
•
A gradual and sustained improvement within paediatrics above 90% since October
2019;
39 There continues to be corporate work streams relating to ongoing awareness and
training towards further reductions in pressure ulcer development and patient falls. With
continued investment in pharmacy’s capacity and capability the nursing and midwifery
teams are feeling better enabled and supported in providing safer administration and
management of medicines. There has been a particular focus on promoting awareness
on those medications that are considered critical medicines;
40 The use of a maternity dashboard has been shown to be beneficial in monitoring
performance and governance to reassure the ‘health’ of maternity units. It is compiled on
a monthly basis and disseminated to the department along with the maternity newsletter.
41 Review of serious incident investigations does not show nurse or midwifery staffing
levels as a root cause for harm events; although in some cases this has been a
contributing factor;
42 Patients have fedback that they see and experience the impact of nursing shortages but
that they felt they are able to get a member of staff to help them within a reasonable
time and they receive above average emotional support (Adult Inpatient Survey 2018);
43 The Care Quality Commission awarded the trust an OUTSTANDING rating for Caring
(2016 & 2018 inspections);
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44 The trust has been actively recruiting in to a dedicated enhanced care team. The team
comprises care support workers who have additional training to provide one to one care
to those vulnerable patients who lack mental capacity, are under psychological distress
and/or present a physical risk to themselves. The team is helping to ensure the
appropriate level of care is provided and that bed watch requests are limited to those
patients who meet the defined criteria. This resource and a renewed focus on reducing
unnecessary bed watch is already showing a month on month financial improvement.

Looking Forward
45 Ward managers and matrons were asked to propose up to two options for their
establishment remodelling. They were encouraged to be creative in how they could staff
their wards, such as but not exclusively, introducing registered nursing associates
(RNAs), physiotherapy, occupational therapists, advanced nurse practitioners and
assistant practitioners;
46 Themes arising from discussions show that ward managers and matrons have identified
the following reasons to underpin their proposed staffing models:
•
The acuity and dependency of patients is increasing;
•
Managing the layout of the ward to improve patient monitoring, such as locating
high risk falls patients in a different area of the ward to keep productivity up for
those patients on the high risk elective pathway or for those who have a higher
need for monitoring due to their clinical condition;
•
Improve support to those patients with mental health problems;
•
Improve clinical education provision;
•
Professional practice, in terms of increasing the band 6 leadership presence over
the 24/7 period;
•
Recruitment and retention of staff (using promotion and other local incentive
schemes);
•
To meet clinical best practice due to changes in national guidelines;
•
Operational, in terms of changes to bed remodelling and service delivery models;
•
Test of change demonstrating improved productivity, e.g. Monkswell ward have
increased their discharge rate by midday by up to 60%.
47 Within adult wards proposals either related to adjusting current staffing by uplifting the
banding 2, 3, 5 and 6 nursing and/or care support worker roles. Wards did not opt to
introduce band 4 roles nor increase their current Register Nursing Associate (RNA)
whole time equivalent; where these are within establishments (9 wards). There remains
a general lack of understanding and reservation as to how deploying the RNA role might
support improved safer staffing requirements and productivity; especially in areas where
patients’ needs are considered highly complex. A further 15 wards were considered able
to accommodate a RNA;
48 A number of wards identified that reviewing the non-clinical support roles would free up
time to care; notably there is a variation in ward administrator support, especially out of
hours.
49 Within paediatrics, the matron has recently reviewed the establishments and on the
whole there is now a need to see the impact of recruitment for which there are planned
recruits due to start in September. There is an appetite to see a band 4 role introduced
within the paediatric children wards: either an assistant practitioner or RNA. Likewise
there is workforce remodelling within NICU; and transitional care will see an increase in
nursery nurses to free up registered nurse time to care for the more dependent babies;
50 Maternity services continue to revise their staffing model based on the 2017 Birth-rate
Plus® review; introducing a band 5 RM and increasing the band 3 maternity care
assistant lines to optimise recruitment and secure retention through development
opportunities.
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Funded Headroom (Uplift)
51 The trust has 22.5% headroom built in to staffing budgets to account for absence. Table
5 provides a breakdown of how the headroom is apportioned and how this has been
utilised.
Table 5: Headroom allocation and utilisation

Staff Group

Average

Annual Leave Other Leave Parenting Sickness Study Leave Unknown Working day Total
15%
2.50%
4%
1%
22.50%
Registered
13.5
0.7
4.3
5.8
2.4
0.05
1.7
27
UnRegistered
13.5
0.7
4.1
8.3
2.6
0.3
1.7
29.7
Other
12.3
2.4
23.6
11.7
7.2
0
4.8
28.7
Combined Total
13.6
0.6
3.3
6.8
2.5
0.08
1.7
28.1

52 Interrogating funded headroom and rosters together has identified opportunities to
review how the funded headroom percentages are apportioned to support better backfill
for planned absences.
53 Key findings within headroom are:
•
Underutilisation of annual leave allowance; 13.6% against headroom of 15%, which
is a reflection of the new starters not reaching the full entitlement;
•
3.3% of the workforce were on ‘parenting’ related leave (includes maternity) which
suggests that in addition to the pregnancy rate among staff, the headroom may not
have kept pace with the effect of Government changes increasing entitlements for
both parents;
•
Study leave allowance is insufficient: 2.5% against a funded headroom of 1%;
•
Sickness absence (long term and short term) is at 6.8% with a funded headroom of
4% in ward budgets to cover short term sickness;
54 Within the 1% headroom allowance for study leave priority must be given to the
mandatory updates the trust is regulated to have in place. There is a wide variation
across wards relating to clinical education support. Additional demand arises from:
•
Wards carrying a high percentage of newly qualified and/or new to care staff
increasing the supervisory burden on the experienced staff and protected time for
the 12 months preceptorship course.
•
Lack of parity across the service lines for developing the necessary experience and
knowledge relating to the specialism staff have chosen to work in and the specialist
knowledge that crosses all areas, such as diabetes care, infection control, falls and
pressure ulcer prevention.
•
Ability to support the roll out at ward level of national initiatives such as NEWS2 (to
measure vital signs) and SEPSIS.
55 High sickness absence and parenting related leave is having an impact on CHpPD and
compliance with ensuring mandatory training is undertaken within required timeframes.
Table 3 (see page 7) cross references parenting and sickness with those wards with
higher demand v required CHpPD variance.
56 The trust’s sickness and absence policy is in place to provide a supportive, fair and
consistent method of managing both persistent and long-term sickness absence. There
is a number of supporting guidance documents. At ward level managers are supported
by the human resource team and their matrons, via monthly one to one meetings.
57 Where possible service lines have looked to see how they share resource to ensure
mandatory and specialist training is delivered; notably by implementing block training
days or weeks.
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Rostering Practices
58 The review has found that e-rostering practice is not as efficient and effective as it needs
to be in line with NHSI attainment levels and Carter rostering best practice. A number of
Healthroster templates need to be corrected; and staff need to be working to their
contracted hours within each roster period.
59 There are a number of specific areas of focus for improvement in rostering practices,
these are set out in the more detailed report held by the corporate nursing team.

Recruitment and Retention Plans
60 The 2018 staff survey results are a testament to a continually improving culture related
to working conditions. The Executive and senior nursing teams are visible, undertaking
regular walk arounds engaging with staff to seek feedback on how it feels to work for the
organisation;
61 Senior nursing and midwifery leaders continue to work with the human resource and
organisational development teams to deliver on the workforce strategy. Workforce plans
are designed towards sustainable retention, recruitment and alternative models of care
that are in addition to ward establishments.
62 STP International recruitment project:
•
Following successful over recruitment of international recruits at Yeovil, UHP will
see 15 experienced registered nurses start work in September and up to 115 during
2019/20. A programme of adaptation is in place to help them adjust to their new
country and work environment;
•
A rolling programme of recruitment campaigns involving UAE, India and the
Philippines has started to yield positive gains with up to 70 registered nurses
expected to join the trust in 2019/20. These recruits will be cohorted into
approximately 20 per month, with the first expected to enter the trust by the end of
the year.
63 Local Recruitment:
•
The trust’s recruitment team actively attend local job fairs and partnership events in
addition to holding open days on site. 86 registered nurses were successfully
recruited through 3 local Open Days run during 2018/19. This includes the
Paediatric Nursing Open Day for NICU, Emergency Department, Paediatrics &
Plym unit of which 18 candidates were appointed from the day. A number of service
lines continue to have rolling adverts via NHS Jobs;
•
Plans are in place with senior nursing colleagues for the trust to be represented at
two national nurse recruitment events in September 2019: London and Birmingham.

Staff Development (Building Capability)
64 The trust has designed a range of formal and informal development programmes which
are accessible to all registered nurses and care support workers. For those aspiring to
move into management roles UHP’s Managers’ Passport helps to build skill and
capability
65 More formally unregistered staff can access:
•
12-18 month Healthcare Support Worker (HCSW) Level 2 Apprenticeship;
•
2 year Healthcare Support Worker (HCSW) Level 3 Apprenticeship;
•
2 year Assistant Practitioner Apprenticeship Level 5 / Foundation Degree;
•
2 year Nursing Associate Apprenticeship Level 5 / Foundation Degree.
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66 Registered staff can access:
•
12 months Preceptorship programme;
•
18 months Nurse Degree Apprenticeship (for Nursing Associates/Assistant
Practitioners this is the shortened route);
•
3 year Advanced Clinical Practitioner Apprenticeships;
•
16 academic partnership modules covering a broad clinical spectrum e.g. neonatal,
critical care and many others.

Conclusion
67 There is much to be proud of in the organisation relating to the quality of nursing and
midwifery care provided; given the context of a national recruitment shortage;
68 Capacity: Within all adult nursing and some of the paediatric wards the funded
establishments are not in line with current need whilst the hospital is in high
operationally pressured escalation levels;
69 Improving shift fill rate and reducing sickness absence to no more than the 4%
headroom for some wards would see the funded establishment better support patient
need;
70 Within maternity the successful trial and implementation of an adapted SafeCare tool
has improved daily oversight of staffing within the hospital setting. The findings of the
Birth-rate Plus® analysis in November 2017 remain valid in that care provision is
proportionate and safety optimised when staffing levels are at full establishment;
71 We recognise that there is always opportunity to improve patient outcomes further and
build more resilience into the registered workforce. Increasing the establishment in the
adult and paediatric wards and/or widening the skill mix with registered nursing
associates would help bridge the skills gap, strengthen resilience and improve our
ratings against our peer trusts;
72 From a recruitment perspective reducing vacancies will lessen the impact felt from
sickness and other absence. Likewise, from the human resource and financial
perspectives, reducing sickness absence rates and revising the headroom percentage
for parenting and study leave in particular, will lessen the impact felt from vacancies;
73 Both maternity and inpatient wards should look to adapt to a changing patient
demographic through revised staffing models and making more effective use of the
various bandings (including non-clinical roles) to release the registered nurses and
midwives to do the work only they can do;
74 Capability: Reducing the variation in the provision of clinical education support will see
the staff better equipped to respond to the operational needs of the trust.

Recommendations
75 Using the current CHpPD and headroom data, a list of wards in priority order should be
created to support those wards in greatest need relating to:
•
Filling vacancies;
•
Reviewing rostering practices;
•
Reducing sickness and absence;
•
Improving acuity and dependency data capture and reporting;
•
Improved use of red flag events to inform on the day staffing decisions;
•
Reshaping their staffing models.
76 Set up a corporate governance process for oversight and tracking of progress against
agreed plans relating to this review;
77 Revisit Lord Carter’s recommendations and NHSI levels of attainment relating to erostering. Dedicated Healthroster resource is required to maximise roster efficiency;
14
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78 Revise funded headroom adjustments, especially relating to parenting, annual leave and
study leave;
79 Undertake a review to narrow the variation in clinical education support across ward
areas;
80 Review the ward administration support to free up nursing and midwifery staffs’ time to
care; aiming to extend cover across the working day;
81 Continue to work with human resource and recruitment teams to optimise recruitment
and retention schemes.
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Establishment Review Methodology

Annex 2a

A systematic multidisciplinary approach was adopted to undertake this establishment review,
with ward level engagement and triangulation with data sets. Each review was supported by
representation from the nursing & midwifery, workforce and finance teams. Flexibility was
built in to reflect the diverse patient groups and local data.
Retrospective data covering June 2018 to May 2019 was collated by the author and
workforce business advisor to enable matrons and ward managers to focus their energies on
planning their future workforce. The data collating exercise was undertaken between May
and June covering a review of funded, required and actual CHpPD, bed capacity, occupancy,
staffing ratios and harm events.
Drop in sessions were set up to support ward managers and matrons in their preparation.
Matrons and ward managers were required to populate 2 templates. The first template
covered key domains as detailed in NICE guidance:
I.
Context: ward environment and activity;
II.
Source of admission: elective, non-elective, direct to ward, feed from emergency
department, assessment units, central delivery suite and day case activity;
III.
Service development: new or additional services, ward relocations or planned ward
remodelling that may affect funded establishments;
IV.
Current funded ward establishment overview: skill mix, rota patterns, proportion of
learners and Healthroster housekeeping (unused hours).
The second template required ward managers and matrons to propose up to two options for
their establishment remodelling. They were encouraged to be creative in how they could staff
their wards, such as but not exclusively, introducing registered nursing associates,
physiotherapy, occupational therapists, advanced nurse practitioners and assistant
practitioners; working either under direction of a nurse, physio or Occupational Therapist.
Review meetings were conducted in a methodical way with key lines of enquiry aiming to
capture themes that need a centralised work stream to reduce variation where this is
deemed practical; to explain anomalies and to agree with proposals and/or make
recommendations. Matrons and ward managers received a summary report capturing the
key discussion points and outcome of their reviews.
The agenda for review meetings comprised a:
I.
Retrospective review of each ward’s CHpPD, use of beds, registered nurse to patient
ratios, quality indicators and headroom.
II.
Review of each ward’s current and planned service activity, staffing position and
rostering, delivery of training (time/format/resource), use of non-clinical staff to free
up time to care, and where relevant, provision of enhanced observation to support the
mental health needs of patients.
III.
Review of proposed future workforce, including underpinning risk assessments and
challenge in term of new models of care as well as staffing.
A modified approach was undertaken for midwifery services due to the service model in
which there are a number of midwives working under a rotational contract across both the
community and acute settings. The trust’s Director of Midwifery oversees both community
and acute services.
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Establishment Review Methodology

TIMELINE

Annex 2b

PROCESS

GOVERNANCE

Terms of
Reference

2019
MAY

Design
prospective
data
template

Populate
retrospective
data template

To
JUNE

Matrons & Ward
Managers
populate template

Submit completed
template to drop
box

2019
JULY

Review meetings
held

Outcome?

2019
AUGUST/
SEPTEMBER

2020
MARCH

Progress through
Care Group and
Service Line business
and governance
processes

Regular ongoing
oversight via the
nursing and midwifery
operational committee

Full report to
Trust Management
Executive (TME)
& Trust Board

Interim Reporting to
TME & Trust Board
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Annex 3

Medical Care Group - see key next page
Department

12 month average from 01/06/18 to 31/05/19
Total
Established
Beds
22
22
26
10
26
31
26
28
28
29
29
31

(Cunded
Demand)
CHttD
9.78
8.50
5.23
11.59
5.21
5.00
6.34
6.39
5.67
5.89
5.87
5.08

MMyfloRer WMrd

23

5.17

23

7.41

-2.24

5.20

-2.21

7.03

22

4

5

1:8 + mid

1:8

6

50:50

5

60:40

Meldon WMrd
Thoracic Medicine
MerrivMle WMrd
Neurology & Stroke
MonksRell WMrd
Health Care of Elderly
Shipley WMrd
Health Care of Elderly
Gastroenterology/Gen MedStMnnon WMrd
TMmMr WMrd
Acute Medicine
Cardiology
Torcross CCU

28
34
27
25
30
20
8
503

4.89
5.66
5.85
5.61
4.73
5.76
9.32
127.54

32
34
27
25
30
20
8
530

6.48
6.85
8.97
5.99
6.14
6.25
8.64
146.60

-1.59
-1.19
-3.12
-0.38
-1.41
-0.49
0.68
-19.06

4.89
5.40
5.71
5.49
4.90
5.58
11.16
119.75

-1.59
-1.45
-3.26
-0.5
-1.24
-0.67
2.52
-24.74

6.84
7.95
7.44
7.44
7.19
7.44
25.36
165.17

30
30
26
24
18
18
6
482

0
0
0
0
0
0
0
26

5
5
2
2
5
13
2
137

1:7
1:9
1:9
1:6E & 1:6L
1:8
1:7
1:2.6

1:7
1:9
1:9
1:8
1:10
1:10
1:2.6

8
9
8
8
7
6
4

50:50
44:56
38:63
50:50
57:43
50:50
75:25

6
7
6
6
7
4
3

50:50
57:43
50:50
33:67
57:43
50:50
100:0

Service Line
Ward
Acute Medicine
AMU Tavy
Acute Medicine
AMU Thrushel
Bickleigh WMrd
Cardiology
Haematrology & ImmunologBrMcken Sten Cell Unit
BrMunton WMrd
Cardiology
Brent WMrd
hncology
BurrMtor WMrd
Medicine SL Man Cost
HMrtor WMrd
Health Care of Elderly
HemNury HCE WMrd
Health Care of Elderly
HexRorthy WMrd
Thoracic Medicine
Honeyford WMrd
Thoracic Medicine
MMrlNorough WMrd
Gastroenterology
Renal & Transplantation

Medicine TotMls

Total Beds Required CHttD Variance between
Establ'sh & (based on A&D) Demand/Required
Escalated
28
8.22
1.56
23
9.22
-0.72
26
6.13
-0.90
16
8.77
2.82
26
6.95
-1.74
31
7.11
-2.11
26
7.88
-1.54
30
8.80
-2.41
30
6.20
-0.53
31
6.18
-0.29
31
7.31
-1.44
33
7.10
-2.02

Actual
CHttD

Cunded Staffing Ratio
excludes ward manager

Activity

7.72
7.32
5.06
9.43
5.20
5.21
5.22
5.18
5.16
5.58
5.48
4.86

Variance between teer Median by
Avg No.
Avg. Bed No. Level High hbs
RN:tatient RN:tatient
Required/Actual Specialty (Model hccupancy at
1
Bed
Admissions/
Nights
Days
Hospital data)
day
Midnight
-0.50
7.44
23
5
33
1:6
1:6
-1.9
7.53
20
5
29
1:6
1:6
-1.07
8.19
24
0
6
1:7
1:9
0.66
8.24
10
0
1
1:3
1:5
-1.75
7.63
25
0
3
1:7
1:9
-1.9
6.99
30
0
5
1:6
1:10
-2.66
7.44
30
0
4
1:9
1:9
-3.62
6.86
29
0
9
2
1:7
1:9
-1.04
6.91
29
0
10
2
1:7
1:9
-0.6
7.44
28
4
4
1:7 + mid
1:10
-1.83
7.53
28
4
4
1:7 + mid
1:10
-2.24
6.28
32
4
5
1:8 + mid
1:10
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Total
Nos.
8
7
7
4
7
10
8
8
7
9
9
9

Day
RN to HCA
% ratio
63:38
57:43
57:43
50:50
57:43
50:50
38:63
50:50
57:43
56:44
56:44
56:44

Total
Nos.
8
6
5
3
5
5
7
7
7
6
6
6

Night
RN to HCA
% ratio
63:38
67:33
60:40
33:67
60:40
60:40
43:57
43:57
57:43
50:50
50:50
50:50

Surgery Care Group – see key next page
Department

12 month average from 01/06/18 to 31/05/19
Total
Established
Beds
26
26
28
33
10
16
24
30
31

(Cunded
Demand)
CHPPD
5.17
5.84
5.95
6.69
20.77
21.45
5.40
5.11
6.17

General & Upper Gi Surgery

26

5.21

26

5.63

-0.42

4.55

-1.08

7.63

27

0

27

1:9 + Triage 1:12 + Triage

6

37:33

5

60:40

Cardiothoracics & Vascular STorringPon HTU
Wolf Ward
Colorectal Surgery
Trauma & hrthopaedics andNorfolk Ward

6
10
33
21

15.68
23.02
5.72
4.63

6
10
33
21

8.73
19.03
5.79
5.80

6.95
3.99
-0.07
-1.17

15.73
24.75
5.31
6.94

7.00
5.72
-0.48
1.14

25.36
25.36
6.28
7.19

3
6
28
11

0
0
4
0

2
3
6
11

1:1.5
1:1E, 1:1.1L
1:7
1:7

5
11
9
6

80:20
91:9
56:44
50:50

3
10
6
4

100:0
100:0
50:50
50:50

320

136.81

325

132.03

4.78

147.10

15.07

177.42

278

30

Service Line
Ward
Cardiothoracics & Vascular SClearNrook Ward
Cardiothoracics & Vascular SCroRnhill Ward
Lynher Ward
Plastic Surgery
MoorgaPe Ward
Neurosurgery
PencarroR Ward
Critical Care Services
Penrose Ward
Critical Care Services
Trauma & hrthopaedics andSharp Ward
Trauma & hrthopaedics andShaugh Ward
General & Upper GL Surgery SPonehouse Ward
Surgical AssessmenP
UniP
Cardiothoracics & Vascular STorringPon HGU

Surgery ToPal

Total Beds Required CHPPD Variance between
Establ'sh & (based on A&D) Demand/Required
Escalated
26
7.12
-1.95
26
6.94
-1.10
28
5.94
0.01
33
6.92
-0.23
10
20.66
0.11
16
19.17
2.28
29
7.66
-2.26
30
6.87
-1.76
31
5.77
0.40

Actual
CHPPD

Cunded Staffing Ratio
excludes ward manager

Activity

5.48
6.16
5.74
6.72
24.01
24.91
5.85
5.31
5.64

Variance between Peer aedian by
Avg No.
Avg. Bed No. Level High hbs
RN:Patient RN:Patient
Required/Actual Specialty (aodel hccupancy at
1
Bed
Admissions/
Days
Nights
Hospital data)
day
aidnight
-1.64
9.08
24
0
9
1:7
1:9
-0.78
9.08
24
8
5
1:5
1:9
-0.2
7.17
25
4
10
1:7
1:9
-0.2
8.89
10
5
1:7
1:8
28
3.35
25.36
7
0
1
1:1
1:1
5.74
25.36
11
2
1:1
1:1
0
-1.81
7.19
26
0
3
1:6
1:11
-1.56
7.19
29
0
5
1:10
1:10
-0.13
6.28
29
4
6
1:6
1:8

0

95

1:1.5
1:1
1:7
1:11

Total
Nos.
7
8
8
11
9
16
8
8
9

121

Day
RN to HCA
% ratio
57:43
63:38
50:50
45:55
89:11
81:19
50:50
38:63
56:44

Total
Nos.
5
6
6
8
9
15
6
6
7

Night
RN to HCA
% ratio
60:40
67:33
50:50
50:50
89:11
87:13
50:50
50:50
57:43

96
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Women & Children
Department

12 month average from 01/06/18 to 31/05/19
Total
Established
Beds
12
4
27
33
18

(Funded
Demand)
CHPPD
7.81
11.51
5.60
12.43

Total Beds
Establ'sh &
Escalated
12
4
27
33
18

WhiPehorse Ward (PAU)

10
17
14

4.59
8.10
6.93

10
17
14

W&F ToPals

135

56.97

135

Service Line
Ward
Gynaecology & IVF Service LMeavy Ward
Acute Paediatrics Service Li Paed HGU
Argyll
Inpatient aidwifery
NHFU FoPs
NICU Cots
Acute Paediatrics Service Li TFW
Acute Paediatrics Service Li
Acute Paediatrics Service Li Wildgoose Ward
Acute Paediatrics Service Li Woodcock Ward

Required CHPPD Variance between
(based on A&D) Demand/Required

Funded Staffing Ratio
excludes ward manager

Activity

Variance between Peer aedian by
Avg No.
Avg. Bed No. Level High hbs
RN:Patient RN:Patient
Required/Actual Specialty (aodel hccupancy at
Admissions/
1
Bed
Days
Nights
day
Hospital data)
aidnight
6.12
1.69
6.72
0.6
8.2
9
0
6
1:6
1:6
12.31
-0.80
17.88
5.57
12.14
2
0
1
1:2
1:2
8.06
-2.46
31.70
23.64
13.91
12
Birthrate Plus Standards
Acuity & Dependency Data - methodology under revew
13.91
1
BAPa Standards
Acuity & Dependency Data - methodology under review
1:9
1:9
1:5 incl
1:5 incl
triage
triage
11.19
-6.60
6.75
-4.44
9.73
6
20
11.83
-3.73
10.63
-1.2
9.73
8
4
1:4.33
1:4.33
11.30
-4.37
7.67
-3.63
9.73
12
6
1::4.6
1::4.6
60.81

-16.27

Actual
CHPPD

81.35

20.54

77.35

37

Total
Nos.
3

Day
RN to HCA
% ratio
67:33

Total
Nos.
3

Night
RN to HCA
% ratio
67:33

50

Key: A minus figure in the variance columns means there was a deficit in CHpPD.
PIU overnight inpatient activity was absorbed into service lines during 2018/19. Day case activity started to run from Lind Research Centre and now falls outside of Safe Care calculations; therefore not included in this data set.
Yellow highlighted lines - 6 months data supplied – Burrator and Merrivale Ward Swap in December 2018; Norfolk became an elective orthopaedic ward and Stannon converted into an additional general medical ward.
Column entitled: Total Established Beds means the number of beds where staffing levels are planned against. At UHP wards are in the main established for 85% capacity.
Column entitled: Total Beds Established & Escalated indicates when wards are at 95-100% capacity.
NOTES: There are 3 key metrics to consider when reviewing variance in CHpPD:
1.
2.
3.

Funded Demand: a ward’s funded establishment.
Required: CHpPD based on patient acuity and dependency as entered into SafeCare at 7pm each day;

Actual: CHpPD provided based on the available staff on duty.

Comparing our performance against peers needs to be undertaken with caution as a direct like for like in terms of service model and delivery is not guaranteed.
Locally there are a number of reasons for variations in CHpPD, e.g. vacancy, shift fill rate, sickness, other absence types, service remodelling and daily operational demand.
CHpPD for high dependency and intensive care units should be viewed with caution as core standards for intensive care units guide the staffing ratios.
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Prepared by

Steve, Mumford, Head of Quality Governance

Approved by

Phil Hughes, Medical Director
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Purpose
The purpose of this report is to provide the Board with an update on the Trust’s
mortality performance and the arrangements in place to learn from patient
deaths.

Decision
Approval
Information
Assurance



Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

Create Sustainable Future


Executive Summary
This report was scheduled for the July Trust Board meeting but due to a full agenda was deferred.
In the interim, the paper was presented to Safety & Quality Committee in August to ensure this topic
had Non-Executive Director and Executive Director oversight. The Safety & Quality Committee’s
review and discussion of it is reported in the meeting minutes at Agenda item A. This paper is being
re-presented to Trust Board to ensure the Trust meets its statutory requirement of the quarterly
reports being presented to the public Trust Board. The Q2 report (July – Sept 2019) will be
presented at the Board in December.
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 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.
 Our headline indicators for SHMI & HMSR are higher than expected and does not
appear to be consistent with the intelligence we are gathering from our reviews of
inpatient deaths. The graph below shows the numbers of deaths screened against those
that identified areas of poor care.
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•
•
•
•
•

Our Headline Mortality Improvement Action Plan has been included in Annex 3.
Tracking of Imperial College Dr Foster mortality outlier alerts added in Annex 4.
A Devon & Cornwall variation group has been set up to look at standardising Mortality
processes and sharing best practice and learning.
The National aim is to introduce local medical examiner services for all deaths in
secondary care by April 2020.
In response to the recent publication on failures in communication or follow-up of
unexpected significant radiological findings published by the HSIB, Universities
Hospitals Plymouth has set up a project group which will be chaired by the Medical
Director to review and implement the safety recommendations of the report.

