AGENDA
Trust Board (Public)
Date

Friday 29 May 2020

Time

9.30 am – midday

Location

Virtual

Standing items
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

Chief Executive’s Report

Ann James

Paper

Assurance

Chairman/NEDs

Paper

Review

Quality: Delivering safe, high quality services
5

• Board Assurance Framework and Committee Chairs’ Reports
• COVID-19 Board Assurance Framework

6

Integrated Performance Report

Review

Executive Team

Paper

7

Learning from Deaths

Review

Phil Hughes

Paper

8

Liberty Protection Safeguards

Review

Lenny Byrne

Paper

9

Research & Development Report

Review

Gary Minto

Paper

Governance
10 Finance & Investment Committee Terms of Reference

Approval

Sarah Brampton

Paper

11 Audit Committee Terms of Reference

Approval

Graham Raikes

Paper

Closing items
12 Any other business

-

Chairman

Verbal

13 Key actions for Committees and Executives

-

Chairman

Verbal

Chairman

Verbal

14

Next meeting: Tuesday 23 June 2020 to approve the annual
accounts. The next full meeting will be on Friday 26 June 2020.

-

Supplementary papers
A

Draft Audit Committee minutes, April 2020

Assurance

Committee Chair

Paper

B

Draft Safety & Quality Committee minutes, April 2020

Assurance

Committee Chair

Paper

C

Draft People & Culture Committee minutes, April 2020

Assurance

Committee Chair

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

Name
Richard
Crompton

Position
Chairman

Declared Interest
•
•

Kevin Baber

Chief Operating
Officer

•
•
•

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.

Jo Beer

Director of
Integrated Care
& Partnerships

None.

Bill Boa

Associate NonExecutive
Director

•

Founder and Director, Boa & Associates Consultancy Ltd, a limited
company providing financial and organisational consultancy
services to the NHS. My spouse is also a Director of the company.
Current clients include:
•
•
•

Barts Health NHS Trust – acting as Financial Improvement
Director of the Trust.
Rushcliffe Clinical Commissioning Group (CCG) – providing
‘expert witness’ NHS financial support to the CCG.
Supply Chain Co-ordination Ltd – providing expert finance and
organisational advice to this organisation, the co-ordinating
body for NHS supply chain services in England.

•

Trustee and Treasurer of Arts & Health South West, a registered
and incorporated charity: a learning, advocacy, networking and
development organisation promoting the value of arts and
creativity for the benefit of health and wellbeing.

•

Founding Trustee, National Centre for Creative Health, expected to
be established as a charitable incorporated organisation over the
next few months.

•

Chair of Audit and Risk Committee, Health Data Research UK, an
independent non-profit organisation supported by Government
and charitable funding that brings together Universities, NHS
organisations, industry partners, patient groups and research
institutes across the UK to unite the UK’s health data assets to
make health data research and innovation happen at scale and to
enable discoveries that improve people’s lives.
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Sarah
Brampton

Director of
Finance

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

Lee Budge

Director of
Corporate
Business

•
•

Lenny Byrne

Chief Nurse &
Director of
Clinical
Professions

None.

Jacky Hayden

Non-Executive
Director

•
•
•
•
•
•
•

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

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

None.

Ann James

Chief Executive

•
•
•
•
•
•

Elizabeth Kay

Non-Executive
Director

•
•
•
•
•
•
•

Hisham Khalil

Non-Executive
Director

•
•
•
•
•

Steven Keith

Director of
People

•

Chair, South West Leadership Academy.
Chair, Southwest Talent Board.
Member, One Plymouth.
Chair, National Institute for Health Research Peninsula Partnership
Group.
Member, Plymouth Growth Board.
Vice Chair, Board of Governors, Devonport High School for Girls.
Director and Trustee of Oral Health Foundation Charity (President
Elect 2017).
Chair of management board of research funding committee of the
British Dental Association.
Advisory Board BUPA Oasis Healthcare.
Chair of NICE Guideline Committee on Epilepsies
British Dental Association Health and Sciences Committee member.
Trustee and Vice Chair, British Medical and Dental Student Trust.
Director and Trustee of the College of General Dental Practice.
Head of Peninsula Medical School, Faculty of Health: Medicine,
Dentistry and Human Sciences, University of Plymouth.
Consultant Surgeon, University Hospitals Plymouth NHS Trust.
Consultant Surgeon, Nuffield Health Hospital, Plymouth.
Non-Executive Director, Royal Devon & Exeter NHS Foundation
Trust.
Director, ENT Plymouth Ltd.
Member of Plymouth Employment and Skills Board as a
representative of the Health sector.

Graham Raikes Non-Executive
Director

•

Helen Teague

Non-Executive
Director

Founder of Raising Doves, a business partnership providing executive
coaching and organisational development consulting. Clients and
associates include:
• Cornwall County Council
• North Devon Healthcare NHS Trust
• Aduro Consulting
• Skylite Associates
• Invisible Grail
• University of Exeter

Nick Thomas

Deputy Chief
Executive,
Director of Site
Services &
Planning

•
•

Non-Executive Director, Plymouth Science Park Ltd.
Member of GS1 UK Healthcare Advisory Board.

Henry Warren

Associate NonExecutive
Director

•
•

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

Chair of Governors, Plymouth Marjon University.

Item 3
University Hospitals Plymouth NHS Trust
Minutes of the Trust Board meeting
9.00 am Friday 24 April 2020
Virtual Meeting
Present:

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

In Attendance:

Jo Beer, Director of Integrated Care & Partnerships
David Brown, Director of Urgent and Emergency Care
Lee Budge, Director of Corporate Business
Gill Hunt, Board Secretary
Steven Keith, Director of People
Nick Thomas, Deputy Chief Executive

Apologies:

Graham Raikes, Non-Executive Director

D
R
A
F
T

This meeting of the Board took place via Microsoft Teams, meetings in
public having been suspended in accordance with public health advice
on social distancing during the COVID-19 pandemic.
44/20

Welcome, apologies and declarations of interest

Action

The Chairman welcomed colleagues to this virtual meeting. Apologies
from Mr Raikes were noted. The Chairman requested declarations of
interest relevant to the matters listed on the agenda. No declarations
were made.
The Chairman acknowledged the circumstances under which this
meeting was taking place; in the Trust itself, in the Devon health region
and nationally and, on behalf of the Board, expressed deep appreciation
of the work of staff to care for patients during the ongoing pandemic.
In order to accommodate staff joining the meeting to present specific
papers, the Chairman took items in a different order to that set out on
the agenda.
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45/20

Minutes of the previous meeting, matters arising and review of actions
The minutes of the previous meeting, held on 27 March 2020, were
agreed as a true and accurate record subject to the amendment of
minute 40/20, second paragraph, third sentence to read ‘Staff joining
under TUPE arrangements would have access to contractual benefits
under Agenda for Change and Statutory Sick Pay’.

D
R
A
F
T

There were no matters arising.

Review of outstanding Actions
Actions 1824 and 1858 regarding fractured neck of femur
Dr Hughes and Mr Baber stated that the relevant data was now available
for reporting to the Board.
Action 1855 Learning from Maternity Services Annual Review and high
profile national reports such as East Kent
Not completed. Professor Hayden had not yet discussed this Mr Byrne.
Action 1860 52WW wait – orthopaedic patients waiting >52 weeks
Discussed at the Finance & Investment Committee on 22 April 2020 and
action now completed.
Action 1880 Briefing note for Board on positive safety reporting culture
No briefing had been circulated to the Board. Dr Hughes stated that the
Safety & Quality Committee (S&QC) on 20 April 2020 had received a
report on incident management during the COVID-19 pandemic. No
queries arose for Dr Hughes or Professor Hayden, Chair of the S&QC,
regarding any further action required to complete this action.
Action 1881 2019/20 capital position
Action completed.
1883 Safeguarding in COVID-19 context
Ms James had raised this matter via the appropriate fora; each council
area had put in place additional measure to address heightened
concerns. The issue had also featured in local news media.
The status of all other actions was noted.
46/20

Freedom to Speak Up Guardians’ Report
Ms Pippa Jephcott, Freedom to Speak Up Guardian, joined the meeting
for this item and presented her report. Ms Jephcott highlighted the
following matters to the Board:
•

Actions taken to improve access to Guardians during the COVID19 response and themes emerging from Guardian interactions
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with staff.
•

The ongoing challenge of recruiting additional Guardians and the
introduction of a Staff Advocate role.

•

Case review gap analysis and Board self-assessment, to be
reviewed by the Board in July 2020.

•

The results of a survey of staff who had raised concerns with
Guardians in the period to December 2019.

•

National training and e-learning and how this might form part of
the Manager’s Passport scheme.

•

The national focus on ‘detriment’ as experienced by staff who
had raised concerns and the focus that the Care Quality
Commission would place on this in future Well-Led Assessments.

D
R
A
F
T

Professor Kay, Non-Executive Director lead for Freedom to Speak Up,
had discussed these issues with Ms Jephcott prior to the Board; she was
of the view that the current Guardian establishment must be
supplemented as soon as possible.
Professor Khalil noted national reporting that COVID-19 may be
disproportionately affecting BME colleagues and would welcome an
organisational focus on this. Mr Keith agreed and stated that across the
health community risk-related discussions were ongoing.
The Board discussed ‘detriment’ and welcomed Mr Keith’s clarification
of what was meant by this term in the context of speaking up, how
detriment might be perceived, and the requirement for a process to
respond to concerns. The Board noted the actions being taken by the
Guardians to record and track detriment and the apparent anomaly
between the CQC’s view of the Trust’s performance and the Trust’s
better than average rating in the relevant NHS national staff survey
question.
Mr Warren supported additional Guardian resource but rather than
supplementing Guardian numbers, he would wish to see Guardian
responsibility embedded in all management roles. Ms James supported
this in principle and its inclusion in the Trust’s organisational
development programme. However, the Board should not underestimate the skill with which Guardians signposted staff to established
and appropriate supporting routes.
There was no further discussion.
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The Board noted the Guardian report and supported
recommendations therein regarding areas of future focus.

the

The Chairman thanked Ms Jephcott for attending and she left the
meeting.
47/20

Chief Executive’s Report

D
R
A
F
T

Ms James gave a verbal update to the Board on COVID-19 related
matters. This covered:
•

The twice weekly briefings to NEDs concerning operational,
performance and governance issues and the fortnightly
interactions with the Care Quality Commission to maintain the
Commission’s oversight of the Trust’s position.

•

Preparedness at a regional and local level in response to national
modelling. Although this Trust had not experienced the number
of COVID-19 patients that had been planned for, nationally it was
expected that further waves of COVID-19 would emerge from the
lifting or lightening of lockdown restrictions. Planning for this
scenario was ongoing.

•

Discussions with commissioners on re-establishing capacity stood
down in response to the immediate COVID-19 response.

•

The Trust’s own recovery plan, using the People First
methodology, including new ways of conducting GP, outpatient
and follow-up appointments that observed social distancing.

•

Actions to ensure the best use of public volunteers and retired
NHS staff and to increase testing for COVID-19 in response to HM
Government’s stated target.

•

External communications:
the public remained extremely
positive about the NHS although there had been some media
focus on the facilities put in place nationally that had not yet
been utilised. Clearly, planning must be undertaken on a worst
case scenario to ensure preparedness.

•

Internal communications: feedback evidenced an appreciation of
the effectiveness of this, both within the Trust and across the
city. Ms James thanked the Communications team, led by
Amanda Nash, and was pleased to advise that their work had
received national recognition.

Mr Keith gave an update on workforce matters including:
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•

Ongoing recruitment in the context of social distancing and
communication with Trust retirees regarding a possible return to
work.

•

Offers to support from the University of Plymouth regarding
graduating student nurses joining the Trust.

•

The range of health and wellbeing support to which staff had
access.

•

Plans for the People & Culture Committee on 30 April 2020.

D
R
A
F
T

Dr Hughes gave an update on the following:
•

Changes to the medical workforce model resulting from COVID19 and the further changes that would be required as the Trust
reinstated services.

•

Engagement with the South West Deanery regarding the redeployment and training of junior doctors.

•

Liaison with Health Education England regarding the early intake
of year five medical students and arrangements to effect their
smooth transition into the organisation.

There were no questions arising from these verbal reports.
The Chairman thanked colleagues and, in particular, thanked Amanda
Nash for her superb work.
The Board noted the Chief Executive’s Report.
48/20

Performance Report

Mr Baber gave a presentation on the impact of COVID-19 on operational
performance. He began by detailing the national requirements of NHS
providers with regard to service delivery, including the postponement of
all non-urgent elective operations for a period of at least three months
and, where possible, to move services off site.
Mr Baber then described:
•

The impact on Emergency Department discharges, down by c50%,
with the mean length of stay in the department better than the
national standard since the week commencing 23 March 2020.
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•

Reduced ambulance handover delays, both in volume and as a
percentage of the total number of handovers.

•

A reduction in emergency admissions by 44% in the preceding
two weeks, consistent with the national position.

•

An overall 53% reduction in GP referrals and a deterioration in
Referral to Treatment performance to 67%.

•

The 52 Week Wait year end forecast was now 244 patients,
mostly in neurosurgery and orthopaedics. A forward look to the
end of May 2020 position suggested that this would increase to
c500 patients, demonstrating the impact of COVID-19 on the
achievement of performance trajectories. The Board must
consider how to re-start elective surgery in a safe way without
de-stabilising urgent and emergency activity.

•

The Trust had achieved six of the nine national performance
targets for cancer in March 2020, including urgent referrals.
However, urgent referrals had reduced by between 35% and 80%
according to specialty when compared with pre-COVID-19 levels.
There was concern that patients were not presenting to their GP.

•

Cancer treatments in surgery and chemotherapy were being
maintained but radiotherapy performance was declining. The 62
day backlog position had been improving since December 2019
but was now deteriorating, particularly in prostate and
colorectal.

•

A deteriorating performance for diagnostics reflected patient
and hospital cancellations. At the end of March 2020 13.3% of
patients were waiting longer than six weeks for a diagnostic test.
The forecast position for the end of April was 52.7%, with massive
deteriorations in MRI and CT performance. Mr Baber described
mitigating actions, including additional capacity and service
provision off-site. Dr Hughes stated that all two week wait and
urgent diagnostics continued to be provided. Risk stratification
arrangements for all other patients were being established and
had been reported to the Safety & Quality Committee on 20 April
2020.

•

Outpatient appointments were being maintained, with a shift to
outpatient
non-face-to-face
appointments.
Follow-up
attendances had reduced, although with a smaller shift to nonface-to-face appointments, and patients managed via risk
stratification.

D
R
A
F
T
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•

The risk stratification process employed by all Service Lines in
their management of patients.

•

The Plymouth area response to national COVID-19 mobilisation of
services off site.

•

Screening service status in line with national guidance.

D
R
A
F
T

Mr Boa queried the Devon System’s approach to service reinstatement.
Ms James stated that Devon Chairs and Chief Executives were in
ongoing discussions, with an expectation that national guidance would
be issued. The Devon System was beginning to shape its plans and the
Board noted the consequential impact on its Operational Plan for
2020/21.
Mr Warren was concerned at the impact of the national suspension of
some health screening in areas of known health inequalities and social
deprivation; the impact of the suspension of diabetic eye screening, for
example, could be immense.
This concluded the Board’s review of performance.
49/20

Maintaining Cancer Treatment during COVID-19 response
Mr Baber presented this report, which had also been reviewed by the
Safety & Quality Committee on 20 April 2020.
National guidance had been issued that cancer treatment should
continue to be prioritised during the response to the COVID-19
pandemic. Mr Baber’s report set out an assessment of the Trust’s
position in response to the four overarching requirements of national
guidance:
•

Risk stratification and clinical prioritisation of patients: Service
Lines and lead cancer clinicians had communicated their risk
stratifications by speciality level and requested Service Lines to
code patients accordingly.

•

Essential and urgent cancer treatments must continue: as at 9
April 2020 the Trust had provided 86% of surgical cancer activity.
There had been a reduction in overall cancer activity and Mr
Baber gave a brief summary of specialties most affected.

•

Where referrals or treatment plans departed from normal practice,
safety netting must be in place to follow up patients: Mr Baber
briefed the Board on arrangements for this and the associated
harm review process.
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•

Consolidation of cancer surgery in a COVID-19 free hub, with
centralised triage to prioritise patients based on clinical need:
Mr Baber stated that achieving this would be very difficult for
Devon and Cornwall because most cancer tertiary surgery was
undertaken at Derriford hospital, which was also the COVID-19
admitting facility for the area.
However, arrangements had
been progressed, including zoning arrangements, the transfer of
some activity to the Care UK facility, ring-fenced theatres and a
commitment to support other hospitals across Devon and
Cornwall on a case by case basis.

D
R
A
F
T

The Chairman thanked Mr Baber and invited questions. There were
none.
The Chairman asked whether the Safety & Quality Committee would
monitor any harm identified in the patient groups set out in paragraph
4.3 of Mr Baber’s report. Mr Baber would work with Professor Hayden,
the Committee Chair, to ensure that this featured on the Committee’s
agenda.

KB/JH

The Board noted the Maintaining Cancer Services report.
50/20

Learning from Paterson Inquiry and other national reports
Mr Budge’s report set out a briefing on the key issues from this national
report and invited the Board to agree how it would oversee its response
to it, and to other significant high-profile national reports with
implications for patient safety. Mr Budge stated that HM Government
had not yet responded to the Paterson Inquiry recommendations, many
of which were multi-agency issues.
After a discussion, in general terms, about avenues for staff to raise
concerns and sources of assurance for provider boards, Ms James stated
that the Board should expect the Executive team to document their
response to high-profile national reports of this nature.
The Board noted:
•

The key learning and recommendations from the Paterson
Inquiry Report.

•

That a paper would be drafted for the public Board in May 2020
setting out the Executive team’s response to the Paterson
Inquiry Report, including sources of assurance for the Board.

•

LJB

An appropriate, additional risk would be added to the Board
Assurance Framework, which would be retained on the
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Framework until such time as the Board felt that it had received
adequate assurance in respect of an organisational response to
the Inquiry’s recommendations.
51/20

LJB

Education and Training Report
Mr Keith’s report set out the current position of education and training
within the Trust and included updates on:

D
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•

Plans in progress to address the impact of COVID-19 on training
provision.

•

Progress with actions to address the results of the 2019 GMC
Medical Education Survey. The 2020 GMC survey had been
expected to report in July 2020 but had now been delayed until
the autumn.

•

Clinical education and risks associated with training facilities,
capacity, mentoring support and funding.

•

Progress with a review of the Trust’s Learning and Education
Strategy approved by the Board in November 2018.

•

Statutory and mandatory training compliance and proposal to
reduce the compliance target from 95% to 90%.

•

Appraisal performance and a proposal to reduce the compliance
target from 95% to 90%.

•

Arrangements for ‘passporting’ within the inter-authority
transfer process so that staff joining the Trust from other
organisations would not require re-training in manual handling
and basic life support if training from their previous organisation
was in date at the time of their transfer.

•

Apprenticeships: the Trust was registered as an employer
provider with HM Government. All organisations were required
to re-register; the Trust had applied but had been unsuccessful.
The implications of this were explained, together with mitigating
actions to provide continuity of training to apprentices.

The Board discussed Mr Keith’s proposals to reduce mandatory training
and appraisal compliance and, in so doing, considered:
•

The statutory requirement that all medical staff received an
annual appraisal; therefore Dr Hughes would expect to maintain
a 100% compliance target for doctors.
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•

The importance of the quality of appraisal and a desire to identify
measures other than completion rates in assessing the
usefulness of appraisals in supporting staff development.

•

The Trust’s adoption of a national standard for the content of
‘mandatory’ training and whether there were any unintended
consequences of the Board agreeing a reduction in mandatory
training and appraisal performance standards.

The Board:

D
R
A
F
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•

Noted the Training and Education report, including the risks
identified within.

•

Approved a reduction in the compliance target for mandatory
training to 90%.

•

Approved a reduction in the compliance target for appraisal
training to 90%.

There was no discussion on the date from which revised compliance
targets would apply.
52/20

Utilities Procurement

Standing Orders (SO) required ratification of a decision taken under SO
5.2 in respect of the award of the Trust’s utility supply contract for gas
and electricity. The paper set out the reasons why SO 5.2 had been
invoked and the actions taken to comply with it.
The Board ratified the contract award decision under SO 5.2.
53/20

Any Other Business

There was no other business.
54/20

Key Actions for Committees and Executives
Not discussed but as identified in these minutes.
There was no further business and the meeting closed at 11.30 am.

55/20

Date of next meeting
Friday 22 May 2020.
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Executive Actions Register (EAR)
Ref.
Date
1825
31-Jan-20

Source
Trust Board
(Public)

Theme
Control of Smoking

1855

28-Feb-20 Trust Board
(public)

Learning from
Maternity Services
Annual Review and
national reports,i.e.
East Kent

1858

28-Feb-20 Trust Board
(public)

Performance for
#neck of femur

Assess Trust performance against relevant comparators (i.e. MTCs) and Kevin Baber
identify/extract learning. Report to March Board.

20-May-20

Overdue

1861

28-Feb-20 Trust Board
(public)
27-Mar-20 Trust Board
(public)

Patient Story at
January 20 Board
Safeguarding

Lenny Bryne

01-Sep-20

Not Yet Due

Lenny Byrne

15-Jul-20

Not Yet Due On June S&QC agenda.

24-Apr-20 Trust Board
(public)
24-Apr-20 Trust Board
(public)
24-Apr-20 Trust Board
(public)

Maintaining cancer
standards
Paterson Inquiry

Consider inviting JT back to Board in, say, six months to demonstrate
what the Board did in response to her story.
Re-present Annual Safeguarding Report with SMART objectives and
detail the assurance route prior to Board review, then instigate
quarterly reporting to the Board. Aim for June 2020 to re-present
Annual Report and then quarterly reports thereafter.
Monitor any harm in patient groups arising from actions taken to
maintain cancer treatments in response to COVID-19.
Executive team's response: report to Trust Board including sources of
assurance.
Include additional risk re Paterson Inquiry and monitor until adequate
assurance of UHP's response.

Jacky Hayden
Kevin Baber
Phil Hughes

30-Jun-20

Not Yet Due Included in June S&QC

30-Jun-20

Not Yet Due Requested for May Board

Lee Budge

30-Jul-20

Not Yet Due To be included as a new

1882

1888
1889
1890

BAF

Action
Review and amend Control of Smoking Policy in the light of proposed
changes agreed at the January public Board and present to the Board
for approval. (Minute 11/20 page 16)
S&QC Chair and Lenny Byrne to consider whether S&QC should pursue
this and, if so, how.

22 May 2020

Lead
Nick Thomas

Jacky Hayden
Lenny Byrne

Date Due
31-Dec-20

30-Sep-20



Status
Comments by action holde
Not Yet Due

Not Yet Due At April 2020 Board, JH yet
to discuss with LB. On
19.05.20 update from JH:
JH/LB have discussed how
S&QC will be informed of
CG/SLs' responses to
national reports. Paper to
come to Board following
August S&QC meeting.
[Action date extended to
30.09.20].
Original deadline 31.03.20.
At March public Board
data not yet available.
April Board advised data
now available. Data with
KB/PH.

agenda.

but deferred.

risk within the updated
BAF.
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SUMMARY REPORT
Trust Board

May 2020

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

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

Decision
Approval
Information




Assurance

Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

Create Sustainable Future








Executive Summary

COVID-19 (Coronavirus)
The Trust has faced an unprecedented challenge in responding to the COVID-19 pandemic but
has successfully navigated the first peak of demand by creating capacity to treat patients with
suspected or confirmed COVID-19 thanks to the incredible efforts of our staff.
Healthcare providers were already grappling with rapidly growing demand for healthcare before
the COVID-19 crisis started and will now face a further set of extremely challenging demands
as we seek to balance treating COVID-19 patients, retaining surge capacity to deal with further
virus outbreaks and reintroducing other important services.
We are continuing to develop and adapt our detailed plans in this regard which will, of course,
place the safety of our patients and staff at the very heart of all that we do.
I will provide the Board with a verbal update on the very latest position with regard to the Trust’s
response to the COVID-19 pandemic. In the meantime, I would like publicly express my
deepest gratitude and admiration for the continued effort, dedication and professionalism of our
staff in rising so magnificently to this challenge.
NHS Provider License Self-Certification
The Board is required to annually self-certify compliance with the conditions against certain
provider licence conditions. We have completed a self-assessment in this regard and believe
we are compliant with all of the relevant license conditions. The Board is asked to review and
approve the self-certification set out in Annex 1.
Quality Impact Assessment
There are no direct quality implications associated with this report.
Financial Impact Assessment
There are no direct financial implications associated with this report.
Regulatory Impact Assessment
The report includes a number of references to regulatory requirements.
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Equality and Diversity Impact Assessment
There are no direct equality and diversity issues associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to:
1. Note our response to the COVID-19 pandemic, the key challenges that remain and the
progress we are making in developing and maintaining our plans to address these
challenges.
2. Approve the self-certification of compliance with the conditions against the licence
conditions set out in Annex 1.
Next Steps
The issues highlighted in the report will be taken forward as appropriate by the Chief Executive,
Executive Directors and the Trust Management Executive (TME).
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DETAILED REPORT
Trust Board

May 2020

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.

Responding to the outbreak of COVID-19

2.1

The Trust, in common with the wider NHS, has faced an unprecedented challenge in
responding to the COVID-19 pandemic but has successfully navigated the first peak of
demand by creating capacity to treat patients with suspected or confirmed COVID-19.
During this peak, trusts have ensured that accident and emergency departments
remained open and that emergency cancer and other vital, time critical care continued.

2.2

From the Trust’s perspective this has been achieved by what can only be described as
a monumental effort from both clinical and non-clinical staff across the whole of the
organisation and our partners in the wider health and social care system. This has
enabled us to design and implement new pathways of care and fundamentally
reconfigure the hospital’s wards and clinical areas to meet the rapidly changing needs
of our patients.

2.3

The focus on coping with coronavirus has inevitably had an impact on the care the
NHS has been able to provide to many other patients. A recent briefing from NHS
Providers highlighted the fact that meeting all health care needs will be complex and
difficult as trusts will need to balance treating COVID-19 patients whilst retaining surge
capacity to deal with further virus outbreaks alongside reintroducing care, meeting
unmet demand from people unable, or choosing not, to access the services they
required over the last 10 weeks.

2.4

The briefing highlights the fact that healthcare providers were already grappling with
rapidly growing demand for healthcare before the COVID-19 crisis started and will now
face a further set of extremely challenging demands including:
 An increased backlog of elective surgery.
 The rehabilitation and healthcare needs of patients discharged from hospital to
create capacity for COVID-19 and patients who have survived COVID-19.
 Potentially significant additional new demand for mental health services from those
affected by the economic, social and loss of life factors associated with COVID-19,
and from health and care staff coping with the consequences of having to provide
frontline COVID-19 care in extremely difficult circumstances.
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 The complex healthcare needs of nearly two million ‘shielded’ patients amid tight
constraints on how healthcare professionals can interact with these patients.
 Potential ‘pent up demand’ that has accumulated over the last ten weeks as GP
referrals and patient presentations have dropped significantly meaning that
patients will have more complex and advanced needs than would otherwise have
been the case.
2.5

The Board will be aware that we are continuing to develop and adapt our detailed plans
which continue to place the safety of our patients and staff at the very heart of our
response by focusing on the following specific objectives:
 Providing effective leadership and governance throughout the pandemic.
 Providing appropriate care to patients with suspected or confirmed COVID-19.
 Maintaining delivery of services which are critical to the safety of our patients.
 Maintaining the health and wellbeing of our staff.
 Implementing a recovery plan to restore all services to ‘business as usual’.

2.6

I will provide the Board with a verbal update on the very latest position with regard to
the Trust’s response to the COVID-19 pandemic at the meeting. In the meantime, I am
sure that you will wish to join me in expressing our deepest gratitude for the continued
effort, dedication and professionalism of our staff in rising so magnificently to this
challenge.

3.

NHS Provider License Self-Certification

3.1

The annual self-certification provides assurance that NHS providers are compliant with
the conditions of their NHS provider licence. Compliance with the licence is routinely
monitored through the Single Oversight Framework but, on an annual basis, the licence
requires NHS providers to self-certify their compliance against certain provider licence
conditions. Although NHS trusts do not need to hold a provider licence, directions from
the Secretary of State require NHS Improvement to ensure that NHS trusts comply with
conditions equivalent to those in the licence as it deems appropriate. NHS trusts are
therefore legally subject to the equivalent of Conditions G6 and FT4 and must selfcertify under these licence conditions. These requirements are summarised below.
Condition

Requirements

Condition G6

This requires providers to have processes and systems that identify
risks to compliance with licence conditions, relevant legislation and
the NHS Constitution. It also requires us to take reasonable
mitigating actions to prevent those risks from occurring. Providers
must annually review whether these processes and systems are
effective.

Condition FT4

This requires providers to review whether their governance
systems meet those principles, systems and standards of good
corporate governance which reasonably would be regarded as
appropriate for a supplier of health care services to the NHS. There
is no set approach to assessing this but it is expected to involve
consideration of board and committee structures, reporting lines
and performance and risk management systems.
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3.2

The Board may wish to note that, in light of the current COVID-19 pandemic, NHSE/I
does not intend to undertake any audits of compliance against the self-certification
requirements of the provider licence or to use our enforcement powers in the event of a
breach in this financial year, where resource has been prioritised to address COVID19. Notwithstanding this, we have completed an updated self-certification of our
compliance with the Conditions G6 and FT4 as this represents an important part of our
overall corporate governance arrangements.

3.3

The aim of self-certification is for providers to carry out assurance that they are in
compliance with the conditions. It is up to providers how they do this but any process
should ensure that the provider’s board understands clearly whether or not the provider
can confirm compliance. With this in mind, our assessment includes a summary of the
key evidence and outcomes we have relied upon in arriving at our judgement on
compliance.

3.4

The Board is, therefore, asked to review and approve the self-certification against
Conditions G6 and FT4 set out in Annex 1.
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NHS Provider License Self-Certification
Ref.

Specified Requirement

Annex 1

Certification

Key supporting evidence

The Trust is
CONFIRMING
compliance
with this
requirement.

•

The Trust has systems and processes to monitor risks of failure through lack of
compliance or adverse variances in performance

•

The Trust has a ‘Risk Management Framework’ which has been approved by the
Trust Board. The Framework sets out the key responsibilities for the management
of risk and seeks to ensure that the risks to the achievement of the Trust’s
objectives are understood, reported and appropriately mitigated.

•

The Board Assurance Framework (BAF) is the key strategic tool for the
management of risk and assurance. The Framework enables the Board to
demonstrate how it has identified and met its assurance needs in relation to the
delivery of the Trust’s objectives.

•

These arrangements are described in more depth in our Annual Governance
Statement which is reviewed and agreed by the Audit Committee, the Trust Board
and our external auditors.

•

The Trust has established robust governance arrangements appropriate for an NHS
supplier of healthcare services. This includes but is not limited to the following:
‒ Clear Board and Committee framework.
‒ Trust Strategy (this was updated and approved by the Board in 2019).

CONDITION G6: General and Continuity of Service Conditions (G6)
1

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

CONDITION FT4: Corporate Governance Statement
1

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

The Trust is
CONFIRMING
compliance
with this
requirement.

‒
‒
‒

Standing Orders.
Standing Financial Instructions and a Scheme of Delegation.
Board Assurance and Risk Management Frameworks.

•

Directors must declare any interest for publication on a Register of Interests.

•

A robust approach to reviewing the Fit and Proper Person Test annually.

•

The remainder of this assessment includes references to other aspects of the
Trust’s corporate governance arrangements.
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Ref.

Specified Requirement

Certification

Key supporting evidence

2

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

The Trust is
CONFIRMING
compliance
with this
requirement.

•

The Audit Committee oversees the effectiveness of our overall system of internal
control and reports to the Board. This includes oversight of externally published
governance reports and briefings.

•

The Trust signed up to a series ‘undertakings’ with NHS Improvement in March
2019. These ‘undertakings’ set out the actions required to address some our key
organisational challenges. The Board reviewed its position in addressing these
‘undertakings’ in February 2020 and submitted this to NHSI.

