AGENDA
Trust Board (Public)
Date

Friday 26th June 2020

Time

9.00am – 12:30pm

Location

Virtual through Microsoft Teams

Standing items
1
9:00

Introduction
Welcome, apologies and declarations of interest.

Chairman

Verbal

2
9:05

Questions from the Public
Questions from the public pertinent to the agenda.

Chairman

Verbal

3
9:15

Previous Meeting
Agreement of previous minutes, matters arising and review of actions.

Chairman

Report

4
9:20

Patient Story
Understanding care from a patient’s perspective.

Lenny Byrne

Verbal

5
9:50

Chief Executive’s Report
Update on important developments including:
• Maintaining the safety of patients and staff.
• Communication evaluation of COVID-19.
• Inclusion and diversity, and support for BAME colleagues.

Ann James

Presentation

Lee Budge

Report

Kevin Baber
Sarah Brampton

Presentation

8
Care Quality Commission
11:15 Review of our progress in responding to CQC inspection findings.

Lenny Byrne

Report

9
Paterson Inquiry
11:30 Review of our position with regard to the Paterson Inquiry findings.

Phil Hughes

Report

10 Safeguarding
11:45 Annual report on arrangements for safeguarding our patients.

Lenny Byrne

Report

11 Fire Safety
12:00 Review of annual fire safety report.

Nick Thomas

Report

12 Any other business
12:15 Any other important or urgent business from Board members.

Chairman

Verbal

13 Key actions for Committees and Executives
12:20 Summary of the work commissioned by the Board.

Chairman

Verbal

14 Next meeting
12:25 Friday 31st July 2020.

Chairman

Verbal

Managing our key risks
6
Board Assurance Framework
10:20 Review of the latest Board Assurance Framework.
Delivering safe, high quality services
7
Operational Overview (in the context of COVID-19)
10:30 Operational status update and review of plans for reinstating services.
COMFORT BREAK (11:00am to 11:15am)

Closing items

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

Name

Position

Declared Interest

Richard
Crompton

Chairman

•

Independent Chairman of the Safeguarding Panel for Dimensions
UK, a national provider of a range of services for the learning
disabled and autistic.

Kevin Baber

Chief Operating
Officer

•

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.

June 2020

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

•
•
•
•
•

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, Trustee and Immediate Past President, Oral Health
Foundation.
Chair, NICE Guideline Committee for Epilepsies in Children.
British Dental Association, Health and Science Committee member.
Trustee and Vice Chair. British Medical and Dental Students Trust.
Director and Trustee, College of General Dentistry.
Member of South West Magistrate Recruitment Advisory
Committee.
Editor, Evidence Based Dentistry Journal. Springer Nature
Publishing.
Member, Platform for Better Oral Health in Europe.
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.

Steven Keith

Director of
People

•

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

Graham Raikes Non-Executive
Director

•

Chair of Governors, Plymouth Marjon University.

Helen Teague

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.

Item 3
University Hospitals Plymouth NHS Trust
Minutes of the Trust Board meeting
9.30 am Friday 29 May 2020
Microsoft Teams Live Event
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
Graham Raikes, Non-Executive Director
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:

None

D
R
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F
T

This meeting of the Board was streamed as a Live Event via Microsoft
Teams, meetings in public having been suspended in accordance with
public health advice on social distancing during the COVID-19 pandemic.
56/20

Welcome, apologies and declarations of interest

Action

The Chairman welcomed colleagues and members of the public to this
virtual meeting of the Board. The Chairman explained meeting etiquette
associated with live streaming and requested all participants to observe
this.
The Chairman requested declarations of interest relevant to the matters
listed on the agenda. No declarations were made.
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.
In setting the context for this meeting, on behalf of the Board, the
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Chairman expressed his appreciation of, and gratitude for, the
continuing hard work of NHS staff, at the hospital and within the wider
health and social care system.
57/20

Questions to the Board pertinent to the agenda
One question had been received via social media. This concerned a
letter to a patient in respect of an outpatient appointment. The
questioner had advised that the letter made no mention of COVID-19
infection control precautions and this had made him anxious about
attending his appointment.
Mr Baber stated that it was his
understanding that during the telephone appointment booking process
patients were routinely advised of COVID-19 related arrangements to
ensure their safety when they attended an appointment. Mr Baber
stated that, commencing 1 June 2020, all diagnostic patients would
receive a letter and leaflet advising them accordingly. Mr Baber
apologised to the questioner for the anxiety caused.

D
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There were no further questions.
58/20

Minutes of the previous meeting, matters arising and review of actions
The minutes of the previous meeting, held on 24 April 2020, were agreed
as a true and accurate record, subject to the amendment of minute
51/20, final bulleted point on page 10, to read: ‘Approved a reduction in
the compliance target for appraisals to 90%.’
There were no matters arising.

Review of outstanding Actions
Action 1858 regarding fractured neck of femur: performance against other
relevant comparator sites
Dr Hughes stated that data indicated that the Trust was in the middle of
the pack in terms of patient mortality. Action completed.
All other actions were not yet due.
59/20

Chief Executive’s Report
Ms James followed the Chairman’s welcome to members of the public
joining this livestreamed event with her own personal welcome.
Ms James’ report set out a summary of the Trust’s extensive response
to the COVID-19 pandemic. The nation was now moving into the next
phase; this involved the restoration and recovery of services that had
been stood down in accordance with national guidance. In accordance
with a letter dated 17 April 2020 from the Chief Executive of the NHS to
provider organisations, the careful steps towards the next stage of the
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resumption of services were under way. Much of this work would be
apparent in the Board’s review of the Integrated Performance Report
later in the agenda. In complying with the NHS Chief Executive’s
guidance, providers were required to balance a number of competing
priorities in the context of strict infection control and social distancing
measures to ensure the safety of patients and staff. These measures
had a significant impact on the Trust’s capacity. The Board would have
a more detailed report in the subsequent private meeting and, by the
time the Board met in public again at the end of June 2020, the
Executive team would be able to put forward robust plans for service
restoration.
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The Trust Board had been kept up to date with national arrangements
for COVID-19 testing. The new ‘test, trace and contain’ phase went live
today under the leadership of local authority public health services. The
Trust was very much engaged with this process.
On behalf of the Executive leadership team, Ms James stated that
responding to the pandemic had been challenging and complex. The
response from staff had been exceptional.
Ms Beer then gave a short update on her work with Plymouth system
partner organisations. The Trust had hosted two local system events in
May to gain a greater understanding of the impact of COVID-19 on
service provision; these events would inform future close working.
Mr Warren stated that there had been considerable national media
attention on the discharging of patients from hospitals to care homes
and he invited Ms James to say more on this. Ms James stated that the
concern had been the availability of testing for these patients. The Trust
had a good track record of working collaboratively with the Health
Protection Agency and the local authority; it had acted responsibility to
ensure patients were well supported and could evidence this work. The
Trust had been compliant with national guidance.
The Board discussed support for staff during this period of intense
operational pressure and, in particular, the avenues available for staff to
access support. These included the Freedom to Speak Up Guardians,
who had worked flexibly and resiliently to make themselves available.
Other matters discussed included the issue of extensive guidance on
safe working and in the use of public facilities and communal areas.
Professor Khalil requested specific guidance for the use of lifts to allay
public concerns at using these enclosed spaces. Ms James agreed;
colleagues were working hard to ensure the accuracy and consistency of
visual messages around the Trust’s facilities.
Ms James moved on to the NHS Provider License Self-Certification
section of her report. NHS providers were required to self-certify, on an
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annual basis, their compliance with the conditions of their Provider
Licence. Compliance was monitored via the Single Oversight Framework.
The annual self-certification, which drew on a range of assurances from
diverse areas of corporate governance, was now presented to the Board
for approval. An early review of the self-assessment had been
scheduled for the February 2020 Audit Committee but the meeting had
overran. The agenda for the April 2020 Audit Committee meeting had
been curtailed due to the COVID-19 context and therefore the selfcertification document had not been reviewed by the Audit Committee
prior to the Board. It was therefore agreed that it would be added to
the June 2020 Audit Committee agenda for scrutiny and then approved
by the Board virtually.
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In concluding her report, Ms James thanked staff for their dedication,
commitment and flexibility over recent months. These sentiments were
supported by Board colleagues.
The Board noted the Chief Executive’s Report.
60/20

Board Assurance
Framework

Framework

and

COVID-19

Board

Assurance

Board Assurance Framework (BAF)
Mr Budge described the purpose of the BAF and how it was used by the
Board and its Committees in the mitigation of risks associated with the
achievement of the Board’s objectives. The BAF was currently under
review, led by the Non-Executive Director (NED) Chairs of the Safety &
Quality Committee (S&QC), the Finance & Investment Committee (FIC)
and the People & Culture Committee (P&CC). Mr Budge’s report
outlined the progress of each Committee’s review.
COVID-19 BAF
This framework had been developed to ensure that the Board was fully
sighted of COVID-19 related risks and that appropriate actions were
being taken to mitigate them. The framework was now included in the
public Board papers for the first time.
The Chairman invited the NED Committee Chairs to update the Board on
their recent Committee meetings.
S&QC
Professor Hayden stated that the Committee had met virtually in April
2020. She summarised the outcome of the meeting in accordance with
her Chair’s report at agenda item B. Professor Hayden suggested two
issues for exploration in more detail at future Board Development
Sessions: firstly, mortality data/learning from deaths and, secondly, the
process for assurance of compliance with Care Quality Commission
(CQC) standards. The Chairman agreed with this suggestion and asked
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the Director of Corporate Governance and the Board Secretary to LJB/GH
ensure these subjects were scheduled.
On the subject of safeguarding, the Chairman sought assurance that
robust Treatment Escalation Plan (TEP) arrangements were in place for
patients with learning disabilities and autism. Mr Byrne explained in
detail the work of the Learning Disabilities and Autism Team (LDAT),
supported by the Derriford User Group, with particular reference to
alert systems and risk assessments. It was a Trust priority to ensure that
the most vulnerable patients were safeguarded and in doing so the
Trust worked collaboratively with health and social care partners to
ensure that TEPs were in place prior to admittance to hospital. Mr Byrne
then described revised governance arrangements for learning
disabilities in order to improve assurance to the S&QC and to the Board.
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Ms Beer stated that she had experienced at first hand the excellent
support that the LDAT gave to patients.
There were no questions for Professor Hayden arising from her report.
P&CC
Ms Teague, NED Chair of the P&CC, gave her report of the April 2020
meeting, the minutes of which were included at agenda item C. Rather
than postpone the meeting, it had been held as a virtual quorate session
respecting the need for some regular attendees to focus on priority
COVID-19 work. The agenda covered three points of focus:
•

Seeking assurance that actions taken were mitigating risks for
staff specifically relating to COVID-19. Having reviewed and
discussed these, the P&CC was satisfied that the processes in
place, the actions taken and the on-going dialogue with staff and
staff representative bodies and networks, resulted in level 1
green RAG rating assurance level for risks associated with safe
staffing, staff testing and staff training, and level 2 amber RAG
rating for staff PPE, highlighting the need to continue to monitor
the supply and procurement of PPE.

•

To review the business as usual agenda items on hold due to
COVID-19 and to check that delays would not result in any
detrimental unintended consequences for staff/the Trust.

•

To further understand plans underway to enable a period of
transition for staff emerging from the intense working
environment and felt experience of COVID-19, with these plans
intentionally creating time and space for staff to surface and
share insights, experience and learning so that the Trust moved
forward in a stronger position for the benefit of the people it
served.
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The P&CC was set to re-commence in June 2020 with its regular
attendees invited.
Professor Kay, NED member of the P&CC, supported Ms Teague’s
sentiments. The continued resilience of staff would, in part, be
dependent on the Board’s continued engagement with them. Ms James
agreed; the Board understood the importance of sustaining that
relationship.
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There were no questions for Ms Teague arising from her report.
FIC
Mr Warren, NED Chair of FIC, gave an update on FIC’s most recent
meeting on 27 May 2020. The meeting had taken place virtually and
although the financial context had changed, the fundamentals of
financial governance continued; the Trust was operating under an
interim arrangement that would see it financed so that it broke even at
the financial year end. This arrangement was initially in place until the
end of July 2020 but had now been extended until the end of October
2020. Mrs Brampton explained this arrangement in more detail,
referring attendees to the Finance section of the Integrated
Performance Report for further detail.
Mr Warren gave a summary of FIC’s review of the Finance risks in the
BAF and reported no change to the current ratings. The main issues for
the Board, he felt, were ensuring that the operational and financial plans
for the year dovetailed and achieving a capital plan that met the Board’s
needs.
There were no questions for Mr Warren arising from his report.
Audit Committee
Mr Raikes, NED Chair of the Audit Committee, provided an on-screen
written summary of the April 2020 meeting, as he was not able to speak
directly to the meeting. For the benefit of the public attending, who
could not see this summary, the Chairman read it to the meeting. The
content reflected Mr Raikes’ Chair’s report at agenda item A.
No questions arose from this report.
COVID-19 BAF
The Board reviewed this document and the Chairman invited comments.
No matters were raised. The Board made no changes to the status of
the risks detailed in the framework and made no requests for additional
assurances.
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61/20

Liberty Protection Safeguards
Mr Byrne’s paper informed the Board of the new Liberty Protection
Safeguards, contained in the Mental Capacity (Amendment) Act 2019,
due to come into force this year to replace the Deprivation of Liberty
Safeguards. The issue of a national Code of Practice to support
implementation had been delayed due to COVID-19.
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Mr Byrne’s paper detailed the actions that the Trust would take to
prepare for the significant change in the way it managed the care and
treatment of patients who lacked capacity and who may require their
liberty to be deprived under the Mental Capacity Act 2005. Further
updates would be provided to the Board when the Code of Practice was
issued.
The Chairman thanked Mr Byrne and sought assurance that the
appropriate level of resources to implement the new arrangements
were in place. Mr Byrne stated that the Trust would ensure that
appropriate resources were in place to respond to the requirements of
the Code just as soon as it was issued.
The Chairman invited questions. There were none.
Professor Hayden stated that safeguarding was becoming an
increasingly complex issue and suggested a dedicated Board
Development Session. Colleagues agreed. Mr Byrne and Mr Budge
would work together to schedule this.
62/20

LB/LJB

Research & Development Report

Dr Gary Minto, Director of Research and Development joined the virtual
meeting for this item and presented his report. This covered three main
elements regarding the Trust’s:
•

Engagement in, and recruitment to, National Institute of Health
Research Clinical Research Network portfolio studies and nonportfolio studies for the year ended 31 March 2020.