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
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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.
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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.

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

Total number of in-patient deaths (including
Emergency Department) and how many have been
screened using the Trust screening tool.

SHMI

No of Deaths

700

Screened

600
135.00

500
400

115.00

300
200

95.00

100
75.00

0

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

14
12

9

10
6

5

44

4

70
60

9
6

50

5

40

5

30

3

20
10

2
0

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

Total number of patients who have died with a known
Learning Disability
5

4

4

3

3
2
1
0

Total number of Deaths reviewed in support of a
project or an alert.
80

12

9

77

8

SJR Completed

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

4

4

3
2

1

1

1

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

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

2

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

Maternity Mortality Data

During the first quarter of 2019, 15 of the babies due to deliver at University Hospitals
Plymouth NHS died. This comprised of the following deaths which occurred in each quarter
of that reporting period:
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15 in the first quarter, of which 2 were neonatal death, 3 were still births and 8 were
terminations of pregnancy (>20 weeks gestation) for foetal abnormalities.

Learning from deaths
Improving discharge information:

This project is refining how we create a discharge document within the organisation using Edischarge. The aim being to facilitate the ease with which it is produced and the accuracy of
the information contained. It will improve the document quality so it becomes a document
that is more helpful for patients with language that they can understand and explicit
instructions about next steps. This will also ensure that accurate information is provided,
immediately a patient leaves the organisation, to clinicians and allied health professionals
who will be involved in the patient’s ongoing care.
This project is currently awaiting IT support for the necessary software changes to be made
to our e-discharge package that will facilitate transfer of ward based information into the
discharge information as well as drug information to be transferred from the electronic
pharmacy record. Implementation for these reasons is likely to be in 2020. In the interim,
modifications to the ‘current nursing and medical patient list’ (CPL) information is taking
place to act as a mitigation until the final ambition is realised.
Imperial College Dr Foster mortality outlier alert for coronary atherosclerosis and
other heart disease.

Response to Care Quality Commission (CQC) following notification from the Dr Foster Unit at
Imperial College of a mortality outlier alert for ‘peripheral and visceral atherosclerosis’.
Action taken:
A comprehensive retrospective notes review, including paper and IT records was
undertaken. This included a review of the local mortality screening tool which can be found
in Annex 1. The mortality data for peripheral and visceral atherosclerosis attributed to
cardiac surgery was reviewed via The SCTS (Society of Cardiothoracic Surgeons National
Adult Cardiac Surgery Database) database for the period of 1st July 2017 to 30th June 2019.
Method:
29 patients were identified by Dr Foster Unit for review on the basis that they had been
admitted with a primary diagnosis of ‘peripheral and visceral atherosclerosis’ (ICD-10
diagnosis codes I70, I73.9, K55) and died between 01/07/2017 and 30/06/2018.
Universities Hospitals Plymouth (UHP) use HED when we analysed the data over the same
period UHP could only identify 28 of the 29 patients identified in the Dr Foster alert.
We used a combination of
1. Screening each death
2. Further sample Consultant review
5
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3. The Society of Cardiothoracic Surgeons National Adult Cardiac Surgery Database
A data collection tool was agreed. The review tool includes information on demographics,
details on admission pathway, timings of medical reviews and interventions. It also includes
an NCEPOD and Hogan score. This is the tool that we have agreed to utilise as part of the
Trust Mortality Review Panel process when we review all in-hospital deaths. Each of the
included cases within this report has been discussed at the mortality review group chaired
by the Medical Director.
The cases where distributed to the 3 main specialties for review.
•

Cardiology

•

Cardiothoracic

•

Health Care of the Elderly

Of the 28 deaths we screened 24 cases which demonstrated Adequate to Good Care.
The results of the screening rated from Excellent Care to Adequate Care which can be seen
below.

•
•
•
•
•

Excellent Care – 9
Good Care – 9
Adequate Care – 4
Unavoidable Death – 2*
Not reviewed – 4

*2 deaths reviewed on an earlier version of the Mortality Screening Tool
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Summary

Cardiac Surgery: The CABG mortality for the unit lies within nationally accepted
outcomes for the period in question.
Cardiology: The majority of these patients presented to Accident and Emergency with a
terminal non- salvageable conditions. The majority of patients ended up on a palliative care
pathway. Any cardiac related condition was often chronic heart failure secondary to a
primary diagnosis and ACS. Care was escalated when appropriate and the necessary
specialist were referred to and engaged in the treating of the patients.
Learning from clinical incidents

The Trust has had a number of incidents relating to failures in communication or follow
up of unexpected significant findings. These incidents have resulted in serious harm and
in some cases death. A recent report has been published by the Healthcare Safety
Investigation Branch (HSIB) July 2019.
There findings:
There is wide variation in practice in how unexpected significant radiological findings are
communicated to clinicians. There is also considerable variation in how findings are
acknowledged by clinicians, if they are at all. There is very little assurance that the
actions indicated by the findings have been taken.
Unexpected significant radiological findings may be communicated by telephone,
electronic or paperbased systems, and involve a variety of policies and procedures. It is
often a multi-step process, involving a number of individuals and information systems;
this increases the risk of errors.
Monitored acknowledgement of radiological findings is an important component of a
reliable system and requires dedicated time and resource. Monitored acknowledgement
is not in place in many trusts.
Opening a report and generating a read receipt is an unreliable form of
acknowledgement. A more robust risk control is for acknowledgement to be a separate,
distinct action. That said, acknowledgement does not guarantee action has been, or will
be, taken. A system that provided assurance that necessary actions had been completed
would best mitigate risk. Current IT infrastructure in many trusts means this is not
feasible in the short term.
There are often many steps before a patient is informed of an unexpected significant
radiological finding. These steps provide opportunities for error.
Inspection of trusts by the Care Quality Commission is limited in scope in relation to the
communication and follow-up of radiological findings. Inspections do not look at
whether a monitored acknowledgement system and other risk controls necessary for a
reliable system are in place.
7

Item 10

There is no nationally agreed list of what constitutes an unexpected significant finding
that should trigger an alert. Some trusts have developed lists to standardise when alerts
should be triggered by radiologists and to create a common expectation for clinicians.
The HSIB have made the following recommendations:
Recommendation 2019/039:
It is recommended that the Royal College of Radiologists, working with the Society and
College of Radiographers and other relevant specialties through the Academy of Royal
Medical Colleges, develops:
1. principles upon which findings should be reported as ‘unexpected significant’,
‘critical’ and ‘urgent’
2. a simplified national framework for the coding of alerts on radiology reports
3. a list of conditions for which an alert should always be triggered, where
appropriate and feasible to do so.
Recommendation 2019/040:
It is recommended that NHS England and NHS Improvement’s patient safety team takes
steps to ensure providers are aware of the safety recommendations in this report and
act to implement the key findings regarding risk controls such as a monitored
acknowledgement system for critical, urgent and unexpected significant findings.
Recommendation 2019/041:
It is recommended that NHSX develops a method of digitally notifying patients of results.
This should be used to inform patients of unexpected significant radiological findings
after an agreed timeframe. It should be developed in conjunction with the Royal College
of Radiologists. The notification system should be tested and evaluated.
Recommendation 2018/042:
It is recommended that the Care Quality Commission amends all appropriate core
service frameworks to include risk controls identified in this report, to mitigate the risk
of significant abnormal findings not being followed up.
SAFETY ACTIONS CARRIED OUT AND/OR IN PROGRESS
The Academy of Medical Royal Colleges has written a statement endorsing the need to
ensure clinicians act on alerted radiological findings and that a monitored
acknowledgement system is in place in all local organisations.
Whether this is a single centralised system or specialty-specific process is for local
decision depending on the available infrastructure.
Universities Hospitals Plymouth in response to this report has set up a project group
which will be chaired by the Medical Director to review and implement the safety
recommendations of the report.
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Completed Projects Quality Improvement Projects
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.
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Summary Hospital-Level Mortality Indicator (SHMI)

Annex 1

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.
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.

Admission
Mon - Fri
Weekend

Expected
1891
601

Actual
2052
681

In-Hospital
1378
474

SHMI
108.5
113.3

Crude Rate
3.51%
4.21%
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Hospital Standardised Mortality Ratio (HSMR)

Annex 2

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 (Mar 2019) was 130 which is also higher than
expected.

Admission
Mon - Fri
Weekend

Expected

Actual

HSMR

Crude Rate

962
321

1172
418

121.8
130.1

2.87%
5.61%
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Headline Mortality Improvement Action Plan
Issue

Annex 3
Responsible

Target
Completion

Actual Action Taken/Comments

Actual
Date
Completed
Nov 2018

HMSR/SHMI improvement - Reviewing and understanding our performance
Understand why our position is deteriorating - 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”

PH

Nov 2018

Meet with NHSI to validate initial findings and confirm Issues identified
•
Episode to Spell Ratio and the effect on the National Mortality
Methodology.
•
Palliative Care Coding
•
Ambulatory Care (Emerg Zero LoS)

Episode to Spell Ratio and the effect on the National Mortality
Methodology. We are currently validating 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.

MH/SM

Oct 2019

Send data s external company to see if any analysis is possible to
understand this effect and compensate for it.
Data sent to HED for analysis, waiting for completion date. Provisional
completion date Oct 2019.

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.

MH

Nov 2108

We have finally agreed the technical detail with HED to allow them to
validate 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. This modelling of shifting coding to final diagnosis
should be completed in early October.
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). We believe will improve our HMSR
position which we will need to monitor over the coming months.

Jan 2019
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Issue

Responsible

Target
Completion

Actual Action Taken/Comments

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.

MH

March 2019

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.

There is a difference in both interpretation and implementation of
issues relating to Mortality reporting which are affecting trusts across
Devon and Cornwall.

Actual
Date
Completed
March
2019

We formed an AAU group which have agreed a final arrangement for
what data will be sent to SUS this year (2019/20). We hope to see this
take effect on the mortality data within the next three months or so but
will probably take 6 months before we see a few consecutive months of
data on the national system to judge whether this has had a positive
effect.

Medical
Directors

TBC

We have implemented changes to how we capture our ambulatory care
zero length of stay patients which will bring us into line with other
organisations. The data is now being submitted and we are hoping this
will improve our headline position; this will take a few months before
we see an effect due to the lag in the mortality dataset for SHMI &
HMSR.
A Devon & Cornwall variation group has been set up to look at
standardising processes and sharing best practice and learning.
•
Harmonise approach to reporting and coding wherever
possible.
•
Variation in levels of palliative care coding – Mortality leads to
agree optimal approach.
•
Review how comorbidities are pulled through into the patients
spell and standardise the list of pulled through comorbidities leads to agree common list
•
Review standardising reporting of ambulatory care /Same Day
Emergency Care. Agreed that these episodes should be
included in the mortality denominator - Mortality leads to
discuss and determine whether this is possible and potential
impact on reported mortality
•
Review the effect of R codes. Agreed that it is appropriate to
look further down the chain of episodes - mortality leads to
agree common approach and feed back to MD group.
•
Standardise the external support tool (HED, Dr Foster)
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Annex 4

Imperial College Dr Foster mortality outlier alert
Alert

Received Date

Imperial College Dr Foster mortality outlier alert for coronary
atherosclerosis and other heart disease.
The alert has arisen as a result of an association between raised
mortality and this group of patients, and that this diagnosis does not
necessarily reflect the cause of death for these patients. However, we
feel it is important to explore whether there are common factors among
this group of patients which may explain the apparent raised mortality.
Therefore, we would be grateful if you would provide information to
explain your understanding of the underlying issues that relate to this
alert.
Imperial College Dr Foster mortality outlier alert for acute bronchitis.
The alert has arisen as a result of an association between raised
mortality and this group of patients, and that this diagnosis does not
necessarily reflect the cause of death for these patients. However, we
feel it is important to explore whether there are common factors among
this group of patients which may explain the apparent raised mortality.
Therefore, we would be grateful if you would provide information to
explain your understanding of the underlying issues that relate to this
alert.

3 April 2019

rd

Target
Completion

Actual Action Taken/Comments

1 May 2019

Extension requested and agreed for 26 July 2019
This alert was triggered on a population of 28 patients.

st

th

Actual Date
Completed
th

26 July 2019

Initial review of mortality screening tools identified
• Of the 28 patients 23 have had screening tools
returned with no immediate issues identified.
Report will be presented to Mortality Review Group in
August.
th

28 June 2019

th

26 July 2019

Currently identifying patients and requesting an extension
until the end of October.
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National Guardians Office Case Review Recommendations Gap Analysis (Updated August 2019)

Case Review - Trust

Case Review
Publication
Date

Case Review
Recommendation
Number

Theme

Caser Review
Timescale
(months)

Recommendation
3

3
Southport and Ormskirk Hospital NHS Trust

Nov-17

Southport and Ormskirk Hospital NHS Trust

Nov-17

Southport and Ormskirk Hospital NHS Trust

Nov-17

6

7

8
Southport and Ormskirk Hospital NHS Trust

Communication

Equality & Diversity

Nov-17

Nov-17

As

Y

Applicable

Y

Applicable

Y

This is ongoing, the plan is reviewed at the quarterly
Freedom to Speak Steering Group and updated as required.
High level updates are provided to the Board as part of
annual update.

Applicable

Demonstrated through the Board's ongoing commitment to
speaking up.

Y

Applicable

The Trust Guardian team regularly report to the Board and
as part of that would escalate concerns as a result of noncompliance. This has so far not been a concern.

The trust should ensure that it responds to all concerns raised by its
workers in relation to the recruitment of staff strictly in accordance with
its policies and procedures and in accordance with good practice.

Y

Applicable

All concerns raised are managed via the approprtate routes,
following Trust policies.
All new starters are made aware of Speaking Up as a core
part of their Trust induction. A mandatory Freedom to
Speak Up package is delivered through e-learning packages.

Within 12 months the trust should provide all workers, including all
managers, with regular, updated and mandatory training on speaking up
and supporting and responding to people who speak up. The trust should
monitor the effectiveness of this training.

Nov-17

Resourcing

12

Supporting Comments

The trust should ensure that it responds to the concerns raised by its
workers strictly in accordance with its policies and procedures and in
accordance with good practice and report to the board evidence of this.

The trust should ensure that it provides appropriate resources for the
role of Freedom to Speak Up Guardian, in line with guidance provided by
the National Guardian’s Office, including sufficient cover to support their
work in their absence, and alternative routes to handle speaking up
matters to overcome any possible conflicts.

14

Southport and Ormskirk Hospital NHS Trust

Training

The trust should develop an action plan to develop a working culture that
is free from bullying, including providing anti-bullying training for all staff.
Trust leaders should take appropriate steps to ensure that they are
visible and accessible to all workers to promote a culture of visible
leadership.

Nov-17

13
Southport and Ormskirk Hospital NHS Trust

Policies & procedures

The trust should implement all aspects of its draft Freedom to Speak Up
action plan, by the plan’s stated completion dates.

The trust should ensure that appropriate steps are taken to publicise the
role of guardian and any staff supporting that role, using methods that
reach all workers.

12
Southport and Ormskirk Hospital NHS Trust

Policies & procedures

Nov-17

11
Southport and Ormskirk Hospital NHS Trust

Promotion

Nov-17

10

Southport and Ormskirk Hospital NHS Trust

Culture

Nov-17
9

Southport and Ormskirk Hospital NHS Trust

Action Plan

6

Applicable / If Applicable
Non-Applicable
current
to UHP
status

The trust should take appropriate steps to ensure that minority and
vulnerable workers, including black and minority ethnic workers are free
to speak up.
Within 6 months the should trust look again at its appointment process
for the role of Freedom to Speak Up Guardian and ensure a Guardian is
appointed using a process that is open and fair.

Y

Y

Y

Y

Applicable

The Trust is now comparing its training against the guidance
from ther NGO received on 12.08.19.

Applicable

This is ongoing. Undertaken through a varierty of methods
including : Trust induction, screensavers, posters, walk
arounds, attendance at team meetings and covering stands
within the hospital. This applies to the sites both on and off
of the main hospital site.

Applicable

Guardian team has resource for Guardians to cover 5 days a
week. The team is structured so this role is undertaken by
more than 1 individual, this allows cover for periods of
absence.

Applicable

The Trust are developing networks for BME, LGBT, staff with
disabilities and gender development. These are a forum for
discussing challenges and provide opportunities for speaking
up. These will have a direct line to the People & Culture
Committee. There is also an exec sponsor.

Applicable

Guardian recruitment process is undertaken fairly.
Expressions of interest are advertised in the weekly Vital
Signs and on Guardian staffnet page. Expressions of interest
include letter of application and 3 x supporter statements.
Interview panel contains Executive Director Lead, Head of
OD and a Guardian. Future interview will also consist of a
scenerio based assessment.

Resourcing

Y
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16
Southport and Ormskirk Hospital NHS Trust

Nov-17
18

Southport and Ormskirk Hospital NHS Trust

Nov-17

Southport and Ormskirk Hospital NHS Trust

Nov-17

Southport and Ormskirk Hospital NHS Trust

Nov-17

19

21

1
Northern Lincolnshire and Goole NHS
Foundation Trust

Northern Lincolnshire and Goole NHS
Foundation Trust

Northern Lincolnshire and Goole NHS
Foundation Trust

3

Equality & Diversity

Incident reporting

5

Policies & procedures

Policies & procedures

Feb-18

Speaking Up Vision

Feb-18

Measures

Feb-18

8
Northern Lincolnshire and Goole NHS
Foundation Trust

Feb-18

Northern Lincolnshire and Goole NHS
Foundation Trust

Feb-18

9

The trust should take appropriate steps to ensure that all aspects of its
work are consistent with the Francis Freedom to Speak Up principles,
including where it undertakes a Fit and Proper Person review.

Y

Applicable

The Trust is compliant with fit and proper person. Oversight
at Board level.

The trust should take steps to ensure that its policies and procedures are
supportive of all workers affected by the speaking up process, including
those who are the subject of concerns raised.

Y

Applicable

The Trust has a supporting staff policy in place that supports
all staff including those who are subject of concerns raised.

The trust should take steps to actively promote the use of mediation,
where appropriate, to resolve issues arising from speaking up.

Y

Applicable

Ongoing promotion through screensavers, Daily email
promotion, Welllbeing events and through Team meetings.

Applicable

Lisa White - Head of HR Operations

The trust should appoint a senior member of staff as equality and
diversity lead and ensure that position is appropriately resourced.

Within 3 months the trust should revise its policies and procedures
relating to the reporting and handling of incidents to ensure they refer to
the support available to staff to do this from the trust Freedom to Speak
Up Guardian and Associate Guardians.

Y

Applicable

Y

Policies & procedures

Training

Our Trust’s Incident Management Policy is due for review
now. However our update has been put on hold whilst we
are awaiting the publication of the new Serious Incident
framework, due end of September. Therefore we will
incorporate any necessary detail which is required into our
next update.
Our Trust’s Incident Management Policy is due for review
now. However our update has been put on hold whilst we
are awaiting the publication of the new Serious Incident
framework, due end of September. Therefore we will
incorporate any necessary detail which is required into our
next update.

Incident reporting

Feb-18

7
Northern Lincolnshire and Goole NHS
Foundation Trust

Promotion

Feb-18

6
Northern Lincolnshire and Goole NHS
Foundation Trust

Policies & procedures

Feb-18

2

Northern Lincolnshire and Goole NHS
Foundation Trust

Policies & procedures

Within 3 months the trust should revise its policy for dealing with serious
incidents to ensure it provides that feedback and any learning should be
shared with staff who had spoken up regarding an incident.
Within 3 months the trust should revise its current speak up policy to
ensure that it is in accordance with good practice and reflects the
minimum standards set out in the NHS Improvement speaking up policy
for the NHS.
Within 12 months the trust should begin work to ensure that, upon the
scheduled review of any trust policy and/or procedure, the policy or
procedure in question is in alignment with good practice in relation to
the freedom to speak up.
Within 6 months the trust board should articulate a vision of how it
intends to support its workers to speak up, which encompasses a
strategy containing deliverable objectives within fixed timescales and
under appropriate executive oversight, and to effectively communicate
this to trust workers.
Within 6 months trust leaders should identify and employ a range of
appropriate measures to monitor speaking up processes and culture
within the trust, to ensure they are responsive to the needs of all workers
and are developed in accordance with good practice.
Within 6 months the trust should ensure that its bullying and harassment
policy and procedure is consistent with the standards set out in the
bullying and harassment guidance issued by NHS Employers, including
how the trust will implement and monitor the revised policy and ensure
its contents are shared with all staff.
Within 12 months the trust should take steps to address bullying
behaviour, including training for all staff relating to the awareness and
handling of such behaviour.

Applicable

Y

Our policy does refer to the importance of sharing learning
with staff involved in incidents but we can review and
strengthen the message if required.

Applicable

Our policy is currently in date and we feel it is fit for
purpose. Due for review May 2021.

Applicable

Freedom to Speak Up is a key theme within the Trust and
will be considered as part of policy review.

Applicable

The Guardian's report directly to Trust Board on a regular
basis. The Guardian's have produced a draft strategy which
will form part of the revised People Strategy.

Y

Applicable

The Guardian team have standards that are monitored
(commenced 01.04.2019) and a supporting standard
operating procedure.

Y

Applicable

Policy is in place and is shared with all staff.

Applicable

Delivered through Managers passport training - Good HR
practice Intro to people management.

Y

Y

Y

Y
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10
Northern Lincolnshire and Goole NHS
Foundation Trust

Southport and Ormskirk Hospital NHS Trust
& Northern Lincolnshire and Goole NHS
Foundation Trust

Feb-18

4, 11

Northern Lincolnshire and Goole NHS
Foundation Trust

Northern Lincolnshire and Goole NHS
Foundation Trust

Northern Lincolnshire and Goole NHS
Foundation Trust

Within 3 months the trust should ensure that it responds to the issues
raised by its workers strictly in accordance with its policies and
procedures and in accordance with good practice, including, where
appropriate, investigating matters that are raised.

Feb-18

Within 3 months the trust should allocate sufficient ring-fenced time for
the Freedom to Speak Up Guardian and any Associates to ensure they
can appropriately support the needs of workers to speak up.
Within 3 months the trust should take appropriate steps to ensure that
the role and names and contact details of the Freedom to Speak Up
Guardian and Associate Guardians are promoted to all workers across all
three trust hospital sites.

Feb-18

Within 6 months a communications and engagement strategy should be
developed to promote the Freedom to Speak Up Guardian and Associate
Guardian’s role, and to evaluate the impact it is having, in the longer
term. This should include strategies to provide feedback on actions taken
in response to speaking up and actions to tackle barriers to speaking up.

14

Resourcing

Feb-18
15

18
Northern Lincolnshire and Goole NHS
Foundation Trust

Policies & procedures

Feb-18

16
Northern Lincolnshire and Goole NHS
Foundation Trust

Policies & procedures

Feb-18

12
Northern Lincolnshire and Goole NHS
Foundation Trust

Policies & procedures

Within 6 months the trust should continue to ensure that all
investigations into the alleged conduct of workers who have previously
spoken up also seek to identify whether any such allegations are
motivated by a desire to cause detriment because that worker spoke up
and, where such evidence is found, take appropriate action. This should
include amending the trust disciplinary policy to require such action.
Within 3 months the trust should ensure that, in accordance with its own
policies and procedures and in accordance with good practice, all
managers and leaders responsible for handling speaking up provide
feedback to every individual who raises an issue, including any actions
they intend to take in response.

Feb-18
19
Feb-18

Promotion

Communication

Within 3 months the Freedom to Speak Up Guardian and any Associate
Attendance at Regional Guardians should begin regular attendance at regional meetings of their
peers to ensure that they have access to guidance and support to
Meetings
undertake their work, including to assist with the writing of board reports
and in order to share learning and good practice with them.
Within 3 months the trust should ensure that all HR policies and
procedures meet the needs of workers who speak up, including letters to
Policies & procedures
suspended workers that accurately state their ability to access their
Guardian or Associate Guardian.

Northern Lincolnshire and Goole NHS
Foundation Trust

Feb-18

Northern Lincolnshire and Goole NHS
Foundation Trust

Feb-18

Within 3 months the trust should continue its work to ensure that, where
a worker is going through a disciplinary process that also encompasses
potential patient safety issues or similar matters they have raised, the
trust continues to provide that worker with all appropriate support to
speak up about those matters and also takes all appropriate steps to
maintain the worker’s confidentiality.
Within 12 months the trust should take steps to actively promote the use
of mediation, where appropriate, to resolve issues arising from speaking
up.

Feb-18

Within 12 months the trust should take all appropriate steps to identify
Vulnerable staff groups
which staffing groups in the trust feel particularly vulnerable when
speaking up, why this is the case and how those groups can be supported
to speak up freely and protected from any detriment for having done so.

20

21

23
Northern Lincolnshire and Goole NHS
Foundation Trust

Wellbeing

Promotion

Applicable

The HR Team responsible for supporting these processes
have been trained in taking an investigative approach which
seeks to prove or disprove allegations.

Y

Applicable

Feedback is provided as part of the routine process to those
that raise a concern this includes those raised through the
Guardian team.

Y

Applicable

There are a number of routes in which concerns can be
raised, and supporting processes / policies for those routes.

Y

Applicable

Guardians time is ring-fenced, Back-fill monies are available
to Line Managers to support this.

Applicable

All Guardian specific communications are done across all
sites, with the Guardians undertaking annual visits to raise
awareness. Details are available on staffnet page.

Applicable

The Trust is continually promoting the Guardians role
through a number of different routes such as walk arounds,
vital signs etc. Ongoing work re: sharing feedback on
actions taken and barriers tackled.

Y

Applicable

We have Guardian representation at all Regional Meetings.
When appropriate we also take part in the monthly Regional
tele-conference. We have also hosted one of the meetings.

Y

Applicable

This is included on such correspondence.

Y

Applicable

The Trust has a supporting staff policy in place that supports
all staff including those who are subject of concerns raised.

Applicable

Ongoing promotion through screensavers, Daily email
promotion, Welllbeing events and through Team meetings.

Applicable

The Trust are developing networks for BME, LGBT, staff with
disabilities and gender development. These are a forum for
discussing challenges and provide opportunities for speaking
up. These will have a direct line to the People & Culture
Committee. There is also an exec sponsor.

Y

Y

Y

Y

Y
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Southport and Ormskirk Hospital NHS Trust
& Northern Lincolnshire and Goole NHS
Foundation Trust & Derbyshire Community
Health Services NHS Foundation Trust

2 4, 2
Jun-18

3
Derbyshire Community Health Services NHS
Foundation Trust

Derbyshire Community Health Services NHS
Foundation Trust
Derbyshire Community Health Services NHS
Foundation Trust
Derbyshire Community Health Services NHS
Foundation Trust

Jun-18
4

5
Jun-18
6

Derbyshire Community Health Services NHS
Foundation Trust

Derbyshire Community Health Services NHS
Foundation Trust

Jun-18

Within 12 months the trust should develop a plan for embedding
speaking up in the organisation. This plan should consider the use of staff
inductions, team meetings, leadership training and other mechanisms to
ensure that all staff have the necessary skills and knowledge to speak up
well and respond to issues being raised appropriately.
As part of this plan, a communication strategy should be developed to
promote the trust’s Freedom to Speak Up Guardian and encourage
workers to speak up to them when they feel they cannot speak up using
other channels.