•

The Trust promptly implemented corporate governance changes as a result of the
COVID-19 pandemic. All of these changes are fully documented and in accordance
with national guidance.

•

The Trust continues to work constructively and openly with NHSI and ensures that
there is appropriate representation at all required meetings. We also continue to
provide NHSI with any information it requires to discharge its responsibilities.

•

The Trust Board is supported by a number of committees which review in more
depth the risks and assurances associated with different aspects of the Trust’s
responsibilities, as follows:
‒ Safety & Quality Committee
‒ People & Culture Committee

3

The Board is satisfied that the Licensee has established
and implements:
a)

Effective board and committee structures.

b) Clear responsibilities for its Board, for committees
reporting to the Board and for staff reporting to the
Board and those committees.
c)

The Trust is
CONFIRMING
compliance
with this
requirement.

Clear reporting lines and accountabilities throughout
its organisation.

‒
‒
‒

Finance & Investment Committee
Research & Development Committee
Audit Committee.

‒

Remuneration Committee.

•

The Terms of Reference for each committee are reviewed and approved by the
Trust Board on a regular basis.

•

Clinical leadership remains a central part of our governance architecture as it helps
us remain focused on our primary goal of delivering high quality care. We have
organised the Trust into a series of business units known as ‘Service Lines’. Each
Service Line is aligned to one of four ‘Care Groups’ each of which is headed by a
Clinical Director and a Care Group Manager who are members of the Trust
Management Executive.
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Ref.

Specified Requirement

Certification

Key supporting evidence

4

The Board is satisfied that the Licensee has established
and effectively implements systems and/or processes:

The Trust is
CONFIRMING
compliance
with this
requirement.

•

The Trust has established arrangements for reviewing and improving economy,
efficiency and effectiveness in the use of our resources. We are actively engaged in
the national Getting It Right First Time (GIRFT) and Model Hospital work
programmes and continue to use benchmarking to identify variation in
performance and/or practice. These arrangements are reviewed by NHSI.

•

The Trust has comprehensive quality governance arrangements in place. This
includes regular reports to the Board and its committees showing the Trust’s
performance across a wide-range of metrics.

•

The Trust continues to be fully registered with the CQC across all of its locations
without conditions and monitors compliance across all standards. The Trust was
inspected by the CQC in August-September 2019, with the report published in
December 2019. We have retained our overall rating of ‘Requires Improvement’
from the CQC and headline ratings for each domain remain unchanged from the
previous inspection. Whilst we have not received any Warning Notices, further
work is required to address some issues on a sustainable basis. We have adopted a
comprehensive approach to doing this which includes regular reports to the Board.

•

The Trust’s financial systems have been reviewed by internal audit who concluded
that there is ‘significant assurance’ that these are operating effectively.

•

The Trust has continued to adopt a pro-active approach to data quality in 2019/20
by maintaining its risk-based approach to assessing the key performance data
presented to the Trust Board and subjecting this to independent internal audit
scrutiny to test and report on its accuracy, reliability and validity. This includes a
rolling programme of audit reviews of the systems and data which underpin
reporting against national performance standards such as waiting times.

•

The Board Assurance Framework (BAF) provides a framework for identifying and
managing key organisational risks. This is reviewed by the Board and its
committees on a regular basis.

•

The Trust produces an annual plan and has adopted the ‘People First’ methodology
to adopt a team bade approach to improvement and assurance.

•

The Audit Committee receives periodic reports from the Trust’s lawyer to draw its
attention to any new legislation and the Trust’s position in meeting its legal
obligations.

a)

To ensure compliance with the Licensee’s duty to
operate efficiently, economically and effectively;
b) For timely and effective scrutiny and oversight by the
Board of the Licensee’s operations;
c)

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

Specified Requirement

Certification

Key supporting evidence

5

The Board is satisfied that the systems and/or processes
referred to in paragraph 4 (above) should include but not
be restricted to systems and/or processes to ensure:

The Trust is
CONFIRMING
compliance
with this
requirement.

•

The Trust has a fully constituted Board with appropriately qualified Executive
Directors and a full complement of Non-Executive Directors with a wide range of
relevant skills and experience.

•

The Board holds monthly development sessions to improve its skills and capability
in discharging its responsibilities effectively.

•

The Board regularly receives a comprehensive Integrated Performance Report. This
includes timely information on a wide range of the Trust’s responsibilities including
safety, quality, people and finance.

•

All Board, Committee and Executive reports are required to include an impact
assessment covering quality, regulation, finance, equality and sustainability.

•

The Trust has a Patient Experience Committee which is chaired by a former patient
who also sits on the Safety & Quality Committee.

•

The Trust has established a wide range of arrangements for engaging with staff.
This includes
‒ ‘Your Voice’ sessions.

a)

That there is sufficient capability at Board level to
provide effective organisational leadership on the
quality of care provided;

b) That the Board’s planning and decision-making
processes take timely and appropriate account of
quality of care considerations;
c)

The collection of accurate, comprehensive, timely
and up to date information on quality of care;
d) That the Board receives and takes into account
accurate, comprehensive, timely and up to date
information on quality of care;
e) That the Licensee, including its Board, actively
engages on quality of care with patients, staff and
other relevant stakeholders and takes into account as
appropriate views and information from these
sources; and
f) That there is clear accountability for quality of care
throughout the Licensee including but not restricted
to systems and/or processes for escalating and
resolving quality issues including escalating them to
the Board where appropriate.
6

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

‒
‒
‒

The Trust is
CONFIRMING
compliance
with this
requirement.

‘Big Conversations’ in response to staff survey feedback.
Leadership walkrounds
Freedom to Speak Guardians.

•

The Trust’s Risk Management Framework adopts a tiered approach which ensures
that serious risks are escalated to executive level. These are reviewed to ensure
that, where appropriate, key themes are included on the Board Assurance
Framework.

•

The Trust has a number of arrangements in place to assess whether staffing
processes are safe, sustainable and effective. This includes daily ward staffing
review meetings, weekly forward look on ward rota gaps, regular reports to the
Trust Board on safe staffing and the work of the Guardian of Safe Working Hours.

•

The People and Culture Committee has been overseeing compliance with national
'Developing Workforce Safeguards' requirements. An action plan has been
developed to improve compliance and this continues to be identified as a key risk
on the BAF and, as such, will be reviewed by the Trust Board throughout 2020/21.
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Executive Summary

Background
Boards of all NHS organisations must ensure there is an effective and comprehensive process in
place to identify, understand, monitor and address current and future risks. A Board Assurance
Framework (BAF) brings together in one place all of the relevant information on risks which
enables the Board to demonstrate how it has identified and met its assurance needs in relation to
the delivery of the Trust’s objectives. Failure to effectively identify and address issues at an early
stage can lead to unnecessary adverse events affecting delivery of our aims and objectives
relating to patient safety, staff welfare and/or the Trust’s performance. As such, it is an essential
tool for boards which needs to be used with skill and diligence.

Our existing arrangements
The Board Assurance Framework (BAF) is our key strategic tool for the management of risk and
assurance. 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 People & Culture Committee and the Finance & Investment Committee.
Our current arrangements have been designed to provide a focused approach which is used by the
Trust Management Executive and the Board to better drive the management and mitigation of our
key risks. 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.

•

Key strategic themes identified from a variety of sources 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.
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Key activities of the Board’s assurance committees
The following table summarises the key activities of each of the Board’s committees in
considering the risks and assurances for which they are responsible.
Committee

Summary of key activities

Safety & Quality
Committee

The Safety & Quality Committee last met on 20th April 2020 at which
it considered risks specific to the COVID-19 pandemic as follows:
•

Safeguarding and learning disabilities.

•

Outpatient risk stratification.

•

Surgical risk stratification.

•

Cancer services risk stratification.

•

Incident management.

•

Radiology and bookings SOP.

The Committee previously agreed to establish a small working group
to update the Board Assurance Framework for the ‘Quality’ risks
associated with the Safety & Quality Committee. The timetable for
doing this will need to be agreed having regard to the demands of the
COVID-19 pandemic.
People & Culture
Committee

The People & Culture Committee last met on 30th April 2020 at which
considered in some detail the staff risks specific to the COVID-19
pandemic as follows:
•

Safe staffing.

•

Staff PPE.

•

Staff testing.

The Committee is in the process of updating the Board Assurance
Framework for the following ‘Workforce’ risks:
•

W1 – Safe staffing

•

W2 – Culture and staff experience

•

W3 – Core requirements

•

W4 – Clinical education

We should be in a position to report these to the Trust Board at the
end of June 2020.
Finance & Investment
Committee

The Committee continues to proactively oversee the key risks for
which it is responsible. These have all been transferred to the
updated Board Assurance Framework, as follows:
•

S1 – Financial performance

•

S2 – Operational performance

•

S3 – Use of resources

•

S4 – Financial sustainability

•

S5 – Capital infrastructure

The Committee is reviewing this on 27th May 2020 and so the
Committee Chair and Director of Finance will provide a verbal update
at the meeting.
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Improving our assurance
On 31st January 2020, I highlighted a document produced by NHS Providers which provides
boards with the means to identify whether their Board Assurance Framework (BAF) remains fit for
purpose and suggested that I intend complete a self-assessment of our current arrangements
using the tool set out in the document ‘Board Assurance: A toolkit for health sector organisations’
and present this this to the Audit Committee in February 2020. This approach was supported by
the Board.
On 24th February 2020, I gave a presentation to the Audit Committee summarising the good
practice described in NHS Providers’ ‘Board Assurance: A toolkit for health sector organisations’
and covering the following areas:
•

A detailed self-assessment of our existing arrangements.

•

A summary of the Trust’s existing risk escalation framework.

•

An analysis of the proposed BAF template and the limitations of this.

•

The principles of ORCA (Objectives, Risks, Controls, Assurance).

•

The critical importance of applying skill and diligence in using the BAF.

•

A worked example of the application of good practice in seeking assurance.

•

Common challenges facing Boards in seeking to improve their assurance.

•

Key messages and proposed actions.

Since this time, the focus has been on identifying and managing risks specific to the COVID-19
pandemic as evidenced by the work of the Board’s committees over the past couple of months.
Notwithstanding this, significant progress has also been made in migrating the ‘Workforce’ and
‘Sustainability’ risks to the revised framework agreed by the Trust Board.
The key next step is to finalise migration to the new framework and report this to the Board in June
2020. This will enable us to take forward the other actions previously agreed by the Board.
Quality Impact Assessment
‘Quality’ risks are directly relevant to the quality of care provided to our patients.
Financial Impact Assessment
‘Sustainability’ risks are relevant to our financial performance.
Regulatory Impact Assessment
Some of the identified risks are relevant to our compliance with mandated requirements.
Equality and Diversity Impact Assessment
There are no direct equality or diversity implications associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the work of its Committees and the progress being made in developing
the updated Board Assurance Framework.
Next Steps
The Board and its committees will continue to be provided with regular updates on the Board
Assurance Framework.
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Background
The Trust, in common with the wider NHS, is currently facing an unprecedented challenge in
responding to the COVID-19 pandemic. This situation presents us with a number of serious risks
which need to be identified and appropriately managed. The purpose of this document is to provide
the Board with an overarching framework for overseeing the key risks to the achievement of our
objectives over the coming months which are as follows:
1. Provide effective leadership and governance throughout the COVID-19 pandemic.
2. Provide appropriate care to patients with suspected or confirmed COVID-19.
3. Maintain delivery of essential services which are critical to the safety of our patients.
4. Maintain the health and wellbeing of our staff.
5. Implement a recovery plan to restore all services to ‘business as usual’.

Our framework
The framework identifies our key risks, summarises the arrangements we have in place to mitigate
these risks, assesses the degree of assurance we can take from these arrangements and
determines what, if any, further action might be required.
The following simple assurance rating has been adopted as a means of highlighting where the
Board might wish to focus its time and attention:





HIGH level of assurance which only requires existing arrangements to be maintained.
MEDIUM level of assurance which still requires some actions to be completed.
LOW level of assurance which requires significant action.

It is important to note that this framework is not designed to replace the existing Board Assurance
Framework (BAF) but to supplement it so as to provide the Board with a means of overseeing the
more specific issues and risks presented by the pandemic.
Going forward we will be seeking to integrate the COVID-19 specific risks into the overarching
Board Assurance Framework. In the meantime, the risks and assurance associated with the
COVID-19 pandemic will continue to be the subject of ongoing review and reporting through the
established executive framework.
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Risk and assurance assessment
The current assessment of risks and assurances is detailed in Annex 1 and summarised below.
Ref
1.1

Risk
Leadership capacity

1.2
1.3

National requirements
Communications

1.4
1.5

Corporate governance
Financial governance

2.1

Patient pathways

2.2

Operational capacity

2.3

Critical care capacity

2.4
2.5

Clinical decision making
Mortuary capacity

3.1
3.2

Urgent care
Elective care

3.3

Cancer treatment

3.4
3.5

Diagnostics
Supply chain

4.1

Safe staffing

4.2

Staff PPE

4.3
4.4

Staff testing
Staff training

4.5

Staff support

5.1
5.2

Recovery planning
Learning lessons

5.3

Infection control

Previous























-

Current

























Comments
Two important publications since last update.

Increasing urgent care pressures.

Ethics Committee established.

See 2.2,
Critical element of recovery planning.

Critical element of recovery planning.

New risk to reflect national guidance.

The Board is invited to consider whether all key risks relating to COVID-19 have been recorded
and determine what, if any, further assurance is required in respect of the identified risks.
Quality Impact Assessment
A number of significant quality risks associated are set in this report.
Financial Impact Assessment
A number of financial risks associated are set in this report.
Regulatory Impact Assessment
Some of the identified risks are relevant to our compliance with mandated requirements.
Equality and Diversity Impact Assessment
There are no direct equality or diversity implications associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to note the Assurance Framework for COVID-19 and determine what, if any,
further assurance is required in respect of the identified risks.
Next Steps
The Board will be provided with regular updates on the COVID-19 Assurance Framework.
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Assurance Framework for COVID-19 Response

Annex 1

RISK

CONTROLS

ASSURANCE

FURTHER ACTION

Risk to the achievement of objectives.

Summary of arrangements established to mitigate risk.

Overall assessment on current arrangements.

Further action required to address gaps.

Objective 1: Provide effective leadership and governance throughout the COVID-19 pandemic.
1.1

1.2

1.3

Leadership capacity: Insufficient
senior leadership capacity to
provide direction and coordination
to
manage
the
pandemic
appropriately.

• Executive team is providing 24/7 day cover.

National requirements: Failure to
comply with national guidance and
requirements leading to staff
and/or patients being put at
unnecessary risk.

• Twice daily executive meetings have
established to review any new guidance.

Communication: Failure to provide
clear communication to teams
leading to confusion, concern
and/or an inappropriate response
to important issues.

• Incident Control Centre has been established.

• Executive team has been split into 3 groups to
provide a degree of isolation and resilience.



Appropriate arrangements have been
established for now and will be kept under
review to adapt to a rapidly changing
situation.



There have recently been two important
national publications since the last update:

We need to ensure that this guidance is
implemented within the Trust.
See Risk 5.3 for reference to the Infection
prevention and control board assurance
framework.

• Home working is being adopted where possible.
been

• Rolling executive action log maintained to record
actions required and progress being made.

•

Operating framework for urgent and
planned care services.

• Regular Regional Chief Executives’ and daily Devon
Health System calls have been established.

•

Infection prevention and
board assurance framework.

• A series of ‘cells’ have been established with
executives following up with their teams.

control



Daily bulletins are being provided as a
single source of critical information. This
continues to be well received by staff.



Revised governance arrangements were
formally approved by the Trust Board on
th
27 March 2020.



Arrangements have been established to
ensure that appropriate financial rigour
and governance is maintained throughout
the pandemic.

• Head of Communications is attending executive
meetings to ensure that there is appropriate
representation from the communications team.
• Comprehensive daily bulletins are being provided to
staff to keep them up to date with developments.

1.4

1.5

Corporate governance: Failure to
maintain
effective
corporate
governance arrangements leading
to poor and/or inappropriate
decision making.

• National guidance on corporate governance issues
was issued on 28th March 2020.

Financial governance: Failure to
exercise appropriate financial
control leading to excessive
expenditure and/or poor value for
money.

• Revised Scheme of Delegation presented to, and
th
approved by, the Trust Board on 28 March 2020.

• Board and committee meetings are continuing to be
held remotely but with more focused agendas.
• Twice weekly briefings are being held between the
Chief Executive and the wider Board.

• Register of COVID-19 related expenditure is being
maintained and will be presented to the Board.
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RISK

CONTROLS

ASSURANCE

FURTHER ACTION

Risk to the achievement of objectives.

Summary of arrangements established to mitigate risk.

Overall assessment on current arrangements.

Further action required to address gaps.

Objective 2: Provide appropriate care to patients with suspected or confirmed COVID-19.
2.1

Patient pathways: Failure to
establish appropriate pathways for
patients with suspected or
confirmed COVID-19 leading to an
avoidable spread of the virus.

• Revised patient pathways have been implemented
for managing patients with suspected or confirmed
COVID-19.



Appropriate arrangements have been
established for managing patients with
suspected or actual COVID-19.



Hospital occupancy has increased from
~50% to ~80% since the last submission of
the assurance framework to the Board.
Plans are being developed in areas such as
alternatives to conveyance, same day
emergency care and restatement of
medically fit for discharge in line with
national recommendations. We are
working with partners to ensure
community capacity is sufficient to
facilitate timely discharge.

Webinar with community partners on
26th May 2020 to develop and agree
system-wide approach.



UHP bid has been submitted and provides
a 30 bed dedicated COVID critical care unit
together with a further circa 120 beds, 64
will be oxygenated (piped) and 56 will be
within a community hospital to enable
space within UHP to be used for additional
COVID O beds within the hospital.

Currently awaiting NHSEI decision on
capital bid.



Ethics Committee has been established to
consider any difficult clinical decisions.



No major concerns at this time.

• The hospital has been ‘zoned’ into Red, Amber and
Green areas to clearly signify the status of all areas.
• De-escalation and discharge guidance has been
produced for patients who have tested positive.

2.2

Operational capacity: Failure to
create sufficient capacity to
manage the forecast increase in
demand leading to poor care for
patients with COVID-19.

• Services and wards have been reconfigured to allow
provide additional capacity.
• Ongoing meetings to review hospital status and
adapt ward reconfiguration as necessary.
• Live dashboard of operational status in place and
regularly reviewed throughout the day.
• Role of COVID-19 Matron created to provide 24/7
advice to wards and other clinical areas.

2.3

2.4

2.5

Critical care capacity: Failure to
provide adequate ICU capacity to
manage the forecast surge in
demand leading to avoidable
patient deaths.

• Trust has created internal capability established to
‘green’ surge to 129 ICU beds if required.

Clinical decision making: Failure to
have robust arrangements in place
to make difficult clinical decisions
leading to potentially unethical or
unlawful clinical practice.

• Briefing paper produced by the Deputy Medical
Director proposing the establishment of an Ethics
Committee.

Mortuary: Insufficient mortuary
capacity to cope with an increase in
patient
deaths
leading
to
inappropriate and/or insensitive
care of deceased patients.

• Plymouth City Council has reviewed their surge
mortuary capacity and has made appropriate
provision.

• Capital bids to create further critical care capacity
for additional surge have been coordinated by the
STP – this allows us to protect our non-COVID ICU
capacity.

• Ethics Committee established with first meeting on
th
20 May 2020.

• Deaths are currently lower than anticipated.
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RISK

CONTROLS

ASSURANCE

FURTHER ACTION

Risk to the achievement of objectives.

Summary of arrangements established to mitigate risk.

Overall assessment on current arrangements.

Further action required to address gaps.

Objective 3: Maintain delivery of essential services which are critical to the safety of our patients.
3.1

Urgent care: Failure to provide
appropriate care to patients
requiring urgent attention leading
to avoidable harm.

• Revised patient pathways and hospital de-escalation
plan implemented (see risks 2.1 and 2.2).



See 2.2.

See 2.2.

3.2

Elective care: Failure to undertake
planned surgery or other clinical
procedures leading to deterioration
in the patient’s condition.

• Non-critical surgery has been cancelled to create
additional operational capacity.



RTT performance has deteriorated in
March and April. We are currently
forecasting a significant increase in the
number of 52 week waiters due to
cancellation and no further booking of
routine patients.

Review RTT performance, risks to
patients and recovery plan through
ongoing report to Trust Board.



The Trust’s compliance with national
guidance has been reviewed and presented
to the Trust Board.

Review cancer performance, risks to
patients and recovery plan through
ongoing report to Trust Board.

• RTT performance across all service areas is the
subject of ongoing review and monitoring.
• RTT performance and elective waiting lists will
continue to be reviewed and reported through the
Integrated Performance Report to the Trust Board.

Cancer treatment: Failure to
provide adequate care to patients
with suspected cancer or who are
on an existing cancer pathway.

• Guidance on maintaining cancer services has been
published by NHSE and the Academy of Medical
Royal Colleges.

3.4

Diagnostics: Failure to provide
sufficient
diagnostic
capacity
leading to a delay in treatment and
a potential deterioration in the
patient’s condition.

• Diagnostics performance continues to be subject to
ongoing review and monitoring across all modalities.



We are currently forecasting a significant
deterioration in the number of patients
waiting more than 6 weeks across a range
of modalities.

Review diagnostic performance, risks to
patients and recovery plan through
ongoing report to Trust Board.

3.5

Supply chain: Inability to maintain
an adequate supply of other critical
clinical supplies and equipment
leading to poor care being provided
to patients.

• We have three large oxygen stores. We also have
the equivalent of a docking station on site to add an
extra liquid oxygen tank. We currently have spare
oxygen capacity but continue to monitor usage.



The Trust currently has a sufficient supply
of oxygen and ventilators. This will,
however, be subject to ongoing review as
the situation develops.

Ensure that appropriate plan is in place
to mitigate issues emerging with regard
to renal support.

3.3

• Compliance with the emerging national guidance is
in the process of being reviewed.

• As well as current Intensive Care ventilators, we
have taken delivery of new anaesthetic machines
which can ventilate critically ill patients.

There are some issues emerging with
regard to renal supplies. This will be
considered further by the executive gold
command.

Regular call with the national team are
taking place to ensure that the
equipment on order is tracked and
delivery dates are being monitored by
the procurement team
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RISK

CONTROLS

ASSURANCE

FURTHER ACTION

Risk to the achievement of objectives.

Summary of arrangements established to mitigate risk.

Overall assessment on current arrangements.

Further action required to address gaps.

Objective 4: Maintain the health and wellbeing of our staff. Steven
4.1

Safe staffing: Inability to maintain
safe staffing levels leading to
avoidable harm to patients and/or
staff. This may be compounded by
the potential diversion of staff to
the Nightingale Hospital.

• Daily tracking of unavailable capacity with trend
analysis & follow up actions overseen by HR Cell.



Together with the introduction of 24/7
executive leadership rotas, daily staff
communication briefings, regular liaison
with Freedom to speak up guardians and
unions the People and Culture Committee
have validated this assurance rating



Acknowledging that this is an area of
significant staff anxiety and changing
national guidance the People and Culture
Committee have validated this assurance
rating



The People and Culture Committee
th
received an update on 30 April 2020
evidencing that currently appropriate
testing facilities are in place in line with
national guidance.



The People and Culture Committee
received an update on 30th April 2020
which validated this assurance rating.

• Daily monitoring of staffing rotas
• Daily sickness absence reporting & monitoring
arrangements to a single 24/7 centre with OH triage.
• Daily focus and tracking of available additional
capacity for workstreams including final year
students, retire/returners, additional temp staff
capacity and internal redeployment capability.

4.2

Staff PPE: Unable to provide
adequate Personal Protection
Equipment (PPE) leading to staff
becoming unnecessarily infected
with the COVID-19 virus.

• Provide clear PPE guidance/procedures for staff
differentiating between red, amber and green zones
within the hospital.
• Enable over and above reassurance for staff by
making ‘Amber’ PPE available for staff to wear in
‘green’ areas.

Robust ongoing monitoring to ensure
that staff concerns continue to be
appropriately addressed.

• Maintain clear oversight of supplies and aligned
decisions to maximise procurement opportunities.
4.3

Staff Testing: Failure to provide
sufficient testing facilities leading
to staff not being diagnosed in a
timely manner or unnecessarily
away from work.

• Initial OH triage process to prioritise staff testing on
key clinical groups - replaced by testing all eligible
staff (capacity 20 to 100 per day)
• Offsite staff testing facility in Plymouth & further
mobile facilities in train
• Tracking of positive results & provision of follow up
support.
• Further support being developed for absent staff
especially those shielding /symptomatic.

4.4

Staff Training: Failure to provide
staff with sufficient or appropriate
training in caring for patients with
suspected or confirmed COVID-19.

• All non-essential training was cancelled with effect
from 23rd March 2020 to free up capacity.
• Training team are providing critical training in areas
such as mask-fit training, prioritising staff who will
be working in the priority areas.
• The focus of our education and training is now
shifting to preparing existing staff to be upskilled to
work in critical areas.
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RISK

CONTROLS

ASSURANCE

FURTHER ACTION

Risk to the achievement of objectives.

Summary of arrangements established to mitigate risk.

Overall assessment on current arrangements.

Further action required to address gaps.

• Immediate support via the Employee Assistance
Programme (EAP) available 24/7



Extensive arrangements have been put in
place to support staff throughout the
pandemic.



Each Care Group has been met with and
their restoration plans reviewed and
agreed with the executive.

The Exec will continue to work with the
care groups to support the restoration of
services and through the CRU will
continue to develop the longer term
recovery plans and ensure that this is a
regular feature of Executive and Board
attention over the coming weeks.

4.5

Staff Support: Failure to provide
staff with appropriate support in
adapting to new ways of working
leading
to
anxiety
and/or
deterioration in their wellbeing.

• Support from the Trust’s Pastoral and Spiritual Care
Team.
• Designated Psychological Support Hotline for staff
launched on 15th April.
• Additional national helpline & text service also in
place.
• Accommodation support for those who need this
• Regular contact with F2SUG/GSWH to temperature
check staff concerns / feedback on support offer.
• Weekly calls with local, STP & regional Trades
Unions.

Objective 5: Implement a recovery plan to restore all services to ‘business as usual’.
Recovery planning: Failure to
develop and implement a robust
recovery plan to restore all services
and functions to an effective level
after the pandemic.

• There have been early Executive and Board
discussions about the importance of recovery
planning.

5.2

Learning lessons: Failure to learn
lessons from the pandemic
experience and/or implement
learning on opportunities for
sustained improvement.

• The Executive will provide Care Groups and Service
Lines with an opportunity to share learning.



This will be the subject of further Executive
discussion over the coming weeks.

Present a report to the Trust Board on
the ‘lessons learned’ from the pandemic
and set out how these will be taken
forward within the Trust.

5.3

Infection prevention: Failure to
comply with national guidance on
infection prevention and control
particularly
in
seeking
to
reintroduce services.

• The NHS published ‘infection prevention and control
board assurance framework’ on 4th May 2020.



The Trust is completing an assessment
using the national framework for review by
the Trust Board.

Trust Board to review completed
‘infection prevention and control board
assurance framework’.

5.1

• Sarah Brampton has prepared an outline recovery
plan which will be subject to ongoing development
by the Executive Team over the coming weeks.
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Key exceptions and Corporate Recovery Unit Update
Corporate Recovery Unit
Following deterioration in the Trust’s financial position against plan in the 19/20
financial year, the Trust and Devon CCG undertook a financial review to
understand the extent of the financial deficit and reasons for the deterioration in
financial performance in 19/20.
The Trust’s ‘Putting People First’ programme outlined and developed
opportunities to improve productivity and performance across the Trust, both of
which are inextricably linked to our financial position, however further
robustness was required to strengthen the existing processes and provide a
closer link to, and greater clarity of, the financial benefits to support the delivery
of the Trust’s financial recovery plans.
The Trust has now set up a Corporate Recovery Unit (CRU) which focuses on
financial recovery and adopts Programme Management Office characteristics to
support the development and delivery of financial benefits.
The Corporate Recovery Unit provides an implementation and measurement
framework that will enhance the Trust’s capacity and capability to drive and
deliver sustainable operational and financial improvements.
The link between the CRU workstreams and key national performance standards
is demonstrated in the adjactent table which briefly describes how and where
each workstream can contribute to a potential performance improvement.
As might be expected, the COVID-19 pandemic has presented a unique set of
challenges across UHP and whilst the Year-1 COVID-remodelled benefits have
reduced, there is still excellent work ongoing throughout the Trust, some key
elements of which have been described on the following page in addition to a
summary of the remodelled financial benefits for each scheme and a maturity
rating.
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CRU: Year 1 (2020/21): Maturity Assessment - Maturity level assessment is based on projected delivery of identified benefits (£)

Recent Key Developments / Progress
Medical Discretionary Pay - A medical discretionary pay panel has been established and membership includes key executives. In June the Trust will review all budgeted
proposed discretionary pay by Care Group, whilst from 1st July all ad-hoc spend outside of budget will require panel authorisation. From August there will be a proposed
bank unit rate reduction to align with STP rates.
Nursing Discretionary Pay - A nursing discretionary pay panel has been established and membership includes key executives. In May any ward or departmental additional
hours should now be booked as bank through NHSP and not claimed as overtime (unless with Head of Nursing approval) with exceptions for review by ACNOs. In June the
panel will review all discretionary pay by Care Group to approve advanced rostering/temporary staffing spend against rostering efficiencies, and review/challenge
unnecessary spend and replacement.
7 Day Working – The Trust is reviewing at Care Group level the use of Physician Assistants (PA`s) to release junior doctor time during the week to better cover current rota
gaps at weekends. Imaging have achieved pockets of 7-day working during COVID and are developing a business case which will aim to deliver this sustainably. They are also
separately evaluating options on ‘reporting optimisation’ (On site PODs, home working etc) to mitigate spend on outsourced reporting (£1m+) and maximise job planned
productivity.
Pharmacy – The Trust is recruiting a joint funded CCG post (Pharma Economist: Band 8b) to support value added input to Medicines spend (2019/20 £65m).
Integrated Performance Report
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Urgent Care

Cancer

The volume of patients attending our Emergency Department during March and
April has decreased significantly; average daily attendances in April were 39%
down compared to the same period of last year.

We achieved 2 out of 9 National Cancer Standards in April. With a background of
year-on-year 2ww referral increases and multifactorial issues associated with
COVID-19 from both a patient choice and service delivery perspective, we have
seen the number of waiting patients surpassing the 62-day target increase to 147
at the end of April.

In the weeks pre-COVID, our ED majors areas had spent up to 96% of the week
occupied beyond their maximum level but this has fallen to an average of
spending just 8% of each week over-occupied during April.
Despite the clear reduction in attendance volumes and subsequent easing of
occupancy within the department, acuity data still highlights that the patients
attending are sicker than they have been in previous years. 24% of those arriving
in April were classed as Category 1 (Immediate) or 2 (Very Urgent).

Elective Care
Routine and urgent referrals from GPs were 52% down (-2636) in April compared
to the same month in 19/20 whilst the highest priority 2ww (suspected Cancer)
referrals from GPs were 53% down (-1186).
The total number of patients waiting on an incomplete pathway at April monthend was 27,384, a reduction of 1,859 compared to March due in part to the
aforementioned drop in referrals.
The Trust achieved an RTT Incomplete Pathways performance of 66.2% against
the National Standard of 92% with 9,248 patients waiting 18+ weeks. To achieve
the national standard we would require 2,190 or fewer based on our current
waiting list size.
Orthopaedics (1218), Ophthalmology (938) and Cardiology (934) currently hold
the largest volumes of patients waiting longer than the national threshold of 18
weeks.
There were 231 patients waiting longer than 52 weeks for treatment at the end
of April with Neurosurgery (67), Orthopaedics (52) and Upper GI / HPB Surgery
(30) amongst those speacilties with the highest volumes. A full specialty
breakdown of these longest waiters can be found in the ‘Responsive’ section of
this report.