•

Response to the Chief Medical Officer’s request to prioritise
COVID-19 public health research, including multi-centre
prevalence surveys.

•

Plans for R&D post COVID-19, including projects to increase R&D
income and the complex process for re-opening studies that had
been paused during the pandemic. Framework guidance from
the Department of Health & Social Care was expected.

The Chairman thanked Dr Minto and invited discussion.
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Professor Hayden requested the inclusion in future reports of hyperlinks
to cited publications. Dr Minto would ensure these were included.
Professor Kay congratulated Dr Minto on the achievements set out in his
report. She stated that there was enormous pressure on researchers to
act speedily in response to COVID-19 issues. She sought assurance that
risks were mitigated by the ethical processes associated with research
governance. Mr Minto acknowledged Professor Kay’s concern and
stated that this issue was closely reviewed, both at the Trust and via the
National Institute for Health Research. Dr Minto gave examples of
studies from which the Trust had withdrawn on ethical grounds.
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There were no further questions.

The Board noted the Research & Development Report.
The Chairman thanked Dr Minto for attending and he left the virtual
meeting.
63/20

Integrated Performance Report (IPR)
Mr Baber introduced this report and, in response to previous requests to
provide oversight of the link between the work of the Corporate
Recovery Unit and the achievement of performance standards, detail
was now provided on page 4 of the IPR.
Mr Baber reminded the Board of the NHS Chief Executive’s letter to
providers, to which the Chief Executive had earlier referred, as the
context for reviewing performance for April 2020.
Caring Domain
Mr Byrne drew the Board’s attention to:
Complaints: the necessary and sudden restrictions on visiting patients
had provoked complaints. Much work had been done to provide
communications channels between patients and their loved ones.
However, to support public safety there would be restrictions on visiting
for some time to come.
Duty of Care: performance was 73% for moderate harm incidents.
Mr Byrne expressed his confidence that 100% compliance would be
achieved from June 2020, with the newly consisted Quality Assurance
Committee leading on this issue.
The Chairman invited questions. There were none.
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Responsive Domain
Mr Baber gave a detailed briefing on A&E (ED) attendances, emergency
admissions and patient acuity. After dramatically falling in April 2020,
attendances increased in May 2020 and were now almost back to prepandemic levels. Mr Baber wish to acknowledge the excellent work by
all the teams involved in responding to this and to Nuffield Health for
their flexibility during the first phase on the pandemic.
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The Trust was working with system colleagues to agree forthcoming
winter bed configurations and social distancing arrangements within the
ED to support safe assessment and referral. Mr Brown explained these
arrangements in more detail for the Board. The Trust had experienced
a sustained improvement in ED standards during the pandemic and this
had continued as activity returned to pre-COVID-19 levels. This had
enabled overall hospital occupancy levels to be stabilised and the Trust
continued to collaborate with health and social care partners to
maintain performance in the context of social distancing.
Mr Baber gave detailed briefings on performance and mitigating actions
in respect of the following:
Referral to Treatment, including 52 Week Waits and performance
against improvement trajectories: the total number of patients waiting
on an incomplete pathway at the end of April was 27,384 and, on the
date of this meeting, was 26,116. The 52 Week Wait position had
deteriorated significantly and would continue to do so. At the end of
April the number of patients waiting longer than 52 weeks was 231, by
the end of June this was expected to rise to 724. The number of
patients categorised as being urgent was being very closely monitored.
The Chairman queried risk assessment arrangements for patients in this
group in order to prioritise those most at risk. Mr Baber explained the
Service Lines’ approach to this and Dr Hughes gave further detail of this
clinically-led process.
Outpatients and actions to increase the number of virtual clinics: 78% of
new outpatients now experienced their first appointment either
virtually or by telephone and the Trust continued to offer an appropriate
balance of virtual and face to face appointments.
Cancer: two of the nine national performance standards had been
achieved in April. 147 patients had breached the 62 day standard; this
figure would rise to 212 at the end of May. Mr Baber gave a breakdown
of this group of patients in terms of their current positions in the
pathway. He stated that the cancer team had excellent oversight of
these patients and he explained the process for risk review. Professor
Hayden had attended a weekly review meeting for assurance purposes.
Work continued with the Peninsula Cancer Alliance to ensure adherence
to national guidance and, where possible, to share provider capacity
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across Devon and Cornwall. The resumption of cancer services was the
Trust’s highest priority.
Diagnostics: the Trust had been close to achieving its improvement
trajectory pre-COVID-19. At the end of April, 3,521 patients were waiting
longer than six weeks for a diagnostic test; this would increase to 3,777
by the end of May, the majority for MRI and CT modalities. Mr Baber
expressed his thanks to Care UK for assisting the Trust to increase its
endoscopy provision.
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The Chairman asked when the Executive team would be in a position to
put into the public domain the wider plan to reinstate service provision.
Ms James stated that there was determination to do so as soon as
possible, although COVID-19 modelling was an important factor in
planning. The team were continuing to bring more detail and, as the
public would expect, more certainty, to the plans and expected to
report them to the June Trust Board.

Exec
team

Professor Khalil queried plans for imaging. Mr Baber stated that he and
Mrs Brampton met with Care Groups regularly to prioritise the reopening of services. The Trust had access to scanning facilities at
Nuffield Health and at Care UK and some access to other facilities offsite.
Mr Boa queried harm reviews for long wait patients. Mr Baber
described the process of reviews and their frequency by clinicians.
Mr Baber was not aware of any incident in which a patient had come to
harm. Dr Hughes further described the harm review process and how
any concerns might be raised. The Cancer Services Team had strong
oversight of their patients.
Safe Care Domain
Mr Byrne drew the Board’s attention to performance in respect of:
Safe Staffing: the scheduled Nursing Establishment Review had been
delayed due to COVID-19 and he would give an update to the next Board
on progress with this.

LB

Infection control: the focus on c.difficile and e-coli continued.
Incident Management: arrangements were in place for remote working
to ensure this area was appropriately resourced, with clear oversight of
those wards moved or re-designated due to COVID-19. Two serious
incidents had occurred in the month of April and Mr Byrne detailed
these for the Board.
Pressure ulcers and falls: Mr Byrne drew the Board’s attention to the
work commissioned by the Quality Assurance Committee in respect of
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the incidence of pressure ulcers and harm during the period of the
COVID-19 pandemic.
The Chairman invited questions. There were none.
Effective Domain
Dr Hughes briefed the Board on performance in respect of:
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Follow up Backlog (FUB): recent work on transforming the delivery of
outpatient activity, resulting in the percentage of activity delivered in a
non-face-to-face method rising in both new and follow-up
appointments. Surveys of patients and clinicians indicated a preference
for non-face-to-face engagement, with patients particularly appreciating
the opportunity to receive difficult news at home with the support of
their family around them. COVID-19 had acted as a catalyst for this
change of delivery emphasis and the Trust would continue to maintain
it. At the end of April, 43,357 patients were awaiting a follow-up
appointment past their see-by date. 9,797 patients were flagging as
time critical in this backlog.
Hip Fractures: 55% of fractured neck of femur patients were operated
on within 36 hours of admission in April, below the national standard of
85%. Data on the percentage of patients medically unfit for surgery
within 36 hours was now included in the IPR.
The Chairman invited questions. There were none.
Workforce
Mr Keith drew the Board’s attention to assurances of the continuity of
staff recruitment and induction. However, there were delays to
international recruitment due to travel restrictions. The supply of
apprentices had diminished and he would report further on this to the
June P&CC. Mr Keith continued, briefing the Board on the piloting of a
new Digital Passport for staff; actions to reduce staff turnover; the
success of the Learning from Excellence scheme and the ‘listening’
exercise to invite staff to give feedback on their experience of the
pandemic. As the Trust moved out of the first phase, attention would
be given to compliance with essential training where this was possible in
the current context.
The Chairman invited questions.
Ms Teague referred to page 10 of the IPR setting out a summary of Key
Performance Indicators for Service Lines. Of the 41 Services Lines, 25
were RAG rated red for their appraisal performance. Ms Teague
requested that a strong grip was applied to the completion of appraisals
for every member of staff, regardless of their role and she asked how
the Executive team would tackle this. Mr Keith stated that the team had
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granular detail of appraisal status and this was reviewed regularly at
performance meetings. The Executive team were considering how to
improve the frequency of feedback from staff on the quality of
appraisals.
Mr Warren welcomed a focus on reducing staff turnover. He was
concerned by the level of long term sickness and by the increase over
the last twelve months from 4.41% to 4.64% despite all efforts to reduce
it. Whilst he recognised that this was not an easy situation to remedy,
he would appreciate a more in-depth review of the issues at some point.
It was agreed that the People & Culture Committee would review this at
its June meeting.
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SK

Finance & Efficiency
Mrs Brampton stated that the Trust was operating under a revised
financial framework as a result of the COVID-19 context. It was receiving
a fixed level of income from its commissioners, plus an additional top-up
from NHS England. At Month 1, the Trust had a favourable variance of
£3.3m. The Trust had submitted a draft Plan of a deficit of £37.7m for
2020/21.
The Board must retain the fidelity of this Plan and
Mrs Brampton would continue to monitor and report financial
performance against this throughout 2020/21. Mrs Brampton reflected
on how the IPR might become more forward looking as services were
reinstated, workforce plans changed and the many factors that
influenced capacity too effect; when the interim financial arrangements
came to an end the Board must be assured of a robust Plan. However,
the Trust did not yet have a final capacity plan for the current financial
year; COVID-19 had required a re-prioritisation and she was working with
the Devon System to finalise it.
The Chairman invited questions. There were none.
This concluded the Board’s review of the Integrated Performance
Report.
64/20

Learning from Deaths Quarter 4 2019/20 (January to March 2020)
Dr Hughes’ report provided an update on the Trust’s mortality
performance and the arrangements in place to learn from patient
deaths. Key points were:
•

The Trust’s overall HMSR and SHMI position had shown
improvement during 2019.

•

The Trust had successfully recruited to Lead Medical Examiner
and Medical Examiner posts with the Lead Medical Examiner now
in post.
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•

95% of non-coronial hospitals deaths had been reviewed in the
month of April 2020. 15% had been forwarded to Service Lines for
a more in-depth review.

•

The Trust continued to work with partners to standardise Board
reporting and to improve learning and assurance across the
Devon & Cornwall Sustainability and Transformation Partnership
area.

D
R
A
F
T

Professor Khalil stated that the implementation of remote working for
coding staff resulting from the COVID-19 pandemic had had a negative
impact on coding. He queried the actions being taken to mitigate this in
the short term. Dr Hughes stated that it had not yet proved possible to
relocate the Trust’s coding team to premises off-site and patient notes
could not be made available to coders’ homes. All hospital trusts were
in the same situation. However, some Services Lines were able to code
very accurately from discharge summaries. Areas of concern had been
identified. The issue did not affect the Trust’s remuneration due to the
block contract. Mr Baber continued to pursue a dedicated coding
facility on site.
Dr Hughes had considered previous Board discussions on the
requirement to better triangulate and interpret mortality data and
agreed with Professor Hayden’s suggestion that it would be helpful in
gaining improved assurance, capturing learning and the triangulation of
assurances sources.
The Board:

• Noted the Learning from Deaths Report.
•

65/20

Agreed that the report would revert to presentation to the
Safety & Quality Committee prior to the Trust Board.

Finance & Investment Committee Terms of Reference
FIC had reviewed its Terms of Reference and an updated version was
presented to the Board for approval. No questions arose.
The Board approved the Terms of Reference presented.

66/20

Audit Committee Terms of Reference
The Audit Committee had reviewed its Terms of Reference and an
updated version was presented to the Board for approval. No questions
arose.
The Board approved the Terms of Reference presented.

13

Item 3

67/20

Any Other Business
There was no other business.

68/20

Supplementary papers

D
R
A
F
T

The following were included with the Board papers for information:
•

Draft minutes of the Audit Committee meeting, April 2020.

•

Draft minutes of the Safety & Quality Committee meeting, April
2020.

•

Draft minutes of the People & Quality Committee meeting, April
2020.

No questions arose from these minutes.
69/20

Key Actions for Committees and Executives
These were detailed by Mr Budge and are as set out in these minutes.
There was no further business and the meeting closed at 12.20 pm.

70/20

Date of next meeting
Friday 26 June 2020.

In concluding the Board’s first live streamed event, on behalf of the
Board the Chairman thanked the staff who had facilitated it and the
members of the public who had attended.
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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

1861

28-Feb-20 Trust Board
(public)
24-Apr-20 Trust Board
(public)
24-Apr-20 Trust Board
(public)
24-Apr-20 Trust Board
(public)
29-May-20 Trust Board
(public)
29-May-20 Trust Board
(public)

Patient Story at
January 20 Board
Maintaining cancer
standards
Paterson Inquiry

1888
1889
1890
1893
1894

1895

29-May-20 Trust Board
(public)

1896

29-May-20 Trust Board
(public)

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.

Consider inviting JT back to Board in, say, six months to demonstrate
what the Board did in response to her story.
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.
BAF
Include additional risk re Paterson Inquiry and monitor until adequate
assurance of UHP's response.
Board Development Schedule sessions on Learning from Deaths/Mortality, CQC compliance
Sessions
and Safeguarding.
Standing up services Report progress to June public Board
post COVID-19 phase
1
Nursing
Delayed due to COVID-19 but LB volunteered to give update on progress
Establishment
to June Board.
Review
Sickness absence
P&CC to undertake deep dive at June meeting to improve Board
assurance on this issue.

19 June 2020

Lead
Nick Thomas

Date Due
31-Dec-20



Status
Comments by action holder
Not Yet Due

Jacky Hayden
Lenny Byrne

30-Sep-20

Not Yet Due At April 2020 Board, JH yet to discuss with LB.

Lenny Bryne

01-Sep-20

Not Yet Due

Jacky Hayden
Kevin Baber
Phil Hughes

30-Jun-20

Imminent

Included in June S&QC agenda.

30-Jun-20

Complete

Requested for May Board but deferred to June
and included on June agenda.

Lee Budge

30-Jul-20

Not Yet Due To be included as a new risk within the

Lee Budge/Gill
Hunt
Executive team

30-Sep-20

Not Yet Due CQC compliance covered in part at June BDS.

16-Jun-20

Complete

Included on June public agenda.

Lenny Bryne

26-Jun-20

Imminent

Verbal update to June Board.