10

Investigation of
concerns

Communication

Recording

Jun-18

Within 3 months the trust should ensure that the Freedom to Speak Up
Guardian records all instances of speaking up raised to them, not just
those cases where workers state that they are raising a matter ‘formally’.

Jun-18

Within 12 months the trust should take appropriate steps to ensure that
all workers who speak up are meaningfully thanked for doing so, in
accordance with trust culture, training and good practice.

Nov-18

Within 3 months the trust should take appropriate steps to follow their
policies, ensuring that workers who take periods of sickness leave,
including in relation to their speaking up, are provided with support upon
returning from that leave that is in strict accordance with the values,
policies, and guidance of the trust.

Nov-18

Within 6 months the trust should ensure that, according to the revised
speaking up policy, where workers speak up in confidence, all reasonable
steps are taken to respond to the issues raised and that matters are
investigated as fully as possible, even where the identities of those
speaking up are unknown.

12

8
Nottinghamshire Healthcare NHS
Foundation Trust

Investigation of
concerns

Jun-18

6
Nottinghamshire Healthcare NHS
Foundation Trust

Investigation of
concerns

Within 3 months the trust should ensure that, in line with its practices, it
continues to value the views of its workers, including consulting staff
about changes to their services where appropriate.
Within 3 months the trust should take all appropriate steps to ensure
that all cases of speaking up are investigated within reasonable
timescales and without undue delay.
Within 3 months the trust should take appropriate steps to ensure that
all cases of speaking up are investigated by suitably independent persons.
Within 3 months the trust should take all appropriate steps to ensure
that responses to cases of workers speaking up, including decisions
relating to the investigation of those cases, are not focused on whether
or not the matters in those cases are qualifying disclosures under the
Public Interest Disclosure Act.

Jun-18

8

Derbyshire Community Health Services NHS
Foundation Trust

Consultation

Culture

Policies & procedures

Policies & procedures

Applicable

New workers will have an awareness throught the Guardian
update at Induction. Exisiting staff it is part on e-learning
mandatory training. Policy can also be accessed via
Guardian staffnet page.

Y

Applicable

The Trust's Raising Concerns policy clearly describes that
staff can contact the Chairman to raise concerns. The
Chairman can be contacted through his dedicated email
address.

Y

Applicable

Y

Applicable

Reasonable timescales are shared and regular updates on
progress will be provided regularly.

Y

Applicable

Trust policy states that investigations will be undertaken by
'using someone suitably independent and properly trained'.

Y

Applicable

We do not focus on whether the concern has qualifying
disclosures under PIDA.

Applicable

This is ongoing. Undertaken through a varierty of methods
including : Trust induction, screensavers, posters, walk
arounds, attendance at team meetings and covering stands
within the hospital. This applies to the sites both on and off
of the main hospital site.

Applicable

All concerns raised are recorded on the Guardian log.

Applicable

All individuals that raise a concern are thanked for doing so
as part of the Guardian process.

Applicable

The Trust has a supporting staff policy in place that supports
all staff including those who are subject of concerns raised.

Applicable

Respond urgently to any issues raised directly to HR Team
and Directors. Anonymity does not prevent investigation
and appropriate action.

Within 6 months the trust should take steps to ensure all existing and
new workers are aware of the contents of the new freedom to speak up
policy.

Within 3 months the trust should ensure that workers who wish to raise
Non-Executive Directors matters with the trust nonexecutive director responsible for speaking up
are able to do so via routes of communication that appropriately support
their confidentiality.

Jun-18

7
Derbyshire Community Health Services NHS
Foundation Trust

Policies & procedures

Y

Y

Y

Y

Y

Y
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Nov-18

Within 6 months the trust should ensure that, where investigations are
undertaken in response to speaking up issues raised by its workers, the
trust provides those individuals with feedback regarding the progress of
those investigations in accordance with its revised speaking up policy.

Nov-18

The trust continues with its commitment to developing a positive
speaking up culture among its workforce by maintaining the support it
provides for its Freedom to Speak Up Guardian, including appropriate
managerial and emotional support.

9
Nottinghamshire Healthcare NHS
Foundation Trust

12
Nottinghamshire Healthcare NHS
Foundation Trust

Nov-18

Dec-18

Within 12 months trust leaders develop and begin the implementation of
a strategy to improve the speaking up culture across its workforce. The
plan should contain measures to identify the main issues the trust should
address, clear actions to address those issues and steps to measure the
effectiveness of those actions.
Within 12 months the trust takes appropriate measures to identify the
causes of poor working relationships across the whole organisation and
implements effective actions to remedy those causes, including steps to
measure the effectiveness of those actions.

1&£

Royal Cornwall NHS Trust

2
Royal Cornwall NHS Trust

Culture

Policies & procedures

Incident reporting

Dec-18

5
Royal Cornwall NHS Trust

Policies & procedures

Dec-18

4
Royal Cornwall NHS Trust

Resourcing

Within 12 months the trust should complete its planned actions
regarding the implementation of its conflicts of interest policy, to ensure
all staff are aware of its purpose and all relevant staff make appropriate
declarations, including those relating to conflicting loyalty interests.

13
Nottinghamshire Healthcare NHS
Foundation Trust

Policies & procedures

Investigation of
concerns

Dec-18

6&9
Royal Cornwall NHS Trust & Derbyshire
Community Health Services NHS
Foundation Trust

Dec-18

Royal Cornwall NHS Trust

Dec-18

Royal Cornwall NHS Trust & Southport and
Ormskirk Hospital NHS Trust

Dec-18

7

11 & 5

Y

Y

Y

Y

Within 12 months the trust takes steps to implement national guidance
from NHS England relating to the managing of conflicts of interest.

Y

Within 6 months the trust should review incident reporting rates and
identify any areas which appear to be under-reporting and take action to
address this
Within 3 months the trust should take appropriate steps to ensure that
its response to workers speaking up, including the investigations of those
issues and the implementation of learning resulting from them, is
undertaken by suitably independent trained investigators.

Y

Applicable

Trust policy states that investigations will be undertaken by
'using someone suitably independent and properly trained'.
Feedback will be provided and where possible, the full
investigation report will be shared whilst respecting the
confidentiality of others.

Applicable

Mentoring is provided through Head of OD, monthly
meetings with the Chief Executive and also Director of
people. The guardians have weekly peer support meetings.
Access to Occupational health is available if required, and all
relevant training needs identified are supported.

Applicable

This is supported by our Standards of Business Conduct
Guidance . A reminder is sent out regularly through Vital
signs to remind staff to declare as appropriate.

Applicable

Cultural dashboard is being developed that will indicate
those areas where there may be concerns. The managers
passport and leadership development training support
leaders to tackle issues within their own teams. Additional
ad hoc interventions take place as required.

Applicable

Applicable

Applicable

Trust policy states that investigations will be undertaken by
'using someone suitably independent and properly trained'.

Y

Applicable

Those raising concerns are assured that their confidentiality
will be assured and their concerns will not progressed
without their permission. The only times we would need to
escalate without their permission is when there may be an
immediate threat to patient and staff safety. However we
work with the individual raising the concerns to make this as
safe for them as possible.

Y

Applicable

Y

Confidentiality

Policies & procedures

Measures

Within 3 months the trust should take appropriate steps to ensure that
the confidentiality of workers who speak up is appropriately supported,
in accordance with trust policy and procedure and good practice.
Within 3 months the trust should ensure that it responds to the issues
raised by its workers strictly in accordance with its policies and
procedures and in accordance with good practice.
Within 6 months the trust should put effective systems in place to
monitor the development of a positive speaking up culture.

This is supported by our Standards of Business Conduct
Guidance . A reminder is sent out regularly through Vital
signs to remind staff to declare as appropriate.
Trust Board reviews high level reporting rates. Service Line
individual is reviewed as part of the Service Line
Performance Reviews. However, the focus has been on the
investigation and responses to incidents rather than underreporting.

Y

Applicable

There are a number of routes in which concerns can be
raised, and supporting policies for those routes.
The Trust Board have agreed implementation of Cultural
Dashboard which will be used to measure development of
culture.

Appendix 1

National Guardians Office Case Review Recommendations Gap Analysis (Updated August 2019)

13

Royal Cornwall NHS Trust

Dec-18
12

Royal Cornwall NHS Trust

Jun-19

Brighton and Sussex University Hospitals
NHS Trust

Jun-19

3, 1, 2, 9, 3

4

6

Policies & procedures

Gap Analysis

Training

Jun-19

7
Brighton and Sussex University Hospitals
NHS Trust

Board Reports

Dec-18

Northern Lincolnshire and Goole NHS
Foundation Trust & Nottinghamshire
Healthcare NHS Foundation Trust & Royal
Cornwall NHS Trust & Brighton and Sussex
University Hospitals NHS Trust

Brighton and Sussex University Hospitals
NHS Trust

Resourcing

Dec-18

17 & 15
Northern Lincolnshire and Goole NHS
Foundation Trust & Royal Cornwall NHS
Trust

Training

Jun-19

Ambassadors

All new starters are made aware of Speaking Up as a core
part of their Trust induction. A mandatory Freedom to
Speak Up package is delivered through e-learning packages.

Within 12 months the trust should ensure that the content of any
speaking up training it provides for its workers is consistent with
guidance issued by the National Guardian’s Office and NHS Improvement,
including findings and recommendations from NGO case reviews and the
Freedom to Speak Up Survey 2017 and board guidance from NHSI.
Within 3 months the trust should take appropriate steps to identify the
necessary resources required to ensure the Guardian role meets the
needs of workers and then provide those resources.

Within 3 months the trust should ensure that reports for board members
regarding the trust’s speaking up arrangements continue to contain
appropriate levels of detail, in accordance with joint guidance from NHS
Improvement and the National Guardian’s Office.

Within 12 months the trust should revise its speaking up policy, to ensure
it is in line with the amendments required by NHS Improvement quoted
in this report.
Within 3 months the trust should take all appropriate steps to implement
the actions identified in its gap analysis of National Guardian Office case
review recommendations.
Within 12 months the trust completes the work it identifies as necessary
to help ensure that workers, in particular those responsible for
responding to speaking up matters, have the appropriate skills to handle
difficult conversations.

Within 6 months the trust should take reasonable steps to ensure that its
network of cultural ambassadors reflects the diversity of the workforce
that it supports.

Y

Y

Y

Applicable

The Trust is now comparing its training against the guidance
from ther NGO received on 12.08.19.

Applicable

Identified through the recognition and commitment to have
Guardians available 5 x days of the week.

Applicable

This is ongoing. Board reports contain update on progress,
themes, number of cases raised and % relating to the
biggest theme compared to the national average.
Guardians are in attendance at the Board to provide updates
and as a result are able to answer questions arising from the
report to provide further assurance.

Applicable

Our policy is currently in date and we feel it is fit for
purpose. Due for review May 2021.

Applicable

NGO Case review recommendations are captured and
reviewed.
This is delivered through:
A positive approach to difficult conversations - A module
within managers passport. And through Being the best
manager I can be.

Applicable

Currently the Guardians do not feel the Ambassador model
is appropriate for our organisation. However work is
ongoing to understand how we can have further support
with a sign-posting model within the Trust.

Applicable

Y

Y

Y
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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.
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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
27th Sept 2019

Trust Board
Subject

Freedom to Speak Up Progress Report

Prepared by

Freedom to Speak Up Guardians

Approved by Freedom to Speak Up Guardians
Presented
by

Freedom to Speak Up Guardian

1. Purpose
The purpose of this paper is to provide the Trust Board with an overview of the Freedom
to Speak Up (F2SU) Guardians work following our last update in May 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:
As described previously, we produced a standard operating procedure that allows us to
monitor our performance against key access measures, as detailed below:
Measure

Standard

From
initial
contact
to 48 hours
Guardian acknowledgement

Standard
Achieved
Within
hours

24

Comments
~

3
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From identifying a meeting is To be agreed
required to the meeting date
taking place

4 Days

This is based on the
availability of both the
person raising the concern
and the Guardians.

We continue to be proactive in promoting speaking up through a variety of different
methods including departmental meetings, the Big Conversation, #WeCare Surgery
ward rounds, Staff Heath & Wellbeing events & Vital signs updates.
October 2019 is Speak Up Month, we have planned a number of activities which will be
advertised shortly.
Guardian Team:
We are interviewing on the 25th September for additional Guardians to add to our team.
Jamie Read will be ending his tenure as a Guardian in December 2019, and Louise
Shalders will also be finishing in January 2020. Both Jamie and Louise will ensure
mentor support is available to the Guardian team to ensure continuity and allow the new
team to settle. Plans are already being developed to ensure a smooth handover period.
Case Review Gap Analysis:
The National Guardians office has undertaken a number of case reviews where there is
evidence that good practice has not been followed. The case reviews identify areas
where the handling of NHS workers’ concerns do not meet the standards of accepted
good practice and make recommendations to action where improvement is required. As
part of this, each Trust is expected to undertake a gap analysis against those
recommendations made. We have undertaken a gap analysis, which will be updated
each time there is a new case review. Updates will be shared as part of our Trust
Board reports. A copy of the gap analysis is attached in Appendix 1.
Oversight of the actions identified from the gap analysis needs to be formalised
following discussion at the F2SU Steering Group, and will be shared at our next Board
update.
Board Self-Assessment:
You will already be aware that the Trust has completed its self-assessment and this was
reviewed and updated in June. However, a revised self-assessment tool has recently
been released for us to use. It is hoped that the new tool is more user-friendly and
avoids repetition. I have attached the draft version of the new self-assessment tool in
Appendix 2, it is important to note this is a work in progress.
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Oversight of the actions identified from the self-assessment is reviewed by the HR & OD
Committee.
Healthy Culture:
The Guardian team are supporting the Trust’s Healthy Culture approach through the
triangulation of data and specific support as required.

3. Concerns Raised
Regional:
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.

Unfortunately the Quarter 1 data for 19/20 has not been collated nationally, but we hope
to share the latest picture in our next update.
Bullying & Harassment:
Of the University Hospitals Plymouth, concerns raised in quarter 4 (2018/19), 18%
related to bullying and harassment. This figure was 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.
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Local:
Within University Hospitals Plymouth we have seen the number of concerns raised to
the Guardians increase. We believe the increase seen in Q1 19/20 is a direct result of
the increased visibility of the F2SU Guardians. It is important to note that the number of
concerns does not reflect the volume of contacts required. Each concern requires
variable amounts of time dedicated to it.

Care Group Data:
We’ve detailed below the volume of concerns and themes across our Care Groups. The
Guardians are implementing regular meetings with the Care Group Management teams to
discuss this data and any areas of concern.
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5. Next Steps
The following are the key actions the Guardian team will be taking over the next few
months:
1. Recruitment to Guardian vacancies and commencement of handover.
2. Implement Ambassador role for signposting.
3. Production of an expectations document highlighting what can be expected of the
Guardians and what, we as Guardians, expect from those raising concerns with
us.
6. Recommendations
The Trust Board is asked to note the content of this report and the positive progress
made in terms of the recruitment and accessibility of the Guardian team.
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Freedom to Speak Up review tool for
NHS trusts and foundation trusts
July 2019
Date

NHS England and NHS Improvement

Appendix 2

This is a tool for the boards of NHS trusts and foundation trusts to accompany the Guidance for boards on Freedom to Speak Up
in NHS trusts and NHS foundation trusts (cross referred with page numbers in the tool) and the Supplementary information on
Freedom to Speak Up in NHS trusts and NHS foundation trusts (cross referred with section numbers).
We expect the executive lead for Freedom to Speak Up (FTSU) to use the guidance and this tool to help the board reflect on its
current position and the improvement needed to meet the expectations of NHS England and NHS Improvement and the National
Guardian’s Office.
We hope boards will use this tool thoughtfully and not just as a tick box exercise. We also hope that it is done collaboratively
among the board and also with key staff groups – why not ask people you know have spoken up in your organisation to share
their thoughts on your assessment? Or your support staff who move around the trust most but can often be overlooked?
Ideally, the board should repeat this self-reflection exercise at regular intervals and in the spirit of transparency the review and
any accompanying action plan should be discussed in the public part of the board meeting. The executive lead should take
updates to the board at least every six months.
It is not appropriate for the FTSU Guardian to lead this work as the focus is on the behaviour of executives and the board as a
whole. But getting the FTSU Guardian’s views would be a useful way of testing the board’s perception of itself. The board may
also want to share the review and its accompanying action plan with wider interested stakeholders like its FTSU focus group (if it
has one) or its various staff network groups.
We would love to see examples of FTSU strategies, communication plans, executive engagement plans, leadership programme
content, innovative publicity ideas, board papers to add them to our Improvement Hub so that others can learn from them.
Please send anything you would specifically like to flag to nhsi.ftsulearning@nhs.net
2
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How to use this tool
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Appendix 2
Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

How fully do we
meet this now?
16.08.2019

Evidence to support a ‘full’ rating

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

Insert
review
date

Behave in a way that encourages workers to speak up
Individual executive and non-executive
directors can evidence that they behave in a
way that encourages workers to speak up.
Evidence should demonstrate that they:






understand
the
impact
their
behaviour can have on a trust’s
culture
know what behaviours encourage
and inhibit workers from speaking up
test their beliefs about their
behaviours using a wide range of
feedback
reflect on the feedback and make
changes as necessary
constructively and compassionately
challenge
each
other
when
appropriate
behaviour
is
not
displayed

Section 1



p5







Demonstrate commitment to FTSU

4

Good / Outstanding in this area.
Current strategies to robustly
challenge themselves to improve
patient safety, and develop a
culture of continuous improvement,
openness and honesty.
o Evidenced
through
Board
Development
session
on
Culture and F2SU.
Application of learning that can be
embedded in future practice is
variable and there is scope for
improving consistency.
Speaking up behaviours are
modelled by the Board. However
the conversation continues to
encourage a just culture approach.
The Board are very good at being
visible and approachable whilst
acknowledging there needs to be a
variety of methods in place to
enable people to speak up.

nd

2 Board Development session with the
F2SU is being co-ordinated.
Production
of
an
annual
F2SU
development plan which includes:
o Implementation of a QA process
o Resource requirements.
o Publication of FTSU matters and
actions taken.
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Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

The board can evidence their commitment to
creating an open and honest culture by
demonstrating:











there are a named executive and
non-executive leads responsible for
speaking up
speaking up and other cultural
issues are included in the board
development programme
they welcome workers to speak
about their experiences in person
at board meetings
the trust has a sustained and
ongoing focus on the reduction of
bullying, harassment and incivility
there is a plan to monitor possible
detriment to those who have
spoken up and a robust process to
review claims of detriment if they
are made
the trust continually invests in
leadership development
the trust regularly evaluates how
effective its FTSU Guardian and
champion model is
the trust invests in a sustained,
creative and engaging
communication strategy to tell
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How fully do we
meet this now?
16.08.2019

Evidence to support a ‘full’ rating

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

Insert
review
date


Section 1
Section 2
Section 3










5

Very good – We have named
Executive
and
Non-Executive
Leads for Speaking Up. Both of
which actively engage with the
Guardian team through regular
meetings and support driving
speaking up through the Freedom
to Speak Up Steering Group.
The Guardians have facilitated one
Board Development session, with a
second session being arranged.
Board meetings have staff / patient
stories at the start of each meeting
– not specifically relating to
speaking up.
The Trust has an agreed
leadership approach which sets out
the importance of creating a
positive work based culture, a
central part of this is to encourage
staff to speak up.
The evaluation of the FTSU model
requires further review.
The
Guardian
team
have
now
implemented a standard operating
procedure for the accessibility of
the Guardians which includes key
measures. Ongoing work with the
audit team.
Currently not sharing the positive

nd

2 Board Development session with the
F2SU is being co-ordinated.
Ongoing reporting to Trust Board.
Guardians to develop newsletter to help
share journey and progress to include
recent issues escalated and the
response.
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Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

How fully do we
meet this now?
16.08.2019

Evidence to support a ‘full’ rating

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

Insert
review
date

positive stories about speaking up.

stories
about
speaking
up.
Guardians are trying to understand
how we can do this safely.

Have a strategy to improve your FTSU culture
The board can evidence it has a
comprehensive and up-to-date strategy to
improve its FTSU culture. Evidence should
demonstrate:






as a minimum – the draft strategy
was shared with key stakeholders
the strategy has been discussed and
agreed by the board
the strategy is linked to or embedded
within other relevant strategies
the board is regularly updated by the
executive lead on the progress
against the strategy as a whole
the executive lead oversees the
regular evaluation of what the
strategy has achieved using a range
of qualitative and quantitative
measures.

P7



Section 4




Support your FTSU Guardian

6

Revised
F2SU
strategy
in
development, as part of the People
Strategy refresh. Further, ongoing
work, developing the strategy with
the Guardians. The steering group
will help to formalise this process.
The Strategy will be reviewed as part
of the Guardian update to Steering
Group.
There is scope for completing a
formal annual review and better
triangulation of measures.

Agree measures that will be reviewed as
part of refresh of strategy.
Build regular review of People Strategy
into forward work plan following
publication of annual staff survey results.

Appendix 2
Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

The executive team can evidence they
actively support their FTSU Guardian.
Evidence should demonstrate:


they have carefully evaluated
whether their Guardian/champions
have enough ringfenced time to
carry out all aspects of their role
effectively



the Guardian has been given time
and resource to complete training
and development



there is support available to enable
the Guardian to reflect on the
emotional aspects of their role



there are regular meetings between
the Guardian and key executives as
well as the non executive lead.



individual executives have enabled
the Guardian to escalate patient
safety matters and to ensure that
speaking up cases are progressed
in a timely manner
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How fully do we
meet this now?
16.08.2019

Evidence to support a ‘full’ rating

Insert
review
date


Section 1
Section 2
Section 5








they have enabled the Guardian to
have access to anonymised patient
safety and employee relations data
for triangulation purposes

7

Trust currently has three Guardians
covering 1 day a week each.
Recruitment process under way to
enable coverage for x 5 days.
Current Guardians feel this would be
sufficient cover.
The Guardians are supported fully in
training
and
development
as
identified.
The Guardians meet regularly with
the Chief Executive and Director of
People. They also have access to
the Chairman and Non-Executive
Lead as and when required.
The Guardians are able to access all
executives with any concern that
they feel requires escalation to them.
Once escalation has occurred the
Guardian and Executive remain in
contact to ensure assurance that the
concern is being heard and
addressed, as appropriate.
The Guardians access to data has
not been restricted.
The Guardians are able to attend
regional network meetings and all
relevant National Guardian events.

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

Appendix 2
Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information



How fully do we
meet this now?
16.08.2019

Evidence to support a ‘full’ rating

Principal actions needed in relation to a
‘not’ or ‘partial’ rating



Implement culture dashboard.

Insert
review
date

the Guardian is enabled to develop
external relationships and attend
National Guardian related events

Be assured your FTSU culture is healthy and effective
Evidence that you have a speaking up policy
that reflects the minimum standards set out
by NHS Improvement. Evidence should
demonstrate:



that the policy is up to date and has
been reviewed at least every two
years
reviews have been informed by
feedback from workers who have
spoken up, audits, quality assurance
findings and gap analysis against
recommendations from the National
Guardian.

Evidence that you receive assurance to
demonstrate that the speaking up culture is
healthy and effective. Evidence should
demonstrate:



you receive a variety of assurance
assurance in relation to FTSU is
appropriately triangulated with
assurance in relation to patient
experience/safety and worker

P8
Section 8
National
policy

P8
Section 6



8

Assurances are received via:
o Staff survey
o Pulse survey
o Guardian feedback
o Your Voice sessions
The Freedom to Speak Up Steering
Group has relevant representation to
ensure triangulation of information.
However further work is required on
this and will be supported by the

Appendix 2
Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information







How fully do we
meet this now?
16.08.2019

Evidence to support a ‘full’ rating

Insert
review
date

experience.
you map and assess your assurance
to ensure there are no gaps and you
flex the amount of assurance you
require to suit your current
circumstances
you have gathered further assurance
during times of change or when there
has been a negative outcome of an
investigation or inspection
you evaluate gaps in assurance and
manage any risks identified, adding
them to the trust’s risk register where
appropriate.

The board can evidence the Guardian
attends board meetings, at least every six
months, and presents a comprehensive
report.

The board can evidence the FTSU
Guardian role has been implemented using
a fair recruitment process in accordance
with the example job description (JD) and
other guidance published by the National
Guardian.

Cultural dashboard.

P8



Guardian attendance at Board has
increased in frequency. The
Guardians produce a paper for the
Board quarterly and attend to share
any key points.



The Guardian application process
uses the NGO job description. This
is a competitive process open to all
Trust staff.

Section 7

Section 1
NGO JD
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Principal actions needed in relation to a
‘not’ or ‘partial’ rating

Appendix 2
Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

The board can evidence they receive gap
analysis in relation to guidance and reports
from the National Guardian.

Section 7

How fully do we
meet this now?
16.08.2019

Evidence to support a ‘full’ rating

Insert
review
date


Be open and transparent
The trust can evidence how it has been open
and transparent in relation to concerns raised
by its workers. Evidence should
demonstrate:
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discussion with relevant oversight
organisation
discussion within relevant peer
networks
content in the trust’s annual report
content on the trust’s website
discussion at the public board
welcoming engagement with the
National Guardian and her staff

Individual responsibilities
The chair, chief executive, executive lead for
FTSU, Non-executive lead for FTSU, HR/OD
director, medical director and director of
nursing should evidence that they have
considered how they meet the various

Section 1

10

Gap analysis is undertaken by the
Guardians, this has been shared
with the Executive team and will
form part of the Board reports.

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

Appendix 2
Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

How fully do we
meet this now?
16.08.2019

Evidence to support a ‘full’ rating

Insert
review
date

responsibilities associated with their role as
part of their appraisal.

11

Principal actions needed in relation to a
‘not’ or ‘partial’ rating
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Executive Summary

These are exciting times for clinical and translational research in Plymouth. National Institute of
Health Research (NIHR) research activity league tables show that we have continued to recruit
well to multicentre studies. We have made strides towards our strategic focus on research
which is particularly relevant to the healthcare and wellbeing needs of the communities we
serve, and have embraced preventative approaches in line with the NHS 10 year plan. As an
anchor institution in a well-integrated healthcare ecosystem, we have collaborated widely with
local and regional partners to promote Plymouth as preferred site for research and innovation in
Health & Life Sciences, and to increase access to research for our patients and public.
Clinical researchers across all the healthcare and allied professions have access to support
from an NIHR Research Design Service, Clinical Trials Unit, and Applied Research
Collaborative, all of which have re-accredited or renewed their long term contracts in the past
year. Perhaps most excitingly, we are closely aligned with the new Faculty of Health: Medicine,
Dentistry & Human Sciences under the leadership of a new Executive Dean, our gateway to a
growing Integrated Academic Training program, state of the art labs in the Derriford Research
Facility and a new Brain Research Imaging Centre. We now look forward to building even
higher on these foundations.
The Annual Report is appended to this report.
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.
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Environment & Sustainability Impact Assessment
There are no direct environment and sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the Annual Report.
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INTRODUCTION

University Hospitals Plymouth NHS Trust is the largest hospital in the South
West of England, at the centre of an integrated care system serving a
population of half a million people. Our mission is to offer cutting edge
healthcare through access to clinical research to any patients for whom we
have a treatment pathway.
The 2018/19 National Institute for Health Research (NIHR) research activity
league table shows University Hospitals Plymouth NHS Trust (UHP) recruited
4,371 participants into 216 actively recruiting studies – an 11% increase on the
number of participants in 2017/18. This puts us in 22nd place against a total of
153 acute Trusts nationally for the number of NIHR portfolio studies we had
open, up one place on last year’s table, and in 37th position for the number of
participants we’ve recruited into clinical trials.
These league tables do not capture the full extent of our research activity.
We support a broad portfolio of academic research, own account clinical trials
which are not on the NIHR national portfolio, and almost fifty commercial
clinical trials. When all these are considered together, we hosted around 550
clinical studies in 2018/19, recruiting just over 4,900 patients in total.