Key specialties within this 147 patient backlog are Urology (51), Colorectal (34)
and Upper GI (22) who between them carry approx. 75% of the total UHP Cancer
backlog. At the end of April, 26 of those patients had waited longer than 104 days
on their active Cancer pathway (the Cancer equivalent of the RTT 52-week
threshold) - Urology (14), Colorectal (5), Upper GI (5), Lung (1) and Gynaecology
(1).
Plans to triage and regularly review patients to ensure the limited capacity
available within UHP is prioritised accordingly are described later in this report.

Diagnostics
The number of patients waiting 6+ weeks for a diagnostic test at the end of April
increased to 3,521 (45.6% of the total waiting list). The majority (2,457) sit within
the Imaging Dept whose performance has suffered both as a result of patient’s
concern at attending for their test which creates a longer waiting list and also the
limitations of their service from staff sickness/absence and adherence to new
social distancing and PPE protocols. Whilst these measures are rightly in place to
reduce risk to patients and staff from COVID-19, they have reduced our
productivity as procedures are taking longer.
Activity levels have reduced across all modalities and vary depending on the risk
associated with the delivery of that specific test. Plans are in place and whilst
some modalities are optimistic in being able to return to 75%+ of their pre-covid
capacity, others including Endoscopy are in a more challenging position due to
the nature of the delivery of that diagnostic test.
Departments are triaging referrals to ensure the most urgent patients are offered
their test first whilst discussions are ongoing with referring clinicians within UHP
and GP practices to review those patients who do not wish to come in for their
test due to COVID and create a subsequent management plan.
Where we are unable to bolster activity to sufficient levels within the Trust, we
are continuing to seek outsourcing opportunities and have already secured an
additional CT mobile scanner at the Nuffield Hospital.
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COVID Pandemic Recruitment
To build additional temporary workforce capacity to support the pandemic, the
Recruitment Team have been working with the Covid Deployment Teams to
recruit to our covid staffing pool, former retirees/leavers, colleagues loaned to
the NHS from other partner organisations, and final year medical and nursing
students. This pool of 216 individuals so far (with more currently being reviewed)
are available on a flexible basis if needed either now or to support a potential
future covid surge. The group includes 113 student nurses, 29 medical students,
41 staff from other organisations, and a number of former leavers and retired
colleagues.

Finance
The Trust’s draft plan submitted in early March was for a deficit of £37.7m. As
agreed with other Devon STP partners this plan was in line with the Devon STP
Long term plan submission. The plan required a Financial Improvement
Programme (FIP) of £30.2m to be delivered.
Later in March NHSE suspended the annual Operating Planning process and
implemented interim Covid 19 financial arrangements. This confirmed that from
the 1st April to the 31st July all NHS Trusts will receive block contract payments
from Commissioners. These are based on income in 2019/20 updated for
inflation. The arrangements confirmed that the Trust will receive a further
financial ‘top up’ from NHS England to help ensure that we breakeven during this
period. An initial top up of £5.1m has been calculated by NHSE to cover the
Trust’s expected running costs based on the period Nov 19 to Jan 20.
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NHSE has now confirmed guidance around the how they will apply a
‘retrospective top up’ each month to cover any further requirements for the
Trust to breakeven. This top up will incorporate additional costs of Covid but also
the other financial impact there have been on the Trust including a potential loss
on non NHS income, but also recognising that there will be reduced costs in many
areas due to the reduced service levels delivered. Financial control is still
essential however and the Trust will be scrutinised for the amount of additional
funding we require. NHSE also confirmed that they would also take on the
running costs of Independent Sector organisations (Care UK and Nuffield) to
support the response until at least the end of June.
Given the uncertainty around the Trust’s financial framework for the year the
Trust’s budgets have been set to reflect the draft plan submission for 2020-21.
The planned deficit in month 1 as per the draft Operational Plan was £3.3m.
Actual performance in line with the new Covid 19 Financial Regime was £0.0m
(breakeven), £3.3m favourable to plan.
The Trust received the NHSE ‘top up’ of £5.1m. Due to the cost reduction of
reduced activity levels offsetting the costs of the Covid response and the loss of
non-NHS income no additional retrospective top up was required in month 1.
The Trust spent £2m of capital in month 1 of which £0.8m relates to Covid
requirements which are expected to be fully funded by NHSE. Although the Trust
has approved an interim capital plan the final plan is under further discussion
following NHSE guidance regarding the available funding across the Devon STP.
At the end of April the Trust had a cash balance of £53.8m. This is significantly
above the draft plan because under the NHSE Covid financial arrangements the
Trust received the Commissioner block income and NHSE Top up for April and
May in April (an additional £45m). This has been done to ensure that Trusts have
no cash flow issues during this period.
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Planned Care

RTT Incomplete
Pathways
February 2020

Planned Care
Cancelled
Operations

Q3 2019/20

Diagnostics

6 week standard
February 2020
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Better Performance

75.3% of patients on the UHP elective RTT
waiting list were waiting less than 18 weeks for
treatment at the end of February ranking us
153rd of 166 Acute Trusts in England

UHP cancelled 527 elective operations on the
day for non-medical reasons during Q3 19/20
ranking us 147th of 151 Acute Trusts.

9.6% of patients waiting for a diagnostic test
at UHP were waiting greater than 6 weeks at
the end of February ranking us 157th of 169
Acute Trusts in England.
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2 week waits
February 2020

Cancer

2 week waits
(Breast
Symptomatic)
February 2020

Never Events

Number reported.
Provisional publication
of Never Events
reported as occurring
between 1 April 2019
and 29 February 2020

Integrated Performance Report

Responsive

Safe

Effective

Workforce

Finance & Efficiency

95.9% of suspected Cancer patients had their
first appointment within 2 weeks at UHP in
February, ranking us 51st of 133 Acute Trusts in
England.

94.2% of 2ww Breast Symptomatic patients had
their first appointment within 2 weeks at UHP
in February ranking us 69th of 111 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.
The comparative data shown is against other
University Hospitals.
During the reporting period (1 April 2019 and
29 Feb 2020) UHP has reported 3 NE. 2 further
NE reported in March 2020 which will take out
total to 5 since 1st April 2019.
Note: NHSI have not published on the website
any further comparative data since the start of
the Covid-19 Pandemic.

Page | 9

Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

Service Line Analysis: Summary of key performance indicators

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 & Audiology
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
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Apr-20

RTT

RTT (Incomp)

Cancer

Diagnostics

Complaints

Appraisals

Sickness

Medical

Nursing

A&C

Other

>52 weeks

+/- In Year

> 62 days

No. > 6 weeks

Year to Date

%

%

% Vacancies

% Vacancies

% Vacancies

% Vacancies

0
0
7
1
0
2
0
0
0
0
0
0
0
0
5
0
4
0
0
0
22
31
0
67
3
14
0
52
12
9
0
0
0
0
0
0
0
0
2
0
0

(9)
(14)
(94)
77
0
(257)
(18)
3
12
124
62
75
(101)
(1)
66
74
(343)
2
26
12
(139)
(39)
51
(130)
(260)
19
0
(767)
(64)
(68)
8
(57)
1
(1)
(40)
(60)
(16)
0
7
0
0

0
0
0
0
0
0
5
0
0
0
0
0
0
0
7
0
34
0
13
0
4
22
0
0
0
0
0
0
51
11
0
0
0
0
0
0
0
0
0
0
0

0
0
150
310
0
0
0
0
0
0
219
0
0
0
0
0
0
0
0
0
348
0
0
0
0
0
0
0
37
0
0
0
0
0
0
0
0
0
2,457
0
0

1
0
1
0
2
0
0
1
0
0
1
0
2
0
0
0
1
0
1
1
1
1
0
1
0
0
0
0
0
1
0
0
1
0
1
1
0
0
0
0
0

76%
97%
76%
81%
77%
85%
82%
75%
76%
86%
83%
87%
68%
67%
78%
100%
82%
76%
67%
84%
89%
92%
83%
56%
80%
86%
88%
78%
79%
66%
87%
77%
77%
93%
88%
90%
94%
90%
87%
88%
78%

5.5%
1.2%
4.8%
6.5%
5.0%
5.0%
3.2%
5.0%
3.0%
3.8%
4.3%
2.7%
5.1%
2.9%
5.1%
2.0%
5.0%
5.3%
4.5%
1.4%
2.2%
3.6%
1.2%
4.4%
4.0%
5.6%
7.3%
4.0%
3.1%
4.4%
4.2%
4.1%
4.6%
2.7%
4.0%
3.4%
4.0%
4.4%
3.0%
3.4%
6.2%

(4%)
(7%)
0%
11%
18%
(4%)
1%
(4%)
5%
(9%)
(8%)
(6%)
7%
4%
1%
22%
6%
(23%)
(4%)
19%
12%
(16%)
50%
15%
16%
20%

1%
0%
35%

6%
(3%)
5%
15%
10%
6%
6%
(1%)
26%
3%
11%
10%
11%
100%
(6%)
5%
(8%)
(1%)
(8%)
25%
(7%)
3%
12%
0%
14%
2%
8%
11%
8%
16%
17%
100%
7%
13%
2%
5%

10%
22%

0%
6%

20%
2%
9%
12%
(13%)

9%
40%
11%
6%
0%
(3%)
11%
35%
(13%)
2%
9%
7%
20%
10%
2%
26%
26%
0%
13%
(1%)
12%
9%
0%
3%
7%
1%
16%
5%
0%
16%
19%
17%
0%
3%
13%
1%
7%
13%
5%
7%
15%

(440%)
0%
(2%)
(6%)
(33%)
(24%)

10%
20%
18%
4%
0%
0%
50%
7%
7%
(100%)
0%
0%
6%
(8%)
4%
31%
2%
5%
16%
4%
6%
12%
8%
8%
10%
7%
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Responsive

Safe

Effective

Workforce
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‘Caring’ metrics
Description

Current Performance

Trend

Comments

PALS

There were a total of 167 PALS
enquiries in April 2020.

Trend – PALS number of enquiries

69% of concerns raised in April were in relation to
communication, including poor or inadequate
communication with wards and departments.

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.

The volume of enquiries has fallen
significantly since COVID-19 which is
inline with reduced hospital
occupancy and outpatient
attendance.

Further analysis showed
that this included
relatives who were frustrated at visitor
restrictions, and patients who wanted to cancel
their appointment to avoid coming to the hospital.

The PALS service continues to
respond to email and telephone
enquiries as normal.

Within the Covid wards a nominated Senior nurse
now facilitates proactive daily communication
with relatives and the appropriate team member
so questions / concerns can be answered. This has
resulted in a reduction in telephone calls to the
wards from relatives.
We have also introduced video calling on the covid
wards including for patients in the last hours of
life.
IPADs have also been purchased for wards across
the trust to enable patients to keep in contact with
friends & family through the use video calling.
Initialy there were also concerns raised by patients
with respect to appropriate testing and proximity
to patients that may be infected. All inpatients are
now swabbed in line government guidance which
has helped to alliviate this concern.

Integrated Performance Report
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

Description

Current Performance

Trend

Comments

Complaints

The Trust received 18 complaints in
April 2020.

Trend – number of complaints

Each individual complaint is investigated by the
Service Line and overseen by the Associate Chief
Nursing Officers. Themes from Complaints and
PALS are overseen by The Patient Experience
Committee and are used to inform improvement
projects for example.

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

During Covid-19 the Complaints
service continues to respond to
email and telephone enquiries as
normal.
In March, we responded to 97% of
complaints within 25 working days
however in April we responded to
83% within the 25 working days.
The most frequent complaint themes
are:
•
Communication with patients or
relatives
•
Quality of clinical care
•
Incorrect diagnosis

Complaint trend by Care Group

The biggest reason for delays to discharge for
many patients is waiting for TTAs. The “Your
Pharmacy” project is working to reduce the time it
takes to get medications for patients to take home.
The project pulls Pharmacy activity out of the
dispensary and onto the wards, which positively
impacts and improves both staff and patient
experience. Where this has been rolled out, it has
resulted in facilitating timely discharge and
enabling flow and ensuring more patients leave
the hospital at the time of discharge with their
medication and the information they need to take
them safely.
Also to improve discharge we have implemented a
Discharge Project Working Group which is
coordinating improvements to the discharge
process, and in conjunction with the opening of
the discharge lounge, is planning a ‘Help me Home’
campaign aimed at patients, families and carers.
To improve communication, particularly for people
with sensory impairments, we have introduced
communication boxes that are now on most of the
hospital’s wards. We have changed our
interpreting and translation service provider to
improve the experiences for people who need
support.

Integrated Performance Report
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Responsive

Safe

Sentiment analysis

Analysis of data looking at comments
captured from all our channels of
feedback indicates that positive
experiences sit within the range of
90-95% of all feedback.

3

Upheld

PHSO closed one case in April, which they partly
upheld this was because we did not offer the
patient a specific drug as part of the treatment.
This was considered to be a missed opportunity for
the patient.

Partially Upheld

2

Apr-20

Mar-20

Jan-20

Feb-20

Dec-19

Oct-19

Nov-19

Sep-19

0

Jul-19

1

Aug-19

No.
7
1
1
2
2
1

Not Upheld

Jun-19

Themes for PHSO cases
Quality of clinical care
Quality of nursing care
Delay in surgery
Communication
Delay in diagnosis
Drug administration

Positive comments made by patients and relatives
are overwhelmingly about our staff. Most
frequently used words are caring, professional,
helpful, excellent, and team.

Proportion of comments – positive/neutral/negative
Apr-20
Mar-20

Regression analysis indicates that the biggest
drivers of positive satisfaction are kindness and
compassion, being treated with dignity and
respect, and having confidence and trust in the
staff.

Feb-20
Jan-20
Dec-19
0%

20%
Positive

Integrated Performance Report

Finance & Efficiency

Comments

Apr-19

Monitoring update on new
cases received and those
currently open.

Workforce

Trend

May-19

Ombudsman New cases

The PHSO is not currently accepting
new health service complaints, nor
progressing existing ones that
require contact with the NHS.

Mar-19

Current Performance

Jan-19

Description

Effective

Feb-19

Caring

40%

60%

Mixed or neutral

80%

100%

Negative
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Responsive

Safe

Effective

Workforce

Finance & Efficiency

Description

Current Performance

Trend

Comments

Friends & Family Test

Although NHSE suspended FFT
reporting, we have continued to
gather and analyse this data.

Recommender and non-recommender scores

Comment analysis shows the most frequently
made suggestions for improvement during March
and April include:
•
Staffing and responsiveness
•
Environment and facilities
•
Communication & information
•
Waiting
• Food and drinks

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

% recommended trend

Our response rate has fallen
significantly since COVID-19, with
the response rates in April at:
•
•

Inpatient and Day case – 23.1%
Emergency Department – 1.7%

The proportion of patients
recommending and not
recommending UHP services has
increased and decreased
respectively beyond normal variation
in April, reflecting an enhanced
gratitude effect.

These themes are overseen by The Patient
Experience Committee and are used to inform
improvement projects as previously described.

% not recommend trend

Due to the absence of centralised
FFT reporting, it is not possible to
benchmark UHP scores with other
NHS providers.

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

There were 442 clinically justified
single-sex accommodation breaches
and no non-clinically justified
breaches in April.
There were 46 non-clinically justified
single-sex accommodation breaches
in 19/20 resulting in a contract
penalty of £22,250.

Clinically Justified

Non-clinically justified

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

Apr-15

200
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Caring

Responsive

Description

Current Performance

Duty of Candour

During April we were 100%
compliant for incidents graded as
Death Caused by and Severe Harm
Incidents.

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.

Effective

Workforce

Trend

The Trust continues to be 100% compliant with
statutory Duty of Candour for all Incidents graded
Serious or Death Cause by. These incidents are
directly overseen by the corporate governance
team. Significant improvements have been made
to the Serious incident reporting and investigation
process.

Duty of Candour - Serious Incident
10

Duty of Candour is triggered by
•

The death of the service user,
where the death relates directly
to the incident rather than to the
natural course of the service
user's illness or underlying
condition;
Severe harm, moderate harm, or
prolonged psychological harm to
the service user/patient

To be compliant as soon as
reasonably practicable after
becoming aware that a notifiable
patient safety incident has occurred,
the health service body must:
•

Notify the relevant person that
an incident has occurred.

•

The initial notification must then
be followed by a written
notification within 10 days.

0

Finance & Efficiency

Comments

For Moderate Harm incidents we
were 73% compliant.

•

Integrated Performance Report

Safe

Dec-19

Jan-20

Feb-20

DoC Applicable

Mar-20

Letter Sent

Apr-20

For Incidents graded as moderate harm we
identified some gaps in delivering all aspects of the
statutory requirement and have been working
closely with the newly appointed ACNO’s to
improve this position with a plan in place to be
fully compliant by June 2020.
Through the ACNO’s we are implementing a similar
standard of incident management for all incidents
graded as Moderate Harm as we have in place for
incidents reported as Serious.
Actions taken;
1. Service Line Management Review using 24hr
reporting process including DoC within 24hrs
of occurrence.
2. As part of incident closure staturory DoC will
be reviewed by the Service Line Mangement
team.
Assurance is provided through
• New datix dashboards that monitor if the intial
verbal appology is followed up with a letter
being sent to the patients. These letters must
be attached to Datix for assurrance purposes.
• New Moderate dashboard produced to help
ACNO’s track incidents
• ACNO’s reviewing all outstanding DoC
• Improved reporting and oversight at Quality
Assurrance Committee.
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Responsive’ metrics

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

Actions Taken
The Emergency Department has
relocated it’s minors service to the
Nuffield and ‘query Covid’ patients
through Plym to create a much greater
geography within which to work to
allow us to be compliant with social
distancing
Our QI focus has been on streamlining
internal process to allow for earlier
assessment and decision making which
will allow the maximum opportunity
for patients to be streamed to SDEC
services and minimise the risk of
crowding.
Integrated Performance Report

Trend

350
330

Average daily attendances

A&E

The volume of patients attending our
Emergency Department during March
and April has decreased significantly;
average daily attendances in April
were 39% down compared to the same
period of last year.
In the weeks pre-COVID, our ED majors
areas had spent up to 96% of the week
occupied beyond their maximum level
but this has fallen to an average of
spending just 8% of each week overoccupied during April.
Despite the clear reduction in
attendances volumes and resulting
easing in occupancy within the
department, acuity data still highlights
that the patients attending are sicker
than they have been in previous years.
24% of those arriving in April were
classed as Category 1 (Immediate) or 2
(Very Urgent).

Comments
Daily Average ED Attendances
(Type 1 & 3 Streamed to Devon Docs and GP
Service from ED)
2018/19

2019/20

2020/21

310
290
270
250

While constitutional standards are currently
suspended, we can see a large and sustained
improvement to our mean waits within the
Emergency Department and are now highly
focussed on the amendments required to our
urgent care strategy, including with our partners,
to ensure that we can deliver a safe and reliable
service in the context of providing the
requirements of our covid response.

230
210
190
170

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

Emergency Admisisons
No. of emergency admisisions

Current Performance

Category 1 & 2 Attendances

Description

6000

2018/19

2019/20

2020/21

5500
5000
4500
4000
3500
3000

27.0%

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

ED Acuity

25.0%
23.0%
21.0%
19.0%
17.0%
15.0%

2018/19

2019/20

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
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Apr-20

Jan-20

Feb-20

Mar-20

Dec-19

Oct-19

Nov-19

Jul-19

Sep-19

Aug-19

Jun-19

Apr-19

Mar-19

May-19

Jan-19

Feb-19

Oct-18

Despite this improvement in 30+
minute delays, we still reported 10
patients who were delayed for >60
minutes in April.

Dec-18

Contract penalties are in
place for delays exceeding
30 mins.

30+ minute handover delays have
reduced in consecutive months from
7.1% in February to 3.3% in April.

Sep-18

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

We have seen a sustained improvement to
amblance handover delays into the traditional ED
route, but have seen delays associated with the
handover to the Covid pathways. This has been
improved through experience of the pathways
and working with SWASFT

% Ambulance Handovers waiting >30 mins

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

Nov-18

The number of ambluance handovers
recorded in April was 26% lower
(2,652) than the volume recorded in
the same month last year and 31%
down on the 19/20 average.

Finance & Efficiency

Comments

Jul-18

Ambulance Handovers

Workforce

Trend

Aug-18

Current Performance

Effective

Jun-18

Description

Safe

Apr-18

Responsive

May-18

Caring

% waiting >30 mins

NHS Improvement have a zero
tolerance approach for ambulance
handovers delayed for longer than 60
minutes.

Integrated Performance Report

The community response to covid and the action
taken to reduce hospital occupancy has been
effective and achieved much improved DTOC
levels. With the change to reporting we now
expect all patients to leave within 24 hours of
becoming safe for transfer. After an initial great
response there has been some challenges in
delivering this consistently.

Delayed Transfer Bed Days

1,400

Plymouth

1,200
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Cornwall

1,000
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Nov-19

Sep-19

Aug-19

Jul-19

Jun-19

May-19

Apr-19

Mar-19

Jan-19

Feb-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

0

Apr-18

200
May-18

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.

The number of hospital bed days
resulting from delayed transfers have
reduced significantly in April although
as a % of available bed days (3.84%)
this level is comparable to the 19/20
average of 3.89%.

No.of bed days attributed to delay

Delayed Transfers of Care
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Responsive

Safe

Description
Incomplete
pathways
18+ week backlog
52 week waiters

Target
92%

Apr-20
66.2%

2190
0

9248
231

NHSI Trajectory

This reduced referral rate has reduced our
overall number of incomplete pathways and
contributed to a drop in our % incomplete
pathways performance.

60%
40%

52-Week Waits by Specialty
Neurosurgery – 67
Orthopaedics – 52
Upper GI / HPB – 30
Plastic Surgery – 14

RTT : 52 Week Waits

Apr-20

Mar-20

Jan-20

Feb-20

Oct-19

Dec-19

Nov-19

RTT Incomplete Pathway No’s against Trajectory

There were 231 patients waiting longer
than 52 weeks for treatment at the
end of April.

ENT – 22

Sep-19

Jul-19

Jun-19

Aug-19

Apr-19

May-19

Jan-19

Feb-19

Mar-19

0%

Dec-18

20%
Oct-18

National standards

Actual

Routine and urgent referrals from GPs were 52%
down (-2636) in April compared to the same
month in 19/20 whilst the highest priority 2ww
(suspected Cancer) referrals from GPs were 53%
down (-1186).

80%

Nov-18

The total number of patients waiting
on an incomplete pathway at April
month-end is 27,384.

100%

Jul-18

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

RTT % Performance against Trajectory

Sep-18

In April the Trust achieved an RTT
Incomplete Pathways performance of
66.2% against the National Standard of
92% with 9,248 patients waiting 18+
weeks. To achieve this national
standard we require 2,190 or fewer
based on our current waiting list size.

Finance & Efficiency

Comments

Aug-18

Referral To Treatment

Workforce

Trend

Jun-18

Current Performance

Apr-18

Description

Effective

May-18

Caring

The national directive to reduce routine elective
activity and prioritise maintenance of cancer and
urgent pathways has also redirected capacity
away from routine RTT work.
Processes are in place to minimise clinical risk to
our longest waiting patients via the clinical
review of urgent patients waiting 40+ weeks.
Urgent patients are being regularly reviewed and
given dates for surgery where possible.
Many patients are choosing to delay until “post
COVID” but as this delay duration is unknown,
patients are being called to help assess any
associated risk and encourage them to attend if
their clinician feels this is appropriate therefore
balancing the risk to patient of their condition vs
COVID.

Urology - 12
Gynaecology - 9
Cardiology – 7
Colorectal Surgery – 4
Cardiothoracic Surgery – 4
Ophthalmology – 3
Gastroenterology – 2
Radiology – 2
Vascular Surgery – 1
General Surgery – 1
Endoscopy - 1
Integrated Performance Report
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Caring
Description

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

Responsive

Safe

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

Actual
94.1%
71.9%
83.0%
68.2%
89.2%
99.5%
89.9%
90.0%
94.7%

Patients waiting past their 62-day
treatment target date
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
30

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

Patients Waiting 62+ Days for Cancer Treatment -Trust Total

Actual
147

104 Day Waits
At the end of April we had 26 patients
waiting 104+ days on an active Cancer
pathway - Urology (14), Colorectal (5),
Upper GI (5), Lung (1) and Gynaecology
(1).
104 Day Waits – COVID Status
Of these 26 longest waiting cancer
patients, 3 were on hold due to patient
choice, 3 were on hold due to an
interuption in a UHP service, 4 were on
hold due to shielding whilst 1 was
seeking an alternative pathway.

Integrated Performance Report

Whilst new recording methods are being used by
the centralised cancer services team to monitor
all cancer patients during COVID, considerable
focus has been placed on the areas which hold
the largest backlogs, notably Urology, Colorectal
and Upper GI Surgery.
Urology do not have any service-specific COVIDrelated concerns above and beyond those
general issues experienced throughout the Trust.
They have been able to offer more timely robotic
procedures as other surgery throughout UHP has
been taken down but have struggled to deliver at
other points in their pathway.
Colorectal Surgery have implemented qFIT
testing across their suspected cancer referrals,
the results of which can determine whether
urgent Endoscopy is required or whether
patients can be discharged. This provides
increased confidence that those referred
onwards for Endoscopy are those who really do
require the test.

We achieved 2 out of 9 National Cancer
Standards in April.
With a background of year-on-year
2ww
referral
increases
and
multifactorial issues associated with
COVID-19 from both a patient choice
and service delivery perspective, we
have seen the number of waiting
patients surpassing the 62-day target
increase to 147 at the end of April.

Finance & Efficiency

62-Day Breaches treated in April
We recorded 156 first treatments on the 62-day urgent
referral pathway in April which is approx. 30 fewer than we
would expect in a typical month.
40 of the patients we treated in April had breached the 62-day
standard. 27 of these pathway breaches were attributable to
hospital reasons which primarily related to outpatient (11) and
diagnostic (15) capacity with 1 breach linked to insufficient
inpatient capacity.

Endoscopy capacity is an area of concern at
present. Whilst good work has been undertaken
to clinically triage all current Endoscopy referrals,
new methods of working to stay COVIDcompliant have reduced output to approx. 50%
whilst we have also lost weekend insourcing
capacity via the private sector due to COVID.
Upper GI clinicians are undertaking an enhanced
review of all dyspepsia and dysphagia referrals to
ensure those patients with most concerning
symptoms are prioritised accordingly amongst
the limited capacity we have available at present.
Harm reviews are being undertaken for all
patients who wait longer than 62-days for their
treatment across all specialties whilst weekly
surgical meetings are reviewing whether all
patients requiring surgery are dated or escalated
accordingly.
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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.

The number of patients waiting 6+
weeks for a diagnostic test at the end
of April increased to 3,521 (45.6% of
the total waiting list).

50%

Patients breaching the 6-week
national standard – April 20

20%

Workforce

Trend

Additional outsourcing is being sought and we
have already secured an additional CT mobile
van based at Nuffield Hospital working 7
days/week.

% of diagnostic patients waiting 6+ weeks
40%

Actual

Target

NHSI Trajectory

Revised
Forecast

30%
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10%
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Comments

Jul-18

Magnetic Resonance Imaging
1095
Computed Tomography
1005
Non-obstetric ultrasound
357
Audiology Assessments
348
Peripheral neurophysiology
211
Echocardiography
150
Colonoscopy
146
Gastroscopy
126
Flexi Sigmoidoscopy
38
Urodynamics - pressures & flows 32
Sleep studies
8
Cystoscopy
5

Effective

Jun-18

Responsive

Apr-18

Caring

Accommodating new covid-safe methods of
working to minimise risk to patients and staff
safe has affected productivity. As a result
specialty teams are working hard on methods to
increase our own in-house productivity which
includes support from service improvement on
optimising patient flow within key departments.

As with other UHP services, our diagnostics specialties have
accrued backlogs caused by both patient’s anxiety to attend
their diagnostics tests in hospital and our inability to run at
pre-COVID activity levels whilst adhering to enhanced PPE
processes and social distancing.
Demand is increasing and already approaching pre-covid levels
in some areas. This is being tracked at weekly performance
meetings within key modalities to ensure we are best sighted
on where our limited capacity needs to be focussed.
Where patients are unwilling to attend for their test and are
sitting on a UHP waiting list, services are working with both
referring clinicians within the Trust and with GPs to review the
management of these patients, whilst the capacity we do have
available is being prioritised to suspected cancer and urgent
patients.

Integrated Performance Report

On the day

1-7 Days before TCI
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0

Aug-18
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There were 42 breaches of the 28-day
rebooking standard in April.

Cancelled Operations

1000

Apr-18

We must minimise the
incidence of cancelled
operations.

22 operations were cancelled on the
day of admission for hospital reasons
in April representing 1.13% of elective
admissions. A further 26 operations
were cancelled or rearranged in
advance of the day of operation during
the month.

May-18

Cancelled Operations
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Responsive

Safe

Effective

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

Description

Fill-Rate

Day shift: Nurse / Midwifery

84.5%

Day shift: Care Staff

97.6%

Night shift: Nurse /
Midwifery
Night shift: Care Staff

87.2%
105.8%

Trend
10.00

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

75.0%
70.0%

0.00

Fill Rate

Safer Staffing

Current Performance
Fill rates for February 2020 are
detailed in the following table.

Care Hours

Description

Comments
Safer staffing reports have not been produced
for March & April due to NHS Digital putting on
hold the UNIFY returns which are produced
nationally. This is likely to continue for May.
As part of our response to ensure safe staffing
levels during Covid-19 our non-urgent elective
procedures were suspended to reduce inpatient
occupancy and attendance. This allowed the
hospital to utilize staff within essential clinical
arears.
Specialist Nursing staff whose normal activities
were suspended were supported through clinical
updates provided by the clinical educators to
enable them to be redeployed.
A deployment hub was set up to provide an
overarching view of staffing throughout the
trust. The hub works collaboratively with the
Absence hub, ward manager and matron to
ensure that safe staffing levels are maintained
and risk is shared across the organization. The
deployment hub is staffed with senior nurses
from the wider organizations to provide
leadership and oversight.
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The fundamentals of Care audit reviews the
standard of Nursing Care and assessments
provided. We achieved our standard during the
Covid-19 pandemic for March and April.

Apr-20

Mar-20

Jan-20

Feb-20

Dec-19

Oct-19

Nov-19

Sep-19

Jul-19

Target

Aug-19

Jun-19

Apr-19

May-19

Mar-19

Of the patient records audited we can
confirm that in the month of April 95%
of our patients met the requirements
of the audit during the height of
significant changes across the
organisation.

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

Actual

Jan-19

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

The overall results from the audit
questions for April 2020 was 95.01%
across wards.

Feb-19

Fundamentals of Care
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Caring

Responsive

Description

Current Performance

Infection Control

There have been 1 case of Hospital
Onset Healthcare Associated cases of
Clostridium Difficile reported in April
2020 on the following ward

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

•

Tavy Ward - 1

There has been 0 cases of Trust
apportioned MRSA bacteraemia
reported in April 2020

Safe

Effective

Workforce

Trend
C-Diff Hosp Onset healthcare Associated

MRSA

9
8
7
6
5
4
3
2
1
-

There have been 0 cases of MSSA in
April 2020.
There have been 6 cases of E-Coli in
April 2020 on the following wards

Integrated Performance Report

•

Tamar - 2

•

Merrivale - 1

•

Wolf - 1

•

Stonehouse – 1

•

Bracken - 1

MSSA - Trust Apportioned
11
10
9
8
7
6
5
4
3
2
1
0

E-Coli Trust Apportioned

Finance & Efficiency

Comments
The following actions have been taken
C.difficile - The 5 key messages will continue to
be our focus with increased management and
oversight when lapses of care are evident.
The standards which have been agreed;
• Compliance with Dress Code and Bare Below
the Elbow to promote professional
standards and facilitate Hand hygiene
• Continue to implement the annual Ward
deep clean and maintenance programme
• Antimicrobial stewardship programme of
works which includes correct prescribing and
review against specimen results
• Community IPC team – this will enable a
collaborative approach to antimicrobial
prescribing in the community and consider
the risk factors specifically for the patients
that have frequent Healthcare.
• Social distancing of patients when in the
wards and access to the hand wash basins
E.coli – the management of patients with urinary
catheters will make the biggest impact for
hospital cases. Avoid, Assess and reduce Urinary
catheters.
Many cases involve patients with long term
catheter needs so the strengthening the
Community IPC would have the greatest impact.
Correct urine sampling and review of results
prior to Antimicrobial prescribing, would avoid
inappropriate use.
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Target

Apr-20

Mar-20

0.0%

Jan-20

-

Feb-20

20.0%

Dec-19

500

Oct-19

40.0%

Nov-19

1,000

Sep-19

60.0%

Jul-19

1,500

% resulting in harm

100.0%
80.0%

Aug-19

The first graph shows the number of patient
safety incidents that have been uploaed to the
National System (NRLS) monthly.