Steven Keith

30-Jun-20

Imminent

Included on June P&CC agenda.

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].

updated BAF.
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Chief Executive’s Report

Diversity and Inclusion support for BAME colleagues during Covid-19

Steven Keith

Purpose
The purpose of the report is to summarise for the Board the actions taken to date during Covid-19 to ensure appropriate support to black,
Asian and minority ethnic (BAME) staff given the emerging evidence of the disproportionate risk and impact on the BAME community of the
pandemic. The paper summarises progress in completing individual risk assessments for staff, sets out some specific requirements from
national bodies, and outlines some of the wider work underway within the Trust.
Headline messages
 There is emerging evidence of a disproportionate impact of Covid 19 on BAME communities and staff specifically.
 The Trust has implemented specific risk assessments for vulnerable staff and to date 91% have been completed for BAME colleagues.
 The proportion of workforce from a BAME background is 8.5%, two thirds of which are employed in nursing or medical roles.
 However, we know we have much more to do to improve our diversity, particularly at more senior clinical and managerial levels.
 Existing regulatory frameworks are in place in the form of Workforce Race Equality Standard (WRES) & Workforce Disability Equality
Standard (WDES) requiring the Trust to monitor and publish key information.
 Steps being taken to meet Care Quality Commission ‘should do’ action on identifying specific resource focused on diversity & inclusion.
 Series of staff networks launched in early June, each with an Executive sponsor to support improvements.
 Efforts being made to recruit BAME Freedom to Speak Up Guardian to provide additional support for BAME staff to raise concerns.
Considerations for the Trust Board
1. The implications of the seven Public Health England recommendations.
2. Support for the current work to raise profile and actions on improving diversity and inclusion .
3. Identification of any further actions required to maintain live and healthy dialogue with BAME workforce and wider community with the
Trust.
4. Any specific actions required by the Board to improve its engagement and appreciation of the challenges facing BAME colleagues.
Look ahead and next steps
Further report and actions to be set out to the Board in September 2020 following engagement session with BAME staff network on 25th
June.
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1

Introduction

1.1

Board members will be aware of the current profile of the concerns nationally regarding
the disproportionate impact of Covid 19 on our BAME community and staff, and the
tragic death of George Floyd which has brought to the fore some of the uncomfortable
truths regarding the levels of inequity and discrimination which persist even in today’s
society. The focus of this briefing is the disproportionate impact of Covid-19 on BAME
NHS staff, however it is not practical, or appropriate to seek to distance this from the
wider societal context. Set out below is a summary of the key issues, the actions taken
to date, and some emergent issues for consideration/further discussion.

1.2

The purpose of this paper is to set out a high level overview of some specific issues in
respect of Covid-19, our implementation of risk assessments for vulnerable staff, the
provision of enhanced support to staff, and our response to correspondence from the
NHS Chief People Officer and National Guardian. The paper also and highlights some
of the wider actions the Trust is taking to support diversity and inclusion, and whilst
supporting an initial conversation, it is intended to provide more detailed information
regarding the Trusts plans for work in this sphere to a future meeting at the September
Board meeting.

1.3

By way of context, the Trust employs of its total workforce of 8,800 around 750 staff
who identify as BAME (8.5%). Of these staff, 323 are employed in medical roles, and
173 in nursing and healthcare assistant roles. We have in the previous year recruited
113 registered nurses from overseas, a significant proportion of which have a BAME
background.

1.4

The Trust is already subject to requirements to undertake annual reviews and publish
data in respect of the Workforce Race Equality Standard (WRES) since 2015/16 and
the Disability Equality Standard (DES) since April 2019, and the content of these
assessments are not intended to be covered here, however the latest information was
shared separately with Board members along with data on our current workforce
composition, and the relevant public health England reports relating to BAME
communities and Covid-19.
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Protecting staff from the disparities in the risk and outcomes of COVID-19

2.1

In recent weeks Public Health England have published two documents in relation to the
Covid-19 impact on BAME communities and staff which can be found here:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachme
nt_data/file/892085/disparities_review.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachme
nt_data/file/892376/COVID_stakeholder_engagement_synthesis_beyond_the_data.pdf
1
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2.2

In summary these reports set out the emerging evidence that there is a higher
incidence of Covid-19 amongst BAME versus white members of the community, and
that there is also a significantly higher risk of death - for example Bangladeshi patients
being twice as likely to die than white British patients. Underlying factors such as
housing, poverty, use of public transport and poor use of heath care services due to
historic poor experience and discrimination are all cited.

2.3

The second report published on 16th June 2020, contains a series of recommendations
for action which are set out in an Appendix to this report. One of the new
recommendations builds on existing guidance in relation to risk assessments for BAME
workers and it is important to highlight the actions taken by the Trust since the outbreak
of the pandemic to support all vulnerable staff, including BAME staff taking into account
the latest Public Health England and other guidance in respect of the actions required
to minimise risk. Specifically the Trust has met or exceeded the guidance in respect of
the issuing/wearing of PPE and we have had no significant interruptions to supply of
PPE to date.

2.4

We have issued and updated guidance and supporting tools (checklists/templates) via
our Occupational Health specialists, for staff and managers to use in conducting
workplace risk assessments. These have been developed for all vulnerable workers
however we have specified that these risk assessments should be carried out for
anyone identifying as BAME. The table below shows the current progress in completion
of these risk assessments for BAME staff, which confirms that over 91% have been
completed in our key clinical service areas and over 90% across all staff areas.

2.5

In addition to supporting substantive staff, we have were written to all of our Locum
bank and hosted GP Trainees advising staff that if they felt they met the government
vulnerable/BAME criteria to contact the HR Covid inbox so we could put them in touch
with a relevant clinician/manager to discuss this further and all those contacting the HR
team were followed up successfully. To ensure the safety of bank workers more
generally a flag was introduced on our Health roster system to remind staff to ensure
they have completed a Covid risk assessment.
Table 1: Progress in completing Covid Risk Assessments for BAME staff
Care Group

BAME Colleagues

Surgery
W&C
CSS
Medicine

246
46
91
257

R&D
Corporate
Total

10
92

Risk Assessments
Outstanding
Completed
205
46
91
242

742

10
75
669

41
0
0
15
0
17
73

3

Wider actions in support of BAME staff

3.1

Whilst we put in place some months ago an enhanced package of well-being support
for all staff, an additional bespoke support offer that speaks to the needs of our BAME
staff, including a culturally sensitive meditation app will shortly be launched by NHS
England/Improvement which will add to the range of support available.
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3.2

Although the Covid 19 had delayed our plans for launching a range of staff networks
across the Trust, two weeks ago we launched five new networks for staff. These staff
networks are:






Black, Asian, Minority Ethnic (BAME)
Lesbian, Gay, Bisexual and Trans+ (LGBT+)
Disability (including hidden disabilities and long term health conditions)
Religion
Women

3.3

Each of these networks will provide an additional platform to enable us to engage with
colleagues from diverse and under-represented groups, and to better understand their
experiences and challenges. Each network will be supported by an Executive sponsor,
and Jo Beer Director of Integrated Care and Partnerships has agreed to support the
BAME staff network, leading an interactive discussion with them on 25th June. In our
first conversation with this network we hope to gain some insight from staff on a range
of issue including how we can better engage BAME staff in our decision making
(including Covid-19), and what the pledges for change we should commit to as an
employer. We hope that this approach will inform our developing the right actions and
initiatives to support improved representation and experience in the workplace for
BAME staff as well as strengthening links with the wider community and informing our
approach to service provision.

3.4

The Trust also has an existing Diversity and Inclusion group co-chaired by Bev
Allingham, Deputy Chief Nurse, and Lisa White, Assistant Director of People which
oversees actions to improve the Trust’s performance in respect of inclusion on both
service and employment issues, and it is hoped that this group will be strengthened by
contributions from the new staff networks.

3.5

A part of the feedback from the last CQC report was a ‘should do’ action to introduce
dedicated resource to drive forward the equality and diversity agenda. This was
considered as part of the 2020/21 investment plan for the HR & OD function and it was
agreed to commission some external support to support the Trust in making progress
in this area. Commissioning this support has been delayed as a result of Covid -19
however is now being explored.

3.6

Nationally it is recognised that BAME staff are less likely than white colleagues to raise
issues and concerns, and whilst we have made extremely good progress in supporting
the Freedom to Speak Up agenda, in our current recruitment process for additional
Freedom to Speak Up Guardians we are encouraging applications from BAME
colleagues in particular to help us address this specific challenge. Early indications are
that the response to this recruitment campaign is very positive both in terms of number
and range of applications/interest. The National Guardian Freedom to Speak Up and
Interim Head of Workforce Race Equality Standard for NHS England and NHS
Improvement recently wrote to Trusts encouraging employers to support BAME
colleagues to speak up and raise concerns, a copy of which is set out in Appendix 2.

3.7

Prerana Issar, Chief People Office for the NHS and Dido Harding, Chair of NHS
England/Improvement also recently wrote to NHS Employers asking that we review
COVID-19 command and governance structures for levels of diversity representation in
leadership and decision-making, and this will be one of the areas of focus in the
forthcoming discussion with staff wishing to be involved in the BAME staff network.
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Wider actions in support of BAME staff

4.1

There is strong, albeit emerging evidence that Covid-19 is having a disproportionate
impact on both BAME communities and also staff, and whilst there is clearly further
research required, we need to be taking further action to mitigate the risks to staff and
patients. To date we have provided focussed support to staff in respect of the
workplace risks, and ensure that they have had access to the right PPE, however we
also need to take further action to engage our BAME staff directly in understanding the
impact on them and their families in order to target our actions appropriately.

4.2

The Board is asked to support the work currently being undertaken to improve our
focus on diversity and inclusion, and the intent to be more vocal and coherent in our
future aspirations.

4.3

The Board is also invited to consider the recent recommendations published by Public
Health England, and any further actions we might take to maintain a live and healthy
dialogue with BAME workforce/community and also, particularly given our limited ethnic
diversity at board level, how as leaders we can strengthen our engagement and
appreciation of the challenges facing BAME colleagues.
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Diversity and Inclusion support for BAME colleagues during Covid-19
Public Health England Recommendations
1. Mandate comprehensive and quality ethnicity data collection and recording as part of
routine NHS and social care data collection systems, including the mandatory collection of
ethnicity data at death certification, and ensure that data are readily available to local
health and care partners to inform actions to mitigate the impact of COVID-19 on BAME
communities.
2. Support community participatory research, in which researchers and community
stakeholders engage as equal partners in all steps of the research process, to understand the
social, cultural, structural, economic, religious, and commercial determinants of COVID-19 in
BAME communities, and to develop readily implementable and scalable programmes to
reduce risk and improve health outcomes.
3. Improve access, experiences and outcomes of NHS, local government and integrated care
systems commissioned services by BAME communities including: regular equity audits; use
of health impact assessments; integration of equality into quality systems; good
representation of black and minority ethnic communities among staff at all levels; sustained
workforce development and employment practices; trust-building dialogue with service
users.
4. Accelerate the development of culturally competent occupational risk assessment tools that
can be employed in a variety of occupational settings and used to reduce the risk of
employee’s exposure to and acquisition of COVID-19, especially for key workers working
with a large cross section of the general public or in contact with those infected with COVID19.
5. Fund, develop and implement culturally competent COVID-19 education and prevention
campaigns, working in partnership with local BAME and faith communities to reinforce
individual and household risk reduction strategies; rebuild trust with and uptake of routine
clinical services; reinforce messages on early identification, testing and diagnosis; and
prepare communities to take full advantage of interventions including contact tracing,
antibody testing and ultimately vaccine availability.
6. Accelerate efforts to target culturally competent health promotion and disease prevention
programmes for non-communicable diseases promoting healthy weight, physical activity,
smoking cessation, mental wellbeing and effective management of chronic conditions
including diabetes, hypertension and asthma.
7. Ensure that COVID-19 recovery strategies actively reduce inequalities caused by the wider
determinants of health to create long term sustainable change. Fully funded, sustained and
meaningful approaches to tackling ethnic inequalities must be prioritised.

Classification: Official
Publications approval reference: 001559
To: Chief executives of NHS trusts and
foundation trusts
Chairs of NHS trusts and foundation trusts and
CCG Accountable Officers
Chairs of ICSs and STPs

NHS England and NHS Improvement
Skipton House
80 London Road
London
SE1 6LH

Copy to: NHS Regional Directors
19 May 2020

Dear colleagues

Diverse representation in decision making and workforce equality
Firstly, we would like to thank you for all that you and your colleagues are doing to
respond to COVID-19 in these incredibly challenging times – we sincerely appreciate
the continued dedication and commitment of all our NHS people working in
organisations across the country.
On Wednesday 29 April, Sir Simon Stevens and Amanda Pritchard wrote to you
regarding the second phase of the NHS response to COVID-19. As noted in that
letter, there is emerging evidence that the virus is having a disproportionate impact
on our black, Asian and minority ethnic (BAME) colleagues.
One of the areas we are focusing on is representation in decision making,
which will ensure that BAME and disabled staff have influence over decisions that
affect them. Data collections, including those which contribute to the Workforce Race
Equality Standard (WRES) and Workforce Disability Equality Standard (WDES), had
to be paused as part of the initial response to COVID19, however, WRES and
WDES implementation including associated data collections is now resuming
Organisations are also being asked to review COVID-19 command and governance
structures, for levels of diversity representation in leadership and decision-making.
We know that chairs and non-executive directors are expected to lead internal
scrutiny and assurance at all levels, but we would strongly encourage you to tap into
the immense talent and resource that already exists within our organisations. This
includes equality, diversity and inclusion leads and, where they exist, trained WRES
experts.