3
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OUR RESEARCH STRATEGY 2019-2024
Delivering Tomorrow’s Treatments Today, the Trust’s research strategy for
2019-24, sets out an ambitious plan for our development of clinical research
over the next five years. This strategy is summarised in the figure below.

In 2018/19 we made progress towards these strategic enablers and intents as
follows:
Collaboration with local partners
Our major annual renewable research contract is with the NIHR Clinical
Research Network South West (CRN SW), which provides the infrastructure
to run NIHR studies. Our CRN annual review for 2018/19 confirmed that we
exceeded target NIHR recruitment again this year, and that we have achieved
the required NIHR high level objectives.
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There have been significant developments in the year for our closest higher
education partner, the University of Plymouth.

Separate faculties have

converged into one Faculty of Health: Medicine, Dentistry & Human
Sciences, under a new Executive Dean, Professor Sube Banerjee, a key
national figure in dementia research and policy.
In April we launched the Research College, a virtual hub providing readier
access for clinicians and healthcare practitioners to research support.

A

steering group chaired by Jerry Roberts, University of Plymouth’s Deputy Vice
Chancellor for Research and Enterprise, and involving ourselves, Peninsula
Clinical Trials Unit (Pen CTU) and Research Design Service South West
(RDSSW) executives, will align our processes and governance ever more
closely over the coming years to support further development of local chief
investigators.

Over the summer we hosted three Bench to Bedside Lunches fostering
collaboration between UHP clinicians with University research staff from the
Institute of Translational and Stratified Medicine, state of the art Derriford

5
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Research Facility labs, the Clinical Schools and the new Brain Research
Imaging Centre.

Impact Story
Two UHP clinicians have been awarded Global Challenge
Research Funding through the University to scope larger projects
translating their research insights in neonatology and
ophthalmology into a developing world setting. UHP’s 2019
internal research funding round generated wide multiprofessional interest, with thirteen applications received from
clinical and academic teams across the fields of Neurosurgery,
Neurology, Nursing, Histopathology, Reproductive Health ,
Dentistry, Digital Transformation, Staff Health, Respiratory
Medicine, Pain Management , Imaging, Cardiology and Critical
Care.
Research & Development Annual Report 2018/19

The RDS SW, which supports South West Chief Investigators towards NIHR
program grants, has had its contract extended for a further five year period
to September 2023.
The Trust is an anchor partner in the Plymouth Health Innovation Alliance.
Established in 2019, the Alliance is collaboration with the University of
Plymouth, Plymouth City Council, Plymouth Science Park, South West
Academic Health Science Network and an array of local industry partners.
The purpose is to establish Plymouth’s reputation as a Health and Life
Sciences Cluster, attracting economic investment.

An Alliance Manager,

recently appointed, and an Executive group including UHP’s Associate
Medical Director for R&D, and Board, including UHP’s CEO, will drive this
initiative forward to positively impact local people’s lives through health and
social care research and innovation opportunities.
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High Standards of Governance

In 2018/9 our Research Governance team have reviewed the Trust Research &
Development Policy and updated the Research Risk Register and the majority
of our Research Standard Operating Procedures.
UHP’s Five Year Research Strategy 2019-24, defining our research vision to
improve the health and wellbeing of our local population by conducting high
quality research which is relevant to their needs, and our mission to embed a
climate of research as a core part of our approach to multi-professional
clinical care, was approved by the Trust Board. Our Annual Plan for delivery
of the five year Strategy defines key objectives and reviews progress towards
each of the key strategic intents.
We report comparative Key Performance Indicators across a range of
research-related activities to the Trust Board, and will include a summary of
these in the Annual Report for 2019/20.
The Department looks forward to being included in autumn 2019 in a
comprehensive independent review of our own structure and processes
which will help to truly integrate research within the core business of the
Trust.
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OUR STRATEGIC INTENTS
1.

Reflecting the needs of the local population

We’ve hosted three Patient Engagement and Involvement events over the
past year, attended by almost 300 delegates, to clarify the research priorities
of the population we serve. These events have highlighted themes in clinical
and social care for the elderly and in mental health which we will seek to
address over the next few years.
Our annual Patient Experience Questionnaire surveyed the research
experience of participants in our clinical studies. 97% of respondents felt that
their participation in research was valued, 94% would recommend
participation in research to others, and almost three quarters learned more
about their medical condition through their participation.
We have identified a gap in access to primary care research in the city and are
working with primary care network partners on a bid to establish a research
unit to meet the need (see strategic intent 6 below).

8
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Impact Story
The “Be on The Team” study recruited 675 young people into a
project researching whether immunising teenagers with
vaccines against ‘Meningitis B’ could protect them and the wider
community against these potentially deadly bacteria. Through
this study we have developed really good links with twelve sixth
form colleges in the local area and have offered students the
opportunity also to learn more about clinical trials.
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. This was
reported in the British Journal of Haematology 2018, and
received wide media coverage.

Research & Development Annual Report 2018/19

2.

Reflecting Transformation in Healthcare Delivery

Key themes in the NHS 10 Year Plan are:
•

Preventative Medicine

The UHP sponsored Trial of Physical Activity and Reduction of Smoking, TARS,
completed recruitment and will report over the coming years.
Amongst our bids for major NIHR grant funding in 2018/9 were projects
researching life coaching approaches in weight management and reduction of
non-alcoholic liver disease.
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Impact Story
Realignment of a clinical pathway: a clinical service offering
Prehabilitation (targeted exercise and counselling to help
patients prepare for Major Cancer Surgery) was commissioned
and established in 2019. We are about to commence recruitment
to the Wesfit study, the largest randomised control trial in
Prehabilitation to date.
Research & Development Annual Report 2018/19

•

Embracing Innovation and Technology

We have participated in studies, for example the FORECAST trial in cardiac
Computer Tomography and the BEST3 study in Upper Gastrointestinal
surgery, which aim to improve diagnostics for potentially life threatening
conditions.

Impact Story
A grandad of ten from West Devon has said being invited to take
part in a clinical trial was the “luckiest day of his life” following
an unexpected cancer diagnosis. He was invited by his local GP
practice to take part in an innovative clinical trial, the Cancer
Research UK-funded BEST3 Trial, investigating whether
swallowing a special sponge can detect Barrett’s Oesophagus - a
condition that can increase a person’s risk of developing
oesophageal (food pipe) cancer. The trial uses a Cytosponge, a
cheap and simple test that can be done in a GP surgery instead of
a referral to hospital for an endoscopy. Two weeks after taking
part he was given the very unexpected news that he had cancer.
He has since gone on to have surgery at University Hospitals
Plymouth NHS Trust to cure him from cancer.
Research & Development Annual Report 2018/19
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•

Integrated Care

PenCLAHRC is the NIHR Collaboration for Leadership in Applied Health
Research and Care (CLAHRC) South West Peninsula. They are a partnership of
NHS Trusts across Cornwall, Devon and Somerset, plus the Universities of
Exeter and Plymouth (http://clahrc-peninsula.nihr.ac.uk/about).

In 2019

PenCLAHRC were successful in their bid to become a designated NIHR
Applied Research Collaboration, funded till 2024. The new funding is part of a
£135 million Government investment in health research aimed at tackling the
biggest challenges in health and care. With PenCLAHRC we have identified
several opportunities where Health Services Researchers can work effectively
with staff redesigning clinical pathways in primary, secondary and social care
and in mental health.

We have signed a research agreement with the

Peninsula Treatment Centre (the first such collaboration between an NHS
Trust and Care UK, the Independent Sector organisation) and are recruiting
Care UK patients to research using online testing to track cognitive function
in the elderly related to hip and knee replacement surgery and to a major
surgical study evaluating the utility of Magnetic Resonance Imaging scans in
the planning of gall bladder surgery.
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•

Digital Transformation

Working with Health Data Research UK, we are building a bid to become a
Digital Innovation Hub for Sepsis, linking datasets from several million
patients.
We are the UK’s leading exponent of TrinetX incorporating Trialsconnect, a
platform matching regional population characteristics to suitable clinical
trials.

Through TrinetX we have been selected as a site for several

pharmaceutical clinical trials.
Impact Story
People with Parkinson’s disease could see their care transformed
thanks to a new service involving wearable technology. The
Health Foundation funded project, entitled Developing Homebased Parkinson's Care and led by the University of Plymouth and
University Hospitals Plymouth NHS Trust, sees patients use a
wrist-worn device known as a Personal Kinetigraph (PKG®) to
help them and a specialist team monitor their condition at home.
The specialist Parkinson’s team can then work remotely,
ensuring that help – including calls or clinic appointments – can
be offered when it is needed rather than as a routine.
Research & Development Annual Report 2018/19

3.

Growing a Research Rich Climate

The Trust has green-lighted the refurbishment of our Lind Research Unit (to
commence October 2019) to support a broader portfolio of clinical trials. The
enhanced unit and a revised staffing model will provide for overnight
admission and increased Phase 1 clinical trials capability.
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Our biannual Research congress 2018, our first as University Hospitals
Plymouth, was attended by well over 100 delegates, showcasing UHP and
University of Plymouth Research and Innovation to the wider clinical
community.

Between April 2018 and March 2019 351 articles with UHP authors were listed
on Pubmed, the major healthcare literature database.
4.

Involving a multidisciplinary workforce

We continue to work in close partnership with the University of Plymouth and
the Clinical Research Network South West to realise our mutual research
ambitions for the South West, in particular the development of local early
career and non-medical researchers.
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Our study portfolio is distributed across 157 Principal Investigators and 29
Chief Investigators, around 10% of whom are nurses, Allied Health
Professionals, Health Scientists of Midwives.
Throughout 2019 we have hosted a dietitian on an NIHR Allied Health
Professional Research Fellowship. She is now working on a PhD proposal.
Between University of Plymouth and the Trust, the Integrated Academic
Training Program led by Dr Camille Carroll currently hosts eleven NIHR
Academic Clinical Fellows and three Clinical Lecturers across ten specialities,
including public health. This compares favourably with six years ago when we
had only one. These posts provide substantial supervision, support and
protected research time for doctors in training to develop into future Chief
Investigators and academic leaders.
In 2019 we appointed three post Foundation Trainees to our clinical trials
fellow support posts based in the Lind Research Unit and have worked with
Service Lines to support junior doctors in research roles in key areas, including
Dermatology, Oncology, Rheumatology and Neurology.

5.

Financial Stability

Our balanced portfolio of around 550 studies brings additional direct income
to the Trust and significant further benefits through improved clinical
outcomes and many further impacts as summarised in the figure below. We
continue to work closely with Service Line Managers and Leads to provide
research opportunities across all our clinical services.
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Health benefits, safety,
quality for research
participants & carers
Economic

6.

Service & workforce

Research profile of
organisation & capacity
building

Organisation’s influence
and reputation

Knowledge generation &
knowledge exchange

Building the case towards NIHR Clinical Research Facility and Phase
2/3 Clinical Trials Centre status

Refurbishment of the Lind Research Unit positions us to bid for the next
round of NIHR funding as a Clinical Research Facility (running Phase 1 clinical
studies) in 2020.

We are currently also working with Primary Care Networks (PCN) to prepare a
separate bid for NIHR funding to host a Phase 2/3 Research Unit in the city
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centre of Plymouth. This networked ‘prime site’ approach could attract more
studies to the region. The collaboration aims to address long-term health
conditions through the testing of oral medications in the primary care setting.
The offer from the Trust is to take the lead in the provision of the processes,
people and technology to establish and run this Research Unit.
This partnership venture would create a unique opportunity for more PCNs
and their populations to participate in and benefit from research, offering
clinical trial opportunities over a wider footprint and potentially reducing the
future demand on secondary care.

IN CONCLUSION
These are exciting times for clinical and translational research in Plymouth.
NIHR research activity league tables show that we have continued to recruit
well to multicentre studies. We have made strides towards our strategic
focus on research which is particularly relevant to the healthcare and
wellbeing needs of the communities we serve, and have embraced
preventative approaches in line with the NHS 10 Year Plan.
As an anchor institution in a well-integrated healthcare ecosystem, we have
collaborated widely with local and regional partners to promote Plymouth as
preferred site for research & innovation in Health and Life Sciences, and to
increase access to research for our patients and public.
Clinical researchers across all the healthcare and allied professions have
access to support from an NIHR Research Design Service, Clinical Trials Unit,
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and Applied Research Collaborative, all of which have re-accredited or
renewed their long term contracts in the past year. Perhaps most excitingly,
we are closely aligned with the new Faculty of Health: Medicine, Dentistry &
Human Sciences under the leadership of a new Executive Dean, our gateway
to a growing Integrated Academic Training program, state of the art labs in
the Derriford Research Facility and a new Brain Research Imaging Centre.
We now look forward to building even higher on these foundations.

Dr Gary Minto
Director of Research & Development, Plymouth Hospitals NHS Trust
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Purpose
This report is to inform the Trust board about the current systems in place for
Medical Appraisal and Revalidation, the performance of these systems, and
plans for improvement. These should provide assurance that the Trust is
discharging its obligations under the Responsible Officer regulations. The Board
is asked to accept this report and the actions recommended, and to sign off the
Statement of Compliance required by NHS England.

Decision

Information




Assurance



Approval

Corporate Objectives
Improve Quality

Develop our Workforce


Executive Summary



Improve Financial Position Create Sustainable Future

University Hospitals Plymouth NHS Trust (UHP) is the Designated Body for over 600 doctors. We
achieved a ‘headline’ appraisal rate in 2018-19 of 91.0%, which is comparable with other
designated bodies overseen by NHS England. This paper follows a new format, defined by NHS
England, to inform the Board of the current revalidation and appraisal arrangements in the Trust.
Quality Impact Assessment
Medical revalidation is designed to improve quality of service by strengthening regulation of medical
staff, and ensuring that patient feedback becomes a routine part of all medical appraisals.
Financial Impact Assessment
The financial impact of the revalidation legislation has been included within the organisation’s
current financial envelope.
Regulatory Impact Assessment
The paper is designed to provide the Board with assurance that the medical revalidation legislation
is being appropriately complied with.
Equality and Diversity Impact Assessment
No known Issues. Impact considered as part of the ongoing action plan.
Environment & Sustainability Impact Assessment
N/A
Key Recommendations
The Trust Board / Committee is asked to:
1. The Trust Board is asked to accept this report, to note the actions planned and under way, and
to note that the report will be shared with the higher level Responsible Officer at NHS England.
2. The Trust Board is asked to approve the ‘Statement of Compliance’, as in previous years,
confirming that the organisation, as a Designated Body, is in compliance with the regulations.
Next Steps
The planned actions, to be managed by the Medical Director, are set out in each section.
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Introduction:
The Framework of Quality Assurance (FQA) for Responsible Officers and
Revalidation was first published in April 2014 and comprised of the main FQA
document and annexes A – G. Included in the seven annexes is the Annual
Organisational Audit (annex C), Board Report (annex D) and Statement of
Compliance (annex E), which although are listed separately, are linked together
through the annual audit process. To ensure the FQA continues to support future
progress in organisations and provides the required level of assurance both within
designated bodies and to the higher-level responsible officer, a review of the main
document and its underpinning annexes has been undertaken with the priority
redesign of the three annexes below:
•

Annual Organisational Audit (AOA):
The AOA has been simplified, with the removal of most non-numerical items. The
intention is for the AOA to be the exercise that captures relevant numerical data
necessary for regional and national assurance. The numerical data on appraisal
rates is included as before, with minor simplification in response to feedback from
designated bodies.

•

Board Report template:
The Board Report template now includes the qualitative questions previously
contained in the AOA. There were set out as simple Yes/No responses in the
AOA but in the revised Board Report template they are presented to support the
designated body in reviewing their progress in these areas over time.

Whereas the previous version of the Board Report template addressed the
designated body’s compliance with the responsible officer regulations, the
revised version now contains items to help designated bodies assess their
effectiveness in supporting medical governance in keeping with the General
Medical Council (GMC) handbook on medical governance 1. This publication
describes a four-point checklist for organisations in respect of good medical
governance, signed up to by the national UK systems regulators including the
Care Quality Commission (CQC). Some of these points are already addressed by
the existing questions in the Board Report template but with the aim of ensuring
the checklist is fully covered, additional questions have been included. The
intention is to help designated bodies meet the requirements of the system
regulator as well as those of the professional regulator. In this way the two
regulatory processes become complementary, with the practical benefit of
avoiding duplication of recording.
1

Effective clinical governance for the medical profession: a handbook for organisations employing,
contracting or overseeing the practice of doctors GMC (2018) [https://www.gmc-uk.org//media/documents/governance-handbook-2018_pdf-76395284.pdf]
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The over-riding intention is to create a Board Report template that guides
organisations by setting out the key requirements for compliance with regulations
and key national guidance, and provides a format to review these requirements,
so that the designated body can demonstrate not only basic compliance but
continued improvement over time. Completion of the template will therefore:

a) help the designated body in its pursuit of quality improvement,
b) provide the necessary assurance to the higher-level responsible officer, and
c) act as evidence for CQC inspections.

•

Statement of Compliance:
The Statement Compliance (in Section 8) has been combined with the Board
Report for efficiency and simplicity.
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Designated Body Annual Board Report
Section 1 – General:
The executive management team – of University Hospitals Plymouth NHS Trust can
confirm that:

1. The Annual Organisational Audit (AOA) for this year has been submitted.
Date of AOA submission: 3rd June 2019 (Deadline 7th June)
Action from last year: none
Comments: The definitions and methodology for this audit are defined by
NHS England.
Action for next year: Submit return as required.

2. An appropriately trained licensed medical practitioner is nominated or
appointed as a responsible officer.
Action from last year: none
Comments: The Responsible Officer (RO) and Medical Director is Dr Phil
Hughes
Action for next year: Enable Mr Paul McArdle, Deputy Medical Director to
undertake RO responsibilities. (RO Training planned for November 2019)

3. The designated body provides sufficient funds, capacity and other resources
for the responsible officer to carry out the responsibilities of the role.
Yes/No [delete as applicable]
Action from last year: none
Comments: The Responsible Officer is supported by:
Mr Paul McArdle, Consultant Surgeon and Deputy Medical Director
Mr Andrew Dickinson, Consultant Surgeon and Appraisal Lead,
Mr Mark Wimlett, Job Planning and Revalidation Manager, and
Mrs Louisa Hunneman, Appraisal and Revalidation Administrator.
Action for next year: none

4. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is always maintained.
Action from last year: none
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Comments: Our list of licensed medical practitioners is constantly reviewed.
We provide information to be handed to new starters, and receive lists from
the Medical staffing department so we can follow up those who should be
connected to us. More recently we have been working with NHS Professions,
who are operating the locum bank, to ensure that those doctors receive
appropriate advice and direction.
Action for next year: Working with NHS Professionals, be more rigorous in
removing doctors who are connected to UHP via the locum bank, but are no
longer working shifts here.
5. All policies in place to support medical revalidation are actively monitored and
regularly reviewed.
Action from last year: A number of proposed changes are to be included in
an updated policy:
•
Change the appraisal regime for doctors who ‘temporarily exit training’.
by treating them in a similar way to trainees (see point 7 below).
•
Clarify the Multisource feedback requirements for those clinicians
unable to collect patient feedback, using alternatives or substitutes.
•
Increase the frequency by which doctors must change their appraiser,
mandating that doctors should only see the same appraiser three times in
succession. This is consistent with NHS England advice and best practice.
•
Allocate appraisers / doctors to each other; currently doctors may
choose their appraiser. Replacing this choice by allocating appraisers from
outside the doctor’s specialty should make appraisal more rigorous.
•
Notify line managers of upcoming appraisals so that they can ensure
that any concerns they have can be raised and discussed at appraisal.
Comments: Policy has been amended this year, and those changes are
undergoing review with Medical Staff panel.
Action for next year: Policy approval and implementation.

6. A peer review has been undertaken of this organisation’s appraisal and
revalidation processes.
Action from last year: none
Comments: The last formal external review was in November 2016,
conducted by NHS England’s regional team. Last year we engaged with
Livewell SouthWest, to review and compare policies and processes, ahead
of potential greater integration with them. Representatives also attend
regional ‘network’ meetings to ensure our processes and policies are
keeping pace with best practice, and use external trainers for our appraisal
training to ensure exposure to other trusts’ ideas.
Action for next year: Continued engagement with NHS England at a regional
level, and local partner NHS Trusts, to ensure consistency with national
developments.
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7. A process is in place to ensure locum or short-term placement doctors working
in the organisation, including those with a prescribed connection to another
organisation, are supported in their continuing professional development,
appraisal, revalidation, and governance.
Action from last year: Change the appraisal regime for doctors who
‘temporarily exit training’.
Comments: The Trust is working towards providing greater support to Trust
doctors, who form much of the ‘short-term placement’ group, by assigning an
Educational Supervisor to them and trying to support them in a similar way to
trainees. The Educational Supervisor will be best placed to have an
appraisal discussion with the individual, the due date of which will be set by
the appraisal team. This should ensure an improvement in our appraisal
rate, while also providing beneficial support to the doctor.
Doctors with a prescribed connection to another organisation include
trainees, part-time GP’s, and Military doctors, all of whom should currently
get good support in the areas listed above. This group also includes agency
doctors, who would not normally be eligible for this support. The trust is
trying to encourage agency locums into employment direct with the trust,
including through NHSP locum bank. This allows UHP to best support their
development and ensure good governance.
Action for next year: Appraisal processes will be adapted to utilise the
Educational supervisor in line with improved support for Trust doctors.
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Section 2 – Effective Appraisal
1. All doctors in this organisation have an annual appraisal that covers a doctor’s
whole practice, which takes account of all relevant information relating to the
doctor’s fitness to practice (for their work carried out in the organisation and for
work carried out for any other body in the appraisal period), including
information about complaints, significant events and outlying clinical outcomes.
Action from last year: none
Comments: The percentage of appraisals completed on time has increased
again, despite increasing medical workforce numbers, including a large
increase in temporary / short contract holders, who are the most challenged
group on this metric. Our appraisal rates compare favourably with peers in our
sector.
Action for next year: Implement policy change for “Trust” doctors, which
should increase participation in appraisal.

2. Where in Question 1 this does not occur, there is full understanding of the
reasons why and suitable action is taken.
Action from last year: none
Comments: The list of Pending and overdue appraisals are reviewed monthly
by the RO at Revalidation meetings, and we will issue warnings and/or
formally share our non-engagement concerns with the GMC, as appropriate.
Where a doctor is repeatedly late we employ alternative methodologies in the
following year to secure full engagement in the process.
Action for next year: none

3. There is a medical appraisal policy in place that is compliant with national policy
and has received the Board’s approval (or by an equivalent governance or
executive group).
Action from last year: A number of actions require a change in the Medical
Appraisal policy (Section 1 Question 5 above)
Comments: The revised policy has been tabled at Medical staff panel and
discussed, feedback has been received, and the amended policy is due back
to the next Medical Staff panel.
Action for next year: Implement the agreed changes to policy

4. The designated body has the necessary number of trained appraisers to carry
out timely annual medical appraisals for all its licensed medical practitioners.
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Action from last year: Increase the number of Trust Appraisers in order to
reduce the maximum number of appraisals that each appraiser should
conduct per year.
Comments: We have increased the number of appraisers as planned, but will
need to train more to maintain a suitable number of trained appraisers, as a
number of existing appraisers are retiring from work.
Action for next year: Ensure number of trained appraisers is maintained.

5. Medical appraisers participate in ongoing performance review and training/
development activities, to include attendance at appraisal network/development
events, peer review and calibration of professional judgements (Quality
Assurance of Medical Appraisers2 or equivalent).
Action from last year: none
Comments: Training activities for appraisers, conducted by an external
provider, have continued.
Action for next year: Our focus this year is to establish a routine process of
appraisal review, by appraisers, to allow learning from others’ work and thus
facilitate improvement. Regular ‘appraiser update’ training activities will
continue.

6. The appraisal system in place for the doctors in your organisation is subject to
a quality assurance process and the findings are reported to the Board or
equivalent governance group.
Action from last year: none
Comments: Appraisal paper work is reviewed as part of the revalidation
checks, but Quality assurance of our appraisal system is not currently
sufficiently objective
Action for next year: We have plans in place to introduce a regular formal
audit, as part of appraiser development, using the NHS England audit tool
(ASPAT). This will allow us an objective measure of overall quality which we
will be able to track over time, plus it will provide feedback to individual
appraisers about the quality of the appraisals they conduct.

2
2

http://www.england.nhs.uk/revalidation/ro/app-syst/
Doctors with a prescribed connection to the designated body on the date of reporting.
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Section 3 – Recommendations to the GMC
1. Timely recommendations are made to the GMC about the fitness to practise of
all doctors with a prescribed connection to the designated body, in accordance
with the GMC requirements and responsible officer protocol.
Action from last year: none
Comments: In 2018-19, The UHP designated body made 148
recommendations to the GMC about doctor’s revalidation. 14 of these were a
recommendation to defer revalidation, and 1 was for Non-engagement in the
process. There were 133 recommendations to revalidate. Many ‘deferrals’
relate to lack of multisource feedback, which is a specific requirement of the
GMC.
Action for next year: Bring forward the deadline for multisource feedback
within the revalidation cycle.

2. Revalidation recommendations made to the GMC are confirmed promptly to the
doctor and the reasons for the recommendations, particularly if the
recommendation is one of deferral or non-engagement, are discussed with the
doctor before the recommendation is submitted.
Action from last year: none
Comments: We do not routinely confirm positive recommendations to the
doctors concerned. The RO’s recommendation is immediately
communicated to the GMC, and they will confirm their final decision to the
doctor.
In 2018-19, for all other recommendations, the doctor would have been aware
of the recommendation and the reasons why.
In the instance when a ‘non engagement’ revalidation recommendation is
likely to be discussed at a revalidation meeting, then the HMSC chair and
LNC chair will be invited to the meeting and/or asked for their opinion to be
represented there.
Action for next year: none
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Section 4 – Medical governance
1. This organisation creates an environment which delivers effective clinical
governance for doctors.
Action from last year: none
Comments: The Trust has a strategic objective of Delivering safe, high
quality services, including reduction of harm events and securing regulatory
compliance. This is supported corporately by the clinical governance
department’s resources, policies and processes, who are designed to
support service lines and their dedicated Clinical governance leads.
Action for next year: none

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

4. The system for responding to concerns about a doctor in our organisation is
subject to a quality assurance process and the findings are reported to the
Board or equivalent governance group. Analysis includes numbers, type and
outcome of concerns, as well as aspects such as consideration of protected
characteristics of the doctors 3.
Action from last year: none
Comments: All concerns related to a medical practitioner’s fitness to practice
will be managed in accordance with the Trust’s Maintaining High
Professional Standards Policy. The policy outlines the procedure for
managing a concern when it arises, Medical Directors pre-formal and formal
investigation processes.
Formal investigation, restrictions to practice and exclusions are overseen by
a Trust Non-Executive Director (NED).
The role of the NED is to ensure that exclusion procedures are established
and followed; ensuring the proper corporate governance of the Trust,
maintaining momentum of the process, review continuing exclusion, any
representations from the practitioner about the exclusion or the investigation
Action for next year: Improvements are required as to the reporting to Trust
Board of all concerns about a doctor in our organisation. A standard format
needs to be developed to allow for monthly reporting to the Trust Board via
the Medical Director or Director of People.