% Harm

2,000

Jun-19

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

Incidents

2,500

Apr-19

659 patient safety incidents were
reported to the NRLS in April 2020. Of
these 25% resulted in some form of
harm, loss or damage.

Finance & Efficiency

Comments

May-19

Safety Incidents

Workforce

Trend

Mar-19

Current Performance

Effective

Jan-19

Description

Safe

Feb-19

Responsive

Number of patient safety
incidents

Caring

nd

The 2 graph shows (by week of incident being
reported) a significant decrease in incidents
th
starting from the week beginning 15 March
2020 which aligns to the changes to the Hospital
during Covid-19 and reflects the hospital
occupancy.
Incidents are reviewed by individual Care Groups
and a thematic review of incidents is provided to
Quality Assurrance Committee which includes a
summary of Covid related incidents that have
been reported.

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

0 new Never Events have been
reported to StEIS in April 2020.

4
3
2
1
-
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Description

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

Responsive
Current Performance
2 new Serious Incidents were reported
to StEIS in April 2020.

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
W182528 – Obstetrics –HSIB Cooling Incident.

Number of new SI's reported on STEIS:
Number of patient safety incidents

Caring

An Unexpected admission of a term infant to
Neonatal Intensive Care Unit requiring
therapeutic hypothermia. The Neonatal team are
present at delivery. Baby is admitted to NICU and
decision is made to conduct therapeutic brain
cooling.

14
12
10
8
6
4
2

W183201 – Healthcare of the Elderly – Patient
fall resulting in #NoF

-

The patient had a fall on Merrivale ward (Covid
Red HCE) in the observation bay which was
witnessed by members of staff. A Consultant
reviewed the patient and an X-ray of the left hip
was requested. The X-ray revealed a fracture to
the distal left femur.
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REG 28 issued

5
4
3
2

Mar-…

Apr-20

Feb-20

Dec-…

Jan-20

Nov-…

Oct-19

Aug-…

Sep-19

Jul-19

May-…

Jun-19

Mar-…

-

Apr-19

1

Jan-19

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

The Trust was issued with no
regulation 28 reports in April 2020.

Feb-19

Regulation 28 letters
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Caring
Description

Pressure Ulcers
Our aim is to have zero
grade 3 & 4 pressure
ulcers. We are targeting to
reduce our grade 2
pressure ulcers by 25% on
the 2019/20 baseline.

Falls
Our target is to achieve a
falls with harm rate of 0.95
per 1000 bed days.

Responsive
Current Performance
There were 18 grade 2, 3 & 4 pressure
ulcers during April 2020.

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
As highlighted earlier in this report occupancy
and attendance at the hospital was significantly
reduced during this reporting period.
In order to give a true reflection of incidents
within the month we have removed 1000 bed
day metric during Covid-19 period. The metric
has been adversly affected by the reduction in
bed days in areas which do not normally see
thses types of incidents for example short stay
elective surgical admissions.
Consideration must be given to the dependance
of patient groups who have remained within the
hospital who have a higher dependancy need
therefore increasing there risks of pressure
damage and falls.

The were 22 falls causing harm during
April 2020.

The data will be reviewed and a report
commissioned by the Quality Assurrance
Committee to validate these early findings.

Integrated Performance Report

Feb-20

Dec-19

Oct-19

Aug-19

Jun-19

Apr-19

Feb-19

Dec-18

N.B Metric reported 1 month in
arrears

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

Oct-18

The Trust VTE risk assessed 95.8% of
eligible patients in April against a
national target 95% target.

Aug-18

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

Jun-18

VTE Risk Assessment

Apr-18

All incidents graded Moderate are reviewed by
the ACNO’s as part of the improvements being
made to the investigation process.

Page | 25

Caring

Responsive

Description

Current Performance

Surgical Safety

The Trust Surgical safety checklist
performance for April 2020 was
99.16% against a target of 99.50%.

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

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
There were three Service Lines where it was
noted that the WHO checklist had not been
completed:
•
Urology - 2
•
Vascular -1
•
Thoracic - 1

100.00%
99.50%
99.00%

These have been addressed with the individual
areas to ensure appropriate learning.

98.50%
98.00%

Integrated Performance Report

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.

Avg Daily Medical Outliers

100
80
60
40

Apr-20

Feb-20

Oct-19

Dec-19

Jun-19

Aug-19

Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

0

Jun-17

20
Aug-17

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

Although our reporting of medical
outliers indicates an average of 23
patients cared for in the surgical bed
base
throughout
April,
we
acknowledge
some
recording
anomalies caused by the rapid
repurposing of wards during Covid. An
example is that Meavy Ward has been
used as the Covid admissions ward but
was previous Surgical.

Apr-17

Medical Outliers
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Effective’ metrics

115

Dec-19

Oct-19

Nov-19

Sep-19

Jul-19

Aug-19

Jun-19

Apr-19

May-19

Mar-19

Jan-19

Feb-19

Dec-18

Oct-18

75

Nov-18

95

Sep-18

The Trust’s SHMI for the latest
available month of data (Nov 19) was
103.

See separate Learning from Deaths quarterly
report

SHMI

135

Jul-18

committed to preventing
avoidable deaths by
monitoring mortality and
learning lessons from
unexpected deaths. HSMR
covers in-hospital deaths
for a selection of
diagnoses. SHMI looks at
all patient deaths both in
hospital and within 30
days of discharge.
Follow-up Backlogs
We are following up too
many patients but also
need to reduce the
numbers who have
breached their see-bydate.

HSMR

155

Aug-18

The Trust’s HSMR for the latest
available month of data (Dec-19) was
114.

Comments

Jun-18

Mortality We are

Trend

Apr-18

Current Performance

May-18

Description

As at the end of April, 43,357 patients
awaiting a follow-up appointment had
waited past their clinical see-by-date.

Recent work has focussed on transforming the
delivery of outpatient activity including followup.

There are 9,797 patients flagged as
time critical in this backlog.

As a result of COVID-19 we have seen the % of
outpatient activity delivered in a non-face to face
method shift:
New appts from 27% to 82%
FU appts from 14% to 72%
The challenge now is to maintain this
behavioural shift post COVID. Care Groups &
Service Lines are meeting to cement these new
ways of working supported by Outpatient
Transformation Team
Teams are sharing best practice and positive
feedback from patients & clinicians via new
“virtual” outpatient wall
Some patients will have to revert to face to face
where examinations are required. The challenge
is how we do this safely whilst adhering to social
distancing rules.

Integrated Performance Report
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Caring

Responsive

Description

Current Performance

Readmissions

The Trust’s readmission relative risk in
the latest reportable month (Nov-19)
was 98 indicating a readmission rate
2% lower (better) than the national
risk model predicted based on our
casemix and complexity of patients.

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

UHP benchmarks well nationally in the
top 1/3 of performing Trusts.

Safe

Effective

Workforce

Trend
110

Comments
Readmission Rate

100 Index

105
100
95
90
85
80

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

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

Integrated Performance Report

79.2% of our patients spent at least
90% of their time on a specialist Stroke
Unit in April against a target of 80%.

55% of fractured neck of femur (FNOF)
patients were operated on within
36hrs of admission in April.

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

Of the 7 breaches in April, 6 were attributed to a
complex or initially incorrect diagnosis whilst the
remaining breach was due to the patient
requiring an alternative surgical pathway.

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

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

Finance & Efficiency

Actual

Medically Unfit

Target

Of those whose operation was delayed past
36hrs (16 patients), key themes were 5 patients
delayed due to COVID-19 whilst 4 were medically
unfit for surgery and awaiting further medical
review.
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Caring
Description

Responsive
Current Performance

Safe

Effective

Workforce

Trend

Length of Stay

8.00

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

7.00

Comments
The sharp drop in overall length of stay for nonelective surgery is due primarily to significant
decreases in average length of stay in
Neurosurgery (-8 days avg LoS), Cardiac Surgery
(- 5 days avg LoS) and General Surgery (- 2.5 days
avg LoS) in April compared to March.

6.00

LOS (Days)

Finance & Efficiency

5.00
4.00
3.00
2.00
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Jan-20

Elective Surgery

Elective Medicine

Non Elective Surgery

Non Elective Medicine

Apr-20

Jul-19

Oct-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

0.00

Apr-16

1.00

Page | 29

Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

Workforce’ metrics
Description

Current Performance

Staff Vacancies
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.

Whilst staff in post between February and April 2020
increased by 128 FTE (to 7611 FTE), vacancy levels increased
over the same period by 20 FTE (to 394 FTE) primarily due to
an increase of 148 FTE in establishment as a consequence of
annual budget setting that occurs at the start of each new
financial year. Please note, the on-boarding of 41 FTE external
student nurses in April due to COVID have also contributed to
the increases in overall staff in post.
General Recruitment

Trend

Comments
Admin

Medical

Nursing

During mid-March to mid-May, 5
Consultant Appointment Panels
were held with 6 successful
appointments made. There are an
additional 31
doctors
who
interviewed during this time that
have already been recruited or are
undergoing recruitment checks.

Other

16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%
2.0%

The Recruitment Team have been continuing to proactively
utilise local and national advertising to maximise recruitment
opportunities such as adverts in the RCN bulletin, UK Careers
Fair, Career Transition Partnership (CTP) for the military, and
are confirming virtual Open Days with several organisations to
continue to promote the Trust as a great place to work.

Apr-20

Oct-19

Feb-20

Dec-19

Jun-19

Aug-19

Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Oct-17

Feb-18

Dec-17

Jun-17

Aug-17

Apr-17

Feb-17

Oct-16

Dec-16

Jun-16

Aug-16

Apr-16

The Recruitment Team are undertaking employment checks
0.0%
for 72 Staff Nurse preceptees appointed from the November
and January Nursing Open Days, in readiness for their July
Graduation, to start in the organisation. The team will also be
Out of the 113 overseas colleagues, 53 are now NMC registered
highlighting permanent UHP nursing appointments to any of
nurses, 20 have NMC Temporary registrations, 18 are being
the covid pool student nurses, who have not already been
reviewed to request NMC Temporary registrations, and 22
appointed via the regular recruitment process
colleagues are currently going through local OCSE training currently.
17 HCA Apprentices have now started in the organisation in We are currently reviewing the options to enable further IR nurses
newly developed New to Care roles, to support the to join the organisation as was planned prior to the pandemic,
organisation and aim to start their Apprenticeships in potentially in July or August, but this will be subject to various UK
September. In addition, there are 24 Band 2 HCAs available to and overseas government rules and travel restrictions being
the organisation to cover requested and expected vacancies confirmed. The recruitment and nursing teams have been working
over the next few months.
together closely to also provide a Local OCSE programme for our
Hotel Services recruitment continues at pace with 43 Patient existing overseas staff, with the opportunity to complete the OCSE
Support Assistant appointees with confirmed start dates and and become an NMC registered nurse in future.
31 individuals in the Safe Recruitment check stage.
Medical Staffing
Processes have been adapted to enable AAC Panels and other job
interviews to continue via video conferencing platforms and the
feedback has been very positive. This has removed the need for a
Royal College representative to physically attend a panel and as
such has significantly decreased the time taken to secure. We hope
to be able to use this technique more widely in the future, which
In relation to overseas nurse recruitment, 113 overseas should reduce overall consultant recruitment timescales. The Trust
nursing colleagues are now with the Trust, who have been should also make a saving in terms of any travel and subsistence
provided with a significant pastoral and clinical support expenses that are usually incurred for Royal College representation
on the day.
package over the past few months.
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With regards to AAC Panels, the
team have developed a visual
representation of the recruitment
process for Consultants, similar to
a Gantt chart, which provides clear
timelines for each stage of the
process.
This
will
enable
departments to be clear on every
stage of the process and provide
them with expectations in terms of
timescales.
It
commits
to
timescales
for
the
tasks
undertaken by the Medical HR
Team
and
highlights
the
department’s
areas
of
responsibility so that they can see
where they can impact / decrease
the
overall
timescale
by
performing tasks quickly and
efficiently.
A
number
of
hard-to-fill
appointments were unable to
travel to the UK due to COVID-19
restrictions – this included 3 Locum
Consultants for Acute Medicine.
The team are working with all
parties to ensure that we can
welcome them to the Trust as soon
and safe as possible.
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Caring
Description

Responsive

Safe

Effective

Workforce

Current Performance

Trend

Comments

The intention of these locum appointments is to support the
individuals through CESR to enable them to apply for
substantive positions, which will feed our pipeline in that area.
We are also taking this approach and supporting 2 Locums
Consultants in GIM, who arrived earlier in the year.

Digital Staff Passport

Recruiting British Graduates from
European Medical Schools

which have recently transitioned into the Interim F1 role. A
further 10 have been welcomed to the Trust early because
UHP was the employing organisation they have been allocated
to work at as part of their UK Foundation programme with
effect from August.

• Reduce the burden on clinical and administrative staff

Prior to COVID, there was a strong and growing case for a Digital
Staff Passport to enable and simplify the high volume of staff
movements between NHS organisations. It is estimated that up to
two days are lost through duplication of employment
COVID-19 Recruitment Initiatives
administration and core skills training whenever staff move
There has been a significant effort placed on recruiting a between NHS Trusts. A verified employment record held on staff’s
variety of medical staff to help in the Trust’s response to the own smartphones would significantly reduce the need for
duplication and provide assurance to colleagues and NHS
Coronavirus pandemic:
organisations.
Recruiting 5th Year Medical Students
The team have been selected to test an interim COVID-19 Digital
There was agreement between HEE, Medical Schools Council
Staff Passport, while the full product is being developed. The
and GMC that 5th year medical students could graduate early
temporary COVID Staff Passport will enable rapid staff transfers,
in order to obtain early provisional registrations, allowing
particularly supporting significant movements of staff to the
them to take up interim F1 roles to help with the NHS’
Nightingale Hospitals. Introduction of the COVID Staff Passport will:
ongoing response to the Coronavirus pandemic. We
successfully placed 17 individuals into paid Medical Students • Replace some of the manual processes to reduce the time to onroles whilst their registrations were being processed, 13 of board staff for providers and individuals

Bring Back Staff (BBS) Campaign
A campaign was launched to enable recently-retired
professional staff to re-join the workforce, through nationally
and locally co-ordinated processes. A national campaign was
led by NHSE, of which we have been sent 21 offers of support.
Whilst the Trust is currently able to meet the workforce
demand, there was no requirement to deploy all of these
generous offers – instead, the team are working on clearing a
number of these individuals to casual worker contracts in the
event of a second wave.

Integrated Performance Report

Finance & Efficiency

• Provide a legal agreement and verification of key employment
checks to ensure the member of staff able to be work at another
location safely.
The intention of this product is to be utilise post-COVID, and
therefore the team will be taking part in the final phase of testing
later this month which will involve the transfer of 8 F2 junior
doctors’ recruitment checks from Torbay to UHP ahead of them
commencing placements here in August. We anticipate that when
the full product is launched, it will save a significant amount of
time, particularly in the lead up to trainee doctor rotations.

We are exploring an opportunity to
partner with a London-based
recruitment firm, Study Medicine
Europe Ltd, in recruiting fullyqualified British students who have
completed
6-year
Master’s
degrees in Medicine at European
Medical Schools. Upon graduation,
these individuals will be able to
register with the GMC where they
will attain full registration and be
able to commence in F2 Trust
doctor posts. Study Europe Ltd
anticipate a growing number of
candidates in the pipeline year-onyear that will be available from
their partner medical Universities,
suggesting there could be an
opportunity to expand this venture
further should there be demand
from UHP and wider STP
organisations. There is no cost per
placement, unlike some other
initiatives that have been explored
previously.
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Safe

11.0%
10.5%
10.0%
9.5%
9.0%

Apr-20

Feb-20

Oct-19

Dec-19

Jun-19

Aug-19

Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Oct-17

Feb-18

Dec-17

8.0%

Jun-17

8.5%
Aug-17

highlighted the need for and importance of valuing,
appreciating and supporting our staff. Be it through the many
interventions supported by NHS England or the weekly
Thursday community clap, one of the key messages to emerge
from this Pandemic, is the realisation that looking after our
staff must be paramount to the success of the care we are
able to provide.

11.5%

Apr-17

We aim to retain staff with
the skills, knowledge and
attitude necessary for the
delivery of high quality care Appreciation, Civility and Excellence (ACE) – Valuing Staff
National direction and lead as a result of Covid-19, has
to our patients.

This learning is important at
individual, team and Trust level
and can be used to help co-create
our new normal for how we
function operationally and
behaviorally going forward.

12.0%

Feb-17

Rolling annual turnover (the number of leavers in the year
divided by the average number of staff) to the end of April
2020 is at 9.48% compared to 9.58% for April 2019.

Finance & Efficiency
Comments

Oct-16

Staff Turnover

Workforce

Trend

Dec-16

Current Performance

Jun-16

Description

Effective

Aug-16

Responsive

Apr-16

Caring

In conjunction with listening to
staff, a similar range of methods
will be employed to connect with
and understand patient and
family/friends experience of this
Covid 19 Phase 1 period.

Many of the key national and international messages surround
importance of the values of kindness, civility and appreciation
echoing the very messages shared at UHPs own ACE event a
year ago. The local learning from ACE and national learning
from the Pandemic will now feed into updated versions of the
NHS People Plan (publication from early spring now delayed)
and our own UHP People Strategy.
Showing appreciation, through use of the Trust’s Learning
from Excellence (LfE) scheme, continues to thrive. In response
to Covid19 and the requirement that staff who could, should
work from home an interim e-card version for LfE feedback
was introduced. Anecdotally, staff indicate that whilst they
continue to be thankful for timely positive feedback they miss
the physical card. The team is now ensuring that all staff
receive an actual card.
On average, about 225 LfE
nominations are submitted per month, with approximately
one fifth submitted by patients their families/friends. Since
the system was introduced, nearly 6.5k nominations have
been submitted and to staff working in every area and staff
group of our large Trust team.
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Listening to Staff
In May the Trust will embark on a significant exercise to connect
with and listen to staff through a series of virtual and face to face
events. Emerging Stronger – Our New Normal, launched by the
CEO at the start of May, will be coordinated and supported by the
Organisational Development and Communication teams. The
purpose is to give staff and teams the opportunity to pause and
reflect and collectively make sense of their experiences of Phase 1
Covid response. The popular randomised coffee trial approach,
Schwartz rounds, specific group chats, team meetings and existing
staff PULSE survey will all be used, even if in slightly hybrid form, to
frame different conversations. Opportunities to share stories are
both important to support staff well-being and recovery but also
ideal spaces to reflect on learning; understanding those things that
worked well and why and those things that with hind sight, could
have been done differently or better.
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Safe

1. To suspend appraisals from the date of the letter, unless
there were exceptional circumstances agreed by both the
appraisee and appraiser. This was aimed to immediately
increase capacity in our workforce by allowing appraisers to
return to clinical practice.
2. To reduce mandatory training as appropriate to focus on
refresher training for staff and new training to expand the
number of ICU staff

60.0%
40.0%
20.0%

Basic Life Support
Trust Update

100%

Jan-20

Apr-20

Jul-19

Oct-19

Jan-19

Apr-19

Jul-18

Oct-18

0.0%
Jan-18

On 28 March 2020, the Chief Operating Officer, NHS England
& NHS Improvement wrote to all Chief Executives with
directions to reduce burden and release capacity during the
Covid-19 pandemic. This included two recommendations:

80.0%

Apr-18

Between February 2020 and April 2020, compliance for Basic
Life Support has decreased by 2% to 81%, Trust update has
decreased by 7% to 89% and child protection and manual
handling have remained static at 93% and 88% respectively.

100.0%

Jul-17

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

Comments

Oct-17

Appraisal compliance rates for Agenda for Change staff have
decreased from 87% in February 2020 to 80% in April 2020.

Finance & Efficiency

Trend

Jan-17

Staff Appraisals and
Mandatory Training

Workforce

Apr-17

Current Performance

Jul-16

Description

Effective

Oct-16

Responsive

Apr-16

Caring

Manual Handling
Child Protection

90%
80%
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Jan-20

Apr-20

Jul-19

Oct-19

Jan-19

Apr-19

Jul-18

Oct-18

Jan-18

Apr-18

Jul-17

Oct-17

Jan-17

Apr-17

Oct-16

Jul-16

Apr-16

The GMC deferred revalidation for all doctors who were due
70%
to be revalidated by September 2020. Similarly the Chief
Operating Officer’s letter requested that all non-urgent or
non-essential professional standards activity be suspended
until further notice including medical appraisal and continuous Welcome Event
professional development (CPD)
In order to adhere to social distancing and reduce potential virus
The Nursing and Midwifery Council (NMC) took a similar transmission, all new staff joining the Trust from March onwards
approach to the GMC and initially extended the revalidation were switched from face to face to virtual induction and training
period for current registered nurses and midwives by an delivered by pre-recorded events.
additional three months, and is seeking further flexibility from Approximately 400 staff, including over 100 aspirant nurses (paid
the UK Government for the future.
student placements), circa 50 paid medical student placements,
retire and returners and Hotel Services staff, received all their new
As a result of this, both mandatory training and appraisal
starter learning on-line, ensuring that they received the same high
compliance rates deteriorated during this time. However,
standard as the pre Covid induction. Staff received the Corporate
where feasible, service lines have endeavoured to facilitate
Welcome Event, mandatory E-Learning and where appropriate,
Trust Update training, Resus and Manual Handling training
Manual Handling and Basic Life Support. In addition, medical staff
modules are available as eLearning. Covid phase 2 will include
received their Blood Transfusion, Radiation, Mental Capacity
a revisit to our teams’ training situation with plans to carefully
Assessments and Learning Disability training. The Department of
and steadily increase compliance alongside business as usual.
Professional Healthcare Education Team have been providing 1:1
support, in the workplace, for those staff that have requested it to
ensure they feel safe to use the equipment provided.
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A range of activity is continuing to support
staff health and wellbeing, with the aim of
helping to increase resilience and staff
attendance:
Wellbeing
Focus has continued on staff health and
wellbeing, with enhanced support being
provided to ensure colleagues are fully
supported during the pandemic, through
recovery and beyond. Staff support
measures implemented include:
• A dedicated, confidential Psychological
Support Hotline operating from 8am to
8pm, Monday to Friday, available for staff
to talk to UHP’s Counsellors and
Psychologists. Initial uptake has been low,
however, it is anticipated that the helpline
will be more in demand as colleagues move
into phase 2 of the pandemic and different
ways of working, or where colleagues may
be struggling with feelings of trauma, loss,
and grief. The Chaplaincy team are also
closely providing colleagues with support.
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3.00%
2.00%

Mental Health Awareness Week

Apr-20

Feb-20

Dec-19

Jun-19

Oct-19

Apr-19

Aug-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Dec-17

0.00%

Jun-17

1.00%

Oct-17

Sickness has consistently remained highest
in the Estates (now including ex SERCO
staff) and Additional Clinical Services staff
group (predominantly HCAs ).

4.00%

Apr-17

The reporting period includes the
beginning of the Covid19 pandemic and
this demonstrates not only a related rise in
sickness due to infectious diseases but also
a slight rise in sickness due to stress and
anxiety. This is to be expected and is in line
with national trends.

• Real-time support for staff during the pandemic
has included wellbeing checks on those staff
testing positive, as part of the Keeping in Touch
programme. The HR Team have also been
working closely with managers to ensure staff
absent with Psychological sickness are being
contacted and fully supported.

Long Term

5.00%

Aug-17

We seek to minimise and
manage staff sickness.

Short Term

Feb-17

Annual sickness absence (the number of
sick days divided by the number of
available working days) has increased over
the past 12 months from 4.41% in April
2019 to 4.64% in April 2020.

Finance & Efficiency

Comments

Oct-16

Sickness Absence

Workforce

Trend

Dec-16

Current Performance

Effective

Jun-16

Description

Safe

Aug-16

Responsive

Apr-16

Caring

• The Staff Support Hub on StaffNet was set up enabling staff to
easily access the extensive range of internal and external
information, advice and practical support available, under four
areas: Psychological, Practical, Physical and Professional. The
website is proving a good way for teams to be able to easily access
advice with the main ‘Covid-19 advice for staff’ landing page getting
44,348 hits in the past month
• Promotion of the Employee Assistance Programme (EAP) through
the Staff Support Hub, Staff Bulletin, social media, posters, and
information sent to staff who have contacted the Centralised
Absence Reporting Line. During the period 1st March 2020 to 13th
May 200, there were 8719 views on the Vivup Wellbeing Platform
with colleagues accessing benefits, tools and resources. The EAP
has also seen an increase in contacts made to the advice line with 10
colleagues provided with relevant advice, information and
signposting. 40% of the referrals had contacted the EAP via
signposting by their manager.

Health promotion has continued with
communications in the bulletin and on social
media to promote Mental Health Awareness
Week (18-24 May 2020). Research shows that
kindness and mental health are deeply
connected, and this year, this is particularly
important in light of the Coronavirus pandemic.
This year’s national theme therefore was
‘kindness’ and colleagues have been invited to
post photos, stories, or videos of acts of kindness
via Trust’s #CovidKindness Facebook album.
Promotion also included signposting to the
extensive emotional and mental health support
and advice available on the Staff Support Hub,
and the new range of psychological support
posters widely distributed throughout the Trust.

• OH&WB have provided support to clinical staff in connection with
an increase in PPE referrals which has included regular liaison with
Dermatology regarding any issues. The service has also developed
the risk assessment guidance to ensure this complies with the
updated Faculty of Occupational Medicine guidelines (e.g. in
relation to BAME colleagues and pregnant workers).
• To support covid19 staff testing, capacity was increased to 7 days
a week to ensure staff were tested quickly and ensuring test results
are available the following day.
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Finance & efficiency’ metrics
Description

Current Performance

Financial Performance

The Trust reported a break-even
position in month 1, against a planned
deficit of £3.3m.

The Trust submitted a
draft plan of a deficit of
£37.7m for the year.

For further information please see
Annex 3, 4 and 5.

Trend

Comments
The Trust had a favourable variance of £3.3m
in Month 1. The Trust is operating under a
revised financial framework as a result of
covid. It is receiving a fixed level of income
from its commissioners, plus an additional topup from NHS England.

5.0
0.0
(5.0)
(10.0)
(15.0)
(20.0)
(25.0)
(30.0)
(35.0)
(40.0)

Actual

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

Integrated Performance Report

Contract Healthcare income was
£1.7m below plan, Other Healthcare
Income £0.7m below plan and Other
Income (such as private patients and
education) £1.0m below plan, giving a
total income shortfall of £3.5m.
For further information please see
Annex 6.

0.00
-0.20
-0.40
-0.60
-0.80
-1.00
-1.20
-1.40
-1.60
-1.80
-2.00

Contract
Healthcare

The Trust received the NHSE ‘top up’ of £5.1m.
Due to the cost reduction of reduced activity
levels offsetting the costs of Covid and the loss
of non NHS income no additional retrospective
top up was required in month 1.

Draft Plan

Other
Healthcare

Other Income

Contract Healthcare Income is operating under
block payments from commissioners. This is
£1.7m less than the income levels included in
budgets. This excludes the £5.1m top-up
payment the Trust are receiving under the
covid framework.
Other Income is below plan, largely due to
reduced income from car parking, private
patients and R&D.

Contract Healthcare

Other Healthcare

Other Income

Page | 35

Caring

Responsive

Safe

Description

Current Performance

Workforce Expenditure

Staff costs were £31.61m in April,
£0.35m under plan in the month.

34.00

For further information please see
Annex 7.

30.00

The Trust spends 60% of
its income on staff.

Effective

Workforce

Trend

Comments
The spend on pay in month 1 is under plan by
£0.35m.

32.00

Agency spend was £0.05m in April. This is well
below the average for the previous quarter of
£0.27m.

28.00
26.00

Spend on bank staff of £2.16m was similar to
the previous quarter.

24.00
22.00

The actual pay spend includes an additional
£0.89m on pay as a result of covid.

20.00

Non-Pay Expenditure
The Trust spends 40% of
its income on non-pay.

The Trust spent £16.6m on non-pay in
April, £2.6m less than plan.

Permanent Staff

Bank Staff

Agency Staff

Plan

There is a budget of c£20.0m per month for
non-pay. However, spend in April reduced
significantly as less elective activity was
performed as a result of Covid.

25.00
20.00
15.00
10.00

Outsourcing spend reduced considerably as
activity reduced and Independent Sector
organisations were repurposed to support the
response to Covid.

5.00
0.00

Non-Pay

Integrated Performance Report

Finance & Efficiency

Passthrough

Plan

The actual non-pay spend includes an
additional £0.40m on non-pay as a result of
Covid.
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Caring

Responsive

Description

Current Performance

Financial Improvement
Plan

The Trust has a Financial Improvement
Plan of £30.2m for the year.

The Trust has a Financial
Improvement Plan (FIP)
target of £30.2m in
2020/21.

Safe

Effective

Workforce

Trend
35
30

Comments
Actual

Plan

25
20
15
10
5
0

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

The cash balance at the end of month
1 was £53.75m, £52.75m above plan.
For the Trust’s balance sheet see
Annex 8.

60
50
40
30
20
10

Finance & Efficiency

Actual

Plan

FIP targets of £30.2m are included in the
budgets. In month 1 the target was £1.3m. FIP
delivery has yet to be formally assessed in
Month 1 as the Trust focussed on its response
to COVID-19. Therefore, this shows as an
adverse variance but a number of efficiencies
have been delivered which will be reflected in
month 2. The Corporate Recovery Unit are
working on plans that can be delivered once
the reponse to Covid has been de-escalated.

At the end of April the Trust had a cash balance
of £53.75m. This is significantly above the draft
plan because under the NHSE Covid financial
arrangements the Trust received the
Commissioner block income and NHSE Top up
for April and May in April (an additional £45m).
This has been done to ensure that Trusts have
no cash flow issues during this period. The
remaining increase is due to other quarterly
payments received in April and a high balance
of year end capital creditors still to be settled.

0
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Caring

Responsive

Description

Current Performance

Capital

The Trust has an interim capital plan of
£26.3m in 2020/21, Capital
expenditure in April was £2.1m; £0.1m
below plan.

The Trust has a capital
programme of £34.3m.