Classification: Official
On Thursday 30 April, we hosted a webinar for more than 240 BAME staff network
leads from across the NHS. Key themes included:
•

better resourcing of staff networks

•

giving more power to the networks

•

ensuring robust connections between staff networks and their boards

We also hosted a virtual meeting of over 200 disabled staff network chairs and
disabled leaders. We will be following up with attendees as a priority to identify what
we can all do – both individually and as a collective. Annex A summarises some of
the actions that are being taken following this session.
These networks, along with others, are critical to our organisational and system-wide
response to the virus. We encourage you to engage and fully utilise the vast wisdom
that they hold – and to develop such forums where they do not exist.
By embracing and implementing the key recommendations cited above – as well as
our collective passion and commitment to health equality for all, we will be better
able to respond to the virus – now and in the months to come.
Over the coming days, the WRES and WDES Implementation teams will be in touch
with your organisations regarding the collection of this years’ data, as well as
obtaining data for your virus response structures.
In the meantime, please accept once again our personal thanks and support for the
remarkable way in which you and all our NHS people have risen to this exceptional
health challenge.
Best wishes,

Prerana Issar

Dido Harding

Chief People Officer for the NHS

Chair of NHS Improvement
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Annex A

Actions arising from the BAME staff network webinar 30.04.20
Theme
Health and
wellbeing of
BAME Staff

Actions (undertaken or planned)
• Webinar reaching out to over 1000 staff to explore health and wellbeing needs was hosted - data will be used to
tailor and improve the current offer.
•

Disproportionate •
impact of
COVID-19 on
BAME
•
community
•

Staff networks
and support

Data, research
and evidence
Diversity in
decision making

A tailored bereavement service for colleagues in the Filipino community will be established within next 10 days.
Liaising with multidisciplinary group of experts on practical risk assessment tool; considering ethnicity as a factor in
conjunction with other conditions (w/c 4 May)
PHE’s review of COVID-19’s impact on BAME communities commission by Chief Medical Officer (ongoing)
Work is underway to bring together race and health work, research and practice (ongoing)

•

Webinar with academics on the impact on BAME community scheduled (12/5)

•

Letter from NHS England and NHS Improvement to NHS organisations highlighting the importance of staff networks
(w/c 4 May)

•

Sharing of resources from the staff network webinar and generally about staff networks, with NHS organisations
(w/c 4 May)

•

NHS England and NHS Improvement to link with Equality and Diversity Council (EDC) to focus on regional BAME
staff networks for the purpose of sharing good practice (w/c 4 May)
Work is underway to bring together race and health work, research and practice (ongoing)

•
•

WRES and WDES implementation (including data submission and publication) will continue in 2020 – letter to the
system outlining this (w/c 4 May)

Classification: Official
•
Board diversity

Protection of
BAME Staff

Listening and
engaging with
BAME staff

Board
leadership and
advocacy
Comms and
media

Extension of WRES and WDES data collections to include data on the make-up of COVID-19 response structures
(goal command and Nightingale hospitals) – letter to the system outlining this (w/c 4 May)
• WRES implementation (including data submission and publication, and implementation of the Model Employer
strategy) will continue in 2020 – letter to the system outlining this (w/c 4 May)
•

NHS Employers risk assessment guidance published (29/4)

•

Liaising with multidisciplinary group of experts on practical risk assessment tool (w/c 4 May)

•

Examining evidence from 2 trusts on fit testing processes to inform how to update risk guidance further (w/c 4
May)

•
•

Will continue to update guidance as further evidence emerges including PHE’s review of COVID-19’s impact
on BAME communities (ongoing)
Importance of BAME staff networks – letter to the system (w/c 4 May)

•

Sharing of staff network resources to attendees of the webinar (w/c 4 May)

•
•

Collaborative work between WRES team and the FTSU Guardians Office (5 May)
NHS England and NHS Improvement to link with ongoing NHS Confederation and NHS Providers work re: the
role of boards, leadership and advocacy (w/c 4 May)

•

Comms and media strategy developed

•

Proactive pieces now on social media, BAME leaders, influencers, radio, television and communication
channels

•

Thank-you video to our BAME workforce, blogs by senior BAME leaders and a range of webinars.
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To:
Trust CEOs and Chairs
CCG Accountable Officers
Chairs of ICSs and STPs
Directors of HR
CC:
All NHS trusts comms
Regional NHS England teams
Primary care networks
15 June 2020
Dear colleagues
Firstly, we would like to thank you for all that you and your colleagues are doing to
respond to the COVID-19 pandemic – we sincerely appreciate the continued
dedication and commitment of all our NHS colleagues working in organisations
across the country in these challenging times.
The impact of COVID-19 on black and minority ethnic (BME) colleagues has been
widely reported in the media and is also a key matter for us in relation to NHS staff
speaking up. We need to ensure all staff have psychologically safe channels to
speak up, and we must listen and act upon what we hear. Sadly, reports of staff
being criticised for speaking up are having a chilling effect on the system.
On Wednesday 29 April, Sir Simon Stevens and Amanda Pritchard wrote to you
regarding the second phase of the NHS response to COVID-19. The letter stated that
a safety and learning culture is vital, and that all staff should feel able to speak up
safely, and Freedom to Speak Up Guardians are able to provide an alternative
speaking up option. A further 19 May letter from Prerana Issar and Dido Harding
reinforced the importance of strong staff networks and diverse representation in
decision making.
The National Guardian’s Office (NGO) and the national NHS Workforce Race
Equality Standard (WRES) team have been working collaboratively to improve the
experience of BME staff across the NHS. Given the impact of COVID-19 on BME
staff, the focus on this work is even more important now than ever before.
According to a Pulse Survey the National Guardian’s Office has conducted with
Freedom to Speak Up Guardians, staff are speaking up on issues such as safety, on

risk assessment, and on the wider impact of COVID-19 on BME staff, but there is still
more we can do to improve levels of speaking up.
Freedom to Speak Up has never been more important and we must keep safe
speaking up channels available and promoted to those whose voices are not so often
heard. One way of doing this is to engage with your Freedom to Speak Up Guardian
and equality network leads. In this way you will quickly hear about concerns before
they become problems and know whether these are being acted upon without any
detriment to staff.
It is vital you are confident that all staff feel free to speak up within your organisation.
At local level, we will be supporting WRES experts and Freedom to Speak Up
Guardians to work together in partnership so that all staff, and in particular our BME
staff, feel safe to speak up, knowing that the right actions will be taken.
We know the most successful and innovative organisations are those that model
open and diverse cultures. Organisations that embrace Freedom to Speak Up (see
FTSU Index) and perform better against the WRES indicators, generally appear to
have better Care Quality Commission ratings.
Over the coming period, we will be in touch with your organisation regarding the
improvements we can make together on this important area. In the meantime, we
request that this message is cascaded to all staff in your organisation. Also, please
accept once again our personal thanks and support for the remarkable way in which
you, and all our staff, have risen to this exceptional health challenge.
Yours sincerely,
Dr Henrietta Hughes

Dr Habib Naqvi

National Guardian
Freedom to Speak Up

Interim Head of Workforce Race Equality
Standard
NHS England and NHS Improvement

COVID-19 Recovery Communications Plan
Phase 2 and beyond

Phase 1 – Crisis Communications Mode
Focus on constant communications in a time of threat*
1. Information and reassurance for staff and responding to questions
2. Reassurance and education for patients and public
3. Supporting communications between patients and families (iPads
and Send your loved one a message)
4. Explanation and invite to co-operation for GPs and partners
5. Linking with Plymouth – UHP set up a Plymouth Communications
Cell with Livewell Southwest and Plymouth City Council
Note: As a support team we work closely and in partnership with many other teams – Patient Services,
HR&OD, Service Improvement, IM&T, Estates and Facilities. Often the work we do is shared so we are a good
example of true MDT working and the credit for the evaluation we are presenting has to be shared.
* Learning from neuroscience and communications theory in times of change

A few examples of what we’ve done

Top performing social posts
ICU built in
a few weeks

Sue leaving – our first filmed guard of
honour

Top performing social posts

and national TV

Phase 2 – Restoration (Internal)
•

Co-creation of our new normal with staff – listening and learning to
drive improvement (joint work with OD)
• Continue to gather and share staff experience
• Emerging Stronger block within Recovery Cell
• Event to share learning – end of July
• Continued focus on supporting staff wellbeing and communicating this
400+ staff working remotely - changing nature of communications
• Continue with monthly MS Team Briefings: next = Weds 17 June (2pm)
• Visibility key – re-establish #ChiefExecShoutOut starting in labs
• Reduction in COVID-19 bulletins
• Creation of closed Facebook-only staff group
• Development of Staff app

Phase 2 – Restoration (External)
Patients
• Continue to support patient communication with families
• Communicating service changes – what and where
• Lead ‘insight’ cell of outpatient programme gaining feedback from
patients and clinicians
• Continue reassurance communications – designed to support
behaviour change and encourage patients to return to services as they
stand back up
• Support Patient Experience in gathering stories
• Support Attend Anywhere and other online services
• Working with nurse leaders on return to safe visiting

Phase 2 – Restoration (External)
GPs
• Continue to support two-way communication with GPs
Public
• Start telling other stories – research, calls for patient experience feedback
• Capitalise on huge increase in NHS social capital – charity work
• Live broadcast public board meetings
Other partners
• As capacity allows we will shift back towards other stakeholder
communications

Item 6

Board Assurance Framework

Board Assurance Framework

Lee Budge

Purpose
The purpose of this report is to ensure that the Board is aware of the key risks to the achievement of the Trust’s objectives and determine
whether appropriate and timely action is being taken to effectively mitigate these risks.
Headline messages
 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.
 Migration to the newly designed framework has been completed although work is still required by both the Trust Board and its
Committees to ensure that the assessment of risks and assurance is complete, comprehensive and fully owned by all Board members.
 We must now work to ensure that this essential tool is used with skill and diligence by the Board. It is, therefore proposed that a Board
Development Session will be used to consider this further together with the Board’s overall risk appetite.
Considerations for the Trust Board
The Board is asked to:
 Note the updated Board Assurance Framework.
 Ask each of its Committees to conduct a comprehensive review of their risks and update the BAF accordingly.
 Commit to participating in a Board Development Session in early August 2020.
Look ahead and next steps
1. Committees to review their risks (August 2020).
2. Board Development Session (Early August 2020).

Board Assurance Framework
Trust Board
June 2020

OBJECTIVES we
are seeking to
achieve

ACTION required
to mitigate risk
further

OUTCOME
evidence and
indicators

RISKS to
achieving our
objectives

CONTROLS to
help prevent
these risks
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Background
Introduction
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.

Risk management framework
Risk management is the process by which risks are identified, assessed, recorded, mitigated and reviewed. A
risk is the threat that an event or action will adversely affect the ability to achieve our objectives. The Trust
has a ‘Risk Management Framework’ which has been approved by the Trust Board. The Framework sets out
responsibilities for the management of risk and seeks to ensure that key risks to the achievement of the
Trust’s objectives are understood, reported and appropriately mitigated.
It is important to recognise that an effective risk management framework is as much a way of thinking as it is
a process or system as illustrated in the following diagram.
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Assessing and scoring risks

LIKELIHOOD

Current risks are scored using a combined assessment of both the likelihood and impact of the risk
materialising, as summarised below. Further information on the definition of each of the likelihood and
impact categories can be found in the Trust’s Risk Management Policy.
Insignificant
1

Minor
2

IMPACT
Moderate
3

Almost Never
1

1

2

3

4

5

Unlikely
2

2

4

6

8

10

Likely
3

3

6

9

12

15

Highly Likely
4

4

8

12

16

20

Almost Certain
5

5

10

15

20

25

Severe
4

Catastrophic
5

There is provision for a ‘Target Risk’ to be set for each of the risks identified within this Board Assurance
Framework (BAF). This will allow the Board to view current risk scores in the context of its overall Risk
Appetite which will be developed over the coming months.

Assessing assurance
The nominated ‘Assuring Committee’ is responsible for assessing the degree of assurance it has that the
controls are working and that the desired outcomes are being achieved such that the risk is being mitigated to
an appropriate level. In doing this, the Committee Chair must work in partnership with the relevant Executive
Lead to clearly specify what further action is required to improve assurance.

Getting good assurance
Good assurance is about ‘doing it and ‘proving it’. In other words, it is about providing evidence to
demonstrate that intended outcomes are being achieved whilst unintended outcomes are being prevented. In
doing this, the Board and its Committees may wish to use the following key lines of enquiry:
 Consequences: What are the potential consequences for patients, our staff and/or the Trust?
 Controls: Are appropriate controls in place to prevent the risk from materialising?
 Evidence: Is there good evidence showing that the risk is being successfully managed?
 Gaps: Are there any gaps in our controls or evidence?
 Plan: Is there a clear plan in place to address these gaps and/or improve outcomes?
 Action: What further action or information is required to provide greater assurance?
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Executive summary
Ref. Risk Title
Executive Lead
Assuring Committee
AIM 1: QUALITY – Delivering safe, high quality services
Q1
Patient Safety
Lenny Byrne
Safety & Quality
Q2
Q3

Patient Experience
Clinical Effectiveness

Last Review

Current Risk

Target Risk

Assurance Assessment

-

12

TBC

TBC by Assuring Committee

Lenny Byrne
Phil Hughes

Safety & Quality
Safety & Quality

-

9
12

TBC
TBC

TBC by Assuring Committee
TBC by Assuring Committee

Q4
CQC Compliance
Lenny Byrne
Q5
Infection Control
Lenny Byrne
Q6
Mortality
Phil Hughes
Q7
External Reviews
Phil Hughes
AIM 2: WORKFORCE – Valuing our people

Safety & Quality
Safety & Quality
Safety & Quality
Safety & Quality

-

12
12
15
12

TBC
TBC
TBC
TBC

TBC by Assuring Committee
TBC by Assuring Committee
TBC by Assuring Committee
TBC by Assuring Committee

W1

Safe Staffing

Steven Keith

People & Culture

-

16

TBC

TBC by Assuring Committee

W2
W3
W4

Culture & Staff Experience
Core Requirements
Training & Education

Steven Keith
Steven Keith
Steven Keith

People & Culture
People & Culture
People & Culture

-

TBC
TBC
TBC

TBC
TBC
TBC

TBC by Assuring Committee
TBC by Assuring Committee
TBC by Assuring Committee

Jun 2020
Jun 2020
Jun 2020

20
20
12

TBC
TBC
TBC

TBC by Assuring Committee
TBC by Assuring Committee
TBC by Assuring Committee

Jun 2020
Jun 2020

20
16

TBC
TBC

TBC by Assuring Committee
TBC by Assuring Committee

-

16

TBC

TBC by Assuring Committee

AIM 3: SUSTAINABILITY – Providing services in a sustainable way
S1
Financial Performance
Sarah Brampton Finance & Investment
S2
Operational Performance
Kevin Baber
Finance & Investment
S3
Use of Resources
Sarah Brampton Finance & Investment
S4
Financial Sustainability
Sarah Brampton Finance & Investment
S5
Infrastructure
Nick Thomas
Finance & Investment
AIM 4: PARTNERSHIPS – Working with partners across our communities.
P1
Integration
Jo Beer
Trust Board
AIM 5: GOVERNANCE – Maintaining strong governance
G1
G2

Information Governance
Health & Safety

Lee Budge
Lee Budge

Trust Board
Trust Board

Sep 2019
-

12
9

TBC
TBC

TBC by Assuring Committee
TBC by Assuring Committee

G3
G4

Emergency Planning
COVID-19

Lenny Byrne
Ann James

Trust Board
Trust Board

Nov 2019
May 2020

16
20

TBC
TBC

TBC by Assuring Committee
TBC by Assuring Committee
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Summary of key actions for improving assurance
Trust Board

Safety & Quality Committee

People & Culture Committee

Finance & Investment Committee

Agree way forward with regard to the
provision of complex adult services.