5. There is a process for transferring information and concerns quickly and
effectively between the responsible officer in our organisation and other
responsible officers (or persons with appropriate governance responsibility)
about a) doctors connected to your organisation and who also work in other
places, and b) doctors connected elsewhere but who also work in our
organisation 4.
Action from last year: none
Comments: Where a concern arises there is a process of RO to RO transfer
of information. Where a serious concern arises with a doctor connected to
our organisation who also works in other places and there is a need to
invoke a formal investigation or exclusion the RO (UHP) will make direct
contact with the RO (other employer).
4

This question sets out the expectation that an organisation gathers high level data on the
management of concerns about doctors. It is envisaged information in this important area may be
requested in future AOA exercises so that the results can be reported on at a regional and national
level.
4
The Medical Profession (Responsible Officers) Regulations 2011, regulation 11:
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents
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The reverse should be true for doctors connected elsewhere, and in addition
the RO has regular monthly meetings with the GMC’s Employer Liaison
Advisor (ELA), where issues concerning doctors who may be working at
UHP can be discussed.
Action for next year: Need to perform a gap analysis of our processes
(across Medical staffing, Appraisal, Postgraduate medical education), to
ensure risks are mitigated.

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

Section 5 – Employment Checks
1. A system is in place to ensure the appropriate pre-employment background
checks are undertaken to confirm all doctors, including locum and short-term
doctors, have qualifications and are suitably skilled and knowledgeable to
undertake their professional duties.
Action from last year: none
Comments: All doctors employed by the Trust are recruited in accordance
with NHS Safer Recruitment Standards. Compliance for Locum Bank is
managed via NHS Professionals Doctors Direct service in accordance with
the NHS Safer Recruitment Standards.
Only Agencies that are on a national agency framework agreement
approved by NHS Improvement provide temporary workers to the Trust, this
gives a level of assurance that the staffing providers operate a robust and
effective recruitment processes aligned to the NHS Safer Recruitment
Standards. The Trust always undertake a review of the documentation to
ensure that the checks meet the required standards before any doctor
commences in a role.
Action for next year: none

page 11

Item 13

Section 6 – Summary of comments, and overall conclusion
Some of the planned improvements involve a formal change to policies, or
coordination across multiple stakeholders, and are still works-in-progress. We
have made good progress by increasing appraisal rates against a tide of
increasing numbers of temporary staff, though diligent hard work, however
further ‘step’ changes require a change in approach which we will introduce,
but will take time to embed.
Removing doctor’s ability to choose their appraiser will not be popular, but we
feel is the key to increasing the quality and rigour of appraisals.
We are confident of the quality of our appraisers work, but are aware of the
need for objective data to measure improvement, and provide feedback to
appraisers.
Overall conclusion: We feel our appraisal and revalidation systems are fit-forpurpose. Further work is however required to further improve quality and
embed national best practice.

Section 7 – Statement of Compliance:
The Board of University Hospitals Plymouth NHS Trust has reviewed the content of
this report and can confirm the organisation is compliant with The Medical Profession
(Responsible Officers) Regulations 2010 (as amended in 2013).

Signed on behalf of the designated body
[(Chief executive or chairman (or executive if no board exists)]

Official name of designated body: _ _University Hospitals Plymouth NHS Trust _ _

Name: _ _ _ _ _ _ _ _ _ _ _
Role: _ _Chair_ _ _ _ _ _

Signed: _ _ _ _ _ _ _ _ _ _

Date: _ _27th September 2019

page 12

This page is intentionally blank.

Official

Item 13

Dr Mike Prentice
Revalidation Lead
NHS England
Quarry House
Quarry Hill
Leeds
LS2 7UE

PA Contact Details:
Tracy.calvert@nhs.net
Tel: 0113 825 3052
18 July 2019

Our Ref: 575
Publications Approval 000740
Dr Philip Hughes
Responsible Officer
University Hospitals Plymouth NHS Trust
Dear Dr Hughes

Medical Revalidation Annual Organisational Audit (AOA) Comparator Report
for: 575 - University Hospitals Plymouth NHS Trust
I am writing to thank you for submitting a return to the NHS England 18/19 Annual
Organisational Audit (AOA) exercise.
Please find enclosed a report setting out your response to the exercise. The
report also compares your organisation’s submission with that of other designated
bodies across England, both in a similar sector and nationwide.
The 2018/19 slimmed down version of the AOA was designed to concentrate
primarily on the quantitative measures of previous AOAs, the number of doctors
with a prescribed connection and their appraisal rates. In this the sixth year of the
AOA, I am pleased to report a continuing upward trend in the overall appraisal
rate. This is extremely reassuring and I would like to thank you once again for your
continued work. There is emerging evidence that creating the right environment
for doctors to reflect on their clinical practice through appraisal is one which
enables them to thrive and develop professionally. This benefits the patients that
they look after and allows doctors to have confidence in their professional practice.

1

As well as revising the AOA, a review of reporting the other important aspects of
the13
Item
responsible officer function (monitoring of practice, responding to concerns, and
identity/language checks) have moved to the annual Board report. The Board
report, combined with the annual Statement of Compliance, has been re-designed
to support a conversation within the designated body to review all the responsible
officer’s obligations and to agree an action plan for areas where further
development is identified.
Assurance of the totality of the designated body’s work on the responsible officer’s
duties will therefore be provided to the higher level responsible officer through both
completion of the AOA and the statement of compliance, as signed off by the
designated body’s Board or equivalent management body.
Board-level accountability for the quality and effectiveness of appraisal rates is
extremely important and this report, along with the resulting action plan, should be
presented to your board, or an equivalent management body. It is also good
practice to include the report in an NHS organisation’s Quality Account.
If you need support in improving any element of your revalidation systems, your
local revalidation team (contact details below) can help you.
Your higher level
responsible officer

Michael Marsh

Your local revalidation
team’s lead contact

Claire Brown

Your local revalidation
team’s contact details

england.revalidation-south@nhs.net

This letter has been sent to the responsible officer recorded in the AOA return at 31
March 2019. If you are no longer the responsible officer, please pass this report on
to the new responsible officer immediately, or to the Chief Executive of the
organisation. If there are any changes to notify, or you have any queries, please
contact your local revalidation team.
Please note that for transparency and openness, your submitted AOA return will be
shared with your higher level responsible officer and some elements of the return will
be shared with the appropriate regulatory bodies.
A more detailed report including the anonymised results of all organisations involved
in this AOA exercise will be published in the autumn.
I would like to take this opportunity to thank you for providing the required assurance
to your higher level RO, and to NHS England.
Further information on revalidation can be found at www.england.nhs.uk/revalidation
Yours sincerely

Doctor Mike Prentice
Revalidation Lead
NHS England
cc: Your higher level responsible officer
cc: Your local revalidation team’s lead contact
2
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YOUR ANNUAL ORGANISATIONAL AUDIT
Analysis is based on the total of 862 returns from designated bodies (DBs) to the 2018/19 Annual Organisational Audit (AOA) exercise for the year ending 31
March 2019

The following information is presented as per your own AOA submission.
Name of designated body:

University Hospitals Plymouth NHS Trust

Name of responsible officer:

Dr Philip Hughes

Sector:

Acute hospital/secondary care non-foundation trust

Prescribed connection to:

NHS England (Regional Team - South West)

Please note:
a) In some instances, data was not suitable for comparative reporting. In these cases your own response may be reported, but comparative data is not. An
explanation is given for this within the report. If you require further information on these areas, please contact your local revalidation lead:
Claire Brown at england.revalidation-south@nhs.net.

b) Only the questions asked are presented below. Please refer to AOA 2018/19 for the full indicator definitions if required.
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2018/19 AOA indicator
SECTION 1: The Designated Body and the Responsible Officer

1.4

A responsible officer has been nominated/appointed in compliance
with the regulations.

4

Your
organisation’s
response

Same sector:

All sectors:

DBs in sector: 52

Total DBs: 862

Your
organisation’s
response

No. of DBs in same sector
and (%) that said ‘Yes’

No. of DBs in all
sectors and (%) that
said ‘Yes’

Yes

52 (100.0%)

851 (98.7%)
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2018/19 AOA indicator
SECTION 2: Appraisal

2.1

Number of doctors with whom the designated body has
a prescribed connection as at 31 March 2019

Same sector:

All sectors:

Your
organisation’s
response

DBs in sector: 52

Total DBs: 862

No. of doctors
(in organisation)

Total no. of doctors
(in SAME sector)

Total no. of doctors
(across ALL sectors)

407

17065

53177

2.1.1

Consultants

2.1.2

Staff grade, associate specialist, specialty doctor

66

4420

12543

2.1.3

Doctors on Performers Lists

0

0

47422

2.1.4

Doctors with practising privileges

0

3

1870

2.1.5

Temporary or short-term contract holders

145

5824

22314

2.1.6

Other doctors with a prescribed connection to this designated body

5

285

7128

2.1.7

Total number of doctors with a prescribed connection

623

27597

144454
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2018/19 AOA indicator

Your
organisation’s
response

SECTION 2 (cont): Appraisal

Same sector:
DBs in sector: 52

All sectors:
Total DBs: 862

Completed appraisals (1)
Your
organisation’s
response and (%)
calculated
appraisal rate

Same sector
appraisal rate

ALL sectors
appraisal rate

2.1.1 Consultants

392 (96.3%)

94.1%

93.7%

2.1.2 Staff grade, associate specialist, specialty doctor

58 (87.9%)

85.4%

88.2%

2.1.3 Doctors on Performers Lists

N/A

N/A

95.2%

2.1.4 Doctors with practising privileges

N/A

100.0%

92.7%

112 (77.2%)

79.6%

81.8%

2.1.6 Other doctors with a prescribed connection to this designated body

5 (100%)

91.6%

87.9%

2.1.7 Total number of doctors who had a completed annual appraisal

567 (91.0%)

89.6%

91.5%

2.1

Number of doctors with whom the designated body has a
prescribed connection on 31 March 2019 who had a completed
annual appraisal between 1 April 2018 – 31 March 2019

2.1.5 Temporary or short-term contract holders
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2018/19 AOA indicator

Your
organisation’s
response

SECTION 2 (cont): Appraisal

Same sector:
DBs in sector: 52

All sectors:
Total DBs: 862

Approved incomplete or missed appraisal (2)
Your
organisation’s
response and (%)
calculated
appraisal rate

Same sector
appraisal rate

ALL sectors
appraisal rate

2.1.1 Consultants

11 (2.7%)

3.4%

4.2%

2.1.2 Staff grade, associate specialist, specialty doctor

8 (12.1%)

9.8%

8.6%

2.1.3 Doctors on Performers Lists

N/A

N/A

4.2%

2.1.4 Doctors with practising privileges

N/A

0.0%

5.1%

30 (20.7%)

14.2%

13.6%

0 (0%)

4.9%

10.5%

49 (7.9%)

6.7%

6.4%

2.1

Number of doctors with whom the designated body has a
prescribed connection on 31 March 2019 who had an
Approved incomplete or missed appraisal between 1 April
2018 – 31 March 2019

2.1.5 Temporary or short-term contract holders
2.1.6 Other doctors with a prescribed connection to this designated body
Total number of doctors who had an approved incomplete

2.1.7 or missed appraisal
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2018/19 AOA indicator

Your
organisation’s
response

SECTION 2 (cont): Appraisal

Same sector:
DBs in sector: 52

All sectors:
Total DBs: 862

Unapproved incomplete or missed appraisal (3)
Number of doctors with whom the designated body has a
prescribed connection on 31 March 2019 who had an
Unapproved incomplete or missed annual appraisal between 1
April 2018 – 31 March 2019

Your organisation’s
response and (%)
calculated appraisal
rate

Same sector
appraisal rate

ALL sectors
appraisal rate

4 (1.0%)

2.5%

2.2%

0 (0%)

4.8%

3.2%

2.1.3 Doctors on Performers Lists

N/A

N/A

0.6%

2.1.4 Doctors with practising privileges

N/A

0.0%

2.2%

3 (2.1%)

6.3%

4.6%

0 (0%)

3.5%

1.6%

7 (1.1%)

3.7%

2.1%

2.1

2.1.1 Consultants
2.1.2 Staff grade, associate specialist, specialty doctor

2.1.5 Temporary or short-term contract holders
2.1.6 Other doctors with a prescribed connection to this designated body
Total number of doctors who had an unapproved

2.1.7 incomplete or missed annual appraisal
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201/1 AOA indicator
Your organisation's response

SECTION 3:

3.1

7KHODVW$QQXDO%RDUGUHSRUWZDVVLJQHGRIIRQ

05/10/2018 00:00:00

7KHODVW6WDWHPHQWRI&RPSOLDQFHZDVVLJQHGRIIRQ

08/10/2018 00:00:00
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2018/19 AOA indicator
SECTION 4: Comments

Your organisation’s response

4.1
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SUMMARY REPORT
Trust Board

September 2019

Subject

Information Governance

Prepared by

Lee Budge, Director of Corporate Business

Approved by

Lee Budge, Director of Corporate Business

Presented by

Lee Budge, Director of Corporate Business

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

Decision
Approval
Information
Assurance




Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

Create Sustainable Future


Executive Summary
Effective information governance is critical as the loss or inappropriate disclosure of personal
information can cause significant distress to patients or staff, undermine trust in the organisation
and lead to substantial fines that would be better spent on patient care.
In assessing our performance we have identified a number of distinct domains relevant to our
information governance responsibilities. This report sets out how we are performing in each of these
areas and the action we are taking to secure improvement, where appropriate. This may be
summarised, as follows:
 Regulatory compliance: The Trust has established arrangements to secure compliance with
General Data Protection Regulations (GDPR), the national data opt-out and the National Data
Security & Protection Toolkit (DSPT). This is an extensive programme of work which continues
to be a key area of focus in 2019/20.
 Responding to incidents: There have been 3 incidents which have been reported to the
Information Commissioners Office (ICO) in 2019/20. A full root cause analysis (RCA) has been
completed for each incident and learning from these incidents will be incorporated in next year’s
IG module of the annual mandatory training.
 Freedom of Information: The Board will be aware that we have not met Freedom of
Information Act turnaround targets for a number of years having experienced a significant
increase in the number and complexity of requests for information. Thanks to the considerable
efforts of the Information Governance Team there has been a considerable improvement in our
performance in 2018/19 which has been sustained into 2019/20.
 Subject Access Requests: As anticipated in previous reports to the Board, the introduction of
GDPR in May 2018 has resulted in a significant increase in the volume of requests received
from individuals and patient representatives. This, coupled with the fact that there has been a
period of high levels of sickness within the team has resulted in an increasing backlog of
Subject Access Requests. Plans have, however, been developed to improve this position.
 Organisational Policies: The Trust has a total of 241 active policy documents of which 39
were out of date at the beginning of September. The Trust’s Information Governance Team
continue to work with document owners to ensure that organisational policies are updated as
necessary.
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 Cyber Security: The IM&T department continues to make progress in delivering the action plan
to further enhance the Trust’s security arrangements and meet requirements of the GDPR and
DSP Toolkit with oversight by the Caldicott Information and Governance Assurance Committee
(CIGAC). An IT Security Officer has been recruited. The presence of a dedicated IT Security
Officer and additional IT technical engineers as part of a virtual security team has allowed
greater focus on cyber security activities, risk assurance and mitigation across the IM&T
service. However, much work remains to meet the challenges faced from ever evolving
advanced persistent threats and the complex technical environment in which we live.
In summary, the Trust generally performs well in respect of our information governance
responsibilities but we must continue to be vigilant to ensure that consistently high standards are
adopted throughout the Trust.
Quality Impact Assessment
Inappropriate disclosure of sensitive patient identifiable information could cause significant distress
and anxiety to patients.
Financial Impact Assessment
Breaches can result in the imposition of a substantial financial penalty.
Regulatory Impact Assessment
The Trust must comply with the requirements of Data Protection legislation and the Freedom of
Information Act. The ICO regulates the use and access to personal and official data.
Equality and Diversity Impact Assessment
There are no direct equalities and diversity implications associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the Trust’s performance and the continued focus on maintaining
vigilance and reminding staff of the importance of adopting high information governance standards.
Next Steps
The issues highlighted in the report will be taken forward by the Director of Corporate Business in
his capacity as Senior Information Risk Officer (SIRO).
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Introduction

1.1

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

2

Background

2.1

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

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

3

Overview of information governance domains

3.1

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

Our domains of information governance

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

Regulatory
compliance

Cyber
Security

Trust Policies
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Data Quality

Freedom of
Information

Regulatory compliance
General Data Protection Regulation (GDPR)

4.1

The EU GDPR combines with UK Data Protection Act 2018 to form the UK’s Data
Protection Legislation which requires the Trust to be accountable for the data it
processes. A key requirement is to maintain a Record of Processing Activities (ROPA)
and to be clear on the legal basis for all data processing.

4.2

The Trust achieves this through a number of mechanisms including maintaining an
Information Asset Register of all the main electronic systems, maintaining System
Level Security Policies, local record inventories detailing data held on shared folders
and other local storage, documenting key data flows and ensuring that Data Protection
Impact Assessments (DPIAs) are carried out by teams introducing change.

4.3

Three members of the IG team have gained the British Computer Society Practitioner
qualifications in Data Protection this year.
4
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National data opt-out
4.4

The national data opt-out is a NHS Digital service that allows people to opt-out of their
confidential patient information being shared for research or planning purposes.
Patients are already able to register their opt-out and they only need to do this in one
place. By 31st March 2020 all health and care organisations are required to apply
national data opt-outs where requested. A steering group has been established to
oversee this major piece of work for the Trust.
National Data Security & Protection Toolkit (DSPT)

4.5

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

4.3

The evidence required for the 2019/20 toolkit has been expanded and there is more
emphasis on IM&T processes. The IG team have met with expert leads and discussed
the evidence required to meet the standards

4.4

Acute trusts must provide evidence for a series of mandatory ‘assertions’ in order to
submit a satisfactory result. The DSP toolkit will be the subject of two submissions this
year, the baseline submission in October 2019 and the final submission in March 2020.
The expectation is that organisations will keep evidence up to date allowing the Care
Quality Commission to review documents as part of their ‘well-led’ inspections.

4.5

Audit South West will undertake an audit of the Trust’s October submission. Any
recommendations made in this report will be incorporated into the evidence submitted
for the final submission in March 2020.

4.6

Annual training is a key component of the toolkit evidence. Data Security Awareness
training (Level 1) has been developed by NHS Digital and is available on the Electronic
Staff Record (ESR) system for key staff. In addition, all Trust staff complete annual
mandatory training which includes a bespoke IG section including content from the
Level 1 module.

4.7

The Board may wish to note that the DSPT includes a requirement to name which
members of the Trust Board have completed the required training.
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5

Responding to incidents

5.1

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

5.2

A profile of our reported incidents is illustrated in Figure 2.
Figure 2

Profile of reported ‘Information Governance’ incidents

The number and severity of reported ‘Information Governance’ incidents is shown in the graph below.
250

Local Investigation

ICO Reportable

200

150

100

50

4.8

19/20 Q1

18/19 Q4

18/19 Q3

18/19 Q2

18/19 Q1

17/18 Q4

17/18 Q3

17/18 Q2

17/18 Q1

16/17 Q4

16/17 Q3

16/17 Q2

16/17 Q1

15/16 Q4

15/16 Q3

15/16 Q2

15/16 Q1

14/15 Q4

14/15 Q3

14/15 Q2

14/15 Q1

13/14 Q4

13/14 Q3

13/14 Q2

0

In 2019/20 there have been three ICO Reportable Incidents to date:
 Incident A - A patient contacted the Trust to advise that their correspondence had
been sent in a window envelope which clearly displayed the nature of their
condition.
 Incident B - A work notebook and confidential paperwork containing sensitive
information was left on the ground of a supermarket petrol station.
 Incident C - The Trust’s Research, Development and Innovation Department
emailed a general newsletter to approximately 1,000 people. The email was sent
with all the email addresses being visible.

4.9

These were reported to the ICO and a full root cause analysis (RCA) conducted for
each incident. The Risk & Incident Team monitor all action plans to ensure that all
outstanding actions are completed. Learning from all of these incidents will be
incorporated into next year’s IG module within the annual mandatory training.
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6

Freedom of Information

6.1

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

6.2

The Board will be aware that we have not met Freedom of Information Act turnaround
targets for a number of years having experienced a significant increase in the number
and complexity of requests for information. There are risks associated with this position
which have previously been discussed by the Trust Board.

6.3

Notwithstanding this, a number of measures have been taken to optimise our
performance. FOI is now part of the IG team providing additional cover and support.
Furthermore, two members of the IG team have gained the British Computer Society
Practitioner qualifications in FOI are undertaking formal FOI training.

6.4

This has contributed to a significant improvement in our performance in 2018/19 which
has been sustained into 2019/20 as shown in Figure 3 below.
Figure 3

Compliance with Freedom of Information disclosure requirements

There has been a significant improvement in the Trust’s performance in 2018/19.
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6.5

I would like to express my sincerest thanks to the Information Governance Team,
under the leadership of Penny Taylor, Head of Information Governance, for all of the
incredible hard work which has secured this tremendous achievement.
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Subject Access Requests (SAR)

7.1

The General Data Protection Regulations (GDPR) which came into effect on 25th May
2018 allows a Subject Access Request (SAR) to be made free of charge, unless the
requests are manifestly unfounded, excessive or if it is a request for further copies.
The requests must be addressed within 30 calendar days although this may be
extended to a maximum of 2 months in certain specified circumstances.
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7.2

As anticipated in previous reports to the Board, this has resulted in a significant
increase in the volume of requests received from individuals and patient
representatives. This is illustrated in Figure 4 which summarises the volume of
disclosure requests received since April 2017.
Figure 4

Subject Access Requests

There has been a significant increase in the volume of SARs since May 2018.
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7.3

This significant increase in activity, coupled with the fact that there has been a period of
high levels of sickness within the team has resulted in an increasing backlog of Subject
Access Requests. There are currently 197 outstanding requests, 96 of which have
breached the 30 day target.

7.4

The Board should note, however, that the team have developed a plan to address the
increase in demand and recover the backlog position. This includes enhanced
supervision, a number of staff within the Disclosure Team undertaking overtime and an
increase in the overall size of the team.

7.5

The team are also hoping to streamline their processes within the scanning and
burning tasks when they move to using Office 365 which is due to happen later this
year. This can be used to share the disclosure information through secure links via
email and it is hoped this will save time and money in the team’s processes as the
team will no longer need to burn to discs.

8

Organisational policies

8.1

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

8.2

As of 2nd September 2019, the Trust has a total of 241 active policy documents of
which 39 were out of date. Work by the Trust’s Document Controller to liaise with
Document Owners, make them aware their documents are due for review and request
updates on the progress of their review is ongoing. Out of date documents are now
prefixed with “Expired” to make it clear to users that they are not in date.
8
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9

Cyber security

9.1

The IM&T department continues to make progress in delivering the action plan to
further enhance the Trust’s security arrangements and meet requirements of the GDPR
and DSP Toolkit with oversight by the Caldicott Information and Governance
Assurance Committee (CIGAC).

9.2

An IT Security Officer has been recruited. The presence of a dedicated IT Security
Officer and additional IT technical engineers as part of a virtual security team has
allowed greater focus on cyber security activities, risk assurance and mitigation across
the IM&T service.

9.3

Following receipt of funding from NHS Digital towards enhancing the Trust’s cyber
security arrangements and mitigating the key risks identified by various reviews and
audits, the following progress has been made:
 Enhanced antivirus protection has now been fully rolled out to the PC and laptop
estate providing protection against ransomware and malware. The Trust has also
agreed to join wave one of the Windows 10 and Advanced Threat Protection (ATP)
offered by Microsoft through NHS Digital. This will further enhance protection to the
end user computer estate. Progress to the end of August is 21% of devices migrated
to Windows 10 and 77% on ATP. The plan is for 80% of devices to be migrated to
Windows 10 and 100% on ATP by the end of March 2020.
 The upgrade to largely automated server patch management processes has proved
invaluable during May and August as two highly critical Microsoft remote desktop
protocol vulnerabilities have been published through CareCERT. This has enabled
accelerated monthly patching process to be as non-disruptive as possible.
 End user device patching using Microsoft System Centre Configuration Manager
(SCCM) for these vulnerabilities has proved more challenging and support has been
requested from end users to regularly and routinely restart/reboot their computers to
enable these critical patches to be applied in a timely manner. Work is ongoing to
provide further assurance that patching compliance is adhered to.
 Network Access Control, to secure physical network sockets against unauthorised
use, is in pilot in the new Cardiac Unit and is being planned for further pilot at the
NU Building prior to Trust wide rollout in the first quarter of 2020.
 A tender specification has been produced to establish a Security Operations Centre
including security incident and event management capabilities to provide enhanced
threat identification and alerting.
 The annual security penetration test of the Trust’s HSCN and Internet connections is
currently being conducted with the support of our local partner BlueScreen IT.

9.4

Furthermore, NHS Digital’s Cyber Security Support Model has been adopted and will
include the following initiatives:
 A further independent Dionach IT security audit (assessment followed by
remediation) is planned during October and November 2019. This is required by
and funded through NHS Digital. This is a good precursor to achieving Cyber
Essentials Plus accreditation as it will identify any gaps that exist. Additionally,
Internal Audit will audit IM&T Cyber Security from November through to the early
part of 2020 to provide further assurance to the Trust.
9
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 The IM&T Department is also pursuing Cyber Essentials Plus accreditation by
March 2021 in line with NHS Digital expectations. This includes better cyber security
awareness for all Trust staff and enhanced awareness for IT engineering staff plus
specialist qualifications for security-focused individuals.
 A cyber incident rehearsal exercise is being carried out by IM&T in September in
line with the National and Local Resilience Strategy, which highlights a particular
government concern over a major cyber security event coinciding with Brexit. This
will also enable testing and update of the Trusts IM&T Business Continuity
Management plan and associated Cyber Security Incident Response procedure and
associated Action Cards.
 Adoption of a Unified Cyber Risk Framework across Trust functions.
9.5

Finally, Imprivata Single Sign On (SSO) with strong authentication is to be rolled out
across the clinical community within the Trust. This will provide multi-factor user
authentication for system access via use of a local contactless smartcard and user
PIN. The smartcard will be multi-purpose covering identity badge, physical building
door access, clinical IT system access and secure printing.