Safe

Effective

Workforce

Trend

Comments

30.0
25.0
20.0
15.0
10.0

Finance & Efficiency

Actual

Plan

The Trust spent £2.1m in April, with the
significant costs being
•

£0.2m
on
maintenance

•

£0.1m on e-prescribing

•

£0.8m on covid-19 requirment which
are expected to be fully funded by
NHSE

•

£0.6m on other planning schemes

5.0
0.0

Integrated Performance Report

estates

backlog

Although the Trust has approved an interim
capital plan the final plan is under further
discussion following NHSE guidance regarding
the available funding across the Devon STP.
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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

62-day breaches by site
Cancer Site
Brain/CNS
Breast
Gynaecological
Haematological
Head & Neck
Lower Gastrointestinal
Lung
Other
Sarcoma
Skin
Upper Gastrointestinal
Urological
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Apr-20
100%
90%
80%
56%
50%
44%
67%
0%
100%
100%
80%
53%

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

2
1
4
1
10
3
1

1
16
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Learning from Incidents

Integrated Performance Report

Annex 2

Page | 40

Integrated Performance Report

Page | 41

Income and expenditure against plan

Annex 3

Current Month

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
SURPLUS/(DEFICIT) BEFORE TOP-UP
Top-up
TOTAL (DEFICIT) / SURPLUS

Integrated Performance Report

Budget

Actual

Variance Favourable/
(Adverse)

Budget

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

Annual

£M

£M

£M

£M

42.2
2.0
2.4
46.6

39.8
1.9
1.4
43.2

(2.3)
(0.1)
(1.0)
(3.5)

504.7
24.2
28.8
557.8

(32.0)
(17.2)
1.3
(47.9)
(1.3)
(1.5)

(31.6)
(14.6)
0.0
(46.2)
(3.1)
(1.5)
(4.6)
0.0
0.0
0.0
(0.5)
(0.5)
(5.1)
5.1
0.0

0.3
2.6
(1.3)
1.7
(1.7)
(0.0)
(1.8)
0.0
0.0
(0.0)
0.0
(0.0)
(1.8)
5.1
3.3

(383.9)
(218.3)
30.2
(572.0)
(14.2)
(17.9)

(2.8)
0.0
(0.0)
0.0
(0.5)
(0.5)
(3.3)
0.0
(3.3)

(32.2)
0.0
0.0
0.1
(5.7)
(5.6)
(37.7)
0.0
(37.7)
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Income and expenditure variance analysis

Annex 4

Contract Healthcare Income
Other Healthcare Income
Private Patients and Injury Cost Recovery
Education Income
Research Income
Other Income
Top-up
Income CIP Target
Total Income Variance

(1.74)
(0.70)
(0.24)
0.01
(0.14)
(0.64)
5.08
0.00
1.62

0.00
0.00
0.00
0.00
0.00
0.00
5.08
0.00
5.08

(0.90)
(0.03)
0.00
0.00
0.00
0.00
0.00
0.00
(0.93)

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

0.34
0.07
0.16
(0.22)
0.00
0.35

0.00
0.00
0.00
0.00
0.00
0.00

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

0.21
0.32
0.00
0.52
(0.02)
(0.13)
0.02
0.26
0.76
0.97
0.00
(0.29)
(1.26)
1.36

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

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

Depreciation and Interest
Total Interest & Depreciation Variance
Total Variance

(0.04)
(0.04)
3.29

0.00
0.00
5.08

0.00
0.00
(0.93)
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Wards

Theatres

Clinical
Support
Services

CIPs

Prior Periods

Covid-19

Other

£M

Frontline
Services

£M

Passthrough

£M

Contract

In Month
Variance

Top-up

Analysis of In Month Variance

£M

£M

£M

£M

£M

£M

£M

£M

£M

Income Categories
(0.84)
0.00
0.00
0.03
0.00
(0.21)
0.00
0.00
0.00
(0.01)
0.00
(0.04)
0.00
0.00
0.00
0.00
(0.84)
(0.24)
Pay Categories
0.00
0.34
0.00
0.16
0.00
0.04
0.00
0.09
0.00
0.00
0.00
0.64
Non-Pay Categories
0.00
0.10
0.32
0.00
0.00
0.00
0.52
0.00
0.00
(0.01)
0.00
0.06
0.00
0.00
0.00
0.21
0.00
0.13
0.00
0.53
0.00
0.00
0.00
0.07
0.00
0.00
0.84
1.09
Depreciation and Interest
0.00
0.00
0.00
0.00
0.00
1.49

0.00
0.00
0.00
0.00
0.00
0.01
0.00
0.00
0.01

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

0.00
(0.00)
(0.01)
(0.00)
(0.01)
(0.09)
0.00
0.00
(0.12)

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
(0.43)
0.00
0.00
(0.43)

0.00
(0.69)
0.00
0.00
0.00
0.69
0.00
0.00
0.00

0.00
(0.01)
(0.02)
0.01
(0.13)
(0.76)
0.00
0.00
(0.91)

(0.00)
0.22
0.00
0.01
0.00
0.23

0.00
0.11
(0.01)
(0.01)
0.00
0.10

0.10
0.00
0.12
0.00
0.00
0.22

0.00
0.00
0.00
0.00
0.00
0.00

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

(0.23)
(0.37)
(0.02)
(0.20)
0.00
(0.82)

0.13
(0.06)
0.01
(0.10)
0.00
(0.02)

0.12
0.00
0.00
0.00
(0.00)
(0.01)
(0.00)
0.00
0.05
0.00
0.01
0.05
0.00
0.22

0.04
0.00
0.00
0.00
0.00
0.00
0.00
0.04
0.44
0.00
0.02
(0.01)
0.00
0.54

0.05
0.00
0.00
0.00
(0.00)
(0.02)
(0.03)
0.00
0.10
0.13
0.01
0.00
0.00
0.24

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
(1.26)
(1.26)

(0.11)
0.00
0.00
0.00
(0.01)
(0.14)
0.04
0.00
0.04
0.10
0.03
(0.13)
0.00
(0.18)

0.00
0.00
0.00
0.00
0.00
(0.03)
0.00
0.00
(0.15)
0.00
(0.10)
(0.14)
0.00
(0.42)

0.01
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.15
0.21
0.03
(0.13)
0.00
0.28

0.00
0.00
0.46

0.00
0.00
0.63

0.00
0.00
0.35

0.00
0.00
(1.26)

0.00
0.00
(0.62)

0.00
0.00
(1.24)

(0.04)
(0.04)
(0.68)
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Income and expenditure monthly profile

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Apr-20

Apr-19

% Change over
2019/20

Annex 5

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

%

INCOME
Provision of healthcare
Education, training and research
Other Income
TOTAL INCOME

40.06

38.66

41.84

39.40

40.87

42.04

41.09

37.97

42.42

38.65

44.79

39.84

37.23

7%

2.18

1.88

2.18

1.95

2.07

1.95

1.90

2.50

2.05

2.25

2.28

1.88

1.99

-5%
-44%

2.67

2.61

2.77

2.57

2.33

2.55

2.62

2.88

2.62

2.82

4.85

1.43

2.57

44.91

43.15

46.80

43.91

45.27

46.54

45.61

43.36

47.09

43.73

51.92

43.15

41.79

EXPENDITURE
Pay

(28.16)

(28.04)

(28.28)

(28.64)

(27.10)

(29.46)

(30.18)

(30.04)

(29.99)

(30.67)

(32.71)

(31.61)

(28.78)

10%

Non-pay

(18.40)

(16.46)

(18.13)

(19.07)

(16.70)

(18.36)

(17.45)

(17.31)

(18.52)

(18.59)

(20.39)

(14.62)

(16.90)

-14%

TOTAL EXPENDITURE
NET (SURPLUS)/DEFICIT BEFORE
EXCEPTIONAL ITEMS

(46.57)

(44.50)

(46.41)

(47.72)

(43.80)

(47.82)

(47.64)

(47.35)

(48.51)

(49.26)

(53.10)

(46.22)

(45.69)

(1.66)

(1.35)

0.39

(3.81)

1.47

(1.27)

(2.02)

(3.99)

(1.43)

(5.53)

(1.18)

(3.07)

(3.89)

(1.58)

(1.36)

(1.39)

(1.39)

(1.41)

(1.42)

(1.42)

(1.43)

(1.43)

(1.46)

(1.10)

(1.52)

(1.14)

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

(0.01)

0.00

0.02

0.00

0.00

(0.21)

(0.21)

(0.22)

(0.23)

(0.23)

(0.23)

(0.22)

(0.23)

(0.23)

(0.23)

(0.24)

0.00

(0.21)

-100%

EXPENDITURE
Depreciation charges
Profit/Loss on Asset Disposal
Interest Payable
Interest Receivable
Public Dividend Capital (PDC) Interest
Impairments
INTEREST AND DEPRECIATION
STF / Top-up

0%

0.01

0.01

0.01

0.01

0.02

0.02

0.01

0.01

0.01

0.01

0.01

0.01

0.01

-61%

(0.25)

(0.25)

(0.25)

(0.25)

(0.25)

(0.25)

(0.25)

(0.25)

(0.25)

(0.25)

1.17

(0.48)

(0.25)

90%

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

(29.00)

0.00

0.00

0%

(2.03)

(1.81)

(1.85)

(1.86)

(1.88)

(1.88)

(1.88)

(1.89)

(1.91)

(1.92)

(29.14)

(1.99)

(1.59)

1.34

1.82

1.61

(0.53)

3.74

0.55

0.53

0.53

0.54

0.54

0.54

5.08

1.34

NET (SURPLUS)/DEFICIT

(2.36)

(1.34)

0.15

(6.20)

3.33

(2.60)

(3.37)

(5.35)

(2.80)

(6.91)

(29.78)

0.02

(4.14)

CUMULATIVE (SURPLUS)/DEFICIT

(6.50)

(7.84)

(7.69)

(13.89)

(10.56)

(13.16)

(16.54)

(21.89)

(24.69)

(31.60)

(61.38)

0.02

(4.14)
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Contracts

Annex 6

Plan

Favourable / (Adverse) Income Variance from Plan
NHS
NHS Devon Kernow
NHS
CCG
CCG
England
LA
£m
£m
£m
£m
16.32
0.31
18.50
5.95

Actual
Variance

Elective
Non-elective
ED
Outpatients
ESS
Other
Income under PbR basis
Additional funding to get to block
Actual Healthcare Income

Integrated Performance Report

0.27
(0.05)

NCA
£m
0.36
0.08
(0.28)

Total
£m
41.44
39.70
(1.74)

NHS
Kernow
NHS
Local
England Authority
CCG
£m
£m
£m
0.49
0.91
0.00
1.40
1.24
0.00
0.19
0.01
0.00
0.38
0.60
0.07
0.76
4.83
0.00
0.03
0.06
0.00
3.25
7.64
0.07
2.46
7.57
0.20
5.70
15.21
0.27

NCA
£m
0.00
0.07
0.01
0.01
0.03
0.00
0.14
(0.06)
0.08

Total
£m
2.55
7.42
1.03
2.26
8.54
0.22
22.01
17.69
39.70

18.45
5.70
(0.06)
(0.25)
Actual Income in April
NHS Devon
CCG
£m
1.14
4.72
0.81
1.21
2.92
0.12
10.92
7.53
18.45

15.21
(1.10)
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Workforce

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

Mar-20

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

Apr-20

Expenditure

Feb-20

WTE worked

Jan-20

Expenditure

Dec-19

WTE worked

Nov-19

Expenditure

Oct-19

WTE worked

Sep-19

Expenditure

Aug-19

WTE worked

Jul-19

Expenditure

Jun-19

WTE worked

May-19

Annex 7

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£001

WTE

£002

WTE

£002

WTE

£002

WTE

£003

WTE

£003

WTE

£003

WTE

WTE

WTE

£000

£000

£000

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)

494
3
4
700
59
(2)

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

469
4
(1)
711
52
4

(3,875)
(80)
(32)
(3,755)
(625)
(66)

469
6
(1)
710
53
2

(5,501)
(109)
(29)
(3,636)
(667)
(44)

485
6
(2)
714
54
3

(5,414)
(120)
48
(3,711)
(654)
(24)

482
3
0
718
52
7

(5,553)
(50)
(15)
(3,701)
(799)
(120)

473
6
0
720
44
5

(5,522)
(125)
(2)
(3,719)
(548)
(72)

478
4
0
715
49
3

(5,502)
(63)
(8)
(3,724)
(581)
(48)

484
4
0
707
46
5

(7,762)
(61)
17
(3,731)
(581)
(49)

521
0
0
712
0
0

470
5
0
710
61
1

(51)
5
0
(2)
61
1

(6,205)
(90)
(19)
(3,858)
(589)
(53)

(5,899)
(94)
(7)
(3,758)
(697)
(20)

305
(4)
12
101
(108)
33

1,166

(9,523)

1,196

(9,937)

1,154

(9,915)

1,259

(10,174)

1,240

(8,432)

1,240

(9,987)

1,259

(9,876)

1,261

(10,237)

1,248

(9,989)

1,249

(9,926)

1,246

(12,167)

1,233

1,248

14

(10,814)

(10,475)

340

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

1,847
111
33
925
168
0

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

1,869
151
30
936
207
(0)

(6,846)
(662)
(167)
(2,033)
(571)
0

1,929
133
35
938
164
0

(7,042)
(578)
(203)
(2,053)
(532)
(1)

1,954
131
42
966
169
0

(7,230)
(569)
(232)
(2,150)
(642)
(0)

1,976
119
33
961
178
0

(7,106)
(518)
(185)
(2,068)
(475)
0

1,965
155
31
951
194
0

(7,099)
(661)
(168)
(2,032)
(506)
0

2,000
162
20
963
189
0

(7,527)
(694)
(112)
(2,215)
(600)
0

2,017
173
21
986
208
(0)

(7,290)
(757)
(115)
(2,117)
(751)
0

2,220
0
0
1,046
0
0

2,038
124
1
1,003
147
0

(183)
124
1
(43)
147
0

(7,529)
(567)
(173)
(2,299)
(404)
(3)

(7,624)
(553)
(8)
(2,331)
(387)
0

(95)
13
165
(32)
17
3

3,081

(10,299)

3,067

(9,973)

3,114

(10,148)

3,084

(10,129)

3,194

(10,280)

3,199

(10,410)

3,263

(10,824)

3,267

(10,352)

3,295

(10,467)

3,333

(11,147)

3,405

(11,030)

3,266

3,313

47

(10,975)

(10,903)

72

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)

739
377
4
5

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

742
375
3
11

(2,982)
(782)
(16)
(45)

751
380
4
(8)

(3,037)
(797)
(23)
1

750
385
4
(1)

(3,073)
(821)
(21)
(3)

749
386
3
4

(3,032)
(814)
(16)
(39)

748
386
5
7

(3,023)
(810)
(25)
(26)

753
392
5
5

(3,077)
(844)
(29)
(25)

751
398
6
10

(3,014)
(839)
(38)
(33)

859
415
0
0

755
403
8
3

(104)
(12)
8
3

(3,276)
(884)
(17)
(32)

(3,115)
(884)
(43)
(12)

161
(0)
(26)
20

1,112

(3,856)

1,103

(3,736)

1,107

(3,738)

1,126

(3,857)

1,131

(3,825)

1,126

(3,856)

1,137

(3,918)

1,142

(3,901)

1,145

(3,884)

1,154

(3,975)

1,165

(3,924)

1,274

1,168

(106)

(4,209)

(4,054)

155

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)

107
1,522
64
6

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

112
1,509
95
0

(825)
(3,484)
(251)
(5)

114
1,936
95
17

(803)
(4,119)
(241)
(44)

116
1,956
90
18

(854)
(4,431)
(241)
(40)

118
1,996
67
16

(855)
(4,450)
(189)
(52)

116
1,999
70
10

(877)
(4,555)
(192)
(26)

116
2,036
56
4

(837)
(4,613)
(156)
(12)

114
2,052
55
4

(854)
(4,567)
(152)
(15)

130
2,195
0
0

118
2,074
136
(3)

(12)
(120)
136
(3)

(904)
(4,862)
(158)
(36)

(884)
(4,903)
(386)
(4)

20
(41)
(228)
32

1,676
7,035
MEMO OF DISCRETIONARY PAY COSTS

(4,486)
(28,164)

1,674
7,040

(4,392)
(28,037)

1,694
7,069

(4,480)
(28,282)

1,700
7,168

(4,484)
(28,644)

1,715
7,280

(4,566)
(27,103)

2,163
7,728

(5,207)
(29,460)

2,180
7,839

(5,566)
(30,184)

2,196
7,867

(5,546)
(30,037)

2,195
7,883

(5,650)
(29,990)

2,212
7,949

(5,618)
(30,666)

2,224
8,040

(5,588)
(32,708)

2,324
8,098

2,325
8,054

1
(44)

(5,960)
(31,958)

(6,177)
(31,608)

(217)
350

Total
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

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

Total

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

(2,837)

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

(3,124)

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

(3,114)

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

(3,144)

(2,206)
(316)
(388)
(343)

(3,253)

(2,151)
(320)
(412)
(322)

(3,205)

(2,248)
(251)
(327)
(452)

(3,278)

(2,048)
(411)
0
0

(2,458)

(2,048)
(411)
(400)
(386)

(3,244)

(2,122)
(205)
(330)
(422)

(3,079)

(2,340)
(195)
(653)
(406)

(3,594)

(2,160)
(51)
(237)
(517)

(2,965)

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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Balance sheet

Annex 8

Monthly Balance Sheets 2020/21 as at 30 April 2020
Mar-20
Actual
£M
136.4
46.3
21.8
3.3
207.9

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

Apr-20
Actual
£M

Total

136.1
46.4
22.7
3.3
208.4

Total

13.8
19.2
6.1
53.8
92.8

Total

(3.2)
(43.5)
(52.7)
(142.3)
(0.2)
(241.9)

(148.6) Net current assets/(liabilities)
(2.6) Borrowings > 1 year
(1.0) Provisions > 1 year
55.7
Total assets employed

(149.1)
(2.6)
(1.0)
55.7

13.1
20.9
5.4
6.4
45.9
(8.0)
(40.9)
(2.7)
(142.6)
(0.2)
(194.4)

207.7
(160.3)
7.6
0.7
55.7

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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Total

207.7
(160.2)
7.6
0.7
55.7
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Executive Summary

Background
The Trust is required to comply with national guidance on learning from deaths. In discharging
this responsibility, the Medical Director provides a quarterly report to the Trust Board on the
overall arrangements we have in place, our mortality performance and the actions we are
taking to ensure that we learn from deaths.
Headline messages
 UHP successfully recruited to its Lead Medical Examiner and Medical Examiners posts
during March and successfully introduced the Medical Examiner office on April 1st as
planned.
 Since the introduction the ME’s office they have reviewed 95% of non-coronial hospital
deaths during the month of April.
 The Trusts overall HMSR & SHMI position has shown improvement during 2019.
 We have made significant improvement in our backlog of SJR’s that we reported in the
last quarter.
 We have worked with NHSI and RCHT to standardise our Learning from Deaths report
with the aim to provide the board with improved assurance and improve learning across
the Devon & Cornwall STP.
 We have included a number of new metrics which are other indicators of quality of care
in relation to mortality.
 We are bringing a number of work streams together to drive improvement through the
Mortality Review Group.
 Prior to Covid-19 we had started rolling out a standard template for Mortality meeting
across the Trust which would have helped with sharing learning across the organisation.
The implementation of this has been slow during the Covid-19 pandemic. We are
looking to reinvigorate the implementation of the template over the next Quarter.
 Refresh of the Mortality review group to include annual reporting of other key metrics
highlighted in this report.
 Responding to the Imperial College Dr Foster mortality outlier alert for chronic
1
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obstructive pulmonary disease and bronchiectasis was temporarily put on hold due to
Covid-19, the clinicians allocated to lead the alert are respiratory Consultants. Due to
the nature of the alert it could not be allocated to Drs from another specialty. We are
currently forecasting completion in June 2020.
Risks
 Depth of coding during Covid-19: The coding team are working from home and coding
from the discharge summary (notes not available for staff working from home) this will
mean that the depth of coding will not be as deep. This will affect the Mortality metrics
for HMSR & SHMI negatively.
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 quarterly updates on progress.

2

Item 7

DETAILED REPORT
Trust Board

May 2020

Subject
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Introduction/ Background
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.
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.
Improving and strengthening Learning from Deaths at Universities Hospital Plymouth (UHP)
Review of UHP Mortality Data - UHP mortality data is submitted to an online benchmarking solution
for healthcare called Healthcare Evaluation Data (HED). HED was developed by United Hospitals
Birmingham NHS Foundation Trust. UHP uses the following mortality indices when comparing its
mortality data with other similar trusts.
The Hospital Standardised Mortality Ratio (HSMR)
The HSMR is calculated each month for each hospital in England. It includes deaths of patients with
the most common conditions in hospital which account for around 80% of deaths in hospital. HSMR
is the ratio of observed to expected deaths, multiplied by 100, from 56 baskets of the 80% most
common diagnoses. If the HSMR is above 100 then there are more observed deaths than expected
deaths. Upper and lower Confidence Intervals are applied to HSMR. HSMRs with values between the
confidence intervals are consistent with random or chance variation. To have a ‘red flag’ means that
that the HSMR is above 100 and the lower Confidence Interval Value is also above 100 which signifies
that the variation is unlikely to be due to random or chance variation and that other issues may be
causing this variation. These are the HSMRs that the trust refers to as ‘Red Flags’. UHP is alerted to
‘Red Flags’ using the dashboards and tools provided by HED.
The UHP mortality position has improved over 2019 with the actions taken to improve how we code
palliative care patients and the re-introduction of Ambulatory Care Patients into our reported
numbers.
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Improvement in
palliative care
coding started

Reintroduction of
Ambulatory Care

Summary Hospital-level Mortality Indicator (SHMI)
The number of deaths in hospital is captured through the Summary Hospital-level Mortality Indicator
(SHMI). The SHMI is the ratio between the actual number of patients who die following
hospitalisation at the trust and the number that would be expected to die on the basis of average
England figures, given the characteristics of the patients treated there. It includes deaths which
occurred in hospital and deaths which occurred outside of hospital within 30 days (inclusive) of
discharge.
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.

Reintroduction
of Ambulatory
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Total Number of in-patients deaths (including ED)
This chart shows the total number if IP deaths from Apr 18 - Mar 20

The special cause January 2019 concern highlights the increase in deaths during the winter period.
Total number of enhanced screening reviews completed

There has been a reduction if the number of enhanced screening reviews completed following the
Covid-19 pandemic.
Total number of enhanced screening reviews which scored as overall poor care.
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Total number of deaths which have been subject to a further review (Mortality review tool SJR)

(a)

(b)

(c)
(d)

Deaths reviewed as part of an alert received
a. Mortality outlier alert for coronary atherosclerosis and other heart disease 24 deaths
reviewed
b. Mortality outlier alert for acute bronchitis. 27 deaths reviewed
c. Mortality outlier alert for chronic obstructive pulmonary disease and bronchiectasis
d. National Stroke Audit: Mortality Alert
Total number of SJR reviews which scored as overall poor care.

Number of Learning Disability Deaths

All deaths in which the patient had a learning disability are reviewed through the LeDeR process. The
Learning Disabilities team are involved in the reviews of those patients and are reported through
Mortality Review Group.
6
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Number of Neonatal, perinatal and Maternal Deaths

During the 4th quarter of 2019/20, 7 babies born at University Hospitals Plymouth NHS died. This
comprised of the following:
• 5 neonatal deaths in total (comprising of in-delivery room deaths of 25 week in-utero
transfer twins, a termination of pregnancy at 22 weeks gestation for cardiac abnormalities; a
32 week neonatal death due to a Hypoxic Ischaemic Encephalopathy (HIE) and a 25 week
neonatal death, both recorded on the Neonatal Intensive Care Unit.
• 4 stillbirths (comprising of one IVF twin pregnancy in which the second twin had passed at 25
weeks, a 25 week still birth, and a still birth at 40 weeks and six days gestation).
All perinatal/neonatal and maternal deaths are reviewed using the perinatal mortality review tool
and uploaded through MBRRACE.
Total number of deaths which were subject to an SI investigation

Medical Examiner (ME) Update
Following the public enquires of Shipman, Mid-Staffordshire and Morecombe Bay the Government
announced a reform of the Death Certification process and the mandatory introduction of Medical
Examiners in all acute trusts by April 2020.
The planning and governance for the introduction on the Medical Examiners role has been led by the
Royal College of Pathologists (RCP) with the Department of Health and Social Care (DHSC) declaring
support for acute trusts to manage the financial impact of establishing and running local medical
examiner offices.
The national medical examiner system
7
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A new medical examiner system is being rolled-out across England and Wales to provide greater
scrutiny of deaths.
Introduction to the medical examiner system
The system will also offer a point of contact for bereaved families to raise concerns about the care
provided prior to the death of a loved one.
Acute trusts in England and local health boards in Wales have been asked to begin setting up medical
examiner offices to initially focus on the certification of all deaths that occur in their own
organisation.
The purpose of the medical examiner system is to:
•
•
•
•
•

provide greater safeguards for the public by ensuring proper scrutiny of all non-coronial
deaths
ensure the appropriate direction of deaths to the coroner
provide a better service for the bereaved and an opportunity for them to raise any concerns
to a doctor not involved in the care of the deceased
improve the quality of death certification
improve the quality of mortality data

Medical examiners
Medical examiners are senior medical doctors who are contracted for a number of sessions a week
to undertake medical examiner duties, outside of their usual clinical duties. They are trained in the
legal and clinical elements of death certification processes.
Update on planned Implementation at UHP
UHP has successfully recruited to its Lead Medical Examiner and Medical Examiners posts during
March and successfully introduced the Medical Examiner role on April 1st as planned.
Benefits/Learning
MEs have reviewed 95% of non-coronial hospital deaths.
•

MCs have picked up some themes around non-covid patients relatives not being able to
contact wards during the Covid pandemic, this has been picked up with the Patient
Experience Manager.

Plan to now reduce Departmental screening which will be replaced with a smaller number of more
targeted SJR's.
Death Certification is also significantly timelier which is allowing relatives to register the Death
without delay.
Junior doctors are soliciting the advice of the ME’s on Death Certification, the MEs will also be
supporting junior Dr Induction in July/August.
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Learning from Deaths where a Serious Incident RCA was completed
Themes from Unwitnessed Patient falls
• Lessons Learned:
o Falls risk was not considered as part of the handover to the ward team.
o The utilisation of enhanced observation interventions including a bed sensor alarm
was not considered.
o Patient’s pathway through the hospital impacts directly on communication between
teams and the consistency of care and interventions.
o A lying and standing blood pressure needs to be completed in all patients who are 65
years old or older and/or presenting with dizziness.
o Interventions to prevent falls were not fully implemented and not reviewed and/or
not implemented after each ward transfer.
o A medicines review needs to take place when assessing a patient who is presenting
with polypharmacy and assessed as at risk for falls.
• Recommendations:
o In the eventuality that nursing or medical staff feel transfer of patient to their clinical
area of responsibility is inappropriate for patient safety reasons they are to escalate
their concerns to the ward manager and responsible consultant who will either
accept care of the patient or discuss with site management team and senior
management team.
o A management plan should be in place for ward staff to follow for patients who are
required to be nursed in a side-room and are at an increased risk of falls.
o To monitor and minimise the number of patient transfers between services before
they arrive at the appropriate specialty ward.
o To raise awareness of the importance of performing lying and standing blood
pressures in all patients who are over 65 years old or presenting with dizziness and
continue to do it once weekly.
o To increase awareness among the medical workforce in regards to the importance of
medicines review on patients with a high risk of falls.
Themes from Self-Harm - key areas of learning with regard to initial MH assessments, internal
handover processes between departments and the Trust’s interface with the Psychiatric Liaison
team.
• Lessons Learned: As part of the investigation it was highlighted by the medical teams that
historically, any medical cause of the patient’s psychological/mental health symptoms is
required to be managed prior to any referral for mental health assessment.
• Recommendations: Clarification is required regarding acceptance of urgent referrals for
patients who are not considered medically fit for assessment.
Psychiatric Liaison Consultant to support the review of the Emergency Department Adult
Mental Health Pathway documentation.
Mental Health Liaison Nurses should be integrated within the Emergency Department to
complete initial assessments of Patients presenting with Mental Health needs at point of
triage.
A review of information provided during the handover process is required to ensure
pertinent information such as the patient’s requirement for enhanced supervision is
appropriately shared with receiving teams.
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Devon & Cornwall Mortality Group
The Medical Directors from the Acute Trust across Devon & Cornwall have been working together for
some time to look at a more collaborative approach to learning and sharing best practice on Learning
from Deaths. The Medical Directors have been supported principally by their mortality and clinical
coding Leads. Initially they focused on long-standing issues relating to the skewing of benchmarking
through factors unrelated to clinical practice. For example: how a death is coded and the effect of
the clinical indicator (HMSR & SHMI).
The group have also agreed to working collaboratively on the introduction of the Medical Examiners
across the Devon STP which has included.
Update
• The last meeting planned for the Group was cancelled due to Covid-19.
• UHP and RCHT have been working with NHSI to look at standardising (where possible) how
each of the Trusts across Devon & Cornwall could report to their respective boards. The aim
is to better inform their boards with a clearer report but also be able to share learning across
organisations easier.
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Mortality flags and alerts received in Quarter
These alerts have arisen as a result of an association between raised mortality and a group of
patients, and that the diagnosis does not necessarily reflect the cause of death for these patients.
However, the alert has been raised as it is important to explore whether there are common factors
among these groups of patients which may explain the apparent raised mortality. Therefore, we have
been asked to provide information to explain our understanding of the underlying issues that relate
to the alert raised.
•

Imperial College Dr Foster mortality outlier alert for chronic obstructive pulmonary disease
and bronchiectasis
o

Clinical leads appointed to respond to alert.

o

Alert response is on hold due to Covid-19, the clinicians allocated to lead the alert
are respiratory Consultants. Due to the nature of the alert it cannot be allocated to
Drs from another specialty. Forecast for completion June 2020.

UHP had previously received a CQC outlier alert for acute bronchitis in June 2019 for which
a comprehensive retrospective case notes review was conducted, including paper notes and
IT records (blood results, histopathology results, radiology results). This covered 34 patients
who had been admitted with an admission diagnosis of acute bronchitis (ICD-10 codes J20,
J21, or J22.X) and who died between July October 2017 and March 2018 or between July
2018 and September 2018.
Summary: The 27 cases reviewed comprised of a heterogeneous group of patients who died
from a variety of causes. Infection was often “covered” when it was a possible cause of
deterioration with another more likely primary diagnosis (for example, pulmonary oedema,
lung cancer, or interstitial lung disease). 4 were treated for infection, with chest among the
possible sources, and 5 for pneumonia. Of those 9 patients, 5 had significant frailty and
infection was likely to be the mode of death. Of the other 4 patients, no evidence of suboptimal care was found.
Deterioration, as identified in the medical notes or nursing observation charts, was
recognized in a timely way and reacted to appropriately in the vast majority of cases.
No consistent gaps in care were identified, but a number of areas for improvement was
noted, and actions taken.
1. Update guidance on respiratory infections with microbiology.
2. Remind MAU & ED clinicians of importance of importance of following guidance on
community vs healthcare associated pneumonia, of calculating the CURB65 score for
admissions with pneumonia to guide antibiotic therapy, and of following-up
abnormal CO2 results with an arterial blood gas sample.
3. Develop an intravenous fluid guideline
a. to help junior doctors decide on indications, appropriate fluids, and
appropriate volumes, and
b. To ensure fluid charts are more accurately completed by clinical staff.al CO2
results with an arterial blood gas sample.
There were also a number of areas of good practice identified as follows.
o At, or during, admission, patients at risk of death had this clearly explained to them
and their carers. Comfort was maintained during last days of life. Rapid discharge for
end of life care outside hospital was facilitated when appropriate.
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o
o
o
o

•

There was good documentary evidence of patients being central in the decision
making process.
Discussions about treatment escalation, management options, and end-of-life, were
documented very clearly for the vast majority of cases.
Main diagnosis (eg cancer, diabetic ketoacidosis), comorbidities (eg cardiac
impairment, acute kidney injury), and unexpected findings (eg hypercalcaemia) were
treated appropriately.
Appropriate involvement of other teams (speech & language therapy, oncology,
microbiology, surgery)

National Stroke Audit: Mortality Alert. Hospital data shows a higher than predicted
mortality after stroke
o

Service line informed of alert and Clinical leads appointed.

o

Alert response had been delayed due to Covid-19, but we have now redirected the
Service Line team to continue with reviewing the alert.

UHP closely monitors a number of quality metrics for Stroke which include
o

Stroke patients who spend at least 90% of their time in Hospital on a Stroke Unit
based on Minutes

o

Percentage of stroke patients admitted directly to ASU within 4hrs of arrival in ED

o

Percentage of Stroke Patients discharged deceased
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Mortality Flags & Alerts completed in Quarter
Imperial College Dr Foster mortality outlier alert for coronary atherosclerosis and other heart
disease.
Revised report submitted to the CQC on 28th March 2020 which identified following areas for
improvement and good practice.
•

Cardiac Surgery - Areas identified for improvement
o If concerns exist over LIMA flow in coronary grafting prompt reinvestigation of the
status of the graft should be considered.

•

Cardiac Surgery - Areas of good practice identified
o All non-emergent patients had appropriate preoperative work up.
o Planned intraoperative procedures were carried out and recorded.
o Post-operative decision making was appropriate and clearly documented
o End of life care was clearly communicated.
o Risk stratified results remain acceptably within predetermined national targets.