Ensure that clear plans are in place to
address issues arising from patient
feedback and PLACE.

Recruit to clinical vacancies, including
international recruitment.

Maintain record and monitoring of
COVID-19 related costs.

Implement recommendations of Nursing
& Midwifery Establishment Review.

Clarify process and timescale for moving
to ‘business as usual’ arrangements.

Implement action plan to comply with
NHSI’s
‘Developing
Workforce
Safeguards’.

Develop and finalise the 2020/21 financial
plan once guidance is available.

Develop clear plans for improving
communication and optimising pathways
with primary care.
Present the Cyber Security Annual Report
to the Trust Board in January 2021.
Address the recommendations set out in
internal audit’s report on Business
Continuity.
Maintain oversight of specific risks
associated with COVID-19 pandemic.
Deliver COVID-19 Recovery and Reset
Plan to enable a phased return of
services.

Reduce the follow-up backlog waiting list
with a particular focus on patients flagged
as time critical.
Improve the timeliness of patients
receiving hip fracture operations.
Deliver the agreed CQC action plan.
Ensure that robust plans are in place to
meet 2020/21 infection control and
prevention objectives, particularly with
regard to C. difficile and other targeted
reductions.

Develop a Trust-wide Workforce Plan as
part of the refreshed HR Strategy to
enable the Trusts strategic priority of
workforce as articulated in the Healthier
Lives Strategy.
Deliver plans for addressing areas with
potential cultural issues.

Complete review of COPD and
bronchiectasis outlier alert in June 2020.

Recruit additional Freedom To Speak Up
(F2SU) Guardians.

Conduct a review of the Trust’s position
with regard to the Paterson Inquiry
findings.

Review training as part of COVID Phase 2
to carefully and steadily increase
compliance.
Review the results of the latest GMC
survey and ensure that robust plans are in
place to address any issues of concern.

Finalise the 2020/21 operational plan and
trajectories
for
key
performance
standards.
Agree recovery plan to secure delivery of
core performance standards.
Deliver action plan for addressing issues
identified from NHSI’s Use of Resources
assessment.
Finalise operational and financial plans for
2020/21.
Approve a 3-year financial recovery plan.
Secure STP and NHSEI agreement to our
recovery plan.
Review and approve the 2020/21 Capital
Programme.
Complete external survey and report
results to the Board.
Update Capital Strategy and Site
Development Plan to reflect the results of
the survey.
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Q1

Patient Safety

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Quality
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

Lenny Byrne
Safety & Quality Committee
June 2020
TBC

4
3
TBC
TBC

12
TBC

RISK to the achievement of our objectives
Failure to identify, report or act on key safety issues leading to avoidable harm to patients. This may
include harm resulting from the following areas:
a) Diagnostic delays: Failure to diagnose patients in a timely manner.
b) Treatment delays: Failure to treat patients in a timely manner.
c) Follow-ups: Failure to provide timely follow-up appointments.
d) Capacity pressures: Inadequate staffing to cope with demands.
e) Clinical practice: Poor or inappropriate clinical practice.
f) Equipment: Inadequate, poorly maintained or inappropriate use of clinical equipment.

CONTROLS in place to mitigate these risks
• Integrated Performance Report (IPR) to Trust Board includes a suite of safe care metrics.
• Incident reporting and review process including independent review of SIRIs.
• Quality governance and reporting framework.
• Quality Assurance Committee (QAC).
• Quality Impact Assessments (QIAs) completed for major issues or projects.
• Publication of periodic REACT Bulletins to share learning.

OUTCOME evidence and indicators
Internal

• Safe care metrics included in the IPR do not highlight any areas of significant concern.

External

• In 2019, the CQC assessed the Trust as ‘Requires Improvement’ for the Safe Care domain.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Address all of the ‘safe care’ recommendations from the 2019 CQC inspection report.

SUPPLEMENTARY INFORMATION from the Executive Lead
Number of patient safety incidents

14

Number of newly reported Serious Incidents

12
10
8
6
4
2
-

Jan-19

Feb-19 Mar-19 Apr-19 May-19 Jun-19

Jul-19

Aug-19 Sep-19

Oct-19 Nov-19 Dec-19

Jan-20

Feb-20 Mar-20 Apr-20

ASSURANCE ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Safety & Quality Committee.
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Q2

Patient Experience

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Lenny Byrne
Safety & Quality Committee
June 2020
TBC

Quality
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

3
3
TBC
TBC

9
TBC

RISK to the achievement of our objectives
Failure to provide patients with clear, kind and compassionate care in a suitable environment leading to a
poor patient experience.

CONTROLS in place to mitigate these risks
• Integrated Performance Report (IPR) to Trust Board includes a suite of patient experience metrics.
• Patient Experience Committee (PEC) chaired by a lay member.
• Patient Advice & Liaison Service (PALS) oversees feedback from patients.
• Complaints policy and process.
• National and local patient surveys are undertaken to establish patient views.
• Friends & Family Test (FFT).
• Annual Patient-Led Assessment of the Care Environment (PLACE).

OUTCOME evidence and indicators
Internal

• Caring metrics included in the IPR do not highlight any areas of significant concern.

External

• In 2019, the CQC assessed the Trust as ‘Outstanding’ for the Caring domain.
• The 2019 PLACE assessment showed that the Trust is ahead of the national average and the
average for acute trusts in five out of the six domains. However, the hospital’s score for
condition, appearance and maintenance was below the national average at 94.86%.
• National Maternity Survey 2019: Assessed as ‘About the Same’ compared with other trusts.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Ensure that clear plans are in place to address issues arising from patient feedback and PLACE.

SUPPLEMENTARY INFORMATION from the Executive Lead
Common themes arising from patient feedback are as follows:
• Staffing & responsiveness.
• Environment & facilities.
• Communication & information.
• Waiting.
• Food & drink.

ASSURANCE ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Safety & Quality Committee.
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Q3

Clinical Effectiveness

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Phil Hughes
Safety & Quality Committee
June 2020
TBC

Quality
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

3
4
TBC
TBC

12
TBC

RISK to the achievement of our objectives
Failure to apply appropriate clinical practice or provide effective clinical care leading to potentially poor
outcomes for patients.

CONTROLS in place to mitigate these risks
• Integrated Performance Report (IPR) to the Trust Board includes a suite of ‘effective care’ metrics.
• Clinical Effectiveness Committee in place and chaired by the Medical Director.
• National and local clinical audit programme established to test and oversee outcomes.

OUTCOME evidence and indicators
Internal

• Significant backlog of patients awaiting a follow-up appointment.
• We are not currently meeting the target to operate on at least 85% of fractured neck of
femur patients within 36 hours of admission.

External

• In 2019, the CQC assessed the Trust as ‘Requires Improvement’ for Effective Care.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Address all of the ‘Effective Care’ recommendations from the 2019 CQC inspection report.
2) Reduce the follow-up backlog waiting list with a particular focus on patients flagged as time critical.
3) Improve the timeliness of patients receiving hip fracture operations.

SUPPLEMENTARY INFORMATION from the Executive Lead
The CQC report in 2019 assessed Urgent & Emergency Services, Medical Care and Surgery as ‘Requires
Improvement’.

ASSURANCE ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Safety & Quality Committee.
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Q4

CQC Compliance

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Lenny Byrne
Safety & Quality Committee
June 2020
February 2020

Quality
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

4
3
TBC
TBC

12
TBC

RISK to the achievement of our objectives
Failure to respond to CQC recommendations or maintain compliance with registration requirements
leading to criticism from regulators, adverse publicity and/or potential discontinuity of services.

CONTROLS in place to mitigate these risks CONTROLS in place to mitigate these risk
• Integrated Performance Report (IPR) presented to the Trust Board includes range of key quality metrics.
• Action plan in place to address CQC findings.
• Quality Assurance Committee (QAC) oversight of detailed plan.
• Regular reporting of progress to the Safety & Quality Committee and Trust Board.

OUTCOME evidence and indicators
Internal

• 9 out of 28 ‘Must Do’ actions assessed as ‘complete’.
• 9 out of 28 ‘Must Do’ actions assessed as ‘delayed due to COVID-19’.
• 5 out of 28 ‘Must Do’ actions assessed as ‘partially complete’.
• 5 out of 28 ‘Must Do’ actions assessed as ‘not progressed’.

External

• In 2019, the CQC assessed the Trust as ‘Requires Improvement’ overall.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Deliver the agreed CQC action plan.

SUPPLEMENTARY INFORMATION from the Executive Lead
The Trust Board received a detailed report on progress with completing the action plan in May 2020.
Inevitably, COVID-19 has had a significant, adverse impact on a number of Must Do actions and will continue
to do so. There is obviously a direct correlation between COVID-19 response and the impact on delivery of
the Trust’s constitutional standards. The Trust is communicating directly with the CQC in relation to both the
current impact of Covid-19 and its recovery plans, which are aligned with National direction and guidance.
The action plan will be updated and presented to Quality Assurance Committee (QAC) on a monthly basis,
with a standing agenda item escalation to Safety & Quality Committee as part of the new quality governance
arrangements.

ASSURANCE ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Safety & Quality Committee.
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Q5

Infection Control

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Lenny Byrne
Safety & Quality Committee
June 2020
TBC

Quality
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

4
3
TBC
TBC

12
TBC

RISK to the achievement of our objectives
Failure to meet national infection control targets, maintain a clean hospital and/or comply with national
guidance leading to avoidable infections and potential harm to patients.

CONTROLS in place to mitigate these risks
• Integrated Performance Report (IPR) presented to the Trust Board includes infection control measures.
• Infection Prevention & Control Team in place.
• Infection Prevention & Control Sub-Committee oversees arrangements.
• Matron & SERCO reviews of cleanliness.
• Independent internal audit reviews of cleanliness.
• Annual Infection Control report to the Safety & Quality Committee and Trust Board.

OUTCOME evidence and indicators
Internal

• MRSA – 3 cases in 2019/20 compared with 6 in 2018/19.
• MSSA – 23 hospital apportioned case in 2019/20 compared with 31 in 2018/19.
• C-Diff - 100 hospital-onset and community-onset cases in 2019/20 against objective of 63.
• Norovirus - Only 2 ward closures in 2019/20.
• Hand hygiene compliance of 96% in 2019/20.

External

• No significant issues highlighted by the CQC in their 2019 report.
• ‘Satisfactory’ assurance from internal audit review on hospital cleanliness.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Ensure that robust plans are in place to meet 2020/21 infection control and prevention objectives,
particularly with regard to C. difficile and other targeted reductions.

SUPPLEMENTARY INFORMATION from the Executive Lead
Key messages from the 2019/20 Infection Control Annual Report:
•

By far the most significant challenge of the last 12 months was to prepare for and manage the
emergence of Covid-19. Dedicated patient assessment and clinical areas were established and extensive
training of staff was undertaken to ensure the correct use of personal protective equipment and
delivery of appropriate clinical care in line with national guidance.

•

Considerable work has gone into meeting compliance with national guidelines and standards, including
the Code of Practice for the Prevention and Control of Healthcare Associated Infections, relevant
guidance and quality standards from NICE and Clinical Negligence Scheme for Trusts (CNST).

•

Considerable Trust-wide effort will be required to meet 2020/21 objectives, particularly given the
increase in cases of C. difficile over the last 12 months and the ambition to reduce E. coli and other
Gram-negative bacteraemias.

ASSURANCE ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Safety & Quality Committee.
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Q6

Mortality

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Quality

Phil Hughes
Safety & Quality Committee
June 2020
TBC

RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

5
3
TBC
TBC

15
TBC

RISK to the achievement of our objectives
Failure to adopt national best practice by reporting, examining, understanding and learning from deaths
leading to unnecessary patient deaths.

CONTROLS in place to mitigate these risks
• Mortality Review Group (MRG) chaired by Medical Director with NED representation.
• SHMI / HMSR figures reported to the Trust Board as part of the Integrated Performance Report.
• Quarterly ‘Learning from deaths’ report presented to the Trust Board.
• Lead Medical Examiner and Medical Examiner posts established.

OUTCOME evidence and indicators
Internal

• SHMI = 103 (November 2019)
• HSMR = 114 (December 2019)
• Non-coronial deaths reviewed = 95% (April 2020).

External

• NHSI review and validation of HMSR/SHMI variances.
• Outlier alert received for chronic obstructive pulmonary disease and bronchiectasis.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Complete review of COPD and bronchiectasis outlier alert in June 2020.
2) Trust Board to review the next ‘Learning from Deaths’ report in August 2020.

SUPPLEMENTARY INFORMATION from the Executive Lead
The Trust Board received the last ‘Learning from Deaths’ report in May 2020.
There are adverse HMSR/SHMI variances, however, after investigation, the Trust has concluded that the
cause was the Trust’s bed management system which increased number of coded episodes which had the
result of appearing to ‘delay’ a definitive diagnosis. NHS Improvement had reviewed the Trust’s
investigation and ratified its conclusion.

ASSURANCE ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Safety & Quality Committee.
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Q7

External reviews

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Phil Hughes
Safety & Quality Committee
June 2020
TBC

Quality
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

4
3
TBC
TBC

12
TBC

RISK to the achievement of our objectives
Failure to act upon or learn from the findings of national reviews leading to non-compliance with national
requirements and the potential to miss opportunities to improve services for the benefit of our patients.

CONTROLS in place to mitigate these risks
• Director of Corporate Business regularly scans regulatory websites for new reports.
• Audit Committee receives intelligence on important reports from internal and external auditors.
• Chief Executive’s report to the Trust Board summarises issues arising from key reports.

OUTCOME evidence and indicators
Internal

-

External

-

ACTION REQUIRED to address gaps in controls and/or assurance
1) Conduct a review of the Trust’s position with regard to the Paterson Inquiry findings.