9.6

In summary, procurement and implementation of the solutions identified above has
greatly enhanced protection from ransomware which caused the WannaCry incident.
However, much work remains to meet the challenges faced from ever evolving
advanced persistent threats and the complex technical environment in which we live.
This has been illustrated by the two recent high severity Microsoft remote desktop
protocol security vulnerabilities (BlueKeep and DejaBlue), remediation of which has
taken up considerable IM&T resources. The main cyber security focus areas for the
coming year may be summarised as follows:
 Adoption of NHS Digital’s Cyber Security Support Model.
 Computer patching and update compliance and assurance.
 Establishment of a Security Operations Centre.
 Widen and refresh cyber security awareness across the Trust in line with evolving
threats and changing technology.
 Wider roll-out of strong authentication across the Trust to replace weaker and
vulnerable username and password user authentication.
 Development of an identity based security strategy to support modern IT practises
and user behaviours – any application from any device over any network.
 Enhanced cyber security for mobile devices and remote working which are
becoming more common place.
 Development of an appropriate security strategy for IoMT (Internet of Medical
Things) which are becoming more common place.
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Purpose
The purpose of this report is to seek the Trust’s Board’s approval to our selfcertified assessment of compliance with the national 10 maternity safety actions
prior to submission to NHS Resolution and New Devon CCG.

Decision
Approval



Information
Assurance



Corporate Objectives
Improve Quality

Develop our Workforce


Executive Summary

Improve Financial Position

Create Sustainable Future



Background
The Maternity Safety Strategy set out the Department of Health’s ambition to reward those who
have taken action to improve maternity safety. NHS Resolution (NHSR) is continuing to support this
work in this, the second year of this process of self-assessment. The expectation is that trusts will
be able to demonstrate progress against all 10 of the maternity safety actions in order to qualify for
a rebate of their contribution to the incentive fund. The Trust’s self-assessment must be signed off
by the Board. It should be noted that last year, the first year of this scheme, UHP received the
maximum rebate, demonstrating compliance with all of the safety recommendations with its
Maternity Services.
Completing our assessment
Trust Board may wish to note that we have adopted a comprehensive approach to ensuring that our
self-certified position is accurate and supported by appropriate evidence. This has included:
 Detailed consideration of national guidance and FAQs.
 Compilation of a comprehensive file of supporting evidence.
 Liaising with other pan-Devon trust via the Local Maternity System (LMS) to ensure
consistency in submission
 Agreement with the CCG, via the LMS, of acceptable evidence for each of the criterion
 Independent review by the Head of Audit, Assurance and Effectiveness.
 Check and challenge session by the Director of Corporate Business.
Our self-certified assessment
We have assessed the Trust as compliant with all 10 of the standards. The attached document
summarises the evidence base supporting that assessment. A more detailed portfolio of supporting
evidence is available should the Board wish to refer to this.
Quality Impact Assessment
Implementing these actions should deliver a qualitative difference in Trusts’ performance on
improving maternity safety and by doing this, Trusts would be expected to reduce incidents of harm
that lead to clinical negligence claims.
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Financial Impact Assessment
The scheme rewards trusts who have implemented the 10 maternity safety actions. We have
estimated that this equates to £325, 000. It should be noted that last year the rebate totalled >
£500k as UHP was awarded additional; funds from unclaimed monies as less trusts were fully
compliant than had been anticipated; for example UHP was the only one of the four trusts in Devon
fully compliant last year.
Regulatory Impact Assessment
The report relates to compliance with national standards.
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 Trust Board is asked to:
1. Review the self-certified assessment and supporting evidence.
2. Note the approach we have adopted to ensure that our self-certified position is accurate and
supported by appropriate evidence.
3. Satisfy itself that the evidence provided to demonstrate compliance with / achievement of
the maternity safety actions meets the required standards and that the self-certification is
accurate.
Next Steps
The Director of Midwifery will submit the assessment and supporting evidence to the CCG and
NHSR in accordance with the national timetable.
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CNST Incentive Scheme Maternity Safety Actions Assessment

August 2019

Section A: Self- assessment
Safety action and required standards

Summary assessment and key supporting evidence

Assessment

1

The PMRT is now the standardised tool for assessing all losses >22 weeks
gestation within the Maternity setting. Parents are routinely invited to be part of the
investigation that ensues after such a loss.

Action and
standards
met.

Are you using the National Perinatal Mortality Review Tool
(NPMRT) to review perinatal deaths?
a) A review of 95% of all deaths of babies suitable for review
using the Perinatal Mortality Review Tool (PMRT)
occurring from Wednesday 12 December 2018 have been
started within four months of each death.
b) At least 50% of all deaths of babies who were born and
died in your trust (including any home births where the
baby died) from Wednesday 12 December 2018 will have
been reviewed, by a multidisciplinary review team, with
each review completed to the point that a draft report has
been generated, within four months of each death.
c) In 95% of all deaths of babies who were born and died in
your trust (including any home births where the baby died)
from Wednesday 12 December 2018, the parents were
told that a review of their baby’s death will take place and
that their perspective and any concerns about their care
and that of their baby have been sought.
d) Quarterly reports have been submitted to the trust Board
that include details of all deaths reviewed and consequent
action plans.

2

Are you submitting data to the Maternity Services Data Set
(MSDS) to the required standard?
a) This relates to the quality, completeness of the submission

Any learning or findings from the reviews are disseminated departmentally where
appropriate. The details of the number of deaths and subsequent actions are
additionally integral to: Annual report to Trust Board, Bi- annual report to the
Quality Assurance Committee, in the circumstance of a loss also being a Serious
Incident – to the Weekly Executive Governance Meeting.
In addition the Rolling Action Plan is detailed within the Maternity Governance
Meeting Minutes (weekly) which is Quarterly attended by the Executive Lead for
Women’s and Children’s Services.
A pre-submission agreement with the CCG of a pan-Devon approach
demonstrative of Board reporting Committees and personnel adequately fulfilling
the remit of 1 (d) was made.
Supporting evidence
•

MBRRACE evidence of submission of all post 22+0 losses since December
12th 2018 to date of submission.

•

Minutes of Maternity Governance meetings demonstrative of cases being
reviewed by a multidisciplinary team.

•

Communications to the families of all babies within this period explaining
investigation process and inviting participation

•

Maternity Reports to: Quality Assurance Committee, Executive Governance
Meeting (in the circumstance of Serious Incidents only)

NHS Digital will issue a monthly scorecard to data submitters (trusts) that can be
presented to the Board to assess whether each MSDS data quality criteria has
been met and whether the overall score is enough to pass the assessment. It is

Action and
standards
met.

1

Safety action and required standards
to the Maternity Services Data Set (MSDS) and readiness
for implementing the next version of the dataset
(MSDSv2).

Summary assessment and key supporting evidence
necessary to pass all three mandatory criteria and 14 of the 19 other criteria
Supporting evidence
•

3

Assessment

Data Set showing submissions

Can you demonstrate that you have transitional care
facilities that are in place and operational to support the
implementation of the ATAIN Programme?

Transitional Care Ward (TCW) is an 18 bed ward adjacent to the NICU which
accommodates mothers / parents to be the primary care givers for their special
care babies; a family integrated care model.

a) Pathways of care for admission into and out of transitional
care have been jointly approved by maternity and neonatal
teams with neonatal involvement in decision making and
planning care for all babies in transitional care.

Supporting evidence

b) A data recording process for transitional care is
established, in order to produce commissioner returns for
Healthcare Resource Groups (HRG) 4/XA04 activity as per
Neonatal Critical Care Minimum Data Set (NCCMDS)
version 2.

•

NICU Operational Policy

•

NICU Annual report

•

NICU Guideline

•

TCW Admission Criteria

•

South West Attain Dashboard

•

ODN and LMS confirmation of ‘sign off’ of Action Plan

Action and
standards
met.

c) An action plan has been agreed at Board level and with
your Local Maternity Systems (LMS) and Operational
Delivery Network (ODN) to address local findings from
Avoiding Term Admissions Into Neonatal units (ATAIN)
reviews.
d) Progress with the agreed action plans has been shared
with your Board and your LMS & ODN.
4

Can you demonstrate an effective system of medical
workforce planning?
a) Formal record of the proportion of obstetrics and
gynaecology trainees in the trust who ‘disagreed/strongly
disagreed’ with the 2018 General Medical Council National
Training Survey question: ‘In my current post,
educational/training opportunities are rarely lost due to
gaps in the rota.’ In addition, a plan produced by the trust
to address lost educational opportunities due to rota gaps.

No trainees were within the defined category 4(a)
An ACSA visit was recently completed and we are currently awaiting the report.
Any actions required from this review will b reported to the Safety & Quality
Committee and/or the Trust Board in due course.

Action and
standards
met.

Supporting evidence
•

Report demonstrative of no students falling in the categories described.

•

ACSA related Action Plan.

b) An action plan is in place and agreed at Board level to
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Safety action and required standards

Summary assessment and key supporting evidence

Assessment

Midwifery Workforce planning is monitored both internally and via the Local
Maternity System. A pan-Devon approach is now taken to consistency in
workforce across the County.

Action and
standards
met.

meet Anaesthesia Clinical Services Accreditation (ACSA)
standards 1.2.4.6, 2.6.5.1 and 2.6.5.6.
5

Can you demonstrate an effective system of midwifery
workforce planning?
a) A systematic, evidence-based process to calculate
midwifery staffing establishment has been done.
b) The obstetric unit midwifery labour ward coordinator has
supernumerary status (defined as having no caseload of
their own during that shift) to enable oversight of all birth
activity in the service
c) Women receive one-to-one care in labour (this is the
minimum standard that Birthrate+ is based on)
d) A bi-annual report that covers staffing/safety issues is
submitted to the Board

An external review of Midwifery staffing was demonstrative of the correct number
of staff for the delivery rate and acuity at UHP.
Midwifery staffing is integral to the annual Maternity report to Board and the
annual Nursing and Midwifery Workforce report to Board.
Supporting evidence
•

Midwifery and Neonatal Staffing Report

•

Safer Staffing Data demonstrating the supernumerary coordinator

•

Maternity report demonstrative of acuity and red flag data

•

UHP policy describing the supernumerary coordinator

•

SoP re Supernumerary Coordinator

•

Birthrate+ External Review of Midwifery Staffing

•

Maternity Paper to Board (November 2018) demonstrative of Midwifery
Staffing levels

•

Performance

Dashboard

(staffing)
•
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Maternity Dashboard (one to one care in Labour)

Can you demonstrate compliance with all 4 elements of
the Saving Babies' Lives (SBL) care bundle?

Consistent with last year’s submission; UHP is compliant with all aspects of SBL1.
It should be noted that SBL2 is the required standard from April 2020.

a) Board level consideration of the Saving Babies' Lives
(SBL) care bundle (Version 1 published 21 March 2016) in
a way that supports the delivery of safer maternity
services.

Supporting Information

b) Each element of the SBL care bundle implemented or an

Action and
standards
met.

LMS Submission to NHS England confirming UHP compliancy with Saving Babies
Lives Care Bundle. In addition:
Element 1: Reducing smoking in pregnancy
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Safety action and required standards

Summary assessment and key supporting evidence

alternative intervention.

•

Data of referral rate to smoking cessation services

•

Dashboard demonstrating smoking rates recorded at booking at birth

Assessment

Element 2: Risk assessment and surveillance for fetal growth restriction
•

Trajectory and rationale towards compliance with interventions 1 and 2

•

Mandatory Training Schedule and uptake (Fundal Height Measurement
and the use of growth charts)

•

Audit of undetected SGA

Element 3: Raising awareness of reduced fetal movement
•

Antenatal Guideline – Reduced Fetal Movements

•

CTG assessment sticker

•

Patient Information Leaflet

Element 4: Effective fetal monitoring during labour
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•

Intrapartum Guideline

•

Number of staff completed CTG competency

•

CTG Training Register

•

Prompt training Schedule and attendance

•

‘Fresh Eyes’ audit

Can you demonstrate that you have a patient feedback
mechanism for maternity services, such as the Maternity
Voices Partnership Forum, and that you regularly act on
feedback?

User involvement is integral to the ongoing development of Maternity Services.
The LMS has now appointed a ‘Maternity Voices Partnership’ Lead to progress
further a consistent pan-Devon approach to capturing and progressing the voice of
the user when planning and developing services.

a) User involvement has an impact on the development
and/or improvement of maternity services.

Supporting evidence
•

Maternity Survey - Action Update

•

‘Walk the floor’ information

•

MVP Minutes

•

Maternity Line

Action and
standards
met.

4

Safety action and required standards

8

9

Summary assessment and key supporting evidence
•

Bereavement Feedback

•

Newsletters

•

Circulated emails indicative of patient feedback

Can you evidence that 90% of each maternity unit staff
group have attended an 'in-house' multi-professional
maternity emergencies training session within the last
training year?

Training including fetal monitoring in labour and integrated team-working with
relevant simulated emergencies is delivered in simulated workshops inclusive of
all staff groups via the PROMPT programme.

a) 90% of each maternity unit staff group have attended an
'in-house' multi-professional maternity emergencies
training session within the last training year.

•

PROMPT attendance.

•

CNST Training record.

Can you demonstrate that the trust safety champions
(obstetrician and midwife) are meeting bi-monthly with
Board level champions to escalate locally identified
issues?

Mr Lee Budge, Director of Corporate Business, formally attends the Maternity
Governance Meeting bi-monthly. In addition the Director of Maternity Services
attends the weekly Executive Governance Meeting, also attended by the Medical
Director and the Director of Nursing and Integrated Professions.

a) The Executive Sponsor for the Maternal and Neonatal
Health Safety Collaborative (MNHSC) is actively engaging
with supporting quality and safety improvement activity
within the trust and the Local Learning System.

Monthly staff from Maternity and Neonatal Services have the opportunity to attend
a ‘Kitchen Table’; a forum for raising safety concerns from the ward that are then
brought back through Maternity to Board level reporting. Any actions from this
forum are not just feedback at the subsequent forum, but through ‘Theme of the
Week’ and the ‘Maternity Newsletter’

b) The Board level safety champions have implemented a
monthly feedback session for maternity and neonatal staff
to raise concerns relating to relevant safety issues
c) The Board level safety champions have taken steps to
address named safety concerns and that progress with
actioning these are visible to staff

Assessment

Action and
standards
met.

Supporting evidence

Action and
standards
met.

Supporting evidence
•

Minutes: Executive Governance Meetings, Maternity Governance Meetings
where attendance of Trust Safety Champion is applicable, Meetings between
Governance Leads and Trust Safety Champion for Maternity

•

Maternity ‘Kitchen Table’ (monthly opportunity for Maternity and Neonatal staff
to feedback safety concerns) minutes and action plans.

•

Maternity Board paper November 2018 (demonstrative of Local Improvement
Plan)

•

Confirmation of trusts Safety Champions’
event

•

Maternity Newsletter

attendance at national learning
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Safety action and required standards

10

Summary assessment and key supporting evidence
•

Care Group Board minutes

•

Care Group Performance Review for Maternity minutes

Have you reported 100% of qualifying 2017/18 incidents
under NHS Resolution's Early Notification scheme?

All qualifying incidents have been reported within the defined period.

a) Reporting of all qualifying incidents that occurred in the
2018/19 financial year to NHS Resolution under the Early
Notification scheme reporting criteria.

•

Early Notification Acknowledgements.

•

Confirmation email from NHSR that all cases reported

Supporting evidence

Assessment

Action and
standards
met.
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Section B: Summary action plan
Action

Standard

Owner

Timescale

Funding required

Submit review report to Trust Board for final
review of compliance against 2019
standards.

All

Sue Wilkins

31 Aug 2019

None.

Ensure that ACSA action plan is presented to
the Safety & Quality Committee and/or Trust
Board once it is available.

4

Phil Hughes

31 Oct 2019

None.

Comments
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Section C: Sign-off
For and on behalf of the Board of University Hospitals Plymouth NHS Trust confirming that:
•

The Board are satisfied that the evidence provided to demonstrate compliance with/achievement of the maternity safety actions meets standards as
set out in the safety actions and technical guidance document and that the self-certification is accurate.

•

The content of this form has been discussed with the commissioner(s) of the trust’s maternity services.

•

If applicable, the Board agrees that any reimbursement of maternity incentive scheme funds will be used to deliver the action(s) referred to in
Section B.

•

We expect trust Boards to self-certify the trust’s declarations following consideration of the evidence provided. Where subsequent verification
checks demonstrate an incorrect declaration has been made, this may indicate a failure of board governance which the Steering group will escalate
to the appropriate arm’s length body/NHS System leader.

Signature
Name
Position
Date
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Purpose
The purpose of this report is to provide the Board with an update on the Trust’s
overall arrangements, plans and performance for looking after the health and
safety of our staff, patients and visitors.

Decision
Approval
Information
Assurance




Corporate Objectives
Improve Quality

Develop our Workforce


Executive Summary

Improve Financial Position

Create Sustainable Future



Background
The Trust has a moral and legal duty to protect the health and safety of staff as detailed in the NHS
Constitution. We must also apply these principles to our patients and visitors.
Overall arrangements
We have robust overall arrangements in place for managing the Trust’s health and safety
responsibilities. This includes strong leadership, clear governance, staff-side engagement, specialist
management resources and a dashboard for monitoring health and safety incidents and outcomes.
Our strategic plan and priorities for 2019/20
We have developed a strategic plan for delivering our overall aim of reducing the incidence and risk
of harm to staff, patients and visitors. This aim is underpinned by the following four objectives:
•

Reducing harm.

•

Promoting awareness.

•

Securing compliance.

•

Improving systems.

For 2019/20, we have identified a small number of more specific improvement priorities against
each of these objectives.
Responding to reported incidents
Over the past two years there has been a steady growth in the total number of reported incidents
but with a corresponding decrease in those leading to harm. This is encouraging as it suggests that
the reporting culture is good whilst harm is reducing.
Violence and aggression towards staff and needle-stick injuries continue to be the most common
and severe of reported incidents. The Board may wish to note that both of these areas continue to
be key areas of focus for the Health & Safety Committee.
Managing risks
The Health & Safety Committee continues to review all serious and moderate risks to ensure that
appropriate mitigating actions are taken. Action has been taken to address a number of potentially
significant risks in 2018/19. The Board may wish to note that there are currently 46 open risks
graded as ‘Moderate’ but no risks graded as ‘Serious’.
1
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Quality Impact Assessment
There is strong evidence linking patient safety, patient experiences and the quality of care with the
safety, health and wellbeing of the workforce.
Financial Impact Assessment
There are no direct financial issues associated with this report although non-compliance with health
and safety legislation could lead to the imposition of a significant financial penalty.
Regulatory Impact Assessment
The Trust must comply with the requirements of the health and safety legislation. The Health &
Safety Executive (HSE) regulates compliance with this legislation.
Equality and Diversity Impact Assessment
There are no direct equalities and diversity implications associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note this report and is invited to comment on the proposed health and safety
priorities for 2019/20.
Next Steps
The issues highlighted in the report will be taken forward by the Director of Corporate Business in
his capacity as the Executive Lead for health and safety.
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Introduction

1.1

The purpose of this report is to provide the Board with an update on the Trust’s overall
arrangements, plans and performance for looking after the health and safety of our
staff, patients and visitors.

2

Background

2.1

The management of health, safety and wellbeing is central to the effective running of
the NHS. The moral and legal case for this in NHS organisations has been well made
over a number of years. There is strong evidence linking patient safety, patient
experiences and the quality of care with the safety, health and wellbeing of the
workforce. However, looking after the health and wellbeing of staff is far more than
supporting staff to develop health lifestyles.

2.2

There is a legal duty to protect the health and safety of staff as detailed in the NHS
Constitution which states that staff have a right to work within a healthy and safe
workplace and an environment in which the employer has taken all practical steps to
ensure the workplace is free from verbal or physical violence from patients, the public
or staff. The NHS Staff Council has developed a series of standards to support NHS
organisations in meeting their legal duties to protect staff from injury and illness.
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Our overall arrangements

3.1

The overall arrangements we have established for managing the Trust’s health and
safety responsibilities may be summarised as follows:
 Strong leadership: Whilst the Trust Board is ultimately responsible for the Trust’s
health and safety arrangements, the Director of Corporate Business has been
appointed as the executive lead for this area.
 Clear governance: The Director of Corporate Business chairs the Health and
Safety Committee which meets on a monthly basis.
 Staff-side engagement: Staff-side is well represented, and plays an active and
valuable role, on the Health & Safety Committee.
 Management resources: We have a very small but dedicated health and safety
team (1.2 wte) which is supported by a series of functional leads for specialist areas.
 Annual plan: We have an annual plan setting out our core objectives and priorities
for improvement. This is described further in Section 4 of this report.
 Measuring and monitoring: We have developed an innovative dashboard for
monitoring health and safety related incidents and outcomes.
3
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4

Our strategic plan and priorities

4.1

We have developed a strategic plan to provide clarity and focus on our priorities for
improvement. Most importantly, our overall aim is to reduce the incidence and risk of
harm to staff, patients and visitors. This aim is supported by a series of four more
specific objectives as summarised below.

Our overall aim is to reduce the incidence and risk
of harm to staff, patients and visitors by
continuing to adopt the highest standards of
health & safety practice at all times

4.2

Objective 1
Reducing Harm

Objective 2
Promoting Awareness

Objective 3
Ensuring Compliance

Objective 4
Improving Systems

Reduce likelihood and
incidence of harm in
key areas

Promote awareness
and ownership of key
health & safety issues

Ensuring compliance
with all national health
& safety standards

Maintain effective risk
and incident reporting
systems

Whilst systems and processes are important, we continue to focus our attention on
outcomes for staff, patients and visitors so as to avoid a commonly held, but
sometimes deserved, misconception that health and safety practices can create
unnecessary bureaucracy and lead to poor decision making. Our specific priorities for
2019/20 are as follows:
OBJECTIVE 1
Reducing Harm

4.3

OBJECTIVE 2
Promoting Awareness

OBJECTIVE 3
Ensuring Compliance

OBJECTIVE 4
Improving Systems

Violence & Aggression

Care Group Engagement

Compliance Assessment

Annual Safety Assessments

We will develop the
physical intervention team
to better support staff in
dealing with challenging
patients.

We will work with Care
Groups to secure better
understanding
and
ownership of health and
safety issues within teams.

We will update our
assessment
against
workplace H&S standards
and address any area of
non-compliance.

We will implement a
simpler,
more
robust
framework for ensuring
that all areas complete an
annual risk assessment.

Contamination Safety

Communication

Fire Safety

Risk Management

We will develop a robust
plan for reducing the
incidence and likelihood of
harm associated with
needle stick injuries.

We will publish monthly
‘Health & Safety Matters’
articles to raise awareness
of important health and
safety issues.

We will develop a clear
approach to addressing
risks
associated
with
appliances
and
noncompliant extension leads.

We will ensure that there
are appropriate mitigation
plans in place for all
moderate and serious risks
recorded on DATIX.

Other Harm

Proactive Audit

We will continue to
oversee arrangements for
minimising the risk of
harm in areas such as slip,
trips & falls and manual
handling.

We will implement a
programme of pro-active
audits to test compliance
with key health and safety
standards.

The Board is invited to comment on these priorities.
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5

Responding to reported incidents
Overall position

5.1

We have developed a dashboard for monitoring health and safety related incidents and
outcomes. This is updated on a monthly basis and enables us to assess the type,
location, frequency and severity of incidents with a view to ensuring that we focus our
efforts on the right areas and seek assurance that plans are implemented to address
any areas of concern.

5.2

The following graph shows a two year profile of reported health & safety incidents and
together with those leading to harm assessed as moderate or worse. This
demonstrates that there has been a steady growth in the total number of reported
incidents but with a corresponding decrease in those leading to harm. This is
encouraging as it suggests that the reporting culture is good whilst harm is reducing.
140
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The overall profile of health and safety related incidents in 2018/19 is summarised in
the following graph. At this level, there are no obvious trends although it also indicates
an open and effective reporting culture as incidents are being actively reported, even
where there is no harm.
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5.4

The following graph shows the type and severity of health and safety related incidents
in 2018/19. This clearly shows that violence and aggression towards staff and needlestick injuries (sometimes referred to as contamination injuries) continue to be the most
commonly reported incidents which results in the most significant harm to staff.
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falls

Death
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No Harm

The Board may wish to note that both of these areas continue to be key areas of focus
for the Health & Safety Committee. The actions being taken in each of these areas is
summarised below.
Violence & aggression

5.6

Staff should be able to come to work without fear of violence, abuse or harassment
from patients or their relatives but sadly this isn’t always the case. Many incidents
occur as a result of the inherent complications associated with the patients’ condition
and, whilst most of these incidents do not result in any harm, the potential for physical
and/or emotional harm to staff is never far away.

5.7

Significant progress has been made in addressing this risk by providing additional
capacity for the provision of conflict resolution and physical intervention training to give
staff the skills to defuse potentially challenging situations. The training team continue to
receive excellent feedback from staff on the quality and usefulness of this training and
attained a Quality Award from the Institute of Conflict Management which formally
recognises that our training meets certain standards.

5.8

Notwithstanding this, the existing team of just 2 whole time equivalents is not sufficient
to meet the increasing demand for this important training. This has led to external
trainers being utilised to partially meet the gap between demand and capacity.

5.9

In responding to this challenge, the Trust Management Executive (TME) has reviewed
and approved a business case to expand the existing service to provide additional
internal training capacity. The Board may wish to note that the Health & Safety
Committee will continue to oversee our arrangements in this area and support the
conflict resolution team as we seek to address this important area.
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Contamination injuries
5.10 With regard to needle-stick injuries, I am pleased to report that a Contamination Group
has been re-established under the leadership of the Deputy Director of Nursing to raise
address this important issue. The Board may wish to note that the Health & Safety
Committee will review the Group’s progress in developing and delivering a plan to
minimise the incidence and risk of such injuries.

6

Managing identified risks

6.1

The Health & Safety Committee continues to review all serious and moderate risks
which are relevant to the Trust’s health and safety responsibilities to ensure that
appropriate mitigating actions are being taken.

6.2

In 2018/19, the Committee provided oversight on the mitigation of a number of
potentially significant risks in areas such as fire evacuation arrangements for Level 8 of
the Terence Lewis Building and access to the Bircham Car Park by potentially
vulnerable patients.

6.3

The Board may wish to note that there are currently 46 open risks graded as
‘Moderate’ but no risks graded as ‘Serious’. The Health & Safety Committee continues
to review these risks to ensure that appropriate mitigation plans are in place.
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Item A
University Hospitals Plymouth NHS Trust
Minutes of the Safety and Quality Committee meeting
12.30 pm on Monday 19 August 2019
Conference Room, Derriford Centre for Health and Wellbeing
Chair’s Summary of Assurances for the Trust Board
Board Assurance Framework (BAF) Risk
Risk Q2 Follow up Backlog
(‘Ask’ of the Committee by Board Nov 2018)
Risk Q3 Quality Governance: review
approach to completing robust Quality
Equality Impact Assessments
(‘Ask’ of Committee by Board Nov 2018)
Risk Q3 Mortality: review HMSR and SHMI
to understand anomalies as identified by
CQC inspection
(‘Ask’ of Committee by Board Nov 2018)

Status and assurance report
Not discussed at this meeting. Agenda item
for October meeting.

In June 2019 S&Q received a summary
report in relation to QEIA and were assured
that systems and processes had been or
were being established to ensure safe
management.
S&Q noted the ongoing work to ensure
accurate and meaningful data in relation to
mortality and to place UHP in a position to
compare our data with those of other
comparable Trusts.

Risk Q4 CQC Compliance

S&Q noted the report discussed at the July
Board meeting and noted the update on
diagnostic radiology. There remains
concern that the 85% targets are not being
achieved in MRI and CT. S&Q agreed that
these targets are reported to FIC for
assurance purposes.