•

Cardiology and HCE - Areas identified for improvement
o None

•

Cardiology and HCE Conclusions - Areas of good practice identified
o Clear and comprehensive palliative care plan in place
o Good communication with family who were kept informed throughout the patients
stay
o Good standard of nursing paperwork which was complete and identified vulnerable
pressure areas which were acted on.

•

General areas for improvement
o Managing Dr Foster mortality outlier alerts which are distributed across multiple
specialties and Care Groups.
o Identifying patients associated with the alert due to using a different system to that
referenced by the CQC (HED not Dr Foster).
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Reviews of other indicators of care
The following section reviews other metrics of care related to mortality. The trust regularly examines
other data which might relate to standards of care.
•

Complaints received

•

Readmission to hospital within 30 days – UHP monitors readmissions to hospitals within 30
days using HED which works on the same principles as HMSR & SHMI.

Reintroduction of
Ambulatory Care

The trust has seen a slight deterioration in the readmission rate which is linked to patients
that were previously excluded from the data submission.
•

Sepsis – Sepsis is a potentially life-threatening condition caused by the body's response to an
infection. The body normally releases chemicals into the bloodstream to fight an infection.
Sepsis occurs when the body's response to these chemicals is out of balance, triggering
changes that can damage multiple organ systems.
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The latest sepsis data shows the antibiotic treatment time within 60 minutes in the
Emergency Department has remained unchanged for the last 2 year. This is partly attributed
this to overcrowding in the department leading to delayed medical assessment. In depth
analysis show this to be a combination of delayed triage and process delivery in part
secondary to overcrowding.
These issues underline the potential that electronic observations offer as a potential stimulus
to improved delivery. The systems reliably capture critical patient observational data, analyse
and raise alerts and escalations of care and treatment.
The E-obs system is currently in tender, has been shortlisted and is awaiting full business case
approval. Should this be successful we hope to implement in December 2020/January 2021
Actions taken
• Implementation of the NEWS2 across the Trust which supports improved monitoring
of patients and escalation of care and includes the sepsis screening tool
• Raised awareness and understanding of sepsis across our wards and departments
supported by our military colleagues in the wards and nominated sepsis nurse in ED
• Sepsis folders have been introduced in 10 wards providing information and guidance
for staff Increased monitoring across 9 nominated wards, including paediatrics. A
minimum of 10 audits are completed per ward each month
•

Acute Kidney Injury (AKI) – is where your kidneys suddenly stop working properly. It can
range from minor loss of kidney function to complete kidney failure. AKI normally happens as
a complication of another serious illness. It's not the result of a physical blow to the kidneys,
as the name might suggest. This type of kidney damage is usually seen in older people who
are unwell with other conditions and the kidneys are also affected. It's essential that AKI is
detected early and treated promptly. Without quick treatment, abnormal levels of salts and
chemicals can build up in the body, which affects the ability of other organs to work properly.
If the kidneys shut down completely, this may require temporary support from a dialysis
machine, or lead to death.
The chart below shows the number of patients who acquired AKI in hospital and
subsequently died in hospital but not necessarily due to AKI.
We are currently reviewing the metrics for reporting AKI and will provide an update in the
next quarterly report.
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•

Venous thromboembolism (VTE) – is a condition in which a blood clot forms most often in
the deep veins of the leg, groin or arm (known as deep vein thrombosis, DVT) and travels in
the circulation, lodging in the lungs (known as pulmonary embolism, PE).

The Unify quarterly submission for VTE has been suspended due to Covid-19 and the data
collection has not been verified in the usual way. What these means is there are certain areas
for example maternity that use different systems to collect risk assessment data so the
figures above probably under represent the actual number of risk assessments completed.
In March there were 7666 patients admitted to the hospital of whom 7345 (95.8%) had a VTE
risk assessment against a target of 95%.
The outcome data for the quarter therefore would have been total admissions 26345,
number risk assessed 25569 (97.1%)
In terms of VTE events for March there were 60 VTE events diagnosed with 14 (23%) meeting
the criteria to be termed hospital acquired thrombosis (HAT). For April there were 43 VTE
events and 11 (26%) were HAT events. The total number of patients has reduced in line with
current hospital occupancy.

Prior to Covid the VTE team had concentrated audit on the medical admissions unit as the
CQC must do action looked at ensuring VTE RA were recorded within 24 hours of admissions
and as the majority of medical patients start their hospital journey in the MAU. The team
gave regular real time feedback to the clinicians on MAU to ensure the RA was being
completed and to reinforce the importance of this. The initial audit data did suggest this was
improving but this audit has also been paused.
We also receive a daily report of all patients discharged in the previous 24 hours which the
system suggests have not had a risk assessment completed. The number of patients showing
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in this report has reduced and remains very small in number. We are looking to use eprescribing to electronically collect VTE RA data which make this as a mandatory field when
completing a drug chart.
•

National Hip Fracture database - The National Hip Fracture Database (NHFD) was
established in 2007 as collaboration between the British Orthopaedic Association (BOA) and
the British Geriatrics Society (BGS), and its methodology has not changed since the
description provided in our 2017 report. All 175 trauma units in England, Wales and Northern
Ireland continue to upload data describing the process and outcome of the care provided to
66,313 people who presented with hip fracture in 2018 – over 95% of patients in these
countries. Since 2007 the NHFD has reported a progressive improvement in mortality in the
month after hip fracture and this trend continues with just 4,007 people (6.1%) dying in
2018. This figure represents a decrease of one in eight when compared with the mortality
figure of 6.9% we reported for 2017 and implies that 564 fewer people died within a month
of breaking their hip in 2018.

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.
The ongoing general increase in trauma to include orthoplastics has also contributed to the
development of the backlog.
Additional surgeons have been appointed and a proposal to increase weekend trauma
operating is being implemented.
•
•

our annual 30 day mortality has always been and remains low at 6.4% compared to
the national figures of 6.3% as of Dec 2019
Our overall trust LOS is 12.5 compared to national average of 20.3.
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Quality of Care monitored as part of National audits
•

NCAA Cardiac Arrest data – The National Cardiac Arrest Audit (NCAA) is the national, clinical,
comparative audit for in-hospital cardiac arrest. The purpose of NCAA is to promote local
performance management through the provision of timely, validated comparative data to
participating hospitals. NCAA is a joint initiative between the Resuscitation Council (UK) and
ICNARC (Intensive Care National Audit & Research Centre). NCAA monitors and reports on
the incidence of and outcome from, in-hospital cardiac arrests and aims to identify and foster
improvements, where necessary, in the prevention, care delivery and outcome from cardiac
arrest. Our hospital collects and enters data according to the NCAA data collection scope and
dataset specification. The NCAA dataset was developed to ensure that all hospitals collect
the same standardised data, so that accurate comparisons can be made. NCAA is listed as a
national clinical audit in the Department of Health’s Quality Accounts. The National
Confidential Enquiry into Patient Outcome and Death (NCEPOD) Report on in-hospital cardiac
arrest procedures, ’Time to Intervene?’ (2012), stated: ”…Each Trust/hospital should collect
structured information on patients who have a cardiac arrest. The National Cardiac Arrest
Audit collects such data and hospitals are encouraged to participate...”.
The latest report available is for the period April 2019 – December 2019; the NCAA audit
report is presented to the resuscitation committee as a quarterly report.
In summary the NCAA reports rate us against all other hospitals in the UK and are reported
against per thousand beds.
o
o
o

We are in the top group of survival to hospital discharge.
We have good DNAR decisions
We are good at updating staff for BLS and defib training each year
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Funnel plot of observed to predicted survival to hospital discharge
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•

ICNARC Intensive Care survival data - since 2011, ICNARC has published the Annual Quality
Report for the Case Mix Programme (CMP). The Annual Quality Report makes results from
the CMP public to provide a valuable insight into the quality of NHS adult critical care both
overall, and at the following levels:
o Critical Care Network*
o Trust or Health Board*
o Hospital
o Individual critical care unit
100% of all adult general critical care units in England, Wales and Northern Ireland now
participate in the CMP. Following rigorous data validation, all participating units receive
regular, quarterly comparative reports for local performance management and quality
improvement.
Annual Quality Report 2018/19 for adult critical care showing University Hospital Plymouth

The Quality indicator dashboard shows the potential quality indicators (and their agreed
thresholds)
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Risk-adjusted acute hospital mortality (ICNARCH-2018) based on 1308 admissions to 1 NHS adult
critical care unit(s)
• Eligible: All critical care unit admissions, excluding readmissions, patients dead on
admission and those admitted to facilitate organ donation
• Numerator: Observed number of eligible admissions that died before ultimate discharge
from acute hospital
• Denominator: Expected number of acute hospital deaths among eligible admissions from
the ICNARCH-2018 model
A mortality ratio is calculated by dividing the observed by the expected number of acute hospital
deaths, with the expected estimated by a risk prediction model (see Appendix: ICNARC risk
prediction model). A mortality ratio is one (1.0) when the observed and expected numbers of
acute hospital deaths are equal.
•

National Emergency Laparotomy Audit (NELA) - aims to enable the improvement of the
quality of care for patients undergoing emergency laparotomy, through the provision of high
quality comparative data from all providers of emergency laparotomy and other key
stakeholders.
Year-1 report identified UHP as an outlier for ITU admission after emergency laparotomy; this
was addressed by changing the ITU admission criteria. Subsequent reports have
demonstrated that our performance has improved.
In recent years NELA has changed its approach and has introduced using a Best Practice Tariff
as a motivator for change. The BPT is paid if 80% of high risk patients have a consultant
surgeon and anaesthetist present during surgery and are admitted to ITU.
1. >80% of eligible patients need their data entered onto the NELA database
2. Patients need to be risk stratified pre-op – mortality risk >5% is classified as high risk
3. >80% of high risk patients need a consultant surgeon and anaesthetist present during
surgery
4. >80% of high risk patients need admission to ITU post op
Quarter 3 report for the period 1st October 2019 to 31st December 2019 shows that we
achieved 37% of patients seen with Consultants presence in theatre & direct ITU admission.
The data does show that our perioperative length of stay is good compared to the National
mean of 15 days.

The Care Group are currently reviewing the data and will provide an update to Mortality
Review Group.
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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 (November 2018 to November 2019)
was 103.

Admission
Mon - Fri
Weekend

Expected
1031
311

Actual
1286
434

In-Hospital
810
306

SHMI
124.6
139.6

Crude Rate
3.42%
4.61%
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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 (December 2018 to December 2019) was 92.

Admission
Mon - Fri
Weekend

Expected

Actual

HSMR

Crude Rate

1060
330

1161
411

109.5
124.2

2.62%
5.13%
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Executive Summary
Background
The Deprivation of Liberty Safeguards, (DoLS), was introduced in April 2009 as an amendment to the
Mental Capacity Act of 2005. Its purpose was to provide a formal procedure, prescribed in law,
when it is necessary to deprive a person, who lacks capacity, of their liberty, when they are unable
to consent to care and treatment, in order to keep them safe from harm. Without a procedure
prescribed in law any deprivation of liberty would be a breach of the person`s human rights.
Over the years since its implementation, several seminal cases, led to a challenge of the statutory
definitions, which made the administration and execution of DoLS process very difficult, particularly
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in acute hospitals. In 2014, the Government commissioned a review of the DoLS processes by the
Law Commission In 2017, the review report was published and described the DoLS process as overbureaucratic and not fit for purpose, recommending that it be changed and replaced with new
legislation. It then set out the new scheme, called Liberty Protection Safeguards (LPS). The new
legislation to replace DoLS with LPS became law when the Mental Capacity (Amendment) Act 2019
received Royal Assent in May 2019. LPS establishes a new process which provides a clearer
legislative authorisation framework, which allows delivery of care or treatment to a person who
lacks capacity, when in order to so, the person/patient may need to be temporarily deprived of their
liberty. A deprivation of liberty within the meaning of Article 5(1) of the European Convention on
Human Rights (ECHR) needs to be authorised and deemed lawful. Translated into the healthcare
setting, if a patient lacks capacity to consent to the arrangements for care and treatment, that
following assessment, is deemed to be in their best interests, this needs to be managed through a
systematic process in order to provide protection to vulnerable patients who lack capacity. The
statutory protection of LPS provides safeguards to assure best-interest decision making is central to
authorisations of deprivation of liberty for those subject to the scheme.
The Government is due to issue the LPS Code of Practice. The final draft is likely to be further
delayed by Covid-19. The Government had announced the date on which the legislation will come
into force as being 1st October 2020. While the Covid-19 pandemic will push this date further back
(possibly to year end), this delay provides the trust with a welcome opportunity to prepare and
develop plans for recruitment of new roles and planning of new processes, so as to ensure
preparedness for any likely implementation later in the year.
Due to the very short time frame anticipated from consultation to implementation, the Trust needs
to develop an implementation plan on what we do know and what we anticipate. We can then
amend this if necessary once clarification is given within the new Code of Practice and the
Government Impact Assessment.
Summary of the Changes
•

There will be a change in responsibility for authorisation of the arrangements. Currently the
responsible body, the Local Authority, authorises all DoLS applications. Under LPS
responsibility for authorisation will be with the provider, in the case of UHPT the Trust will
be the Responsible Body for all authorisations of LPS for patients within the Trust. This will
mean an increased administrative and legislative responsibility for UHPT and will result in an
increase in referrals and authorisations.

•

There are new levels of scrutiny which have been introduced before final authorisation can
be given.

•

There must be an independent review of all applications to ensure the criteria as set out in
law is met, (the independent reviewer can be someone employed within the organisation as
long as they are not directly involved in decision making around the patients care). The
planned Code of Practice should stipulate who can be an independent reviewer. It is
however anticipated that any registered health or social care professional, who has a good
understanding and knowledge of the MCA will be able to undertake this role, but this will
2

Item 8
have an impact on time and resources, which cannot yet be determined.
•

Where it is clear or reasonably suspected that the person objects to the care arrangements,
then a more thorough review must take place by an Approved Mental Capacity Professional
(AMCP) which is a new Statutory role introduced in the Amended Act. This will be a new role,
which will replace the existing role of Best Interest Assessor in the DoLS scheme. The
planned Code of Practice should stipulate who can be an AMCP, however, it is anticipated
that any member of a clinical profession may be eligible to apply for such roles and undergo
the relevant development and training to deliver the remit once the CoP is issued.

•

Three new assessments will need to be undertaken as part of LPS:
•
An assessment of capacity
•
An assessment of mental disorder
•
An assessment to determine if the arrangements are necessary and
proportionate.

•

The Code of Practice is likely to stipulate who can undertake these three assessments,
however, it is anticipated that these can be undertaken by clinical staff within the hospital.
(Under DoLS some of the assessments had to be undertaken by an independent Section 12
approved Medic, but it is not anticipated that this will be the case with LPS).

•

The role of Independent Mental Capacity Advocate (IMCA) is not a new role, it was
introduced in the MCA (2005), however, under LPS the criteria for when to make a referral
has changed and is likely to increase IMCA engagement as a result.

•

Regular reviews of each deprivation of a person’s liberty made under LPS must take place
(details of how often should be stipulated in the planned Code of Practice), and include
assessments of duration of authorisation can be up to a maximum of 12 months initially (no
change form DoLS) but unlike DoLS this can be extended to a maximum of a further 3 years
after the initial 12 months.

•

The scheme will be extended to cover all persons aged 16 and over (DoLS only applies to
those aged 18 and over).This change is likely to have the biggest impact and require
significant planning and development. The implications for the 16-18 year old age group are
currently not fully known but it is anticipated that there will be significant challenge in
managing capacity, risk and potential legal challenge through the appeals process.

•

The person will have the right of appeal to the Court of Protection (no change from DoLS).

•

Final authorisation of all LPS related deprivations of liberty will need to be signed off by the
authorised Hospital Manager with designated authority as part of the Responsible Body
provision. This is likely to sit with the office of the Chief Nurse as executive lead for
Safeguarding. The true impact of this will need to be scoped against the CoP.

3

Item 8

Summary of likely effect of changes for UHPT
Despite an increase in volume of referrals and assessment and improvement in quality of DoLS
applications over the past 15 months in particular, it is recognised that the number of DoLS
applications made by UHPT to the Responsible Local Authority is significantly less than the number
of patients who are likely to meet the acid test for a deprivation of liberty as determined by the
Supreme Court in 2014. This is a national trend and not specific to UHPT, partly due to the process
being over bureaucratic and time consuming and partly due to the lack of response from the
Responsible Local Authority who have been overwhelmed with applications, resulting in long
waiting lists for authorisation.
The acid test 1 as defined in a Supreme Court ruling in 2014 states that an individual is deprived of
their liberty for the purposes of Article 5 of the European Convention on Human Rights if they:
•

Lack the capacity to consent to their care/ treatment arrangements

•

Are under continuous supervision and control

•

Are not free to leave

As UHPT will become the Responsible Body under LPS, the expectation will be that the number of
applications will be significantly higher due to the higher level of responsibility and expectation from
the Government and CQC. As both the Responsible Body and the Authorising Body, the new process
will require every patient that meets the acid test to be managed through the LPS process.
There will be an urgent need for the Trust to develop an internal process that will deliver the
safeguards to eligible patients that would meet the criteria for DoLS/LPS and an expectation that the
newly revised process will be an improved one and therefore there will be an expectation for full
compliance.
The Government Impact Assessment on the implementation of DoLS published by the Department
of Health in May 2008 identified that on average 20% of the total number of inpatients in Acute
General Hospitals would be likely to require a DoLS. Currently the Trust only submits DoLS
applications for approximately 5% of all inpatients. For UHPT that is likely to result in a significant
increase from the current circa 40 patients under DoLS at any time. This additional estimate does
not include the additional increase in applications for young persons aged 16-18 who were not
previously eligible under DoLS, but will be under LPS. The implications especially for children in crisis
are not fully defined but could require specific time allocation and specialist assessment input.
The Trust currently aims to DoLS assess all patients who meet the acid test wherever possible,
however, because of the issues identified through the Law Commission review, a pragmatic
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approach must be taken to ensure that the most vulnerable are prioritised. This approach is in line
with published guidance from ADASS and the Department of Health (2016), that recognised that the
Supreme Court ruling in 2014, had a significant impact on Local Authorities and Care Providers and
advised that’ those persons at the highest risk should be prioritised.’ CQC guidance (2016) also sets
out within its regulatory framework, an expectation that Hospitals and Registered Care Homes
should have a clear plan, setting out how to implement the DoLS legislation ensuring that
appropriate prioritisation of the individuals most likely to benefit from the DoLS legislation is in
place. This pragmatic approach allows for priority review for DoLS applications and should be for
those patients where there is a high level of risk and where additional restrictions are required in
their best interests to keep them safe and ensure they are able to receive necessary treatment, ie,
one to one supervision, physical or chemical restraint, restrictions on movements. This equates to
the 5% of patients currently managed under the DoLS processes at UHPT. Under the newly revised
and improved LPS system, the Trust will be both Responsible and Authorising Body and the
expectation will be that ALL patients meeting the acid test requirements, will be managed through
the LPS legislative framework, in line with the implementation outlined through the CoP.
Managing the high risk 5% of patients under DoLS as the Trust has been, is aligned with ADASS and
CQC. Outside of this 5%, should a person be deprived of their liberty resulting from a breach of the
existing legislative framework, this would currently be considered a technical breach, resulting in a
nominal damages claim (a maximum of £1) for an unlawful deprivation of liberty as in Bostridge v
Oxleas NHS Foundation Trust (2015).
Under LPS a pragmatic approach is no longer likely to be acceptable as we will be expected to have a
process in place that ensures full compliance with the LPS legislative process.
As UHPT will become the Responsible Body under LPS for all patients within the hospital, substantial
breaches as opposed to technical breaches of the patients’ human rights are far more likely to be
found if challenged legally. UHPT will be fully responsible for the process and it will no longer be out
of our control as was the case with DoLS legislation. Substantial breaches of a person`s human rights
carry a far higher level of risk in terms of potential litigation Essex County Council V CP (2015).
To ensure the LPS scheme can be fully implemented in line with the Trust’s statutory duty, a number
of new roles, already instructed through the Act, in the absence of the CoP, will need to be created.
This change in practice is also likely to warrant a seven day service, whereas currently, the DoLS
referral system allows for urgent authorisations to be put in place over the weekend. This will not be
the case with LPS, which is likely to develop a more complex requirement for operational/clinical
delivery for provider organisations. Staff required are anticipated to be as follows and will be
managed through a phased recruitment in alignment with implementation needs:
•
•
•
•

1X Full time Lead LPS Officer Band 8A
2X Full time LPS Administrators Band 4
1 x Band 7 Legal Adviser for LPS
4X Approved Mental Capacity Professionals Band 7 or above (with at least 2 with experience
and knowledge of working with young persons and the associated legislation)
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Financial provision has been made for 20/21 which should permit progression of these roles at the
earliest opportunity.
It is anticipated that the Independent Reviewing Officer role can be undertaken within existing
management and supervisory structures, a task and finish group is planned to establish the details
and make specific recommendations as and when further information is available.
There are expectations that as the Responsible Body under LPS, our legal team will receive appeals
made directly to the Court of Protection, which will result in increased case management and legal
counsel instruction on behalf of UHPT. The full impact of this on our current legal team profile is
unclear, but it will certainly have an impact, particularly in relation to cases of 16-18 year olds.

Financial Impact Assessment
There is a need to review and implement a team who have sufficient training and expertise to
undertake the roles and processes necessary to comply with legislation and maintain safety. An
initial recurrent provision has been made, commencing in 20/21 which will permit recruitment to
essential positions to support the legislative process implementation and operational delivery.
Full year effect and year on year impact analysis will require further review once the CoP is
introduced and once the process is in place.
Regulatory Impact Assessment
There is a need to comply with the Law, Human Rights and Mental Capacity Act. The Government
are also producing an Impact Assessment which is due to be published with new Code of Practice.
Equality and Diversity Impact Assessment
Ensure all patients are treated equally within the law.
Protection of all patients’ human rights
Environment & Sustainability Impact Assessment
N/A
Key Recommendations
The Trust Board is asked to:
•

Review this paper for information, as an introduction to the changes being proposed in law
and the preliminary planning underway at UHPT to support their implementation.

•

The Board will receive further update and more detailed planning in accordance with the
instruction within the Code of Practice once published, which will include a more detailed
6
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impact analysis and implementation plan.
Next Steps
•

Engage with the Local Authority, CCG and wider system to ensure a strategic, standardised
and cohesive implementation programme for consistency and assurance.

•

Develop an interim work plan with oversight from the Safeguarding Steering Committee to
progress any pre-CoP actions that can be completed to support the changes.

•

Develop a multi-disciplinary SME LPS implementations group once the CoP is issued.

•

Agree the proposed new roles and develop job descriptions and person specifications and
manage recruitment process in preparation for change.

•

Develop, agree and implement a training strategy for staff.

•

Develop and implement an internal communication strategy.

•

Development of a provisional training strategy for staff, which will include training for the
new independent reviewer role, the new AMCP role, clinical staff undertaking the three
required LPS assessments and all clinical staff who may be involved in making a LPS
application.

•

Agreement an internal roll out strategy for staff.

Conclusion
When the Code of Practice is published the LPS Task and Finish Group will commence the granular
detail analysis of what implementation will entail and exactly how the statutory service will be set
up within UHP and dovetail into the wider system framework. In the interim, a work plan with
oversight from the Safeguarding Steering Committee is being developed to initiate any preparatory
changes that can be made in advance of the CoP being issued.
Further detail and developments in relation to the implementations of LPS and the changes to the
DoLS framework will be escalated to the Board once the CoP is issued and a more detail
understanding of the impact on the changes on the organisation can be drawn.
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SUMMARY REPORT
Trust Board

29 May 2020

Subject

Research & Development Report

Prepared by

Gary Minto, Director of Research & Development

Approved by

Gary Minto, Director of Research & Development

Presented by Gary Minto, Director of Research & Development
Purpose
The purpose of this report is for information regarding R&D activity to Decision
end 2019/20, during the COVID 19 pandemic and about plans to Approval
RESTART research post COVID
Information



Assurance

Corporate Objectives
Improve Quality

Develop our Workforce





Improve Financial
Position


Create Sustainable
Future


Executive Summary
1. UHP recruitment to National Institute of Health Research (NIHR) Clinical
Research Network (CRN) studies was reduced in 2019/20 compared to recent
years. We remained strong in high quality interventional and commercial
research which is appropriate to our status as a regional speciality centre. The
deficit in recruitment is primarily in simple observational studies.
2. Over the past two months, excellent UHP recruitment (SW leading) by a multiprofessional/multi-disciplinary team (many working outside their base speciality
areas) to COVID Urgent Public Health research across a portfolio of 9 NIHR
studies. Two local academic studies set up and running and participation in
several high quality multicentre COVID 19 audits. A weekly COVID Research
Steering Group meeting provides oversight. All this is evidence of the research
potential that can be realised at UHP/UoP when our multi-professional doctors
and nurses are provided a mission and the capacity to engage.
3. Non covid research in the next 3-9 months is likely to be pressured – we are
working through an operational framework in R&D which includes ranking our
portfolio of paused/suspended studies for re-startability potential. A post-COVID
operational steering group providing broad Trust representation will provide
assurance, challenge and validation for priority setting.
Quality Impact Assessment
Positive Impact on COVID patients through access to research.
Reduction in access for non COVID patients to research opportunities.
1
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Financial Impact Assessment
COVID impact on research finances will likely be considerable; not reflected in this
report.
Regulatory Impact Assessment
UHP R&D is following national guidance for management of other clinical trials during
COVID.
Equality and Diversity Impact Assessment
None
Environment & Sustainability Impact Assessment
None
Key Recommendations
The Trust Board is asked to note recent research success as a direct result of
embedding research within COVID clinical pathway, and provision of sufficient multiprofessional capacity to focus on research.
Next Steps
• Working through a Post COVID RESTART operational framework.
• Including some provision of support services.
• Re opening of Lind Research Unit, as COVID 19 allows.
• Retaining capacity and capability for Urgent Public Health COVID studies on a
separate pathway, if required.
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DETAILED REPORT
Trust Board
Subject

Research & Development Report

Prepared by

Gary Minto, Director of Research & Development

Approved by

Gary Minto, Director of Research & Development

29 May 2020

Presented by Gary Minto, Director of Research & Development
Purpose
For Board information regarding R&D performance in 2019/20, during COVID 19 and
plans for RESTART after COVID 19.
Background
(UHP Research Strategy 2019-2024 schematic is provided at the foot of the
document as Appendix 3 for reference)
Our overarching aim is to conduct well run research relevant to our population’s
needs. For the past two months this has been almost exclusively high priority
COVID-19 Urgent Public Health Research (Strategic Intent 1: Reflect the needs of
the local population)
For the past two months the NIHR has paused the site set up of any new or ongoing
studies at NHS and social care sites that are not nationally prioritised COVID-19
Urgent Public Health Research. We have suspended nearly all non-COVID research
activity, apart from supporting a small number of patients on critical and
unsubstitutable medications in haem-oncology, oncology and neurology trials.
The majority of research delivery staff were redeployed clinically; our research
administration staff have predominantly been working from home as per government
guidance. A microsite provided by CRN SW provides up to date information on the
latest Covid-19 research in the region, and the RESTART plan.
https://sites.google.com/nihr.ac.uk/swpcovid
1. Recruitment to studies 2019/20
As an NHS Trust, our annual contract with the National Institute of Health Research
(NIHR) Clinical Research Network (CRN) is our largest contract and is effectively
obligatory. The contract comprises 9 High Level Objectives (HLOs). HLO 1 is
number of participants recruited.
Overall recruitment includes recruitment to NIHR CRN “portfolio” studies along with
recruitment to further academic and commercial studies not on the portfolio (non
NIHR). See figure 1 and Table 1.
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Figure1. UHP Recruitment Metrics, year to year end 19/20

Cumulative Cumulative Cumulative
Actual
Actual
Cumulative Cumulative Cumulative
Actual
NIHR Target Non-NIHR
Overall
Monthly
Monthly
Overall
Actual
Actual
Actual
Target
Target
Recruitmen Recruitmen Monthly Recruitmen Recruitmen Overall
t (NIHR)
t (Non- Recruitmen
t (Non- Recruitmen t (NIHR)
t
NIHR)
t
NIHR)
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20

333
667
1000
1333
1667
2000
2333
2667
3000
3333
3667
4000

83
167
250
333
417
500
583
667
750
833
917
1000

417
833
1250
1667
2083
2500
2917
3333
3750
4167
4583
5000

218
251
225
157
171
423
319
186
270
274
475
173

Table 1. UHP Recruitment Metrics, to year end 19/20

47
45
76
19
17
2
5
3
2
10
9
4

265
296
301
176
188
425
324
189
272
284
484
177

218
469
694
851
1022
1445
1764
1950
2220
2494
2969
3142

47
92
168
187
204
206
211
214
216
226
235
239

265
561
862
1038
1226
1651
1975
2164
2436
2720
3204
3381

Our end of the 2019/20 year recruitment to NIHR CRN studies was 3142, against a
projected target of 4000 for this financial year. Whilst this number may still increase
as figures are updated, it is a significant dip.
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Despite the lower overall recruitment figures, the income generation from our CRN
non-commercial activity was actually higher than in 2018/9 (Strategic Intent 5
(Financial sustainability). But we would clearly prefer to perform well across the NIHR
recruitment. In our February report to Trust Board and UHP’s Annual Plan to Clinical
Research Network SW we presented a detailed analysis & corrective action plans for
sustainable recruitment in the medium and long term. COVID 19 paused these plans,
but the large pipeline of studies Urgent Public Health studies available has presented
UHP with an opportunity that has been grasped (see 2 below)
Our aim for NIHR Chief Investigator grant funding saw a successful application for a
NIHR project grant in Metabolic Disease, a Tier 3 Weight Management Service
(Jonathan Pinkney, £1.2 million), which includes a preventative medicine approach
(in line with the needs of our local population and the NHS long term plan), and will
bring substantial research capability funding (RCF) to the Trust as sponsor over the
period of the grant.
2. Recruitment to Urgent Public Health COVID studies
In March and April 2020 the Chief Medical Officer wrote to all NHS organisations,
asking them to prioritise COVID-19 Urgent Public Health Research. UHP has
responded to this request.
We retained a small research nurse workforce for COVID 19 research, working in
collaboration with principal & co-investigators across Haematology, Respiratory
Medicine, Intensive Care, Elderly Care, Hepatology, ED, ENT and Neurosurgery,
several working collaboratively outside of their base specialities.
We have 14 NIHR portfolio studies open.