SUPPLEMENTARY INFORMATION from the Executive Lead
In April 2020, the Trust Board received an initial report on the Paterson Inquiry which highlighted:
• The boards of Heart of England NHS Foundation Trust (HEFT) and Spire Healthcare were remote from
front-line healthcare professionals and patients when Paterson was practising, and for some years
afterwards whilst clinical leadership at board level is lacking in listed companies operating in the
independent sector.
• Paterson could have been stopped from practising in 2003, and should have been stopped in 2007 rather
than 2011.
• There is inequity in the treatment of patients at Spire Parkway and surviving mastectomy patients
treated at HEFT. Patients treated at HEFT have had a review of their case, had this communicated to
them and have been provided with ongoing care, if necessary. This has not been the case for patients
treated at Spire Parkway.
• Paterson exploited patients’ fear of waiting for treatment and their fear of having cancer. There was
little information available to patients to help them understand the reality of how long they would need
to wait for NHS treatment.
• Paterson behaved in ways that were not acceptable or were inappropriate. This behaviour appears to
have been tolerated and not challenged by those who should have done so.
• There was a lack of curiosity about Paterson from his colleagues and those in charge of HEFT and Spire
for a sustained period of time. This had devastating consequences for patients.
The Board agreed that a further report was required to establish the Trust’s position in respect of the issues
highlighted by the Paterson Inquiry.

ASSURANCE ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Safety & Quality Committee.
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W1

Safe Staffing

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Steven Keith
People & Culture Committee
12th February 2020
20th February 2020

Workforce
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

4
4
TBC
TBC

16
TBC

RISK to the achievement of our objectives
Failure to ensure that we have sufficient staff (medical, nursing, specialists and support roles) to meet the
demands on our services. This could lead to potential harm to patients, staff harm (physical or mental
health), poor experience and/or clinical outcomes for patients, poor patient flow throughout the hospital,
poor staff morale and retention, regulatory actions and/or reputational damage. There is also a
reputational risk if we don’t comply with NHSI’s ‘Developing Workforce Safeguards’ guidance which was
published in 2018. In the longer term, a shortage of staff could result in an inability to provide services
and/or achieve our educational and research ambitions on a sustainable basis.

CONTROLS in place to mitigate these risks
• Ward staffing is reviewed by senior nursing teams several times throughout the day.
• Medical staffing rotas are produced on a 6 weekly basis and reviewed daily.
• Agency and/or temporary staff are used to mitigate gaps in both nursing and medical rotas.
• Safe staffing report (for nursing and HCAs) is presented to the Trust Board on a regular basis.
• RCP's Guidance on safe medical staffing.
• Nursing establishment reviews.

OUTCOME evidence and indicators
Internal
• Nurse staffing fill rate = 92.1% (Dec 2019) v 88% (Oct 2019)
• Red flag reports = 9 (Dec 2019) v 23 (Oct 2019)
• Serious Incidents = 3 (Dec 2019 v 10 (Oct 2019)
• Harm free care = 95% (Dec 2019 ) v 96% (Nov 2019)
External

The most recent CQC report rated the safe domain as ‘requires improvement’ and identified a
number of safe staffing issues in medicine and surgery in particular comparative Sickness &
turnover rates and trends in safe working hours exception reports.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Recruit to clinical vacancies, including international recruitment.
2) Implement recommendations of Nursing & Midwifery Establishment Review.
3) Implement action plan to comply with NHSI’s ‘Developing Workforce Safeguards’.
4) Develop a Trust-wide Workforce Plan as part of the Refreshed HR Strategy to enable the Trusts strategic
priority of workforce as articulated in the Healthier Lives Strategy.

SUPPLEMENTARY INFORMATION from the Executive Lead
-

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






Appropriate controls and actions are in place in order to try and minimise
the risk. However, further work is required to enhance our understanding
and visibility of the position for medical and specialist roles throughout the
hospital. Furthermore, longer-term workforce plans need to be developed,
in conjunction with HEE and the Devon STP, to provide greater assurance on
the position over the next 5-10 years.

Page| 14

W2

Culture & Staff Experience

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Steven Keith
People & Culture Committee
18th June 2020
TBC

Workforce
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

TBC
TBC
TBC
TBC

TBC
TBC

RISK to the achievement of our objectives
Failure to provide an open and rewarding environment in which to work leading to staff dissatisfaction,
the potential loss of key staff and a negative impact on the Trust's culture.

CONTROLS in place to mitigate these risks
• Annual staff survey.
• PULSE surveys.
• ‘Your Voice’ sessions.
• Freedom To Speak Up Guardians (F2SU) with regular reporting direct to the Trust Board.
• Cultural dashboard reported regularly to the Trust Board.

OUTCOME evidence and indicators
Internal

• Positive feedback from Freedom To Speak Up (F2SU) Guardians.

External

• Pulse survey shows that both the ‘recommend as a place to work’ and ‘be treated’
questions are above the national average for English Acute Trusts.
• Compared to the National NHSI cultural dashboard the Trust is 29th out of 89 Acute Trusts
for cultural indicators in the Staff Survey.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Deliver plans for addressing areas with potential cultural issues.
2) Recruit additional Freedom To Speak Up (F2SU) Guardians.

SUPPLEMENTARY INFORMATION from the Executive Lead
The Trust is advertising for additional Freedom To Speak Up Guardians to support the team. The F2SPUG
self-assessment of our arrangements has been updated and shows improvement.
The self-assessment contains sixty nine self-review indicators. In January 2019 8 were rated red, 24 amber
and 37 green. The updated assessment shows good progress and that 4 were rated red, 21 were rated
amber and 44 rated green.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the People & Culture Committee.
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W3

Core Requirements

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Steven Keith
People & Culture Committee
18th June 2020
TBC

Workforce
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

TBC
TBC
TBC
TBC

TBC
TBC

RISK to the achievement of our objectives
Failure to ensure compliance with core people management practices including:
a) Appraisals: Failure to ensure that staff receive a timely and meaningful annual appraisal leading
to staff lacking clear direction and not feeling valued.
b) Mandatory Training: Staff may not receive appropriate mandatory training leading to the lack of
critical skills and knowledge amongst staff.
c) Absence Management: Failure to manage staff sickness appropriately leading to inefficiencies and
the possibility of unfair treatment.

CONTROLS in place to mitigate these risks
• Integrated Performance Report (IPR) presented to the Trust Board includes key HR metrics.
• HR Business Partners in place within each Care Group.
• Care Group performance review process.

OUTCOME evidence and indicators
Internal

• Appraisal rates: 80% for Agenda for Change staff (April 2020).
• Basic Life Support training: 81% (April 2020)
• Child protection training: 93% (April 2020)
• Manual handling training: 88% (April 2020)
• Trust update training: 89% (April 2020)
• Sickness absence: 4.64% (April 2020)

External

• Issues raised by CQC in 2019 with regard to mandatory training compliance.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Review training as part of COVID Phase 2 to carefully and steadily increase compliance.

SUPPLEMENTARY INFORMATION from the Executive Lead
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:
•

Suspend appraisals from the date of the letter, unless there were exceptional circumstances agreed
by both the appraisee and appraiser.

•

Reduce mandatory training as appropriate to focus on refresher training for staff and new training
to expand the number of ICU staff

As a result of this, both mandatory training and appraisal compliance rates deteriorated during this time.
However, where feasible, service lines have endeavoured to facilitate Trust Update training, Resus and
Manual Handling training modules are available as eLearning.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the People & Culture Committee.
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W4

Education & Training

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Steven Keith
People & Culture Committee
18th June 2020
TBC

Workforce
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

TBC
TBC
TBC
TBC

TBC
TBC

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

CONTROLS in place to mitigate these risks
• Annual GMC Survey.
• Periodic report to the Trust Board from the Director of Medical Education.

OUTCOME evidence and indicators
Internal

-

External

• GMC survey (see summary of results below).

ACTION REQUIRED to address gaps in controls and/or assurance
1) Review the results of the latest GMC survey and ensure that robust plans are in place to address any
issues of concern.

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

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the People & Culture Committee.
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S1

Financial Performance

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Sarah Brampton
Finance & Investment Committee
18th June 2020
27th May 2020

Sustainability
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

4
5
TBC
TBC

20
TBC

RISK to the achievement of our objectives
Failure to generate planned income or control expenditure to deliver the agreed budget leading to a
variance from plan which could affect the delivery of services. More specific sub-risks include a failure to
deliver planned activity resulting in a loss of income, a failure to identify or deliver planned financial
improvements, a failure to earn assumed additional funding and an adverse impact of any system risk
share agreements.

CONTROLS in place to mitigate these risks
• Standing Financial Instructions (SFIs) and Scheme of Delegation.
• Budget sign off letters & financial controls guidance.
• Monthly finance report to the Trust Board.
• Internal & external audit reviews of financial controls and performance.
• Oversight by NHS Improvement.
• Model Hospital & GIRFT reviews with Care Groups to identify and drive opportunities.
• Corporate Recovery Unit (CRU) established and overseeing development of improvement plan.

OUTCOME evidence and indicators
Internal

• Month 1 financial performance is favourable to plan.

External

• Internal audit have provided ‘significant assurance’ on our financial systems.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Maintain record and monitoring of COVID-19 related costs. (Ongoing)
2) Clarify process and timescale for moving to ‘business as usual’ arrangements. (May 2020)
3) Develop and finalise the 2020/21 financial plan once guidance is available. (May 2020)

SUPPLEMENTARY INFORMATION from the Executive Lead
Interim arrangements have been established for 2020/21 as part of the national response to the COVID-19
pandemic. All planning requirements are currently suspended but will be revisited at a later date.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Finance & Investment
Committee.
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S2

Operational Performance

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Kevin Baber
Finance & Investment Committee
18th June 2020
27th May 2020

Sustainability
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

4
5
TBC
TBC

20
TBC

RISK to the achievement of our objectives
Failure to achieve key national standards leading to the provision of poor quality care to our patients
and/or criticism from regulators such as NHSEI and the Care Quality Commission.

CONTROLS in place to mitigate these risks
• Daily operational site management meetings.
• Monthly Care Group Performance Reviews.
• Monthly review by the Finance & Investment Committee
• Integrated Performance Report to the Trust Board.

OUTCOME evidence and indicators
Internal

• Urgent care: The Trust is participating in a pilot for new UEC standards. During the pilot
period the Trust is barred from disclosing A&E performance.
• RTT: Whilst a COVID related reduction in GP referrals of ~52% has reduced the total size of
the UHP elective waiting list, COVID restrictions on the activity we can undertake hampers
our ability to reduce the long waiting tail of RTT patients. We are ensuring activity which
can take place prioritises Cancer and clinically urgent patients.
• 411 patients had waited 52+ weeks at end of May.
• Cancer: The Trust achieved 4 of the 9 national cancer standards in May 20 including the
continued achievement of the 2ww standard ensuring patients achieve a timely first
appointment with a specialist.
• Diagnostics: The level of post-COVID performance recovery is varying between diagnostic
modalities affected by differences in referral rates and how quickly we can restore activity,
dependent in turn on staffing levels, requirement for social distancing and the COVID risk
associated with the test itself. In May, 46.4% (3,559 patients) had waited over 6 weeks for
their diagnostic test.

External

-

ACTION REQUIRED to address gaps in controls and/or assurance
1) Finalise the 2020/21 operational plan and trajectories for key performance standards.
2) Agree recovery plan to secure delivery of core performance standards.

SUPPLEMENTARY INFORMATION from the Executive Lead
Interim arrangements have been established for 2020/21 as part of the national response to the COVID-19
pandemic. All planning requirements are currently suspended but will be revisited at a later date.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Finance & Investment
Committee.
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S3

Use of Resources

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Sarah Brampton
Finance & Investment Committee
18th June 2020
27th May 2020

Sustainability
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

3
4
TBC
TBC

12
TBC

RISK to the achievement of our objectives
Failure to respond to issues highlighted by the Carter Report, GIRFT and Model Hospital programmes
leading to poor productivity or use of resources.

CONTROLS in place to mitigate these risks
• Continuous improvement programme ‘People First’ based on ‘lean’ methodologies.
• Comprehensive GIRFT and Model Hospital programmes in place.
• Corporate Recovery Unit (CRU) established to oversee overall approach.

OUTCOME evidence and indicators
Internal

• Productivity improvements achieved through best practice identified by GIRFT and Model
Hospital programmes.

External

• Use of Resources currently rated as ‘Requires Improvement’ by NHSI in 2019.
• Approach to GIRFT cited as best practice.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Deliver action plan for addressing issues identified from NHSI’s Use of Resources assessment.

SUPPLEMENTARY INFORMATION from the Executive Lead
NHSI’s review identified a number of areas of outstanding practice. NHSI also identified the following as key
areas where the Trust has opportunities for further improvement:
• The Trust has a poor performance against the four constitutional standards and particularly the 4-hour
A&E standard. The trust must continue to progress at pace to improve its performance.
• The Trust must continue to work within its sustainability and transformation partnership to progress at
pace with those drivers of its deficit it is able to influence particularly the resolution of the inequity of
funding in Western Devon and consolidation of sub-scale specialist services.
• The Trust has a high level of pre-procedure elective and non-elective bed days which are at least partially
driven by recording anomalies. The trust should continue to improve on its recording to ensure that the
metrics are not distorted and can be used to appreciate the level of trust’s productivity.
• The Trust has a higher than England average standard rate of emergency admission (SAR). The trust
should continue to investigate the drivers of this to understand what is driven by internal practice at the
trust rather than being due to external factors the trust cannot influence.
• The Trust continued to have a very high medical cost per WAU. The trust should continue its effort to
reduce this rate, particularly to improve the percentage of direct clinical care time.
• The Trust should identify how it could improve its approach to ensure it is able to identify and deliver its
cost improvement programme recurrently.
All of these issues will be considered as part of the Trust’s COVID-19 restoration and recovery plan.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Finance & Investment
Committee.
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S4

Financial Sustainability

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Sarah Brampton
Finance & Investment Committee
18th June 2020
27th May 2020

Sustainability
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

5
4
TBC
TBC

20
TBC

RISK to the achievement of our objectives
Failure to develop a financial plan which is consistent with commissioner assumptions and regulatory
expectations which could lead to an inability to deliver services on a continuing basis.

CONTROLS in place to mitigate these risks
• Corporate Recovery Unit (CRU) established and overseeing development of improvement plan.
• Finance & Investment Committee and Trust Board provide oversight on financial plans.
• NHSEI approval and oversight of financial planning.