Risk Q5 Medical Equipment

S&Q received a comprehensive report on
the systems and processes introduced to
manage the risk associated with medical
equipment. The Deputy Chief Nurse was
asked to explore training and maintenance
of competence in using the equipment and
to report back to S&Q.

(‘Ask’ of Committee by Board Nov 2018)

Risk Q6 Infection Control

Not discussed at this meeting
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Risk Q7 Clinical Administration

Not discussed at this meeting, future
reporting with be through the Patient
Experience Committee.

Risk Q8 CQUINS

No change from the previous meeting.

Other matters for the Board’s information
Organ Donation and transplantation

Status and assurance report
S&Q noted the outcomes in renal
transplantation and the marginal compliance
with transplantation time frames. This will be
included in a review of theatre efficiencies.

The NHS Patient Safety Strategy: Safer S&Q received an initial presentation on the
Culture, Safer Systems and Safer Patients
impact of the report and will consider a gap
analysis in October.
Breast reconstructive surgery

S&Q received a report from the Royal
College of Surgeons that the concerns
identified are being adequately managed by
the Trust.

Present:

Jacky Hayden, Non-Executive Director, Committee Chair
Kevin Baber, Chief Operating Officer
Giles Charnaud, Non-Executive Director
Phil Hughes, Medical Director

In attendance:

Beverley Allingham, Deputy Chief Nurse
Gill Hunt, Board Secretary
David Kinross, Healthwatch Representative
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

Apologies:

Lee Budge, Director of Corporate Business
Lenny Byrne, Chief Nurse & Director of Clinical Professions
Alison Burgess, Lt Cdr, Officer Commander Nursing
Anthony Gravett, Healthwatch Representative
Lorraine Webber, Interim Director of Nursing & Caldicott Guardian,
NHS Devon CCG

49/19

Action

Welcome, apologies and declarations of interest
The Committee Chair welcomed those present and apologies were noted.
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There were no declarations of interest.
In order to accommodate colleagues attending for specific items, the
Chair took papers in a different order to that set out on the agenda.
50/19

Key messages from the Trust Board
The Chair stated that these were:
•

A request to maintain oversight of compliance with the
improvement measures set out in NHSI’s Learning Disability
Improvement Standards for NHS Trusts. The Chair stated that
following discussion with the Chief Nurse, Lenny Byrne, it was her
understanding that Learning Disabilities (LD) would report
through the Patient Experience Committee (PEC). *

•

It was the intention of the Chair and Mr Byrne to devote at least
one hour of the October meeting of this Committee to a
discussion on future working arrangements.

There were no other messages from the Trust Board.
No queries were raised and the Committee noted the Chair’s update.
* Post meeting note: as a regular update on LD had been due at this
meeting and also, by co-incidence, at the August PEC, in order to avoid
duplication and to make time for discussion on the future workings of this
Committee, it had been agreed by the Chair and Mr Byrne that, on this
occasion, the update on LD to this Committee would be included in the
PEC Chair’s report - agenda item 11B. Going forward, Mr Byrne had
directed that LD would report to the Safeguarding Steering Committee.
Mr Byrne had also directed that reporting from the Equality, Diversity and
Inclusion Working Group, previously to this Committee, would in future
be routed through PEC.
51/19

Risk Review: Risk Q5 Medical Equipment
This item had been scheduled for the June meeting but this had over ran
and the Director of Healthcare Science & Technology, Dr Peter Wright,
had not been invited to present his report.
Mr Jonathan Applebee, Head of Clinical Engineering, representing Dr
Wright, attended for this item and presented the risk report and actions
in response to five key lines of enquiry. These concerned:
•

How risks and incidents associated with medical equipment were
reported and overseen.
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•

Equipment related incidents over the past twelve months.

•

The risk profile of the current backlog in medical equipment
replacement and/or repair.

•

Any significant risks not adequately mitigated by the 2019/20
capital plan.

•

Compliance with all relevant regulatory requirements, including
CQC.

Mr Applebee stated that a Medical Devices Safety Officer (MDSO) had
now been appointed, whose remit included the review of medical device
incidents and emerging themes. Mr Applebee described the governance
process for reporting these and for extracting and publishing learning via
the Trust’s REACT bulletin. Mr Applebee then took the Committee
through the narrative of his report. Finally, Mr Applebee reported on
progress with the Radio Frequency Identification (RFID) project via the
Trust’s Investment Panel and explained the improvements in patient and
staff safety that investment in RFID would bring.
The Chair invited questions.
Ms Allingham asked if there were any issues on which Mr Applebee
required additional support. After considering this, Mr Applebee stated
that improving the understanding by clinical staff of the benefits of the
RFID project would be welcome.
Dr Hughes queried the escalation process for risks associated with aged
equipment. Mr Applebee explained the role of the Medical Equipment
Management Service Capital Investment Manager in assimilating
knowledge, both practical and anecdotal, and how concerns were
escalated to the Investment Panel in respect of capital and contingency
funding, including backlog items. Mr Applebee cited a specific example
of equipment that would no longer be supported by its manufacturer and
explained the Trust’s response to this. The Trust’s priorities changed and
his service must be flexible in managing associated demands. Mr
Applebee asked Dr Hughes if he was still the Board level medical devices
lead. Dr Hughes confirmed that he was.
The Chair suggested that the appointment of an MDSO had proved
beneficial in mitigating risks associated with medical equipment. Mr
Applebee agreed and explained how the post was covered during periods
of leave so that oversight and knowledge was maintained. Mr Mumford
stated that the appointment of an MDSO had facilitated closer
relationships with the incident team; there was a clear process to identify
medical device incidents.
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There followed a discussion regarding training in the use of medical
devices and the responsibilities of Service Lines in this regard. The
discussion concluded with Ms Allingham suggesting a review of ward
level training/competency records for assurance that this element of
governance was in place. She would liaise with Mr Applebee in the first
instance and present her findings to the Committee’s October meeting.

BA

There were no further questions.
The Committee noted the report on Risk Q5 Medical Equipment.
The Chair thanked Mr Applebee for attending and he left the meeting.
52/19

Minutes of previous meeting, matters arising and review of Action List
The minutes of the previous meeting, held on 17 June 2019, were agreed
as a true and accurate record.
Matters arising
None were raised.
Review of Action List
Action 1650 Improving outcomes for Breast Reconstructive Surgery
Dr Hughes stated that the action plan reviewed by this Committee in April
2019 had been disaggregated, as agreed, and had met with the Royal
College of Surgeons’ (RCS) approval. Dr Hughes offered to circulate the
approved action plan and the RCS’s written confirmation, dated 13 August
2019, that they regarded the matter as concluded. In respect of further
relevant actions within this Service Line, Human Factors training would
take place within the next two weeks and external mediation was
planned. As discussed at the April 2019 meeting, consideration was being
given to offering long-waiting patients the choice of having their
procedure undertaken by an alternative provider.
Post meeting note: given the confidential nature of other, unrelated
matters in the letter from the RCS referred to by Dr Hughes, the letter
would not be circulated. Instead, the relevant section of it is provided to
the Committee for assurance purposes:
“We note from the updates that you have provided that you have
accepted the recommendations made by the RCS report and that you
have advised that you have now taken action to address these and that
you are continuing to take forward work to address these
recommendations through an action plan that is being overseen by you as
the Medical Director on behalf of the Trust. Given the work that has
taken place and the programme of work that is now in progress, we
propose that we will conclude now our active follow up of this work on
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the basis that the Trust will now see it through to its conclusion as
planned.”
There followed a discussion on operational matters associated with this
Service Line, which was not minuted.
Action 1651 Dermatology Never Events
It was agreed that an update would be scheduled for the October 2019
meeting.
53/19

SK

Care Quality Commission (CQC) Action Plan
The Chair had requested the inclusion in the papers for this meeting of
the Chief Nurse’s CQC report to the July 2019 public Trust Board meeting.
This paper set out an overview by the Chief Nurse on the position of the
‘must do’ actions from the 2018 and 2019 CQC inspection reports and the
Section 29A Warning Notice for Diagnostic Imaging. The Chair asked the
Committee to note the report.
The Chair asked Ms Morgan if there were any matters on which she
wished to update the Committee. Ms Morgan reminded colleagues that
the CQC would be undertaking an inspection under the Well Led
Framework on 17, 18 and 19 September 2019. They would also conduct a
core service review at any time prior to the commencement of their Well
Led inspection.
The Chair asked Mr Baber to update the Committee on diagnostic imaging
performance since his report to the July Trust Board. This had been
based on June 2019 performance data. Mr Baber stated that the current
position remained broadly similar, with improvements in CT and MRI.
However, Ultrasound and Colonoscopy performance had deteriorated
and Mr Baber detailed the mitigating actions being taken.
The Chair invited questions.
Mr Charnaud queried performance for reporting times (against internal
performance standards, there being no national performance standard).
Mr Baber stated that reporting performance was not stable; CT and MRI
had increased, particularly in the last two months, and he set out the
reasons for this. The matter would be reviewed by the Executive team on
20 August 2019.
The Chair sought assurance that the Trust was on target to meet the
CQC’s expectations: was there a clear plan and was it possible to
disaggregate data regarding patient choice? Mr Baber confirmed that
there was. However, consideration must be given to the length of notice
that patients were given for their appointments; in this regard partial
booking would assist performance. There was an effective delivery plan,
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evidenced by CT and MRI moving in a positive right direction. This plan
would be discussed with the CQC. However, it was apparent that, overall,
sustaining performance improvement was fragile.
Mr Baber then explained plans to mitigate reporting improvements,
including broadening the range of outsourcing providers and, longer
term, work with the University of Plymouth to mitigate the national
shortage of sonographers.
There followed a discussion on operational matters which was not
minuted.
Mr Kinross stated that staff morale in Imaging had been raised at the
previous meeting. Mr Baber detailed the actions to address staff morale
since the issue of the Section 29A Warning Notice, ongoing actions, and
how the Service Line was assessing improvement.
In concluding his update, Mr Baber stated that the Trust’s performance
for diagnostic imaging was better than that of other organisations
regionally and this Trust was not alone in struggling to improve.
Mr Baber stated that as part of the ongoing review of the Trust’s quality
governance arrangements, it had been agreed that the Finance &
Investment Committee (FIC) would seek assurance on performance
issues. Accordingly, diagnostic imaging would be on FIC’s agenda for its
meeting on 21 August 2019. The Chair agreed and stated that she had
requested Mr Baber’s to update this Committee for assurance associated
with the Section 29A Warning Notice for diagnostic imaging.
The Committee noted Mr Baber’s verbal report.
Mr Charnaud noted that Board reporting in July had been based on the
most up to date information then available. Since then, some aspects of
diagnostic imaging performance had now deteriorated, some had
improved. The importance of Committees having access to the current
data was noted. The Chair suggested picking up this issue at the future
discussion on working arrangements.
There followed a broader discussion on the Board’s Committees’ role in
providing assurance to the Board. This was not minuted as it was not
specific to this Committee or to the items on the agenda.
54/19

Safety & Quality Report
This report set out a total of 24 RAG rated performance indicators. Three
were RAG rated red (Safe Staffing, Mortality and Follow-Up Backlogs),
two were RAG rated amber (Cancelled Operations and Hip Fractures). All
remaining indicators were RAG rated green.
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Mr Mumford asked the Committee to note performance and narrative
regarding Serious Incidents, set out on page 12 of the report.
•
•
•

There were five serious incidents reported in June.
75% of closed serious incident actions were overdue.
There had been a reduction in the number of falls resulting in
serious incidents since the ‘call to action’.

Mr Mumford stated that the Trust had received a Regulation 28 letter
from HM Coroner and explained the unusual circumstances of this.
Notwithstanding the circumstances of receipt, the Trust had fully
complied with the requests of HM Coroner set out in this letter.
Mr Mumford referred the Committee to Annex 7 of this report. This
detailed five overdue Safety Alerts and the reasons why the Trust was not
yet able to comply. Ms Allingham stated that she and Mr Mumford
reviewed the status of these Alerts on a regular basis and, if necessary,
escalated any concerns to the weekly governance team meeting.
Mr Mumford stated that ASW Assurance would shortly be issuing the
report of their invited review of the Trust’s arrangements for responding
to Safety Alerts and suggested that oversight of the recommendations
and the Trust’s response were reviewed at the October meeting. The
Chair agreed.

SM

The Chair invited questions. There were none.
This concluded the Committee’s review of the Safety & Quality Report.
55/19

Organ Donation and Transplantation: Trust performance
A review of the Trust’s performance had been included on the
Committee’s work plan at the request of the Chief Executive. Sharon
Henry, Specialist Nurse, Organ Donation, and Linda Boorer, Transplant
Nurse Consultant, attended to give this presentation. The key points
were:
•

The relationship between NHS Blood & Transplant and provider
Trusts, with the overarching aims of increasing adherence to
national standards and guidance, increasing the donor pool,
providing training and support to hospital staff, and safeguarding
donor organ quality.

•

The current donor pool for kidney patients had shrunk by >100 and
work was ongoing to establish why this was the case.
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•

The change to the law in 2020 to facilitate an ‘opt out’ system for
organ donation, rather than the existing ‘opt in’ arrangement.

•

The Trust ranked third nationally for altruistic kidney donations.

•

The team were struggling with staff retention.

•

According to the Annual Report on Kidney Transplantation 2017/18
from NHS Blood and Transplant, the Trust had the fourth lowest
median waiting time for deceased donor transplant for adult
patients of all UK transplant centres; this in the context of a
smaller transplant waiting list relative to the other UK centres.

•

Cold ischaemia time in adult donor kidney transplants should,
ideally, be less than fourteen hours. At UHP it was between
fourteen and fifteen hours. Access to theatres was the issue, both
at this Trust and nationally. However, this Trust’s performance
was not negatively affecting outcomes for patients.

The Chair invited discussion.
Mr McArdle queried outcome survival data; this was currently 98% for live
donations, above the national average.
Ms Allingham asked if staff retention negatively impacted on the level of
service provided to patients. Ms Henry confirmed that it did not.
There followed an operational discussion regarding theatre access for
organ retrieval and transplantation, during which it was noted that:
•

No surgery at this Trust had been cancelled due to excessive
waiting time.

•

Outcomes for patients were not being negatively impacted by
delays.

•

The drive for theatre efficiencies was a major part of the People
First programme.

At the conclusion of the discussion, the Chair queried a way forward. As
this was an operational matter, Mrs Hunt suggested a verbal update at
the next meeting from Mr Baber or Dr Hughes, following discussion of
this issue with relevant Surgery Care Group staff. This was agreed.

KB/PH

The Chair thanked Ms Henry and Ms Boorer for attending and they left
the meeting.
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56/19

The NHS Patient Safety Strategy: Safer Culture, Safer Systems and Safer
Patients
Paul McArdle, Assistant Medical Director for Quality, gave a presentation
setting out an assessment of the impact and implementation of this new
national strategy to continuously improve patient safety. There were
three overarching themes, Insight, Involvement and Improvement:
•

Insight: improve intelligence from multiple sources of patient
safety information.

•

Involvement: equip patients, staff and partners with the skills to
improve patient safety.

•

Improvement: design and support programmes that deliver
effective sustainable change.

Mr McArdle then set out NHSI’s expectations of providers under each
theme and his initial thoughts on the Trust’s readiness to meet those
expectations. It was his view that the People First programme would
provide the framework against which this national strategy could be
delivered. The role of this Committee would be to provide assurance of
delivery to the Trust Board.
Mr McArdle suggested that the pathway to delivering the strategy would
be to:
•
•
•
•
•

Understand the current position and undertake a gap analysis.
Set strategic objectives and align these with safety work
programmes.
Adopt national metrics.
Support and deliver improvement.
Monitor and assure.

The Committee supported Mr McArdle’s assessment of strategy
implementation and it was agreed that Mr McArdle would report the
result of his gap analysis to the next meeting.

PM

Mr Kinross welcomed the principle of patient involvement as central to
the policy.
The Committee noted Mr McArdle’s presentation.
57/19

Learning from Deaths Quarter 1 2019/20
This paper had been included on the agenda at the request of Dr Hughes
and Mr Mumford. It had been deferred from the July 2019 Trust Board
agenda and would be reported instead to the September Trust Board.
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Dr Hughes stated that the Trust’s HSMR and SHMI mortality rates were
higher than should be expected. As reported in the Integrated
Performance Report to the July Board (repeated in Dr Hughes’ paper),
the Trust’s HSMR for the latest available month of data (March 2019) was
130. The Trust’s SHMI for the latest available month of data (December
2018) was 111.
The SHMI and HSMR did not appear to be consistent with the intelligence
gathered from the review of inpatient deaths. As reported to the July
Trust Board, the following systems issues were believed to be adversely
affecting core metrics:
• SALUS, the Trust’s bed management system, causing an increase in
the number of clinician transfers recorded. Dr Hughes had reported
this to the January public Board.
• The data recording and submission methods for Ambulatory Care.
• Recording of Palliative Care and the requirement for consistency in
this.
The progress of ongoing actions was set out in the Mortality
Improvement Action Plan appended to Dr Hughes’ report. In addition,
Service Line dashboards now included crude mortality rates.
Dr Hughes drew the Committee’s attention to the section of his report
setting out the findings and recommendation of a report published by the
Healthcare Safety Investigation Branch in July 2019 regarding unexpected
significant radiological findings. A project group had been established, to
be chaired by Dr Hughes, to review and implement this report’s
recommendations.
The Chair invited questions.
Ms Allingham queried whether Learning Disabilities Mortality Review
(LeDeR) findings were incorporate in the Mortality Report, in particular
regarding sepsis and Treatment Escalation Plan forms. Mr Mumford
would ensure this was incorporated in future reporting.
There were no further questions.
The Committee noted the report.
58/19

Board Assurance Framework (BAF)
The Committee had been provided with the Quality section of BAF. The
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role of the Committee in reviewing it was detailed on the agenda.
The BAF in its entirety had been reviewed by the Trust Board on 26 July
2019.
Mrs Hunt reminded the Committee that it was the responsibility of the
lead Executive Director to update the BAF in respect of those risk(s) for
which they were the Executive lead.
The Chair asked how and where IT risks were captured in the BAF. After
some discussion it was agreed that this issue would be raised at the
Finance and Investment Committee on 21 August 2019.*
* Post meeting note: Mrs Hunt circulated a note to the Chair, Mr
Charnaud, Mr Baber and Dr Hughes, drawing their attention to Risk S2 on
the BAF. Risk S2 was a Trust Board level risk. The Board had, at its private
meeting on 26 July 2019, reviewed a paper on the Trust’s, and the Devon
STP’s, digital strategy.
Risk Q2 Follow-up Backlogs
The Chair requested a report from Dr Hughes at the Committee’s October
meeting.

PH

Risk Q3 Quality Governance
The Chair requested Mr Byrne to update the narrative of this risk for its
next presentation to the Trust Board and, in particular, with regard to
incidents.

LB

Risk Q4 CQC Compliance
No comments were made.
Risk Q5 Medical Equipment
There was some discussion whether, in the light of the reassurances
given by Mr Applebee earlier in the meeting, this risk could be
downgraded. It was agreed that no changes were warranted.
Risk Q6 Infection Control
In the light of both specific and general concerns, Ms Allingham would
discuss with Mr Byrne whether assurance on this risk remained as
‘excellent’.
Risk Q7 Clinical Administration
Whilst the Patient Experience Committee received regular reports on
issues associated with clinical administration, Mrs Mitchell did not feel
assured that the overall aim of the Clinical Administration Programme
regarding improved administration from a patient’s perspective, had
been achieved. This she would take forward via PEC.
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Risk Q8 CQUINs
Ms Allingham was of the view that no changes were required to this risk.
The Committee supported her view.
This concluded the Committee’s engagement with, and review of, the
BAF. No actions to improve assurance were discussed or requested.
59/19

Reports from Chairs of Sub-Committees
Clinical Effectiveness Group Chair’s Report
Mr McArdle drew the Committee’s attention to the narrative concerning
an incident which had resulted in non-compliance with the policy for the
disposal of cryopreserved gametes and/or embryos at the end of the
storage period. Mr McArdle explained the detail and the actions taken in
response.
He invited questions. There were none.
The Committee noted the Chair’s report.
Patient Experience Committee (PEC) Chair’s Report
Mrs Mitchell wished to draw the Committee’s attention to two matters
arising from her report:
•

The arrangement of a workshop on 4 September 2019 to discuss
PEC’s purpose and future working arrangements.

•

Following PEC’s discussion of patient privacy and dignity in the
Trust’s Emergency Department (ED), particularly during periods of
increased acuity and demand, her personal thoughts on what she
termed the ‘psychological safety’ of staff and how they might be
encouraged to treat the patient rather than the illness. The Chair
queried how this Committee might respond. Mr McArdle cited the
excellent scoring in regional Friends & Family Tests for the ED and
the Major Trauma Centre, which suggested that patients had felt
their privacy and dignity had not been compromised. Ms
Allingham thanked Mrs Mitchell for her suggestion and would
keep it in mind; no action was identified.

The Committee noted the Chair’s report.
The meeting having reached its allotted time span, Ms Allingham
departed.
Quality Assurance Committee (QAC) Chair’s Report
Ms Morgan drew the Committee’s attention to the verbal update on
mental health given at QAC and asked the Committee to note the
securing of a dedicated resource to assist the Trust with its
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ability/capacity to mitigate risks associated with mental health patients.
Noting that several annual reports had been presented to QAC, the Chair
queried whether these covered calendar or financial years. Ms Morgan
stated that they covered the most recent rolling twelve month period at
the time at which they were presented. The Chair requested that the
timespan of such reports was made clear in any references to them.
The Committee noted the Chair’s report.
Quality Improvement Committee Chair’s Report
Dr Hughes invited the Committee to review the summaries of ongoing
improvement projects set out in his report. Three items drew comment:
•

NATssips: Mr McArdle reported that the workshop in September
referred to in the report had now been confirmed. This would
identify how national standards were being implemented locally
and identify any areas where support was required.

•

Medications (patients leaving without their critical medications):
Mr Mumford explained a new process to mitigate the occurrence
of such incidents.

•

Medication safety (storage in temperature controlled
environment): this was confirmed as being monitored daily.

The Chair invited questions. There were none.
The Committee noted the Chair’s report.
60/19

Chair’s summary of assurances for the Trust Board. What was the
Committee’s view?
The Chair invited comments. None were raised.

61/19

Any Other Business
The Chair noted that this was Mr Charnaud’s last meeting as he would be
leaving his role as a Non-Executive Director at the end of September. On
behalf of the Committee, the Chair thanked Mr Charnaud for his
contribution and wished him well for the future.
There was no other business.

62/19

Review and Learning
The Chair invited feedback. No issues were raised.
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There was no other business and the meeting closed at 3.10 pm.
63/19

Date of next meeting
Monday 28 October 2019.
[Calendar invitations issued for the 2019/2020 meeting round].
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Item B
University Hospitals Plymouth NHS Trust
Minutes of the People and Culture Committee
(formerly the Human Resources & Organisational Development Committee)
12.45 pm on Thursday 15 August 2019
Board Room, Derriford Centre for Health & Wellbeing

D
R
A
F
T

Chair’s summary of assurances for the Trust Board
Board Assurance Framework (BAF) Risk
Risk W1 Safe Staffing
Review compliance with NHSI's 'Developing
Workforce Safeguards'.
(‘Ask’ of Committee by Board Nov 2018)

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)

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)

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)

Risk W4 Clinical Education
Review results of GMC survey and ensure robust plans
are in place to address any issues of concern
(‘Ask’ of the Committee by Board Nov 2018)
Other ‘Asks’ of the Committee by Board

Status and assurance report
Following on from Care Group and Executive team discussion
regarding safer staffing, and as part of a planned deep dive
into Safe Staffing, Care Group managers are to attend the
October meeting to present their plans and mitigations.
No change made to BAF ratings.
The annual nursing Establishment Review is underway to be
reported to September Board. A formal assessment of nurse
staffing against NHS Improvement’s Developing Workforce
Safeguards will be undertaken on completion of the
Establishment Review.
Medical staffing: the medical
workforce position against Developing Workforce Safeguards:
Care Groups are currently reviewing their positions against
Royal College guidelines.
No change made to BAF ratings.
The planned Committee refresh is in progress, with a
workshop during July to seek guidance from key staff on our
approach to assurance. A review of progress took place in a
part one of the August committee. It was noticeable that this
brought new energy into the discussion and a renewed sense
of challenge. More work will follow, with an evolving
approach to the work of the Committee aiming to engage key
staff in assurance and align assurance with culture and Trust
priorities and values.
FSUG self-assessment action plan in place to address the
identified gaps.
No change made to BAF ratings.
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.

No change made to BAF ratings.

Status and assurance report

Guardian of Safe Working Hours: Oversee response to
GSWH issues, including implementation of BMA
Charter.
Leadership Development: Review implementation
Plan and arrangements for evaluating impact.

Next report to October meeting.

Gender Pay Gap: Agree and oversee stronger
additional actions to close this.

The Gender and Inclusivity Strategy is due to come to the
Board in September. Prior to this the Committee will review

Implementation and impact evaluation plan not reviewed.
The resource necessary to deliver the plan in 2019/20 is still
currently identified as a cost pressure; awaiting confirmation
as to how funding will be addressed.

1

Item B
the draft Equality, Diversity and Inclusion with the intention to
inform and promote a strong approach to addressing the
Gender Pay Gap through the wider Trust strategic intent.

Estelle Thistleton, NED Committee Chair

Present:

Estelle Thistleton, Non-Executive Director, Committee Chair
Steve Boumphrey, Consultant Anaesthetist/Guardian of Safe Working Hours
Vicky Brotherton, RCN Staff Side Representative
Elizabeth Kay, Associate Non-Executive Director
Steven Keith, Director of People
Louise Shalders, Freedom to Speak Up Guardian
Helen Teague, Non-Executive Director
Paul Youngs, Consultant Anaesthetist
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In attendance: Bill Chapman, Head of Workforce
Matt Hill, Consultant Anaesthetist
Gill Hunt, Board Secretary
Lisa White, Head of HR Operations
Claire Underdown, Head of Organisational Learning & Development
Apologies:

36/19

Martin Bamber, Deputy Director of Human Resources
Lenny Byrne, Chief Nurse & Director of Integrated Clinical Professions
Jemma Edge, Care Group Manager
Allan Speirs, Microbiology Lab Manager
Ray Stewart, GMB Staff Side Representative

Welcome, apologies, declarations of interest and messages from the Trust
Board
Ms Thistleton, Committee Chair, welcomed those present, including NonExecutive Directors Elizabeth Kay and Helen Teague, who had now joined
the Committee. Apologies were noted. There were no declarations of
interest.
Prior to this formal meeting of the Committee, an unminuted facilitated
discussion had taken place between 11.00 and 12.45 pm. Members of the
Committee now present had been joined by invited staff. The purpose of
the facilitated discussion had been to build on a workshop on 25 July 2019
which had sought to identify how this Committee could work more
effectively in discharging its role in providing assurance to the Trust Board in
respect of the People Strategy and Workforce Risks.
The facilitated session had invited consideration of four questions:
•

If [the Committee] was about data and dialogue, how did the
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Committee make a new way of working a reality?
•

Who needed to be involved and what sort of sub-groups did the
Committee need?

•

How did the Committee provide assurance to staff as well as the
Board?