Item 9
Figure 2. CRN SW Recruitment to COVID 19 studies. Since this data cut (8/5/20)
UHP have recruited 2 patients into each of the RECOVERY RS and REMAP - CAP
Intensive care studies - the first unit in the SW to do so and 5 patientss in total into
the Gilead Remdesivir study - the only SW site. We have opened 4 further studies in
the past week.
This success has come from our mission to embed research in clinical care
(Strategic Intent 3: Research Rich Climate). Initial approaches to patients about
available studies come from the clinical team in COVID red and amber areas, and
then our multi-professional research nurse and middle grade doctor team carry out
trial procedures and follow up. (Strategic Intent 4: Multi—professional workforce)
Joint clinical/research nurse appointments within ICU facilitated UHP’s recruitment to
urgent public health COVID trials, REMAP CAP & RESPIRATORY RS (first in the
SW to do so), and GENOMICCS.
Two local academic COVID studies went from concept to set up and recruitment of
first patients within less than six weeks. Immune & Biochemical markers Of Covid 19
(IBOC) (Ashwin Dhanda & Matthew Cramp, Hepatology, CIs) and Coronavirus
Diagnostic Lung Ultrasound study (CORDLUS) (John Corcoran, Respiratory
Medicine, CI). More than 40 patients have now been recruited across the two
studies (in four weeks) (Development of own account Chief Investigator studies;
Enabler 4 collaboration with local partners.)
All the above is evidence of the research potential that can be realised at UHP and
through our collaboration with University of Plymouth when UHP multi-professional
doctors and nurses are provided a mission and the capacity to engage.
A weekly COVID Research Steering Group, Chaired by the Director of R&D, provides
oversight, with senior executive input invited when required. For example, two NIHR
studies were offered which would randomise health care workers to prophylactic
doses of hydroxychloroquine to prevent COVID 19 infection. We declined both. We
are abreast of the modelling, and as COVID 19 admissions diminish, this portfolio will
(hopefully) cease to grow. However, we are aware of a need to retain a rapidly
deployable COVID research pathway separate to usual business.
Multicentre Prevalence Surveys (registered with Clinical Audit)
Derriford are contributing to at least the following multicentre projects:
•
•
•
•
•
•
•

Surgery Outcomes in COVID positive patients ; COVIDSurg. The Lancet has
accepted the first CovidSurg article about 1129 surgical patients with SARSCoV-2 infection, including 14 patients from UHP.
Cancer surgery outcomes COVIDSurg- Cancer.
Thoracic Surgery Outcomes.
COVID 19 emergency response assessment (CERA) survey.
Liver cancer outcome CERO -19.
Outcomes from Cardiac Cath patients in COVID.
PANCOVID (Obstetric Outcomes).
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This testifies to rapid approval process from the Clinical Audit department and
substantial national and local progress in electronic data capture and data linkage,
within a rapidly evolving national Information Governance framework.
3. ReSTART after COVID 19
Our focus is returning to provision of access to high quality, well run research for our
patients where it is safe to do so. Support service capacity and clinical capacity will
be under pressure and this restart plan will require Executive support to move
forward.
COVID 19 will also have a significant impact on the financial position for 2020/21,
due to the pause in all non COVID activity, which is not reflected in this report.
(Strategic Intent 5: Financial sustainability)
We continue working with the Director of Finance and her team on a detailed
Research Financial Investment plan, which will be part of today`s post Public Board
Report: Item 5 Recovery and Reset Plan update, including finance and CRU update
by Sarah Brampton.
This focuses on four projects to increase the income that R&D could achieve over the
next three years: the first three projects are all work streams towards Strategic Intent
6 Clinical Research Facility Accreditation. Key within these is a requirement to work
with service lines to invest research time in a handful of specific consultants’ job
plans across the Trust to drive targeted clinical trials activity. All four have been
paused by COVID 19.
1.
2.
3.
4.

Increase commercial clinical trials footprint within the Trust (intent 6).
Mobile research unit (intent 6 & enabler 4).
Phase 1 and 2 trials in the refurbished Lind Research Unit (intent 6).
Increasing our own research within the Trust i.e. Chief Investigator
development (intents 3 & 4). CIs continue to develop projects during COVID approval and grant process substantially effected by COVID 19.

While we remain keen to reopen studies that have been paused because of COVID19; this is a complex process given the changes to clinical services that will impact
on the delivery of some projects. R&D Director`s letter to UHP PIs re post COVID
restart plan (Appendix 1) details many of the challenges.
DHSC will soon release a framework to support the RESTART programme, which will
likely include a tiered approach to decision making:
1.
2.
3.
4.

Viability (sponsor and CI).
Safety (patients, staff, work space, processes, data integrity).
Site-level capacity and readiness (staff, support infrastructure – pharmacy,
management, supplies (including PPE etc)).
Priority – UPH-badged first.
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For governance, a broad Trust representative steering group (Post COVID
Operational Group for Research (“OGRe”) has been convened to get our non-COVID
research re-started in a balanced and careful way, mindful of the challenges across
the Trust. (Post COVID Operational Group for Research, remit document attached Appendix 2) The membership of the group has been constituted, and two-weekly
meetings begin on 4th June 2020.
Lind Research Unit Refurbishment
The Trust has supported R&D substantially through an investment of £0.5 million to
refurbish the bespoke Lind Research Unit. As of May 2020 the Research Unit is
close to physically ready with capability and capacity to support an expanded
portfolio of phase 1 studies and Genetically Modified Substance studies. We are
currently using the Lind to run the IBOC study. During COVID 19 we have been using
off site premises at Express Diagnostics and Plymouth Argyll’s Home Park to carry
out study visits and procedures, but will be able to use the Lind Research Unit again
for these functions as it becomes safe to do so.
4. Assurance
A comprehensive review of R&D governance structure was commissioned by UHP
and carried out by Assurance South West. The draft report will be presented to the
Trust Audit Committee when COVID situation permits and in due course to Trust
Board.
The Department of Health & Social Care has issued extensive guidance on
management & monitoring of clinical trials during COVID 19, which we are following.
https://www.gov.uk/guidance/managing-clinical-trials-during-coronavirus-covid19?utm_source=4c946e13-ba0e-46be-bb79e774d239a489&utm_medium=email&utm_campaign=govuknotifications&utm_content=immediate
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Appendix 1 R&D Director`s letter to UHP PIs re post COVID restart plan

The Research Office
University Hospitals Plymouth NHS Trust
Level 2 MSCP, Bircham Park Offices
1 Roscoff Rise, Derriford
Plymouth PL6 5FP
20 May 2020
Dear fellow clinical investigators
Thank you for working with us to keep patients safe during the extraordinary circumstances of the past
8 weeks. To update you on where we are at the moment, and as a situation report which may inform
your contact with sponsors.
We suspended nearly all research activity at the beginning of the COVID pandemic. The majority of
research delivery staff were redeployed clinically and our research administration staff have
predominantly been working from home as per government guidance. We retained a small research
nurse workforce for a portfolio of urgent public health high priority COVID 19 research. Working in
collaboration with a group of principal investigators and co-investigators, several working outside of
their primary speciality areas, UHP have recruited very well across these studies.
Our hospital has seen a sustained drop in new cases of COVID 19 over the past few weeks. We are all
now in the phase of restoration of activity carefully back towards a “new normal,” which will include
working through an operational framework to plan careful resumption of some non COVID research .
There are several challenges , which mirror those of clinical services : for example
•

Our at risk patient population remain advised to avoid non-essential hospital visits . A
large proportion of our patient population are still shielding. There is no national, regional
or local position as yet on COVID testing for patients or staff participating in clinical
research.

•

The hospital has a substantially reduced bed & clinic capacity due to social distancing, PPE
use and relocation of many wards & services during the pandemic. As you will know,
clinical services remain disrupted and are likely to take months to return to a new normal,
particularly with the challenge of separating COVID & non COVID activity.

•

Research will compete with waiting lists for support service capacity, particularly in
imaging.

•

All NHS Trusts are mandated by the NIHR, the DHSC & the Chief Medical Officers to
prioritise urgent Public Health COVID research, so we will have to retain a COVID research
workforce, probably for many months . Further COVID surges may trigger re-suspension
of non COVID research activity.
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•

Our open plan office & the newly refurbished Lind Research Unit have needed
modifications to create a safe working environment in line with recommendations,
including a substantially reduced number of staff within the office at any one time. Many
administrative staff are still working from home & our delivery staff are not yet fully
returned from clinical redeployments.

•

There is not yet a clear organisational position on whether physical study monitoring visits
or site initiation visits are permissible.

You can keep up with NIHR CRN plans for resumption on the CRN SW microsite at
https://sites.google.com/nihr.ac.uk/swpcovid. Our information is that some national guidance is
anticipated within the next few weeks. When this roadmap is in place, CRN Clinical Research Speciality
Leads & Research Delivery Managers may work with local PI`s & team leaders to RAG rate the CRN
portfolios of studies for resumption potential. CRN RAG rating will help inform resumption of activity
at NHS sites , but there will clearly still be local R&D challenges & knowledge eg support service
capacity , clinical capacity & demand , workforce to work through which may affect progress. Studies
which are resource intensive will be harder to resume. PIs could work now with their clinical services to
explore whether they would have the capacity to carry on the study safely in the event that our
research nurse workforce was suddenly reployed elsewhere .
We have established an extra-ordinary R&D steering group which will convene regularly to assist with
priority setting and balanced consensus to guide our return towards usual activity.
We share your ambition to resume access to high quality research for your patients again, & really
appreciate your patience through this difficult time.
All the best . Looking forward to a better post COVID future !

Gary Minto , Associate Medical Director for R&D, UHP
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Appendix 2 Post COVID Operational Group for Research (“OGRe”)
University Hospitals Plymouth NHS Trust
1. Objectives
A Research steering group to provide balance & consensus in the resumption of a
“new normal” research service which takes into account the extra-ordinary
circumstances of the COVID 19 pandemic.
A co-opted group to provide focused representation of stakeholders from across the
wider Trust, to challenge & validate strategic plans and support research operations.
2. Terms of Reference
The Steering Group will:
• Primarily focus on prioritisation of research activity to assist with resumption of
portfolio of studies through the COVID 19 pandemic.
• Promote research within UHPNT, in line with the Trust Research strategy (
2019-2024)
• Act as a channel of communication with other members of staff in the Trust.
• Provide reassurance about appropriate use of support service resources for
research activities , balanced against clinical demand
• Foster a culture of multidisciplinary team work and good practice.
3. Committee Procedure
I. The Steering Group will be chaired by the Associate Medical Director
for R&D. The R&D Director is responsible to the Medical Director and
the Chief Executive of the Trust for R&D. In the absence of the R&D
Director a senior member of the group will assume this responsibility.
II. The Group will meet twice monthly via a virtual forum, with intra
meeting electronic and personal comms as required .
III. R&D meetings will be minuted & circulated to members.
IV. The members of the steering group will be asked to serve for a 2
period which can be renewed.
V. The quorum for decisions will be 50% of the membership.
4. Steering Group membership
The membership of the Committee shall be as follows:
•
•
•
•
•
•
•
•

Associate Medical Director for R&D (Committee Chair)
Deputy Medical Director ( line manager for the Director of R&D)
Active CTIMP and non CTIMP investigator
University of Plymouth perspective
Care Group managerial perspective ,
Trust finance Representation.
The Lead Research Nurse & R&D manager shall attend in an ex-officio
capacity.
The Committee may co-opt additional members to advise on particular issues
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In view of the extraordinary circumstances of the COVID pandemic , the initial
membership of the Steering group has been constituted by invitation to provide a
broad representation of the Trust`s wider research agenda , including several
members specifically requested to provide rigorous & challenging points of view.
Members unable to attend specific meetings are requested to send a deputy.
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Appendix 3. UHP’s 5 year Research Strategy (2019-2024)
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Subject

Finance and Investment Committee Terms of Reference

Prepared by

Sarah Brampton, Director of Finance

Approved by

Sarah Brampton, Director of Finance

Presented by

Sarah Brampton, Director of Finance

Purpose
The Finance and Investment Committee Terms of Reference have been updated
and there is a requirement for the Trust Board to ratify them before they can be
formally adopted.

Decision

•

Approval
Information
Assurance

Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

•

Create Sustainable Future

•

Executive Summary
In line with Trust policy and as recommended by Internal Audit, Committee Terms of Reference should be
updated on a regular basis. The revised version (at Annex 1) was approved at the Committee meeting on
Wednesday 22nd April 2020 and now needs to be ratified by the Trust Board.
Quality Impact Assessment
Updated Terms of Reference allow the Committee to discharge its responsibility appropriately.
Financial Impact Assessment
Updated Terms of Reference allow the Committee to discharge its responsibility appropriately.
Regulatory Impact Assessment
Updated Terms of Reference allow the Committee to discharge its responsibility appropriately.
Equality and Diversity Impact Assessment
Updated Terms of Reference allow the Committee to discharge its responsibility appropriately.
Environment & Sustainability Impact Assessment
Not applicable.
Key Recommendations
The Trust Board is asked to:
1. Review and ratify the revised Committee Terms of Reference at Annex 1.
Next Steps
Once approved, the Terms of Reference will be formally adopted by the Finance and Investment
Committee.

1

Terms of Reference

Finance and Investment Committee
Constitution
The Trust Board resolves to establish a Committee of the
Board to be known as the Finance and Investment Committee
(FIC). The Committee will be required to adhere to the
constitution of University Hospitals Plymouth NHS Trust. As a
Committee of the Board, the Standing Orders of the Trust shall
apply to the workings of the Committee.
Primary Duties and Responsibilities
The Committee shall be responsible for overseeing the
development and the delivery of the financial elements of the
organisation’s strategic and operational plans, monitoring
performance against constitutional standards and oversee the
Trusts capital plans for the maintenance and development of
the hospital. In so doing it will hold to account the Executive
leads responsible for delivering the key activities required to
meet the stated objectives.
In discharging this duty, the Committee will maintain the
relevant sections of the Board Assurance Framework for risks
to the relevant objectives and provide assurance to the Trust
Board that those risks are being effectively and efficiently
managed and articulate any additional actions required to do
so.
Conduct of Business
The Committee shall usually meet monthly (previously had
stated other month but we continued to meet monthly due to
urgency of business) to discharge its responsibilities. The Chair
of the Committee may call for additional meetings should the
need arise, and where urgent issues arise between meetings a
Chairman’s action may be deemed appropriate.
The Committee shall adopt a forward work programme
reflecting the priorities agreed by the Board. Regular updates
on financial sustainability and financial and capital planning
should be provided.
The Committee is authorised by the Board to investigate any
activity within its Terms of Reference.
Membership
Core membership of the Committee shall comprise:
 Non-Executive Directors (x2)

April 2020
The Committee shall nominate other attendees whom it
believes will most effectively aid the Committee in
discharging its Terms of Reference. It may require any
member of staff to attend, or invite any external
representative it wishes.
The Committee shall be chaired by a Non-Executive
Director. A quorum will be four members, one of whom
must be a Non-Executive Director.
Executive Directors are required to nominate a deputy
should they be unable to attend. Deputies will be
individuals drawn from the Senior Management, Medical
and Nursing Teams. All members of the Committee will be
expected to attend at least 75% of the scheduled meetings
per year. The attendance of deputies will not count
towards an Executive’s attendance record. A record of
attendance will be maintained.
Accountability
The Committee is accountable to the Trust Board.
Reporting Arrangements
The Committee Chair will provide feedback on the key
issues arising from each meeting and present this, together
with the meeting minutes, to the next scheduled Trust
Board meeting held in private.
The activities of the Financial Improvement Group will be
reported to the FIC. The Committee will periodically review
the composition and manage the performance of its
reporting committees to ensure that it can effectively
discharge its Terms of Reference.
The Director of Finance’s Personal Assistant will ensure that
effective administrative support is provided to the
Committee and its Chair.
Review Arrangements
The Terms of Reference and performance of the Committee
will be reviewed by the Trust Board annually. No changes to
these Terms of Reference may be made without the
approval of the Trust Board.

 Deputy Director of Finance

In assessing the Committee’s performance, the Committee
Chair will provide an Annual Report to the Trust Board and
make recommendations to on any amendments to its remit
or membership that are considered necessary to improve
its performance.

 Chief Operating Officer

Reviewed by the Committee: Planned for 22 April 2020

All other Board members have a standing invite to attend and
can receive meeting papers on request

Approved by the Trust Board: Planned for 29 May 2020

 Chief Executive/Deputy Chief Executive
 Director of Finance

Finance & Investment Committee

nd
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Subject

Audit Committee Terms of Reference

Prepared by

Gill Hunt, Board Secretary

Approved by

Audit Committee Chairman

Presented by

Audit Committee Chairman

Purpose

The Audit Committee reviewed its Terms of Reference at its April 2020
meeting. These are now presented to the Board for approval.

Decision
Approval



Information
Assurance

Corporate Objectives
Improve Quality

Develop our Workforce

Improve Financial Position

Create Sustainable Future








Executive Summary

In line with established good practise, the Audit Committee reviews its Terms of Reference on
an annual basis. The Committee undertook this review at its April 2020 and made a number
of minor updates and amendments (Annex 1). The Terms of Reference are now presented to
the Board for approval.
Quality Impact Assessment
Updated Terms of Reference allow the Committee to discharge its responsibilities appropriately.
Financial Impact Assessment
Updated Terms of Reference allow the Committee to discharge its responsibilities appropriately.
Regulatory Impact Assessment
Updated Terms of Reference allow the Committee to discharge its responsibilities appropriately.
Equality and Diversity Impact Assessment
Updated Terms of Reference allow the Committee to discharge its responsibilities appropriately.
Environment & Sustainability Impact Assessment
Not applicable.
Key Recommendations

The Trust Board is asked to review and approve the Audit Committee Terms of Reference at
Annex 1.
Next Steps
Once approved, the Terms of Reference will be formally adopted by the Audit Committee.
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Item 11, Annex 1

TERMS OF REFERENCE
Audit Committee

May 2020

1.

CONSTITUTION

1.1

The Audit Committee is a Committee of the Trust Board. It has no executive powers, other
then those specifically delegated in these Terms of Reference. As a Committee of the
Board, the Standing Orders for the Trust shall apply to the workings of the Committee. The
Committee’s Terms of Reference are aligned with the NHS Audit Committee Handbook
published by the Healthcare Financial Management Association.

2.

CONDUCT OF BUSINESS

2.1

The Committee shall meet up to six times a year. The Chair of the Committee may call for
additional meetings should the need arise. The External Auditor or Head of Internal Audit
may request a meeting if they consider that one is necessary. Members are expected to
attend at least four meetings a year; if they are unable to do so their membership of the
Committee will be reconsidered by the Chairman of the Trust.

2.2

The Committee shall adopt a forward work programme that reflects the priorities agreed by
the Board.

2.3

The Committee is authorised by the Board to investigate any activity within its Terms of
Reference.

2.4

The Committee is authorised to seek any information it requires from any employee of the
Trust and all employees are directed to co-operate with any request made by the
Committee. The Committee is authorised by the Board to obtain outside legal or other
independent professional advice and to secure the attendance of outsiders with relevant
experience and expertise if it considers this necessary.

2.5

At least once a year the Committee will meet privately with External and Internal Auditors.

3.

MEMBERSHIP

3.1

The Committee shall be appointed by the Board from amongst the Non-Executive Directors
of the Trust and shall consist of up to five members. A quorum shall be two members. One
of the members will be appointed Chair of the Committee by the Board. The Chairman of
the Trust shall not be a member of the Committee. Core membership will be the NonExecutive Director Chairs of the Safety & Quality Committee, Finance & Investment
Committee and the People & Culture Committee. Non-Executive members will be
expected to attend in person and may not authorise a deputy to attend on their behalf.

3.2

The following shall be expected to attend the Committee on a regular basis:
•
•
•

3.3

Director of Finance (or nominated deputy)
Director of Corporate Business
Representatives of Internal and External Audit

The Chief Executive and other Executive Directors are invited to attend and will be
expected to do so when discussing risks or assurances that are their responsibility.
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3.4

The Chief Executive should attend, at least annually, to discuss with the Audit Committee
the process for assurance that supports the Annual Governance Statement.

3.5

All members of the Trust Board shall be entitled to attend and receive papers to be
considered by the Committee.

3.6

The Director of Corporate Business will ensure that an efficient support service is provided
to the Committee.

4.

ACCOUNTABILITY

4.1

The Audit Committee is accountable to the Trust Board.

5.

DUTIES

5.1

The Audit Committee shall be responsible for:
Governance, Risk Management and Internal Control
•

The Committee shall review the establishment and maintenance of an effective system
of integrated governance, risk management and internal control, across the whole of
the organisation’s activities that supports the achievement of the organisation’s
objectives.

•

In particular, the Committee will review the adequacy of:

•

•

all risk and control related disclosure statements (in particular the Annual
Governance Statement and declarations of compliance with the Care Quality
Commission regulatory framework), together with any accompanying Head of
Internal Audit statement, External Audit opinion or other appropriate independent
assurances, prior to endorsement by the Board;

•

the underlying assurance processes that indicate the degree of the achievement of
the corporate objectives, the effectiveness and the appropriateness of the
management of principal risks and the appropriateness of the above disclosure
statements;

•

the policies for ensuring compliance with relevant regulatory, legal and code of
conduct requirements;

•

the policies and procedures for all work related to fraud and corruption as set out in
the Secretary of State Directions and as required by NHS Counter Fraud Authority.

In carrying out this work the Committee will primarily utilise the work of Internal Audit,
External Audit and other assurance functions, but will not be limited to these audit
functions. It will also seek reports and assurances from directors and managers as
appropriate, concentrating on the over-arching systems of integrated governance, risk
management and internal control, together with indicators of their effectiveness. This
will be evidenced through the Committee’s use of an effective Assurance Framework to
guide its work and that of the audit and assurance functions that report to it.
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Internal Audit
•

The Committee shall ensure that there is an effective Internal Audit function established
by management that meets mandatory Public Sector Internal Audit Standards and
provide appropriate independent assurance to the Chief Executive and Board. This will
be achieved by:
•

consideration of the provision of the Internal Audit service, the cost of the audit and
any questions of resignation and dismissal;

•

review and approval of the Internal Audit strategy, operational plan and programme
of work, ensuring that this is consistent with the audit needs of the organisation as
identified in the Assurance Framework;

•

consideration of the major findings of Internal Audit work (and management’s
response) and ensure co-ordination between the Internal and External Auditors to
optimise audit resources;

•

ensuring that the Internal Audit function is adequately resourced and has
appropriate standing within the organisation;

•

annual review of the effectiveness of Internal Audit.

External Audit
•

The Committee will constitute a Local Auditor Panel to oversee the process of selection
and appointment of an External Auditor, in accordance with the Local Audit and
Accountability Act 2014 and make a recommendation to the Trust Board. When acting
as a Local Auditor Panel, the Audit Committee’s role will include, but will not be limited
to:
•

consideration of the appointment and performance of the External Auditor;

•

contract agreement and monitoring;

•

review the work and findings of the External Auditor;

•

ensuring the suitability of key members of the audit team.

•

Discussion and agreement with the External Auditor, before the audit commences, of
the nature and scope of the audit as set out in the Annual Plan, and ensure coordination, as appropriate, with other External Auditors in the local health economy.

•

Discussion with the External Auditor of their local evaluation of audit risks and
assessment of the Trust and associated impact on the audit fee.

•

A review of all External Audit reports, including agreement of the Annual Governance
Report setting out the finding of the audit and the annual audit letter before submission
to the Board and any work carried outside the annual audit plan, together with the
appropriateness of management responses.
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Other Assurance Functions
•

The Audit Committee shall review the findings of other significant assurance functions,
both internal and external to the organisation, and consider the implications to the
governance of the organisation. These will include, but will not be limited to, any review
by Department of Health Arms Length Bodies or Regulators/Inspectors (e.g. Care
Quality Commission, NHS Resolution, NHS England/Improvement), professional bodies
with responsibility for the performance of staff or functions (e.g. Royal Colleges,
accreditation bodies).

•

The Committee will review compliance with the Trust’s Standards of Business Conduct
Policy and make appropriate recommendations to management for improvement.

•

In addition, the Committee will review the work of other committees within the
organisation whose work can provide relevant assurance to the Audit Committee’s own
scope of work. This will particularly include:
•
•
•
•

Safety & Quality Committee
Finance & Investment Committee
People & Culture Committee
Research Committee

Counter Fraud
•

The Committee shall satisfy itself that the organisation has adequate arrangements in
place for countering fraud and shall review the outcomes of counter fraud work.

Management
•

The Committee shall request and review reports and positive assurances from directors
and managers on the overall arrangements for governance, risk management and
internal control.

•

They may also request specific reports from individual functions within the organisation
as they may be appropriate to the overall arrangements.

Financial Reporting
•

The Audit Committee shall review the Annual Financial Statements before submission
to the Board, focusing particularly on:
•

the wording in the Annual Governance Statement and other disclosure relevant to
the Terms of Reference of the Committee;

•

changes in, and compliance with, accounting policies and practices;

•

unadjusted mis-statements in the financial statements;

•

major judgemental areas;

•

significant adjustments resulting from the audit.

4

Item 11, Annex 1
•

The Committee should also ensure that the systems for financial reporting to the Board,
including those for budgetary control, are subject to review as to completeness and
accuracy of the information provided to the Board.

6.

REPORTING ARRANGEMENTS

6.1

The minutes of the Audit Committee shall be submitted to the Board.

6.2

The Chair of the Committee will prepare a report summarising the key issues arising from
each meeting and present this to the Trust Board. The report will cover the Committee’s
work in support of the Annual Governance Statement, specifically commenting on the
fitness for purpose of the Assurance Framework, its completeness and the extent to which
risk management is embedded in the organisation; the integration of governance
arrangements; and the appropriateness of the self-assessment against the Care Quality
Commission regulatory framework. The Chair of the Committee shall draw to the attention
of the Board any issues that require disclosure to the full Board, or require Executive
action.

6.3

The Committee will prepare an annual self-assessment report for the Board, considering
how it has performed its duties over the year and its overall effectiveness and compliance
with these Terms of Reference.

7.

REVIEW ARRANGEMENTS

7.1

The Terms of Reference and performance of the Audit Committee shall be reviewed by the
Board of Directors at least annually. In facilitating this, the Committee will submit an annual
report of its activities and performance to the Board.

Approved by Audit Committee
Approved by the Trust Board
Review date

April 2020
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University Hospitals Plymouth NHS Trust
Draft minutes of the Audit Committee meeting
1.30 pm on Wednesday 22 April 2020
Virtual via Microsoft Teams
Chair’s Summary of Meeting for Trust Board
The Committee received and discussed:
● Three Internal Audit reports covering:
○ Data Security and Protection Toolkit - position statement.
○ Delayed Transfers of Care - Satisfactory.
○ Medical Devices (follow up) - Significant.
● and were assured that despite the current COVID-19 situation that the Head of
Internal Audit would be able to issue a timely Head of Internal Audit Opinion
(HOIAO) for 2019/20.
● Although the Internal Audit Plan for 2020/21 had been approved at the last
meeting, the COVID-19 restrictions placed it in a different context. ASWA and
the Executive Team would discuss taking the plan forward for the new financial
year to ensure that the work was sufficient and appropriate to inform the
HOIAO for the year-end.
● External Audit had concluded their interim audit work under the constraints of
social distancing which had severely impacted on their ability to complete the
inventory stocktake - a material sum with regard to UHP. They would,
therefore, issue a Limitation of Scope at year-end.
● Two outstanding issues were discussed, ENotes and the recent re-valuation of
land and buildings, and both the Executive and the External Auditors agreed to
bring these to a speedy resolution.
● An early draft of the Letter of Representation, which would be taken to the
Board, to ensure that the necessary disclosures for the year-end would be
received and evidenced in a timely way.
● The Annual Governance Statement was approved with some minor
adjustments.
● The Annual Accounts Timetable had been amended, in light of COVID-19, and the
new dates for the approval of the Annual Accounts would be Audit Committee
(22 June 2020) and Board (23 June 2020).
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Present:

Graham Raikes, Non-Executive Director, Committee Chairman
Bill Boa, Associate Non-Executive Director
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
Jenny McCall, Director of Audit and Assurance Services, ASW Assurance
Jo McCormick, Audit Associate, Grant Thornton
Jon Roberts, Engagement Lead, Grant Thornton
Paul Thomas, Assistant Director of Audit and Assurance Services,
ASW Assurance
Apologies:

Elizabeth Kay, Non-Executive Director
Hisham Khalil, Non-Executive Director

This meeting of the Audit Committee took place via Microsoft Teams to comply with
public health advice on social distancing during the COVID-19 pandemic.
Action
18/20

Welcome, apologies and declarations of interest
Mr Warren opened the meeting on behalf of the Chair who, due to
technical difficulties, was not able to join the meeting at its
commencement.
Mr Warren welcomed those present, particularly Mr Boa, recently
appointed Associate Non-Executive Director. Apologies were noted.
There were no declarations of interest.

19/20

Minutes of the previous meeting, matters arising and review of
actions
Minutes of the previous meeting and matters arising
The minutes of the previous meeting, held on 24 February 2020, were
approved as an accurate record. There were no matters arising.
Review of Executive Actions Register
Action 1770 External Audit Contract review
A review of contract/performance had not yet been considered by
the Trust Management Executive (TME) due to the COVID-19
pandemic. It was therefore agreed that the due date for completion
should be extended and an update given at the next meeting.
Mr Budge advised that he had informed Mr Bray of the outcome of
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the Audit’s Committee’s discussion at the previous meeting on the
matter of external audit’s proposed fee increase.
Action 1833 Appointment of Counter Fraud Champion
Mr Budge was the proposed Counter Fraud Champion and his
appointment was endorsed by the Committee. Mrs McCall would
update Mrs Wheeler. Action complete.
Action 1834 FIP regarding medical workforce pay reduction
Mrs Brampton had agreed with Mr Keith how the People & Culture
Committee could seek assurance of delivery.
Action 1835 Compliance with WHO Checklist
Professor Hayden, who was not present at the February 2020
meeting at which the discussion at minute 5/20, page 5, took place,
requested further information on the suggestion made in this action.
Neither Mr Warren, who had raised the matter, or Mr Budge, would
had responded, could assist. [Post meeting note: action marked as
cancelled].
Action 1836 Audit South West Assurance support for capital projects
Not completed.
Action 1837 Audit Committee oversight of systems of internal control
for Integrated Care contract
Not completed. To be picked up by Mrs Brampton/Mrs McCall at
their next 1:1.
Action 1838 update Audit Chair on impact of TME discussion following
national direction on car parking
Completed.
Action 1839 Audit Plan and definition of ‘materiality’
Mr Bray stated that the definition had not changed from previous
years. It was agreed that this matter would be picked up later in the
meeting when the Letter of Representation was reviewed.
Action 1840 Quality Account 2019
The action had been overtaken by events. National guidance issued
in the context of the COVID-19 pandemic had confirmed that there
was no requirement for the external validation of Quality Accounts.
20/20

Messages from the Trust Board and Chair’s expectations for the
meeting
As the Chair was not yet present Mr Warren did not comment.
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21/20

ASW Assurance (ASWA) Interim Report
Mrs McCall introduced her firm’s report. She advised the Committee
that the current COVID-19 context would not affect her firm’s ability
to issue a timely Head of Internal Audit Opinion (HOIAO) in respect of
the financial year 2019/20.
Internal Audit Reports
Mr Thomas stated that three reports had been issued since the
previous meeting:
● Data Security and Protection Toolkit – position statement.
● Delayed Transfers of Care – satisfactory assurance.
● Medical Devices (follow up) – significant assurance.
Data Security and Protection Toolkit
This review had concluded that there were appropriate governance
arrangements in place for the Trust to effectively review, challenge
and approve the submission for all evidence items across the ten Data
Security Standards. Of the 45 evidence requirements, there was a
query on only one, that 95% of staff had completed data security
training within the last twelve months. Data security training was
part of Mandatory Training and the Trust had consistently failed to
meet the Board’s target compliance rate of 95%. However, as data
security training was delivered via mechanisms other than Mandatory
Training, the Trust had included an explanatory note in its submission.
Delayed Transfers of Care
Mr Thomas stated that the recommendations from this review had
been agreed and corrective actions were in place. It was Mr Warren’s
view that the Board’s confidence in the integrity of data relating to
Delayed Transfers of Care was not materially undermined by this
report.
Medical Devices (follow up)
The Committee noted that the risks raised in the original report had
been addressed.
Professor Hayden stated that the Safety & Quality Committee were
seeking assurance in respect of the Board Assurance Framework risk
for Medical Devices. The issue was evidence of staff training records
in the use of medical devices. Professor Hayden suggested this issue
may overlap with the remit of the People & Culture Committee
(P&CC). Ms Teague, Chair of the P&CC, would pick this up with
Professor Hayden outside the meeting.
Mr Raikes joined the meeting and took over the chair from Mr
Warren.
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Draft Reports issued to management
Mr Thomas summarised these for the Committee:
●
●
●
●
●

Travel Claims.
Business Continuity (follow up).
Local Financial Systems.
Care Quality Commission Action Plan.
Risk Management and Board Assurance Framework.

The main points of discussion were:
● Business Continuity (follow-up) Report. The original review
had given limited assurance, as had this follow-up.
The
Report remained with the Chief Nurse for comment. Mr
Budge reminded the Committee that this review had been
requested by the Executive Team; it did not form part of the
HOIAO.
● The more general issue that learning from COVID-19 would
now apply to all reviews, including scoping. Mrs Brampton
and Mrs McCall would consider this and feed back to the June
meeting.