OUTCOME evidence and indicators
Internal

• Draft 3-year savings plans developed.

External

-

ACTION REQUIRED to address gaps in controls and/or assurance
1) Finalise operational and financial plans for 2020/21.
2) Approve a 3-year financial recovery plan.
3) Secure STP and NHSEI agreement to our recovery plan.

SUPPLEMENTARY INFORMATION from the Executive Lead
The Trust has established a Corporate Recovery Unit (CRU) based on the principles of a Programme
Management Office to support the development and delivery of the Financial Improvement Programme
(FIP). The Programme currently consists of 18 cross-cutting workstreams. The Trust has conducted a series
of facilitated workshops to agree the vision and aim of each workstream, and identify the projects within
these which would deliver financial benefits. Project Initiation Documents (PIDs) were produced and refined
during follow up sessions, which set out high level implementation plans, financial assumptions, risks &
issues, and quality assessments for each workstream. In line with discussions with NHSEI, the Trust is
developing a three year financial recovery plan and these PIDs have therefore not only focussed on 2020/21,
but also on delivering financial benefits across the whole three year period.
These workstreams will be reviewed and revised to reflect the learning from the COVID-19 pandemic and
incorporated within the Trust’s COVID-19 restoration and recovery plan.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Finance & Investment
Committee.
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S5

Infrastructure

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Nick Thomas
Finance & Investment Committee
18th June 2020
27th May 2020

Sustainability
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

4
4
TBC
TBC

16
TBC

RISK to the achievement of our objectives
Failure to develop and maintain an adequate capital infrastructure leading to the provision of sub-optimal
care to our patients and/or a poor working environment for our staff. More specific sub-risks include:
a) Failure to adequately identify or prioritise clinical needs.
b) Insufficient capital funding available to fully address the needs identified.
c) Failure to effectively manage the agreed capital programme leading to poor VFM or non-delivery.
The Corporate Risk Register includes a number of site capacity risks assessed as ‘Serious’.

CONTROLS in place to mitigate these risks
• The Board approves the Trust’s the overall Capital Strategy and Site Development Plan.
• The annual capital planning process is subject to a risk assessment to prioritise requests for investment.
• Major investments require a business case process to ensure strategic alignment and affordability.
• NHSI reviews and approves all business cases over £1 million.
• Progress in delivering the Capital Programme is reported on a monthly basis to FIC.

OUTCOME evidence and indicators
Internal

• In 2019/20, the Trust spent £26.7m, in-line with the capital plan and forecast.

External

• MRI business case has been approved with funding provided for 2019/20 and 2020/21.
• The Trust has been successful in applying for additional capital resource limit (CRL).

ACTION REQUIRED to address gaps in controls and/or assurance
1) Review and approve the 2020/21 Capital Programme.
2) Complete external survey and report results to the Board.
3) Update Capital Strategy and Site Development Plan to reflect the results of the survey.

SUPPLEMENTARY INFORMATION from the Executive Lead
The Trust, in common with other NHS bodies, has been invited to submit capital bids to assist in its response
to the COVID-19 pandemic. The revenue consequences and benefits realisation of these projects will need
to be carefully considered. In light of these developments, the overall capital programme will need to be
refreshed to reflect four distinct timelines: immediate, short-term, tactical and strategic.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






The age of the Trust's estate is making it more difficult to balance our
spending between the maintenance of our existing infrastructure against
those required for strategic growth and development. The Financial &
Investment Committee is seeking further assurance that a 5-10 year Capital
Strategy is in place which identifies and addresses clinical needs, and an
annual programme is developed having regard to identified clinical priorities
and managed effectively to minimise the risk of overspend and/or overruns.
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P1

Integration

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Jo Beer
Trust Board
12th June 2020
May 2020

Partnerships
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

4
4
TBC
TBC

16
TBC

RISK to the achievement of our objectives
Failure to adopt an integrated approach to the delivery of health and social care services leading to
ineffective pathways of care, inefficient use of our collective resources and/or poor quality care being
provided to patients.

CONTROLS in place to mitigate these risks
• Devon STP Partnership governance framework established.
• Director of Integrated Care established to oversee integration agenda.
• Associated Medical Director for Primary Care established to develop networks with primary care.

OUTCOME evidence and indicators
Internal

-

External

-

ACTION REQUIRED to address gaps in controls and/or assurance
1) Agree way forward with regard to the provision of complex adult services.
2) Develop clear plans for improving communication and optimising pathways with primary care.

SUPPLEMENTARY INFORMATION from the Executive Lead
Together, University Hospitals Plymouth, Livewell Southwest and our colleagues in primary care have come
together to form an Integrated Care Partnership (ICP) to enable us to better support people to receive care
closer to home, working closely with communities to identify the best ways we can do this.
Together we are on a journey to better integrate health and care services in Plymouth and the surrounding
area through a joint bid for complex adult services, in a competitive tendering process being run by Devon
Clinical Commissioning Group (CCG).

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Trust Board.
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G1

Health & Safety (including fire safety)

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Lee Budge
Trust Board
12th June 2020
-

RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

Governance
4
3
TBC
TBC

12
TBC

RISK to the achievement of our objectives
Failure to comply with health and safety legislation and best practice leading to criticism from regulators
and/or avoidable harm to staff, patients and visitors.

CONTROLS in place to mitigate these risks
• Health and Safety Committee meets on a monthly basis.
• Staff-side representation on the Health & Safety Committee.
• Qualified Health and Safety Advisor in post.
• Health & Safety Annual Plan established setting out our core objectives and priorities for improvement.
• Health & Safety Annual Report presented to the Trust Board.
• Innovative dashboard for monitoring health and safety related incidents and outcomes.

OUTCOME evidence and indicators
Internal

• There are no concerning trends in respect of reported health and safety incidents.
• Violence towards staff continues to be the most common type of reported incident.

External

• No intervention or adverse reports from the Health & Safety Executive (HSE).

ACTION REQUIRED to address gaps in controls and/or assurance
1) Present the Fire Safety Annual Report to the Trust Board in June 2020.
2) Present the Health & Safety Annual Report to the Trust Board in August 2020.
3) Recruit to the vacant position within the Health & Safety Team in July 2020.

SUPPLEMENTARY INFORMATION from the Executive Lead
We have robust overall arrangements in place for managing the Trust’s health and safety responsibilities.
This includes strong leadership, clear governance, staff-side engagement, specialist management resources
and a dashboard for monitoring health and safety incidents and outcomes.
We have developed a strategic plan to provide clarity and focus on our priorities for improvement. Most
importantly, our overall aim is to reduce the incidence and risk of harm to staff, patients and visitors. Whilst
systems and processes are important, we continue to focus our attention on outcomes for staff, patients
and visitors so as to avoid a commonly held, but sometimes deserved, misconception that health and safety
practices can create unnecessary bureaucracy and lead to poor decision making.
We currently have very limited Health & Safety resources (1 WTE) and must recruit to a vacant position if we
are to continue to deliver our plan and maintain compliance with H&S requirements.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined by the Trust Board after reviewing the Health & Safety
Annual Report in August 2020.
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G2

Information Governance

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Lee Budge
Trust Board
12th June 2020
September 2019

Governance
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

3
3
TBC
TBC

9
TBC

RISK to the achievement of our objectives
Failure to protect personal and/or sensitive information leading to distress to patients or staff, criticism
from regulators and/or potential fines from the Information Commissioner’s Office (ICO).

CONTROLS in place to mitigate these risks
• Caldicott & Information Governance Assurance Committee in place.
• Data Protection Officer (DPO) in post.
• Data Security Protection Toolkit (DSPT) assessment and review process.
• Annual internal audit review of DSPT submission.
• Information Governance Annual Report presented to the Trust Board.

OUTCOME evidence and indicators
Internal

• There are no concerning trends in respect of reported information governance incidents.
• 2020 DSPT submission concluded that the Trust was ‘compliant’ with national standards.

External

• Internal audit concluded there were appropriate governance arrangements in place for the
Trust to effectively review, challenge and approve the DSPT submission 2019/20.
• No intervention or adverse reports from the Information Commissioners Office (ICO).

ACTION REQUIRED to address gaps in controls and/or assurance
1) Present the Information Governance Annual Report to the Trust Board in September 2020.
2) Present the Cyber Security Annual Report to the Trust Board in January 2021.

SUPPLEMENTARY INFORMATION from the Executive Lead
The Board last received a report on the Trust’s information governance arrangements in September 2019
covering the following areas regulatory compliance, responding to incidents, freedom of Information,
Subject Access Requests, organisational policies and cyber security.
The report concluded that the Trust generally performs well in respect of our information governance
responsibilities but emphasised that we must continue to be vigilant to ensure that consistently high
standards are adopted throughout the Trust.
The Trust Board reviewed the Cyber Security Annual Report in February 2020 which gave assurance that the
threats associated with cyber security were being appropriately managed. The risk associated with critical IT
systems not managed by the Trust’s IM&T service was noted.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined by the Trust Board after reviewing the Information
Governance Annual Report in September 2020.
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G3

Emergency Planning

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Lenny Byrne
Trust Board
12th June 2020
November 2019

Governance
RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

4
4
TBC
TBC

16
TBC

RISK to the achievement of our objectives
Failure to have appropriate arrangements in place to deal with emergencies or major incidents leading to
disruption to services and potentially avoidable patient harm.

CONTROLS in place to mitigate these risks
• Emergency Planning & Liaison Officer (EPLO) in post.
• Annual report on Emergency Preparedness presented to the Trust Board.

OUTCOME evidence and indicators
Internal

-

External

• Internal audit assessment of ‘limited assurance’ in respect of Business Continuity plans.
• Assessed as ‘substantially compliant’ against the national EPRR Core Standards.

ACTION REQUIRED to address gaps in controls and/or assurance
1) Address the recommendations set out in internal audit’s report on Business Continuity.
2) Present the Emergency Preparedness Annual Report to the Trust Board in November 2020.

SUPPLEMENTARY INFORMATION from the Executive Lead
In April 2019 internal audit reported that although the Trust had a robust Major Incident Plan, adequate
Business Continuity Plans for critical functions were only in place for half of the identified critical functions,
and the quality of the plans that did exist was inconsistent, with many being out of date and not fit for
purpose. This issue was restated in internal audit’s follow-up during 2019/20.
In November 2019, the Board was presented with an annual overview of the Trust’s emergency
preparedness. This confirmed that the Trust had been externally assessed as ‘substantially compliant’
against the national EPRR Core Standards. The proposed one year work plan from November 2019 was set
out in the report. The Board approved the outcome of the assessment process and supported the priorities
set out in the work plan.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined by the Trust Board after reviewing the Emergency
Preparedness Annual Report in November 2020.
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G4

COVID-19

CORE INFORMATION
Lead Executive
Lead Committee
Last Updated
Committee Review

Governance

Ann James
Trust Board
12th June 2020
May 2020

RISK ASSESSMENT
Impact
Current
Likelihood
Impact
Target
Likelihood

5
4
TBC
TBC

20
TBC

RISK to the achievement of our objectives
Failure to provide effective leadership in response to the COVID-19 pandemic or implement a recovery
plan to restore all services to ‘business as usual’ leading to:
a) Poor care being provided to patients with suspected or confirmed COVID-19.
b) Avoidable harm to patients who are unable to access key services.
c) An adverse impact on the health and wellbeing of our staff.

CONTROLS in place to mitigate these risks
• Daily Executive ‘Gold’ meetings to oversee response.
• Incident Control Centre established.
• Ethics Committee established to review difficult clinical decisions.
• Daily bulletins to keep staff up to date with developments.
• Revised Scheme of Delegation approved to support effective decision making.

OUTCOME evidence and indicators
Internal

-

External

-

ACTION REQUIRED to address gaps in controls and/or assurance
1) Maintain oversight of specific risks associated with COVID-19 pandemic. (see comments below)
2) Deliver COVID-19 Recovery and Reset Plan to enable a phased return of services.

SUPPLEMENTARY INFORMATION from the Executive Lead
In the early stages of the COVID-19 pandemic the Trust developed a dedicated COVID-19 assurance
framework as a means of overseeing the specific risks presented by the pandemic. These have now
embedded within the overarching Board Assurance Framework.
The following specific risks will continue to be part of our regular reporting to the Trust Board:
• Planning for sufficient surge capacity.
• Maintaining safe staffing to cope with a potential second wave.
• Providing a safe working environment to meet emerging social distancing guidelines.
• Staff testing and tracing
• Supporting staff.

ASSESSMENT by the assuring Committee
Excellent
Good
Needs improvement
Inadequate






To be determined at the next meeting of the Trust Board.
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Item 8

Care Quality Commission

Progress with the CQC action plan

Lenny Byrne

Purpose
The purpose of this report is to submit an update on delivery of the 2019 Care Quality Commission (CQC) action plan for review.
Headline messages
 Following the last Care Quality Commission (CQC) inspection during August/September 2019, a Requires Improvement rating was given
based upon 33 Must Do critical actions, of which 5 are duplicated (Must Dos N=28). The action plan for the Must Dos, including a brief
update on the current status of each action, is submitted separately.
 Despite the impact of Covid-19, we have implemented just over one third of our Must Do actions and will now be securing assurance of
ongoing compliance in these areas via the Care Group escalation processes into Quality Assurance Committee.
 Twenty actions have been completed or partially completed and eight have been delayed due to Covid-19. In May we reported that five
actions had not progressed; four of these related to Imaging. Four of these actions are now partially complete and one has been
completed.
 Inevitably, Covid-19 has had a significant, adverse impact on a number of Must Do actions and will continue to do so. There is obviously a
direct correlation between Covid-19 response and the impact on delivery of the Trust’s constitutional standards. The Trust is
communicating directly with the CQC in relation to both the current impact of Covid-19 and its recovery plans, which are aligned with
national direction and guidance . A review of waiting list patients is in place to mitigate and reduce the likelihood of harm as far as is
possible during this pandemic response.
Considerations for the Trust Board
Trust Board is asked to review the update on progress in delivery of the action plan.
Look ahead and next steps
The action plan will be updated and presented to Quality Assurance Committee on a monthly basis, with a standing agenda item escalation to
Safety & Quality Committee as part of the new quality governance arrangements.

Key: Red
Yellow
Blue
Grey

2019 CQC INSPECTION ACTION PLAN

Not progressed
Delayed or impacted due to Covid-19
Complete
Duplicate Action

1.1

Requirement
Notice

Ref No.