•

How did the Committee avoid duplication [with the work of other
Committees] and gaps [in assurance]?
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In order to allocate sufficient time for the facilitated discussion, the Chair
and Director of People had deferred the following scheduled items to the
next meeting:
•
•
•
•
•
•

Quality, Equality and Inclusion Strategy
Action Plan for Medical Staffing
Developing Workforce Safeguards
GMC Survey Action Plan
CQC Topic Compliance Assessment: Equality and Diversity (Staff)
THRIVE and Wellbeing Report

The Chair asked colleagues to reflect on the frequency with which the
Committee should meet in order to discharge its responsibilities. Its role
was to seek assurance; it was not an operational forum. Finding time to
discuss future working arrangements had necessitated deferring items
which, in turn, placed further demands on agenda time.
There were no messages from the Trust Board.
37/19

Minutes of the previous meeting, matters arising and review of action list
Previous minutes
The minutes of the previous meeting, held on 13 June 2019, were approved
as a true and accurate record.
Matters arising
None were raised.

Review of actions
Action 79/18 Risk W1 Safe Staffing: correct error in terminology in Board
Assurance Framework (BAF)
Not completed.
Action 4/19 Developing Workforce Safeguards
Not completed. The Chair noted that a paper was scheduled for the
September Trust Board and therefore this Committee would not have an
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opportunity to review the Trust’s position in advance of the Board.
Action 4/19 Action Plan for Medical Staffing
Mr Keith and Dr Boumphrey agreed that the action plan had now been fully
populated with action leads. The Chair requested that review of the plan be
scheduled at the next meeting.
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Action 12/19 Committee structure below this Committee
Mr Keith stated that this was being considered as part of the review of this
Committee’s working arrangements; the action remained outstanding.
Action 21/19 Equality Diversity and Inclusion Strategy (EDI Strategy)
The Committee had asked to review this Strategy in advance of the Board.
There was some discussion as to whether it should be part of the wider, to
be refreshed, People Strategy. However, as Ms White was keen to launch
the EDI Strategy early in October, which would be prior to this Committee’s
next meeting, and as Mr Keith was of the view that it had a discrete
implementation plan, it was agreed that an informal meeting of Committee
members would be scheduled in September to review the proposed
Strategy and give feedback on it. Ms White would discuss with the Deputy
Chief Nurse to agree timing.
Action 22/19 BAF Risk W2: correct scoring and controls
Not completed.
Action 25/19 Freedom to Speak Up Self-Assessment: remove references to this
Committee as a source of assurance
Ms Underdown stated that this action would be completed as part of a
wider update of the Self-Assessment.
Action 29/19 Core requirements for future reporting to HR&ODC: seek advice
as to how the scheduled presented could be refined and populated
Mr Keith stated that this would be completed by the end of August.
Completed actions were noted.
38/19

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. This represented no change to the RAG ratings
reported to the Committee in April and June 2019. The key priority areas
were not identified and the Strategy Implementation Dashboard was not
presented for review.
There were no questions.
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Review of Workforce Risks
Mr Keith’s report set out position statements against each of the four
Workforce Risks in the Board Assurance Framework.
Risk W1 Safe Staffing
Mr Keith summarised the narrative of his report, drawing the Committee
attention to:
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•

Nursing and medical recruitment quantitative operational data.

•

The People First initiative’s focus on increasing clinical capacity to
deliver the activity for which the Trust was contracted. Progress
reports omitted from Mr Keith’s paper were shown as a
presentation.

•

The annual nursing Establishment Review, scheduled to be reported
to the Trust Board in September. A formal assessment of nurse
staffing against NHS Improvement’s Developing Workforce
Safeguards would be undertaken on completion of the
Establishment Review.

•

The medical workforce position against Developing Workforce
Safeguards: Care Groups were reviewing their positions against Royal
College guidelines, where available. Emerging issues were set out in
Mr Keith’s paper.

•

Engagement with the University of Plymouth to explore partnership
working to improve the supply of staff for nursing, nursing associate
and assistant practitioner roles.

•

Ongoing work to identify the potential for directly supporting
nursing staff with non-nursing tasks that they currently undertook,
so freeing up clinical time.

•

The medium term investment required in overseas nurse recruitment
to supplement the limited domestic supply.

The Chair invited questions. There were none.
The Chair welcomed the shift of approach from filling gaps to identifying
longer term, more sustainable solutions.
Mr Keith then summarised the narrative in his report on Risks W2 Culture
and Staff Experience, W3 Core Requirements and W4 Clinical Education.
The main points of the Committee’s subsequent discussions concerned:
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•

Understanding transactional and transformational actions and their
relationship.

•

The importance of a higher profile for the Trust’s people ambition.

•

At Mrs Brotherton’s request, an update was given on two staffing
issues associated with Brexit. Mr Chapman stated that there had
been no significant increase in staff exiting the Trust due to Brexit.
The Trust complied with current NHS Employers’ guidance on this
matter and further guidance was expected. The importance of
regular communication with EU staff was noted. Mr Keith stated
that the Trust was lobbying via regional and national HR Director
networks to influence HM Government to exempt the NHS in
respect of the £36k minimum salary threshold for migrant workers
seeking to reside in the UK post-Brexit.

•
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The risks and opportunities associated with the complex funding of
clinical education and engagement with Health Education England to
discuss the Trust’s plans, gaps and needs and how these could be
addressed in the funding arrangements. Mr Keith and Ms
Underdown were discussing with Finance colleagues how the
existing resources might be deployed more effectively.

Other matters
Mr Keith drew the Committee’s attention to the result of an Ofsted
inspection on 6/7 February 2019 of the Trust’s Healthcare Assistant
Apprenticeship Programme. The inspection had assessed ‘Reasonable
Progress’. An Apprenticeship Programme Improvement Plan had been
developed in response.
The Director of People recommended no change to the risk scoring and
assurance assessments of risks W1, W2, W3 and W4.
This concluded the Committee’s review of this paper.
The Workforce Dashboard appended to Mr Keith’s report was not reviewed
and no questions arose from it.
The report did not contain the following items requested on the agenda:
•
•
•
•

People Strategy implementation dashboard
Reports from Committee sub-groups
Action Plan for Medical Staffing
Developing Workforce Safeguards: snapshot of compliance in
advance of September Trust Board

The Committee noted the Director of People’s report.
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The meeting had now passed its allotted time span and Ms White and Dr Hill
departed.
39/19

Board Assurance Framework: Managing our Workforce Risks
The Committee’s role in considering the BAF was set out on the agenda and
in the covering report. The covering report also set out the assurance ‘asks’
of the Committee by the Trust Board in November 2018 and March 2019 and
suggested that the Committee assessed the degree to which it had
responded to these, and identified its expectations of paper content and
reporting timescales.
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The Chair invited the Committee to review Risks W1 to W4 in turn.
Risk W1 Safe Staffing
Mr Keith suggested inviting Care Groups to attend the October meeting to
present their plans and mitigations. This was agreed.
Mrs Brotherton expressed her concern at the numbers of staff whose place
of duty was moved at night and the negative impact of this on staff morale.
The Trust must recognise and value non-registered nursing staff. The Chair
thanked Mrs Brotherton for raising this important matter, which they had
discussed outside the meeting. The Chair asked Mrs Brotherton whether
she was content that this issue was being addressed. Mrs Brotherton
confirmed that she was.
Dr Youngs asked whether there was yet a sense of the Trust’s overall
position against medical staff benchmarking. Mr Keith referred Dr Youngs
to the narrative in his Director’s report and to his earlier comments. This
was an issue associated with NHS Improvement’s Developing Workforce
Safeguards. He stated that the Medical Care Group had made some
progress with their assessment; the Surgery Care Group less so.
Risks W2 Culture and Staff Experience, W3 Core Requirements and W4 Clinical
Education
The Chair invited colleagues to review each risk and to identify any changes
required. No comments were made.
There were no questions on the BAF and no additional actions were
identified or requested.
The Committee did not assess its response to the ‘asks’ by the Board.
40/19

Chair’s summary of assurances for the Board: what was the Committee’s
view?
The Chair would consider these post-meeting. The Chair asked whether
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there any issues not covered in the meeting that the Committee would wish
her to include in her report to the Board. None were raised.
41/19

Review and Learning
At the Chair’s request colleagues then present gave their feedback. This
primarily concerned the difference in engagement and energy levels
between the facilitated discussion and the subsequent formal meeting. It
was agreed that the café-style room configuration used for the facilitated
discussion would be considered for future meetings in order to encourage
engagement.

42/19

Any Other Business

D
R
A
F
T

There was no other business and the meeting closed at 2.00 pm.
43/19

Date of next meeting

Thursday 24 October 2019.

Informal meeting to review the draft Equality, Diversity & Inclusion
Strategy: 5 September 2019
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University Hospitals Plymouth NHS Trust
Draft minutes of the Audit Committee meeting
1.30 pm on Wednesday 21 August 2019
Conference Room, Derriford Centre for Health and Wellbeing
Chair’s Summary of Meeting for Trust Board
The Committee received/approved:
•
•
•
•

A presentation from Bevan Brittan focusing on due diligence issues associated
with the work on the Integrated Care Partnership.
A presentation on a range of Counter Fraud Issues from ASW.
The Terms of Reference for the forthcoming Research and Development Internal
Audit Review, noting that the number of days had been increased from fifteen to
twenty and that it would focus on governance.
The Business Assurance Framework (BAF), noting that it should be a more
responsive document, highlighting new or continued areas of risk and reflect the
relevant sources of assurance and mitigation. It was suggested that Committee
Chairs could be more assertive in their requests for assurance given that, for the
second year running, the Committee had highlighted concerns over UHP’s overall
engagement with the BAF in their Annual Report to the Board.

Present:
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Graham Raikes, Non-Executive Director, Committee Chairman
Jacky Hayden, Non-Executive Director
Helen Teague, Non-Executive Director
Henry Warren, Associate Non-Executive Director

In attendance: Sarah Brampton, Director of Finance
David Bray, Senior Manager, Grant Thornton
Lee Budge, Director of Corporate Business
Gill Hunt, Board Secretary
Phil Little, Senior Audit and Assurance Specialist, ASW Assurance
Jenny McCall, Director of Audit and Assurance Services, ASW Assurance
David Owens, Partner, Bevan Brittan (part meeting)
Jon Roberts, Engagement Lead, Grant Thornton
Tracy Wheeler, Local Counter Fraud Specialist
Apologies:

Giles Charnaud, Non-Executive Director
Hisham Khalil, Non-Executive Director
Estelle Thistleton, Non-Executive Director
Paul Thomas, Assistant Director of Audit and Assurance Services,
ASW Assurance
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Action
33/19

Welcome, apologies and declarations of interest
The Chairman welcomed those present and apologies were noted.
There were no declarations of interest.

34/19

Minutes of the previous meeting, matters arising and review of
actions
Minutes of the previous meeting
The minutes of the previous meeting, held on 23 May 2019, were
approved as an accurate record.
Matters arising
Minute 20/19 page 7 re-review of limited assurance Internal Audit (IA)
reports
Mr Budge stated that a process was now in place for following up
limited assurance reports. He had followed up on those for Business
Continuity, Medical Devices and Safeguarding. There was good
assurance of the implementation of recommendations in respect of
Business Continuity and Medical Devices. There was no assurance on
Safeguarding due to the limited resources in that team. Mr Budge
would bring this to the attention of the Chief Nurse.
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Minute 21/19 page 9 External Audit Draft Audit Findings Report
Mr Roberts reminded colleagues of the Committee’s discussions
regarding the binary choice of descriptors available to his firm in
concluding on the Trust’s budget setting arrangements for 2018/19.
Mr Roberts advised that the National Audit Office were consulting on
proposed revisions to the Code of Audit Practice and his firm had
provided feedback on the issue of descriptors.
Review of Executive Actions Register
Action 1572 Volunteers and their impact
Mr Budge stated that Trust Management Executive (TME) awaited
the review of the Volunteers Strategy and he would seek a date from
the Deputy Director of Nursing as to when the proposed strategy
would be presented.
All other actions were complete.
35/19

Messages from the Trust Board and Chair’s expectations for the
meeting
This item was not discussed.
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36/19

Bevan Brittan risk update and briefing
David Owens, Partner, Bevan Brittan, attended to present his firm’s
scheduled risk briefing. The subject was due diligence in respect of
the Integrated Care Partnership contract commissioned by Plymouth
City Council and Devon CCG.
A discussion followed on the Board’s oversight of, and engagement
in, the key stages of the contracting process. It was agreed that Mr
Budge would liaise with the Director of Integrated Care and the
Programme Director for Integrated Care to ensure that a programme
and timeline was reported to the Board.

LJB

At the conclusion of the briefing, the Chairman thanked Mr Owens for
attending and Mr Owens left the meeting.
37/19

Counter Fraud
Mrs Wheeler presented her report setting out recent counter fraud
activity under three strategic aims:
•
•
•

Inform and involve.
Prevent and deter.
Hold to account.
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The items to which Mrs Wheeler drew the Committee’s attention
were:
•

The ongoing NHS Counter Fraud Authority’s national proactive
exercise.

•

Review of the process for monitoring the control of T34
syringe drivers and progress with the associated
recommendations. The Medical Equipment Library was not
yet fully secure, although the Director of Healthcare, Science &
Technology had raised this with Estates. It was agreed that
Mrs Brampton would escalate this to the Director of Estates
and Facilities for action. [Post meeting note: action followed
up by LJB].

•

Review of the Association of British Pharmaceutical Industry’s
2018 database to check corresponding declarations by staff in
compliance with the Trust’s Standards of Business Conduct
Guidance and NHS England’s Managing Conflicts of Interest
Policy.

•

Reviews and updates of the Counter Fraud Policy and the

SB
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Supplier Representatives Policy.
•

Fraud alerts and IM&T’s role in supporting staff vigilance.

•

Outcomes of two Counter Fraud investigations. Mrs Wheeler
advised the Committee that one of these investigations had
identified a system weakness with the Trust’s Leave Policy.
Mrs Wheeler had noted that this Policy had recently been
extended to 2020 and the associated recommendations had
not yet been implemented. Mrs Brampton would escalate this
issue to the Policy owner.

•

SB

The latest Fraud Counts Newsletter.

The Chairman invited questions on any other matters included in Mrs
Wheeler’s report. There were none.
The Committee noted the Counter Fraud Interim Report.
38/19

Internal Audit (IA) Interim Report
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Single Tender Actions (STA) October 2018 to March 2019 – position
statements
Mrs McCall drew the Committee’s attention to:
•

STAs issued between October and December 2018 which had
lacked formal documentation of approval in accordance with
the Trust’s Scheme of Delegation.

Mr Warren noted that these STAs had concerned the Emergency
Department extension project and had resulted from the nature and
timing of the works. It was agreed that, with hindsight, it may have
been possible to anticipate the inevitability of these issues arising and
to have dealt with the related items of expenditure in a different way.
•

An STA (954y01E in paper 10) which had exceeded the
delegated authorisation limit when VAT had been applied to
the cost of the related works.

The Committee noted that a revised process was now in place to
prevent breaches of authorisation limits.
Internal Audit Reviews
Two reviews had been issued since the previous meeting:
Risk Management: Board Assurance Framework – satisfactory assurance
This review was undertaken annually to inform the Head of Internal
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Audit Opinion. The Executive Summary at Appendix B was
considered.
At the request of the Director of Corporate Business and the Medical
Director, this year’s review had focused on the recognition of
underlying risks in a specific area, Medical Devices, and Mrs McCall
drew the Committee’s attention to narrative setting out specific risks
identified. Mr Budge stated that the review had been considered by
the TME and the identified risks were currently with the Medical
Director and his senior medical leadership group to agree mitigating
actions in response.
Consultant Annual Leave – satisfactory assurance
The Executive Summary at Appendix B was considered, with
particular reference to the nature and scope of this audit, which had
focused on identifying areas of high risk leave patterns and the
potential impact on service delivery. The Chairman felt that the
summary did not reflect the richness of the detail in the report,
although he acknowledged that this was perhaps inevitable. There
followed a short discussion as to how this might be avoided.
Mr Budge explained the process for the management of
recommendations arising from this report.
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Mrs McCall stated that two draft IA reports had been issued to
management for consideration:
•
•

Risk Management – Clinical Systems.
National Patient Safety Alerts.

Audit Committee approval of Terms of Reference for ASW Assurance
Reviews
The Committee had requested input into the Terms of Reference for
four reviews as part of the 2019/20 Audit and Assurance Plan:
•
•
•
•

Research & Development (R&D).
Management of Whistleblowing Concerns.
Contract Management.
Capital Programme Management.

Mrs McCall invited Mr Little to brief the Committee on the context for
the R&D review, the Terms of Reference for which were now
presented for approval. Mr Little explained the context and the
proposed framework for the review. The R&D management group
had responded positively, welcoming the attention on the
department and the clarity that the review would bring. Given the
scope of the review, it had been agreed that the number of days
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allocated to it would be extended from fifteen to twenty.
Mrs Brampton suggested extending the scope to include how R&D
might respond to investment in their activities. Mr Warren queried
whether an IA review was the appropriate tool for this. The Chairman
stated that the issue was about closer working and research-related
financial flows between the Trust and the University of Plymouth.
Mr Warren queried the wording of a sentence in the background
information section of the Terms of Reference and asked whether it
accurately reflected the current position between certain parties.
Mrs Hunt explained the context for this, including the current
arrangements for the Research Committee, chaired by Non-Executive
Director (NED) Elizabeth Kay. Mr Warren asked whether Professor
Kay had been consulted on the Terms of Reference. Mrs Hunt
confirmed that Professor Kay had reviewed them and had confirmed
her agreement of them.
It was expected that the Research
Committee would resume regular meetings after the new Dean of the
new Faculty of Health: Medicine, Dentistry and Human Sciences had
taken up his position and on completion of IA’s review of R&D.
The Committee approved the Terms of Reference as presented and
noted that Mrs Brampton and Mr Little would meet to consider
whether Mrs Brampton’s suggestion could be accommodated within
them.
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Mrs McCall stated that Terms of Reference for the three other
reviews mentioned earlier in this Minute would be presented to the
Committee for approval at its next meeting.
In response to a query from Ms Teague, Mrs McCall explained the
process for agreeing the scope of her firm’s audit work, both on an
annual basis and in preparing a three year strategic audit plan.
Progress with the delivery of the 2019/20 Audit and Assurance Plan
was set out in Appendix A.
Internal Audit Recommendations
Mrs McCall invited the Committee to note the status of
recommendations with a revised target date and the associated
circumstances of extensions. She had no concerns to raise with this
Committee.
Mr Budge queried how this Trust’s performance in completing
recommendations compared with other organisations within ASW
Assurance’s service provision. Ms McCall stated that performance at
all organisations was variable, although a delay in completing
recommendations concerning IT-related issues was common to many.
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The Internal Audit Network (TIAN) Insights Report
These were provided for the Committee’s information.
The Chairman invited any questions regarding Mrs McCall’s report.
There were none.
The Committee noted Internal Audit’s Report.
39/19

External Audit Report
Annual Audit Letter for the year ended 31 March 2019
Mr Roberts presented his firm’s Annual Audit Letter. Much of the
content of this item the Committee had seen previously but this final
document was routinely issued at the conclusion of his firm’s audit of
the Trust’s accounts. Mr Roberts drew the Committee’s attention to
his firm’s:
•

Unqualified opinion, given on 29 May 2019, on the Trust’s
financial statements for the year ended 31 March 2019.

•

Satisfaction that the Trust had in place 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. His firm had therefore qualified
its Value for Money conclusion.
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•

Request that the Trust revised its disclosure regarding the
material uncertainty regarding the going concern issues.

•

Unqualified conclusion, issued on 14 June 2019, on the Trust’s
Quality Account 2018/19.

The main points of the Committee’s discussion concerned the Value
for Money arrangements, with particular reference to the narrative in
the findings and conclusions section on page 11 of the Annual Audit
Letter. Mrs Brampton stated the wording did not include important
contextual information regarding the 2018/19 budget setting round
and the Board’s acceptance of an imposed control total. The
narrative findings and conclusions, without this context, gave a
jarring and negative impression for the public record.
Whilst acknowledging the restrictions within which external audit
colleagues were able to construct their narrative, it was the
Committee’s view that the Trust’s budget setting arrangements had
been robust and were managed well within the context and system in
which the Trust, and the Board, had been required to operate at that
time. Mrs Brampton suggested that it was not unreasonable for
other factors, such as external audit’s positive Value for Money
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Conclusion and the Trust’s positive Use of Resources assessment by
NHS Improvement, should inform, or be reflected in, the findings and
conclusions on page 11. Mr Warren agreed, and asked external audit
colleagues to consider this suggestion when drafting their findings
for 2019/20. Mrs Brampton would pursue this discussion with
external audit colleagues outside the meeting.
Mr Warren queried whether there were any recommendations made
by external audit in their Audit Findings Report 2018/19. Mr Bray
stated that his firm’s Report had been presented to the Committee at
its May meeting. Two recommendations had been made and
accepted by the Trust, both concerned assets under construction.
Quality Account 2018/19
Mr Bray was pleased to report an unqualified opinion on the Trust’s
Quality Account and confirmed that a recommendation from his
firm’s review on the Quality Account for 2017/18 had been followed up
and closed.
The Chairman invited questions. There were none.
Charitable Funds Audit Plan for the year ended 31 March 2019
Mr Bray stated that his firm’s audit of Plymouth Hospitals’ General
Charity would be undertaken in September 2019 and the findings
reported to the Committee in October. Mr Bray invited the
Committee to note the risks identified, the materiality limit and his
firm’s fee, all of which were set out in the Audit Plan presented. In
accordance with this Committee’s request, and to demonstrate
independence, the audit would be undertaken by Grant Thornton
personnel who had not participated in the audit of the Trust’s
financial statements.
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Mr Warren expressed an inability to comprehend how donations and
legacies could be audited and expressed the view that the separation
of the charity from the Trust was over-emphasised.
The Chair invited questions. There were none.
Progress Report and Sector Briefing
Noted by the Committee without comment.
The Committee noted External Audit’s reports.
40/19

Audit Insights Register
This detailed the briefings brought to the Committee’s attention at
this meeting by internal and external audit colleagues and was tabled
by Mr Budge.
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Professor Hayden queried how she should interpret this register and
used as an example the CQC’s Medicines Management report. She
asked what action, as Chair of the Safety & Quality Committee, she
should take. Mr Budge responded, describing how management
would receive and respond to these reports and how the Chairs of
the Board’s Committees may wish to seek associated assurance.
41/19

Plymouth Hospitals Charity Draft Accounts for the year ended 31
March 2019
Mrs Brampton stated that given this Committee’s interest in the
presentation and content of the Charity’s accounts in recent years,
the unaudited accounts were presented for review so that any issues
or concerns could be raised at this stage.
The Chairman invited comment.
Mr Warren referred to note 5 on page 31 and requested that the
heading ‘Support to the NHS’ was explained more clearly. Mrs
Brampton would action this.

SB
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There being no further comments, and as all previous issues raised
had been attended to and resolved, Mrs Brampton stated that she did
not propose to bring the unaudited accounts to the Committee in
future years.
42/19

Single Tender Actions

The Committee considered the summary of STAs taken between
January and March 2019. Mrs Brampton stated her intention to
review the process associated with STAs as many of the purchases
listed were ‘like for like’. The Committee supported this.
The Chairman invited comment. None was made.
The Committee agreed that the STAs taken during the period
January to March 2019 were appropriate.
43/19

Board Assurance Framework (BAF)
The agenda invited the Committee to review the BAF in its entirety,
independent of the Trust Board, to satisfy itself that the BAF was
operating effectively and that appropriate action was being taken to
mitigate risks to the achievement of the Trust’s objectives.
The Chairman invited Mr Budge to introduce this item. Mr Budge
reminded colleagues of the role in the Board’s Committees in
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reviewing sections of the BAF relevant to their respective remits. As
requested by NEDs, the BAF had been shortened as part of the 2018
review. However, there was a degree of sterility in the BAF and Mr
Budge invited NEDs’ views on how the document could be more
responsive and reflect relevant sources of assurance.
NEDs considered the BAF in this context. Mr Warren agreed that
further work was required on the further assurance/actions required
for some Finance risks and the Finance & Investment Committee (FIC)
would lead on this. Professor Hayden noted that Risk W4 Clinical
Education had not been reviewed by the Human Resources &
Organisational Development Committee since April 2019 but
acknowledged that the Board had had an opportunity since then, as
part of its regular review of the Director of Medical Education’s
reports to seek assurance or raise concerns.
During further discussion the Chairman reminded colleagues of the
recommendation of this Committee in its Annual Review 2018/19 that
the Board and its Committee must sharpen their engagement with
the BAF. Mrs Hunt reminded colleagues that in November 2018 and
March 2019, the Board had agreed a number of clear ‘asks’ of its
Committees and suggested that Committee Chairs could be more
assertive in their requests for assurances in respect of these ‘asks’, so
facilitating a more responsive BAF.
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It was agreed that the Chairman and Mr Budge would meet to review
the BAF with the aim to make it a more reactive document.

GR/LJB

The Committee did not amend or add to the risks identified and did
not identify any additional actions to improve assurance or refer any
matters to Committee Chairs to progress.
44/19

Feedback from Non-Executive Director Committee Chairs on matters
relevant to the Audit Committee
The Chairman invited colleagues to comment.
Professor Hayden stated that during the August Safety & Quality
Committee meeting, the Chief Operating Officer had stated that it
was the role of FIC to review operational performance. Mr Baber had
made this comment during his response to Professor Hayden’s
request for an update on diagnostic imaging performance as it
pertained to the CQC Section 29A Warning Notice and she felt that
her requested had been relevant and appropriate.
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45/19

Chair’s summary for the Trust Board
This item was not discussed.

46/19

Review and Learning
This item was not discussed.

47/19

Any other business
There was no further business and the meeting closed at 4.00 pm.

48/19

Date of next meeting
Monday 21 October 2019.
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SUMMARY REPORT
Trust Board

27 September 2019

Subject

Trust Seal

Prepared by

Board Secretary

Approved by

Director of Corporate Business

Presented by

Board Secretary

Purpose
The purpose of this report is to update the Board on the use of the Trust’s
seal.

Decision
Approval
Information



Assurance

Corporate Objectives
Improve Quality

Develop our Workforce

N/A
Executive Summary

N/A

Improve Financial Position Create Sustainable Future

N/A

N/A

In accordance with the Trust’s Standing Orders, the Trust Board receives regular updates on
the use of the Trust’s seal. The most recent report to the Board was in May 2019.
Documents signed and sealed since the previous report are:
Contract Description

Between UHP and:

Date

JCT Intermediate Building Contract 2016,
Phase 2 Air Handling Unit Replacement
Project

TClarke Contracting Ltd

11.06.19

Lease, Peninsula Heart Clinic, Derriford
Hospital

Regents Park Cardiovascular
Solutions Ltd

05.07.19

JCT Intermediate Building Contract 2016,
Beyond Places of Safety Project, CDU,
Level 7

URBN Construction Ltd

15.08.19

JCT Intermediate Building Contract 2016,
conversion of office into clinical procedure
room, Marlborough ward

SML Contracts

20.08.19

Quality Impact Assessment
None.
Financial Impact Assessment
None.
Regulatory Impact Assessment
None but this report demonstrates good governance and compliance with Standing Orders.
Equality and Diversity Impact Assessment
None.
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Environment & Sustainability Impact Assessment
None.
Key Recommendations
The Trust Board is asked to note this report.
Next Steps
N/A