SB/JM

Internal Audit Recommendations
The Committee noted the continued delay in the completion of
actions arising from the Use of Volunteers Report. Whilst this had
been followed up with the senior nursing team, the impact of COVID19 may cause further delay. ASWA had no concerns and would
continue to liaise with the Trust on this matter.
The treatment of two recommendations arising from the Care UK
Data Quality review was noted by the Committee. The issues may reemerge as part of the Trust’s own recovery planning and as part of
future working relationships.
Strategic Audit and Assurance Plan 2020/21 to 2022/23
Mrs McCall stated that the draft Plan had been reviewed by the
Committee at its February 2020 meeting. ASWA were now
considering how it could be most effectively taken forward in the
context of COVID-19. Mrs McCall would discuss this with Mrs
Brampton and Mr Budge with a view to finalising it for the June 2020
meeting. It was agreed that Mrs McCall, Mrs Brampton and Mr
Budge would agree a proposal to ensure work would be sufficient
and appropriate to inform the Head of Internal Audit Opinion for
2020/21 and then share the revised Plan with the Audit Chair outside
the meeting.

JM/SB/
LB
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Mrs McCall drew the Committee’s attention to the following updates
included in her firm’s report:
● ASWA Internal Audit Charter.
● The timing of the issue of the HOIAO for 2019/20.
● Counter Fraud, including confirmation that ASWA did not
anticipate any changes to the way it delivered Counter Fraud
services during the coming year.
The Chair invited questions.
Mr Boa asked whether the delay to the Freedom to Speak Up ASWA
report would affect the HOIAO. Mrs McCall stated that it would not.
This concluded the Committee’s review of Internal Audit’s Report.
22/20

Grant Thornton (GT): External Audit Reports
Audit Progress Report and Sector update
Mr Roberts briefed the Committee on the impact of COVID-19 on his
firm’s working arrangements, the expected impact on accounts and
audit opinions, and national changes to NHS provider accounting
deadlines. This provided context for Mr Bray’s subsequent update to
the Committee on progress with the 2019/20 audit.
External Audit Progress
Mr Bray stated that his firm’s interim audit work had now concluded
and he drew the Committee’s attention to the limitations imposed by
social distancing on the following:
● Walkthrough testing of financial systems.
● Physical verification of property, plant and equipment.
● Review of IT controls.
Noting the reason why GT had been unable to attend the annual
stocktake, Mr Warren asked whether this same limitation would
apply everywhere else. Mr Bray stated that it would apply
consistently across the public sector but it would not apply to all
acute trusts because not all would have a material inventory balance.
Mr Bray stated that the Trust had a robust process for stock take. Mr
Roberts stated that the decision not to attend the stock take had
been taken nationally on the basis of pragmatism and the cost
implications of alternative arrangements.
The Committee considered the narrative in Mr Bray’s report
concerning Enotes and there followed an unminuted discussion on
the matters of write-off, capitalisation and depreciation. At the
conclusion, Mrs Brampton and Mr Bray agreed that they would
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quickly conclude the treatment of these issues. Mr Warren
encouraged a pragmatic approach.
Mr Bray drew the Committee’s attention to the 2019/20 Audit
Deliverables timetable and, in particular, to the national guidance that
Quality Accounts would not be subject to external audit assurance
this year. (See also minute 19/20, page 3).
In concluding his consideration of Mr Bray’s report, Mr Warren stated
that from his perspective the most significant issues were the
treatment of the Enotes impairment and the infrastructure valuation,
the latter in the context of the asset revaluation agreed by the Board
a couple of years ago. Mr Bray stated the District Valuer had no
concerns at this stage.
External Audit 2019/20 Addendum
The contents of this report had been discussed with the Directors of
Finance and Corporate Business and with the Committee Chair. It
was noted by the Committee.
Letter of Representation
Mr Bray stated that the Committee had requested early sight of this
document. The draft presented was last year’s template rolled
forward and covered some issues which may, or may not, be
incorporated this year. Mr Bray had not yet seen any national
guidance on what assurances may be available to inform the Going
Concern review.
In requesting early sight of the Letter of Representation, the Chair
and Mr Warren had sought to raise the importance of assurance on
the representations therein made by the Executive team. It was
important that in discharging its responsibility to recommend to the
Board that the final version of the Letter of Representation should be
signed, the Audit Committee must be assured that the statements
therein were correct and could be evidenced appropriately. The
matters outlined in the Letter of Representation were significant and
individual Board members must be clear on the evidence available to
them in recommending them to the Board for signature. The Chair
and Mr Warren requested that:
1. Mr Budge reviewed the Letter and provided to the Trust
Board a summary of the key assurances and evidence to
support the representations made by management.
2. Mr Budge and Mrs Brampton ensured that TME had early sight
of the Letter to ensure that all appropriate disclosures for
2019/20 had been made in a timely way.
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Mr Budge would take forward these actions and advised the
Committee that the contents of the ISA240 letters (agenda item 6)
were an important source of assurance to the Committee.

LB

Mr Warren noted items (xi) and (xii) highlighted in the draft Letter of
Representation. Mr Bray stated that these comments may be
amended following review of the financial statements. Nevertheless,
Mr Warren found their inclusion helpful in informing early responses
by TME to the narrative content.
Charitable Funds Audit
Mr Bray stated that no new risks had emerged regarding this audit.
GT had expected to undertake this work in September 2020 but due
to COVID-19 this may push back but in any case his firm’s work would
be complete in good time for the filing deadline of 31 January 2021.
No questions were raised by the Committee.
This concluded the Committee’s review of the External Audit Report.
23/20

ISA240 Letters
Draft responses to GT’s ISA240 letters were reviewed by the
Committee.
No questions arose and the Chair and Mr Warren expressed their
agreement with the responses made. The letters would now be
finalised and returned to GT. Mr Bray stated that his firm appreciated
the level of detail that this Trust traditionally provided in its
responses. This detail would assist with assurances associated with
the Letter of Representation.
The Committee approved the ISA240 Letters as presented.

24/20

Annual Governance Statement 2019/20
Mr Budge presented the draft Statement for comment by the
Committee. The Statement included narrative on two requirements
new for 2019/20: Workforce Safeguards and Conflicts of Interests.
The draft presented had been reviewed by the Executive team and
approved by the Chief Executive. The final version of the Statement
would come to the Trust Board as part of the 2019/20 accounts.
The Chair invited comment and asked colleagues to consider
whether, in their view, any relevant issues had been omitted.
Mr Boa asked whether the limited assurance from the Business
Continuity ASWA report and the outcome of the CQC Well Led
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Review should be included. Mr Budge stated that Business Continuity
was not included because it was not form part of the HOIAO. The
Well Led Review was included as part of the overall CQC rating of
‘Requires Improvement’.
Mr Warren had been expecting to see narrative covering Use of
Resources, which was also rated as ‘Requires Improvement’; its
omission could be negatively perceived. No further comments were
made and Mr Budge would amend the Statement as discussed.
25/20

LB

Annual Accounts Timetable 2019/20
National guidance on changes to submission dates had been widely
circulated. Mrs Brampton stated that the Trust would continue to
work to the original submission date of 27 April 2020 for the financial
statements. The May Audit Committee meeting would move to 22
June 2020 and there would be an additional public Trust Board
meeting on 23 June 2020 to approve the accounts.
The Committee noted the timetable changes.

26/20

Audit Committee Forward Work Plan 2020/21
The Committee approved the Forward Work Plan presented.

27/20

Audit Committee Terms of Reference
The Committee considered the Terms of Reference presented. After
discussion, it was agreed that review of the draft accounts of
Plymouth Hospitals Charity would move from this Committee to the
Charity Strategic Committee.
Subject to this amendment, the Terms of Reference were approved
and would be submitted to the May Trust Board for final approval.

28/20

Any Other Business
Board Assurance Framework (BAF)
Mr Warren stated that due to COVID-19 context and the yet to be
completed reviews of the BAF by NED Committee Chairs/lead
Executive Directors, the Finance & Investment Committee and the
Safety & Quality Committee in April had not reviewed their respective
risks. Mr Budge stated that a COVID-19 BAF would be presented to
the Trust Board later this month. It may be appropriate to follow this
up with a Board discussion on risks associated with planning for an
unprecedented challenge such as COVID-19 and to address the issues
arising from it as part of the Board’s post-COVID-19 recovery plan.
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There was no further business and the meeting closed at 3.35 pm.
29/20

Chair’s summary for the Trust Board
This item was not discussed.

30/20

Review and Learning
This item was not discussed.

31/20

Date of next meeting
Monday 22 June 2020.
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University Hospitals Plymouth NHS Trust
Minutes of the Safety and Quality Committee meeting
1.30 pm on Monday 20 April 2020
Virtual meeting held via Microsoft Teams
Chair’s Summary of Assurances for the Trust Board

Subject

Status and assurance report

Board Assurance
Not discussed in detail at this meeting.
Framework
Safeguarding LD/Autism The Committee were assured that there were robust processes in
during CV19
place to ensure safe care for patients with LD/Autism during the
pandemic.
COVID 19 Risk
The Committee considered reports on stratification of risk in
Stratification
resuming services for outpatients, patients with surgical
conditions and patients needing treatment/investigation for
cancer. There was strong reassurance that there are robust
processes in place to ensure safety as services are resumed.
Incident management
The Committee considered a report and were reassured on the
during COVID 19
safety of incident management during the pandemic including
contingency for changes in ward designation.
Safety and Quality
The Committee received the report and noted that a deep dive
Report
into the mortality data would be useful for a private Board
meeting.
COVID 19 Radiology
The Committee noted the SOP for cancellation and booking of
bookings
patients and were reassured that the processes were robust.
CQC Rating – moving
It was suggested that this would be a topic worthy of a Board
from requires
Development session.
improvement to good

Present:

Jacky Hayden, Non-Executive Director, Committee Chair
Kevin Baber, Chief Operating Officer
Lenny Byrne, Chief Nurse & Director of Clinical Profession [part meeting]
Phil Hughes, Medical Director
Henry Warren, Associate Non-Executive Director

In attendance:

Gill Hunt, Board Secretary
Paul McArdle, Deputy Medical Director
Julie Morgan, Head of Audit, Assurance and Effectiveness

Apologies:

Steve Mumford, Head of Quality Governance

This meeting of the Safety & Quality Committee took place via Microsoft Teams to comply with
public health advice on social distancing during the COVID-19 pandemic. It observed Department

1

Item B
of Health and Social Care guidance requiring trusts to continue to hold Board quality committee
meetings during the pandemic. The risk focused agenda, together with the required attendees,
had been agreed by the NED Committee Chair and the Medical and Nursing Directors. The
attendance list above reflects the revised attendance agreed for this meeting, all other regular
attendees having been stood down. The meeting was quorate. Prior to the meeting the
Committee Chair had suggested dispensing with the requirement for covering reports. No
covering reports were provided for agenda items 4 and 9 and this was noted on the agenda.
Action
12/20

Welcome, apologies and declarations of interest
The Committee Chair welcomed those present and apologies were noted.
There were no declarations of interest.

13/20

Minutes of previous meeting, matters arising and review of Action List
The minutes of the previous meeting, held on 17 February 2020, were
agreed as a true and accurate record. There were no matters arising.
Review of Action List
Action 1683 Patient Experience Strategy
Mr Byrne would meet with the Patient Experience Manager to sign-off
year 1 of the new strategy and present it to the next meeting of the
Safety & Quality Committee.
Action 1778 Recording of medical device training and competencies.
Scheduled for this meeting but with the Chair’s agreement deferred to
the next meeting due to COVID-19 context.
Action 1780 Board Assurance Framework (BAF)
Not progressed. It was agreed that the Chair and Mr Byrne would
progress this outside the meeting.
Action 1819 Risk Q7 Clinical Admin – consideration of a metric to assess any
harm to patients
At the Chair’s request, deferred to the next meeting due to the COVID-19
context.
Action 1819a Arrangements for clinical review of breast screening (NHSE/I
letter referred).
Following a brief recap by Dr Hughes on the context for this action, he
stated that the number of patients referred to date had been very low
and in every case there had been no detrimental outcome to the patient.
There would be further referrals but the expected timing had been
deferred nationally due to the COVID-19 context. There may be some
clarity by the next meeting and, if so, Dr Hughes would give an update.
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Action 1841 National Patient Safety Strategy
Action not yet due.
Action 1842 Commissioner data on ED patient breaches
Mr Baber had not yet received the data from Ms Crossey.
14/20

Key messages from the Trust Board
Trust Board Action 1855
The Chair stated that there was an action from the February 2020 Trust
Board for the Chair and Mr Byrne to consider whether the Safety &
Quality Committee should review learning from the Trust’s Maternity
Services Annual Report, together with learning from recent national
reports on failings in maternity services, to identify good practise that
could be applied more widely. It was agreed that the Chair and Mr Byrne
would discuss this further outside the meeting and that convening a small
sub-group may be helpful.

15/20

Chair/LB
(existing
Action
refers)

Safeguarding and Learning Disability/Autism Services in response to
COVID-19 pandemic
The purpose of this report was to provide assurance that these services
continued to be safe and of high quality during the COVID-19 pandemic.
Mr Byrne drew the Committee’s attention to the following:
Safeguarding
• Support for staff and services.
• Safeguarding risks resulting from the impact of social isolation.
• Issues affecting children.
• Changes in CAHMS liaison and initial assessment processes.
• Child death processes.
• Temporary changes to the Care Act.
• New national guidance on the Mental Health Capacity Act and
Deprivation of Liberty Safeguards.
Autism and Learning Disabilities
• Autism Services and management of programmes of work.
• Managing COVID-19 positive patients, risk assessments and the
reasonable adjustments that could be made for patients and their
carers.
• Patients with complex learning difficulties.
• National learning difficulties and autism COVID-19 guidance.
• Learning disability mortality review programme update.
• A briefing on continuing service provision Plymouth City Council,
which had stepped down formal meetings.
Mr Byrne stated that he had requested representation on the Trust’s new
Ethics Committee from the learning disabilities service and from the
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Trust’s Mental Capacity lead.
There followed a discussion between Mr McArdle and Mr Byrne on the
use and application of the Clinical Frailty Scale (CFS). Mr Byrne drew the
Committee’s attention to the national guidance on the CFS’s application
and the recommendation that individual assessment was applied in all
cases where the CFS was not appropriate. Mr Byrne stressed that careful
documentation of such assessments and decisions must be made in
patients’ notes.
16/20

COVID-19: Outpatient Risk Stratification
Dr Hughes presented this report, which sought to provide assurance that
Services Lines were applying a robust, four level risk stratification
methodology in their delivery of outpatient appointments during the
COVID-19 pandemic. The risk stratification methodology had been
circulated through Care Groups and their responses were included in Dr
Hughes’ report. A Service Improvement Manager and a Consultant were
working with Service Lines to review their application of the
methodology. The next steps to ensure compliance were set out in the
report.
Dr Hughes explained in detail the risk stratification employed in setting,
and the communications methods used, for non-face-to-face outpatient
appointments.
Over the last four to six weeks, non-face-to-face
outpatient appointments had increased from 15-20% to 80-85%. New
methods of delivery had proved popular with patients and with clinicians,
with a desire to see the approach embedded more widely post-COVID-19.
The Chair invited questions.
Mrs Morgan asked whether there was a mechanism in place to capture
patients who may come to harm because of a delay to their treatment.
Dr Hughes stated that there was a rigorous review process. Any harm
would be reported via Datix. Mrs Morgan asked whether the Committee
could be completely assured that no patients would be omitted from rebooking under the risk stratification process. Dr Hughes stated that
Service Lines had full oversight of their patients. Should patients refuse
to attend, they would be re-contacted by Service Lines. Dr Hughes stated
that the numbers of patients in each of the four risk stratifications had yet
to be confirmed; when this information was available, the required
resources to service these patients would be assessed.
There were no further questions.
The Committee noted the report.
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17/20

COVID-19: Surgical Risk Stratification
Information presented to the Committee under this item consisted of
eighteen daycase risk stratification templates partially completed by
Service Lines; there was no covering paper.
Dr Hughes stated that, following contact by administrators, some
patients were declining appointments because they perceived that the
risk of acquiring COVID-19 was greater than the risk of postponing their
surgery. Dr Hughes stated that surgeons rather than administrators
would contact patients so that the risks to delay could be discussed in an
informed way. Mrs Hunt asked whether those patients who had initially
been contacted by administrators would now be contacted by surgeons.
Dr Hughes confirmed that they would.
There were no further questions.
The Committee noted Dr Hughes’ verbal report.

18/20

COVID-19: Cancer Services Risk Stratification
Mr Baber presented this report, which would also be presented to the
Trust Board meeting on 24 April 2020.
National guidance had been issued that cancer treatment should continue
to be prioritised during the response to the COVID-19 pandemic. Mr
Baber’s report set out an assessment of the Trust’s position in response
to the four overarching requirements of national guidance:
•

Risk stratification and clinical prioritisation of patients: Service
Lines and lead cancer clinicians had communicated their risk
stratifications by speciality level and requested Service Lines to
code patients accordingly.

•

Essential and urgent cancer treatments must continue: as at 9 April
2020 the Trust had provided 86% of surgical cancer activity. There
had been a reduction in overall cancer activity and Mr Baber gave
a brief summary of specialties most affected.

•

Where referrals or treatment plans departed from normal practice,
safety netting must be in place to follow up patients: Mr Baber
briefed the Committee on arrangements for this and the
associated harm review process.

•

Consolidation of cancer surgery in a COVID-19 free hub, with
centralised triage to prioritise patients based on clinical need: Mr
Baber stated that achieving this would be very difficult for Devon
and Cornwall because most cancer tertiary surgery was
undertaken at Derriford hospital, which was also the COVID-19
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admitting facility for the area. However, arrangements had been
progressed, including zoning arrangements, the transfer of some
activity to the Care UK facility, ring-fenced theatres and a
commitment to support other hospitals across Devon and
Cornwall on a case by case basis.
The Chair invited questions. There were none.
The Committee noted the report.
19/20

Incident Management
The purpose of Mr Mumford’s report was to provide assurance that the
Trust was managing incidents in line with national guidance during the
significant changes to the hospital’s operating model during the COVID-19
pandemic. The report covered:
•
•
•
•
•
•

Changes to the incident management process during COVID-19.
Duty of Candour performance.
Serious Incidents actions status.
Never Events status.
COVID-19 related incidents.
REACT Bulletins.

Mr Byrne summarised activity in the above areas, including a ‘business as
usual’ approach to the close monitoring of incidents despite the
operational pressures arising from COVID-19. He expressed his intention
to re-institute existing formal quality governance arrangements from 1
May 2020, including completing the changes to the reporting structures
below this Committee.
The Chair invited questions.
Mr Baber asked whether there was a process in place to ensure that
incidents occurring during the period in which wards were moved and/or
re-purposed due to COVID-19 imperatives was appropriately recorded and
investigated. Mr Byrne confirmed that the Risk & Incident Team had
monitored ward moves and there was a robust process in place.
There were no further questions.
The Committee noted the report.
20/20

Safety & Quality Report
The purpose of the Committee’s review of this report was to identify
actions to improve assurance in respect of operational performance
against a range of national and local standards. The report set out a total
of 24 RAG rated performance indicators.

6

Item B
•

Four indicators were RAG rated red: Cancelled Operations, Never
Events, Follow-Up Backlogs and Hip Fractures.

•

Four indicators were RAG rated amber: Duty of Candour, Infection
Control, Surgical Safety and Stroke.

•

All remaining indicators were RAG rated green.

Mr Mumford had requested Mrs Morgan to draw the Committee’s
attention to:
•

National Safety Thermometer: the Trust was no longer required to
collect this data.

•

Inquests: all inquests had been adjourned due to the COVID-19
pandemic. The Legal Team continued to prepare, as appropriate.

•

Annex 4, which set out arrangements for minimising harm for
Long Wait RTT patients, and the methodology employed.

[Mr Byrne left the meeting].
The main point of discussion concerned the Trust’s mortality performance
and was raised by Mr Warren following previous reporting to the Trust
Board. He was not sure that he had sufficient knowledge of the
complexity of mortality performance and data collection to allow him to
ask informed questions. Dr Hughes acknowledged that the issue was
complex. It was agreed that this issue would be best explored in a
private Board.
Mr Warren queried progress against the Care Quality Commission Action
Plan. Mr Byrne advised that following discussion and agreement with the
CQC inspection team, progress with the Action Plan was on hold during
the COVID-19 pandemic. This would be reported at the forthcoming Trust
Board.
This concluded the Committee’s review of the Safety & Quality Report.
No actions were identified or requested to improve assurance.
It was agreed that Mr Byrne, Mr Baber, Mr Mumford, Mrs Morgan and
the Chair would act on previous discussions at this Committee regarding
the timing and content of the respective performance reports to the
Trust Board and to this Committee to agree a way forward. Mr Byrne
would set this up.

LB
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21/20

COVID-19: Radiology Department Cancellation and Bookings SOP
The SOP was presented without a covering report. Dr Hughes explained
that the SOP had four aims; these were to:
•
•
•
•

Maintain inpatient activity with a consultant-led service.
Reduce outpatient imaging in line with the outpatient clinics and
planned surgical activity.
Deliver a recoverable position for Imaging.
Mitigate risk to patients and the Trust.

Dr Hughes stated that the document had been prepared by the service
lead and the methodology shared with the Devon and Cornwall reference
group. All relevant patients had been sent letters appropriate to their
level of urgency and offered an opportunity to discuss the postponement
of their appointment.
The Chair invited questions. There were none.
The Committee noted the SOP.
22/20

Chair’s summary of assurances for the Trust Board. What was the
Committee’s view?
The Chair would consider these post-meeting.

23/20

Any Other Business
CQC Rating
Mr Warren had previously raised at the Trust Board the requirement for a
discussion on actions required to raise the Trust’s CQC rating from
‘Requires Improvement’ to ‘Good’. It was agreed that this discussion
should be had at a Board Development Session.
There was no other business and the meeting closed at 2.50 pm.

24/20

Date of next meeting
Monday 15 June 2020.
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University Hospitals Plymouth NHS Trust
Minutes of the People and Culture Committee
Midday on Thursday 30 April 2020
Virtual meeting held via Microsoft Teams
Chair’s summary of assurances for the Trust Board

D
R
A
F
T

The following processes:
4.1 Safe staffing:
• Daily tracking of unavailable capacity with trend analysis &
Inability to maintain
follow up actions overseen by HR Cell.
safe staffing levels
•
Daily monitoring of staffing rotas
leading to avoidable
• Daily sickness absence reporting & monitoring arrangements
harm to patients
to a single 24/7 centre with OH triage.
and/or staff. This may
•
Daily focus and tracking of available additional capacity for
be compounded by the
workstreams including final year students, retire/returners,
potential diversion of
additional temp staff capacity and internal redeployment
staff to the Nightingale
capability.
Hospital.
Together with the introduction of 24/7 executive leadership rotas,
daily staff communication briefings, regular liaison with Freedom to
Speak Up Guardians and unions validated the assurance rating of
as per the Board meeting held on 24/4/20.
4.2 Staff PPE: Unable
to provide adequate
Personal Protection
Equipment (PPE)
leading to staff
becoming
unnecessarily infected
with the COVID-19
virus.

4.3 Staff Testing:
Failure to provide
sufficient testing
facilities leading to
staff not being
diagnosed in a timely
manner or
unnecessarily away
from work.

Acknowledging that this is an area of significant staff anxiety the
committee reviewed the approach this Trust has taken amidst a
backdrop of changing national guidance to maintain adequate PPE for
staff. Steps taken to:
•

Provide clear PPE guidance/procedures for staff differentiating
between red, amber and green zones within the hospital.
• Enable over and above reassurance for staff by making ‘Amber’
PPE available for staff to wear in ‘green’ areas .
• Maintain clear oversight of supplies and aligned decisions to
maximise procurement opportunities.
Together with the daily communication briefings and updates for staff
result in a
rating as per the Board discussions on 24/4/20.
The committee received an update evidencing that currently
appropriate testing facilities are in place in line with national guidance.
• Initial OH triage process to prioritise staff testing on key clinical
groups - replaced by testing all eligible staff (capacity 20 to 100
per day)
• Offsite staff testing facility in Plymouth & further mobile
facilities in train
• Tracking of positive results & provision of follow up support
• Further support being developed for absent staff esp.
shielding/symptomatic
Close attention needs to continue to this area to maintain its
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assurance rating of
.
• All non-essential training cancelled from 23rd March 2020.
• Training team providing critical training in areas such as maskfit training, prioritising staff working in the priority areas.
• Significant focus on preparing existing staff to be upskilled to
work in critical areas.

D
R
A
F
T

Assurance rating of
confirmed.
Other agenda items
Summary
Revised timetable for
As is to be expected in the circumstances business as usual items will
other business as usual continue over a longer than originally planned timescale in line with
items
national guidelines. It is encouraging to see the BAF re-fresh
conversations continuing and it is hoped this work will be ready for
review at that People and Culture Committee in August 2020.
Emerging Stronger
The committee was updated on plans underway to enable and ensure
a period of transition for the staff enabled in part through an
intentional period of listening and understanding staff experience.
Pausing and reflecting on what has helped/what we should retain and
what is needed for the future. Importantly learning and insights from
this first phase of COVID-19 will be fed into the revised People Strategy
to ensure continuous improvement for the people agenda at the
Trust.

Present:

Helen Teague, Non-Executive Director, Committee Chair
Elizabeth Kay, Non-Executive Director
Steven Keith, Director of People

In attendance: Gill Hunt, Board Secretary
Claire Underdown, Assistant Director of People
This meeting of the People & Culture Committee took place via Microsoft Teams to comply
with public health advice on social distancing during the COVID-19 pandemic. The risk focused
agenda, together with the required attendees, had been agreed by the Non-Executive
Director Chair and the Director of People. The attendance list above reflects the revised
attendance for this meeting, all other regular attendees having been stood down. The
meeting was quorate.
Action
25/20

Welcome and context for this meeting
The Chair welcomed colleagues and stated that the three main purposes of
this meeting were to:
1. Seek assurance that the four staff health and wellbeing risks set out
in the COVID-19 Board Assurance Framework were being effectively
mitigated.
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2. Review the Committee’s forward work plan and to set realistic
revised target dates for work in progress and to close, where
possible, long standing actions.
3. Discuss plans to return to business as usual post-COVID-19, including
the identification and application of learning.
26/20

D
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F
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Minutes of the previous meeting, matters arising and review of action list
Previous minutes
The minutes of the previous meeting, held on 20 February 2020, were
approved as a true and accurate record.
Matters arising
Minute 7/20 page 8: medical representation on the People & Culture
Committee
Attendance at the Committee by the Medical Director’s representative had
been infrequent over an extended period. Mr Keith would speak with the
Medical Director to formalise attendance by one of his deputies.

SK

Review of actions
The action list contained a number of longstanding unresolved actions. It
was the Chair’s wish that, given the uncertain future meeting arrangements
for the Committee due to the COVID-19 context, actions were either
cancelled where appropriate, or postponed to an achievable date.
Action 12/19 Committee structure sitting below People & Culture Committee
It was agreed that action fell out of the now overdue review of the
Committee’s Terms of Reference. In order to ensure that the Terms of
Reference accurately reflected the Committee’s purpose, and that an
appropriate structure was in place to support its remit, the re-casting of the
People risks in the Board Assurance Framework (BAF) must first be
completed. Mrs Hunt would re-cast the action to consolidate these issues
with a revised completion date of October 2020, i.e. after the BAF re-casting
had been completed.

GH

Action 48/19 Junior doctors’ rota templates to be generated and managed
centrally by HR function
Mr Keith stated that this action had been overtaken by events and
suggested that the matter could be overseen via the Guardian of Safe
Working Hours reports to the Committee. It was agreed that the action
would be marked as completed.
Action 5/19 Board Assurance Framework review
It was agreed that progress had been made. Of the four workforce risks,
only W3 had not yet been re-cast. It was agreed that the fully re-cast
workforce section of the BAF would be brought to the Committee in August
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2020.
Actions 61/19 Workforce Plan, Action 62/19 Clinical Education Strategy and 5/20
People Strategy Refresh
All three actions must be deferred due to the COVID-19 context. It was
agreed that the local and national positions would be reviewed in October
2020 to inform a revised timetable for completion.

D
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Action 61/19 Medical Staffing Action Plan
It was Mr Keith’s view that a good process had been established to review
this live document and that the action should be marked as complete. He
would discuss this with the Guardian of Safe Working Hours and would
report back to the Committee if it was felt that this action should be reopened.
Action 6/20 narrative in Risk W1 safe staffing report
Action completed.
27/20

COVID-19: High level assurance check on operational workforce matters
and staff health and wellbeing
Mr Keith gave a presentation setting out actions taken and planned,
discussing the following with Non-Executive Directors:
•

Leadership resilience.

•

Safe staffing and sickness reporting. Examples of the high level data
available to the leadership team were reviewed.

•

Staff sickness levels currently and under ‘normal’ operating
conditions, including the recording of daily absence tracking.

•

Staff COVID-19 testing parameters, the tracking of positive results
and follow-up support.

•

The cancellation of all non-essential training, with a focus on
upskilling staff for deployment to critical areas.

•

Recruitment snapshot data and workforce pipeline summary for
nursing/clinical, medical and support staff.

•

Enhanced wellbeing support available to staff.

•

The health and wellbeing support options to which staff were
regularly signposted, including a ‘keeping in touch’ programme to
supplement line management and plans to understand the take-up
of support by staff group and by those staff working remotely.
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•

The Trust’s response to the apparent disproportionate impact of
COVID-19 on BME staff and plans to communicate with all staff in
minority groups following the expected issue of related national
guidance.

•

The ‘felt’ experience of staff as reported to Freedom to Speak Up
Guardians; weekly liaison with Guardians and efforts to ensure all
issues were being picked up.

•

PPE availability, including a snapshot of the daily situation report of
stock levels and work to manage staff expectations of what they felt
they would like against what was needed.

D
R
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F
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The Committee noted the presentation.
information or assurance were made.
28/20

No additional requests for

Plan to ensure continuation of Committee business
The following suggested revised timescales for Committee business were
discussed:
•
•
•
•
•
•
•

BAF review/re-cast: report in August 2020.
Clinical Education Strategy: review position in October 2020.
People Strategy: review position in October 2020.
Long Term Workforce Plan: review position in October 2020.
CQC Inspection Report Action Plan: report in June 2020.
CQC Compliance Assessments: recommence cycle after June
meeting, i.e. August 2020.
Gender Pay Gap: report in August 2020.

The Chair invited colleagues to consider whether there were any
unintended consequences to the revised timescales proposed. None were
identified and the Committee approved the timetable suggested.
The Chair invited colleagues to consider how best to communicate the
outcomes of this meeting to Committee attendees who were not present.
It was agreed that there were no specific messages and the Committee
recognised that many colleagues were involved in urgent COVID-19 related
support for the safety of patients and staff. Their contributions to this
Committee would be welcome just as soon as circumstances would allow
their safe participation.
29/20

Post COVID-19: Emerging Stronger
Mr Keith described the Trust’s approach during this period of sensitive
engagement with staff:
•

Entering a period of ‘transition’ rather than ‘recovery’ with an
5
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expectation that some ongoing COVID-19 activity would continue; a
period of listening and understanding the staff experience, pausing
and reflecting on what had helped staff, what could be retained and
what the future would look like. The process had commenced this
week with Care Groups.
•

Work with teams to describe the behaviours that had made change
possible and holding on to those mind-sets consciously.

D
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[Professor Kay left the meeting].

Mr Keith stated that the impact of the COVID-19 experience on staff could
not be overstated, even though the Trust had not seen the expected huge
surge in patient numbers. The way the organisation moved forward would
be critical. Staff may not be receptive to the language of ‘recovery’ and
‘reset’; the right narrative and accompanying gestures would be vital and
the Executive team would lead on this.
It was agreed that the Chair and Mr Keith would discuss progress at the end
of May 2020.
30/20

Chair’s summary of assurances for the Board and expectations for the next
meeting
The Chair thanked colleagues for their contributions. She would consider
her report to the Board and asked Mrs Hunt to forward the COVID-19 BAF as
an aide-memoire.

31/20

Any Other Business

GH

There was no other business and the meeting closed at 1.40 pm.
32/20

Date of next meeting

Review of the Committee’s Terms of Reference was to have determined the
Committee’s purpose, membership and forward work plan. As this had not
yet taken place, it was agreed that:
•

The existing Terms of Reference and, therefore, Committee
membership, would be rolled forward.

•

Dates for meetings in June, August and October 2020 would be set,
with invitations to the existing membership.

GH
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