Green

MUST DO

1.2

MUST DO

1.3

MUST DO

1.4

1.5

1.6

1.7

MUST DO

MUST DO

MUST DO

MUST DO

Area for Improvement

Improve challenge in board meetings and sub-board
committees.

Strengthen the governance framework and ensure it is clear to
staff how risks, concerns and other issues can be escalated,
and make sure the board can understand where areas need
their attention. The board must be confident they are receiving
adequate assurances through the governance systems.

Improve the accuracy and reliability of the information received
by the board in relation to the quality and safety of the service.

Ensure compliance with ‘trust update’ mandatory training
module for nursing and medical staff improves.

Ensure safeguarding training compliance for medical staff.

Ensure staff carry out daily checks of specialist equipment.

Ensure staff follow processes for safe handover of patients
between ward areas.

Core Service

Planned Action(s)

Partially complete
Index of evidence

Well Led

1. Move from bi-monthly Public Board to monthly with themed
focus each month to allow the opportunity for deeper
discussion and challenge.
2. Challenge will be re-iterated in a summary challenge log to
accompany the Board minutes.
Meeting minutes and challenge log.
3.Externally facilitated Board development will be
commissioned.
4. A mechanism for Board evaluation and feedback will be
developed.

Well Led

1. Realign the Trust's governance committee structure below
Safety and Quality Committee to align Service Line, Care
Group and corporate quality governance.
2. Appoint to Associate Chief Nursing Officer (ACNO) roles
in Medicine and Surgery to provide accountable person at
Care Group level for quality governance.
3. Appoint to Deputy Chief Nurse (Quality & Safety) for
corporate quality governance.
4. Introduce new committee for clinical incident and risk
management.
5. Move from bi-monthly Public Board to monthly with themed
focus each month to allow the opportunity for deeper
discussion on the quality and safety components of the
Integrated Performance Report.
6. Improve assurance from the Integrated Performance
Report on quality and safety in particular resulting from
changes to the committee and sub-committee structure.
7. Ensure direct access for annual reports to Board for
discussion e.g. Safeguarding and Learning Disabilities.

Well Led

See 1.2

Medical Care
Surgery
Maternity
Imaging

1. Review Trust position on mandatory training and produce
a clear position statement and devolved expectations of the
same to the organisation.
2. Development of cross care group standardisation of
oversight arrangements and actions relating to delivery of
mandatory training compliance.

Performance Dashboards.
Service Line to Care Group Performance
Reviews.
Care Group to TME Reviews.

Medical Care

1. Development of cross care group standardisation of
oversight arrangements and actions relating to delivery of
mandatory training compliance. Specific metric to be
included in Care Group review meetings.
2. Non compliance to be reported through MSC.

Performance Dashboards.
Service Line to Care Group Performance
Reviews.
Care Group to TME Reviews.

Medical Care
Surgery

1. Complete daily 'check and challenge' via Matrons
checklist.
2. Roll out standardised daily Nurse in Charge/Ward
Manager checklist across clinical inpatient areas.
3. Roll out new Matrons assurance framework to give
effective oversight to Heads of Nursing.
4. Re-position roles and responsibilities of Heads of Nursing
to take control of all clinical departmental performance.
5. Integrate new role of ACNO into the organisation.

Copy of completed checklists.
Matron audit.
Bi-annual Trust wide resus trolley audit
presented to Resus Committee.

Medical Care

ACNO and DCNO job descriptions and job
plans.
Governance/Committee structure chart.
Committee Terms of Reference.
Board and Committee papers and minutes.

1. Ensure that SBAR handover as a minimum is taking place
on every transfer. Matron to 'check and challenge'.
2. Audit current compliance with handover policy (red, amber
and green patients) with specific improvement actions to
bring compliance up to benchmark with oversight through
Audit report with action plan, reported through
Nursing and Midwifery Operational Committee (NMOC).
NMOC and Service Line to Care Group
reporting.
3. Implement project, led by the Clinical Matrons, to review
the existing policy and drive improvements in compliance
with established standards, including ward to ward transfers.
4. Standing agenda item for assurance on NMOC for the next
6 months.
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Action Update

Monthly Board meetings have been scheduled for 2020
with the exception of August and December.
A challenge log is now in place.

Responsible Lead

Exec Lead

Planned
Completion
Date

Status

Chief Executive

Implement:
30/04/2020
Embed: 31/10/20

Issue addressed and planned actions achieved. Continue
to evidence via meeting minutes.

Report on changes to the Quality Assurance Committee
presented to Safety and Quality Committee February 2020.
The diversion of colleagues to respond to Covid-19
throughout March and April meant that Quality Assurance
Committee was postponed during this time but recommenced in May.
ACNOs appointed and now in post. These roles are critical
to localised quality governance oversight. Visibility of
quality governance leads will ensure that processes are in
place, managed and escalated with assurance provided
via Care Group quarterly reporting to QAC (starting June
2020) and quarterly reporting of QAC to Safety and Quality Chief Nursing Officer
Committee.
Appointed to Interim Deputy CNO whilst advertising for the
substantive post.
Terms of reference drafted for clinical incident and risk
management committee. First meetings in the process of
being established.
Monthly Board meetings have been scheduled for 2020
with the exception of August and December.
Review of the Integrated Performance Report in progress.
Safeguarding will report quarterly to QAC and annual
reports will be submitted directly to Board.

Chief Nursing Officer

Implement:
30/04/2020
Embed: 31/10/20

Actions completed and now need to be embedded.

The Trust has re-evaluated the target against national
benchmarks and agreed through Trust Board in April 2020
that a more reasonable delivery rate was 90%.
Performance is monitored through monthly performance
Care Group
review meetings. In addition, the Surgery ACNO holds
Managers
weekly meetings with Service Line cluster managers.
Resumption of Maternity training sessions expected in June
2020 with plan to complete by end of the financial year.

Director of People

31/03/2021

The delivery of this action has been impacted by Covid-19
which led to training programmes being placed on hold.
Training is now planned to re-commence in June.

Director of People

31/03/2021

The delivery of this action has been impacted by Covid-19
which led to training programmes being placed on hold.
Training is now planned to resume in June.

Trust Board approved a reduction in the compliance target
for mandatory training to 90% at the April 2020 Board
meeting.
Performance is monitored through monthly performance
review meetings. In addition, the Surgery ACNO holds
weekly meetings with Service Line cluster managers.
Check and challenge now implemented across all Matron
areas as part of Matron checklist. Completion is reviewed
by Heads of Nursing and Midwifery who also complete
assurance visits.
Exceptions will report to Care Group Quality Assurance
Groups
Heads of Nursing are now more focussed operationally and
have line management responsibility for Ward Managers
and Matrons.
Trust wide resus trolley audit completed. The Resus Team
will be working with ED and Imaging to improve trolley
checks for the next audit in August.

Chief Executive

Care Group
Managers

Nursing:
Actions 1-3: HoNs,
Matrons and Ward
Managers

Chief Nursing Officer

Actions 4 & 5: Chief
Nursing Officer

This project was paused whilst we got to grips with Covid19 but the Handover project has now re-commenced, led by
Head of Nursing for Surgery. A staggered roll out starts
week commencing 25 May on 1 HCE ward, MAU, 2
Nursing:
Corporate Nursing
medical wards and SAU into surgical wards. SJ leading.
Team
Maternity SBAR is completed for transfers from CDS to
Argyll/Transitional Care, Argyll/Transitional Care to
Community and Community to health visitors. All audited as
part of a rolling programme.

Chief Nursing Officer

Actions 1-3:
29/02/2020
Actions 4 & 5:
01/04/2020

31/07/2020

Completed for Medicine, Surgery and Women's and
Children. Assurance will be provided via the assurance
framework and snapshot audits and will be included in
Care Group reporting to Quality Assurance Committee.
The ACNOs will continue to embed and integrate into the
Care Groups. Associate Director for Clinical Professions
to undertake ACNO equivalent role for CSS and will
ensure that this action is addressed.

Delivery of action delayed by response to Covid-19 but
project is now underway.

1.9

1.10

1.11

1.12

Requirement
Notice

Ref No.
1.8

MUST DO

MUST DO

MUST DO

MUST DO

MUST DO

Area for Improvement

Ensure venous thromboembolism (VTE) risk assessments are
consistently recorded within 24 hours and when a patient’s
condition changes in line with national guidance.

Ensure safe nurse staffing levels are maintained on all wards
including Marlborough and Burrator wards.

Ensure patient records are always stored securely on wards.

Ensure medical staff always print their name and role/GMC
number.

Ensure staff receive appropriate training on mental capacity,
mental health and restraint.

Core Service

Medical Care
Surgery

Planned Action(s)

1. Amend the drug chart to reflect NICE guidance.
2.To improve current compliance during EPMA
implementation, VTE specialists to work with our medical
admissions areas Tavy, Thrushel and Surgical Assessment
Unit to ensure that all patients have a risk assessment
completed.
3.Advance EPMA rollout safely across the Trust in the next 6
months which will facilitate data collection in real time at the
point of prescribing. The prescription will not be able to be
completed without full completion of the risk assessment.

Index of evidence

Amended Drug chart.
Audit results and actions.
Daily report of non-compliance for VTE risk
assessment for discharged patients.
Completed EPMA project plan.

Action Update

EPMA roll out has been stalled due to Covid but this
position is currently being reviewed.
Results of the recent trust wide audit pre Covid-19
requested from CNS team to provide a baseline to the
Trust position.

Responsible Lead

Nursing:
Actions 1&2: HoNs

Exec Lead

Delivery of action delayed by response to Covid-19 but
ACNO for Surgery is now reviewing our position with a
view to taking this forwards. Consideration to be given to
Care Groups undertaking a snapshot audit.

Nursing:
Deputy Chief Nursing
Chief Nursing Officer
Officer and Heads of
Nursing

31/03/2020

The key issues have been addressed and safer staffing
ongoing remains a corporate risk. Evidence to support
closure has been supplied.
Vacancy rate at 1 May 2020:
Nursing & Midwifery registered 6.73%
Additional clinical services 5.38%

Nursing:
Actions 1-3: HoNs,
Matrons and Ward
Managers

Actions 1-3:
29/02/2020

Chief Nursing Officer

Medical Care
Surgery

1. Correct Unify calculations for Burrator ward.
2. Complete annual establishment review and feed outputs
into business planning.
Annual establishment review report.
3. Conduct daily review of staffing across the Care Group led
Incident reports and monthly Unify returns
by Matrons.
showing % fill rate by ward.
4. Continue local and international recruitment campaigns
and place new recruits into areas of highest vacancy/risk.
5. Contribute to de-escalation of the hospital.

Medical Care
Surgery

1. Complete daily 'check and challenge' via Matrons
checklist.
2. Roll out standardised daily Nurse in Charge/Ward
Manager checklist across clinical inpatient areas.
Copy of completed checklists.
3. Roll out new Matrons assurance framework to give
Matron audit.
effective oversight to Heads of Nursing.
4. Re-position roles and responsibilities of Heads of Nursing
to take control of all clinical departmental performance.
5. Integrate new role of ACNO into the organisation.

Check and challenge now implemented across all Matron
areas as part of Matron checklist. Completion is reviewed
by Heads of Nursing and Midwifery who also complete
assurance visits.
Exceptions will report to Care Group Quality Assurance
Groups

1. Medical Director to issue a communication to all medical
staff to raise awareness of their responsibilities.
2. Responsibility for compliance to be devolved to Care
Group Managers and Care Group Directors.

Audit results and actions.

Email sent from Medical Director to Care Group Directors
29 May 2020 setting out expectations. A summary of
clinical record keeping audit results is included in the
monthly reports from the AAE Team to the Care Groups.
The Professional registration number has been included.

Medical Director

Training Needs Analysis.
Training records of individual staff available.
Audit results.
Reports to Executive Lead and Safeguarding
Steering Group.

Training continues to be rolled out across priority areas and
knowledge monitored through audit which will be repeated
to demonstrate any improvement in knowledge. Currently
face to face training has been mostly suspended due to
Covid-19 and a new e-learning level 3 MCA and DoLS
training package has been developed and is currently
being included in the new medics induction training.
Restraint training has been delayed by Covid. Themed
training provided to areas identified from Datix as being at
higher risk. To develop clear risk assessed plan that
identifies who needs training and plan to deliver.
Liaison Psychiatry have delivered block training to RNs and
HCAs. Covid put a temporary stop to training but this is
planned to re-commence in July for medical wards. ACNO
for Surgery to determine how training should best be
targeted for the Surgery Care Group.
Plans are in place to proactively manage the
implementation of Liberty Protection Safeguards.

Chief Nursing Officer /
Mental Capacity Act
Chief Nursing Officer
and Mental Health
Clinical Lead

A quarterly report and briefing paper on DoLS has been
presented to the Safeguarding Steering Committee on 14
February and a report was prepared for the Executive
Team in March.

Chief Nursing Officer /
Mental Capacity Act
Chief Nursing Officer
and Mental Health
Clinical Lead

Mental Health
(Medical Care,
Surgery)

1. Undertake Training Needs Analysis.
2. Deliver training to targeted clinical areas.
3. Undertake audit to ensure that training is embedded.
4. Review ongoing training needs.
5. Introduce new restraint and enhanced care teams to the
organisation.

Status

31/07/2020

Action 3: Chief
Nursing Officer

1. Unify corrections have been completed.
2. Annual establishment review completed and presented
to Board in December.
3. Daily staffing reviews consistently happening.
4. Planned 6 months recruitment of international nurses is
complete, with further cohorts planned later in the summer.
HCA/RN recruitment continues. Large number of
preceptees due from July to October. No specific staffing
issues on what was Marlborough and Burrator currently.
Rostering policy in final stages of review for ratification and
rostering oversight strengthened through new operational
working group. Monthly establishment review paper
deferred due to Covid-19 to ensure maximum
effectiveness of staff deployment. Ward funded
establishment being refreshed currently.
5. During Covid-19 a staff deployment/support hub has
been running and all wards have been safely staffed.
Staffing related incident numbers have reduced. Significant
upskilling/clinical skills training has been provided.

Medical Care

Planned
Completion
Date

Chief Nursing Officer

Actions 4 & 5: Chief
Nursing Officer

Medical Director

Actions 4 & 5:
01/04/2020

31/03/2020

Actions 1-4:
31/03/2020

Completed for Medicine, Surgery and Women's and
Children. Assurance will be provided via the assurance
framework and snapshot audits and will be included in
Care Group reporting to Quality Assurance Committee.
The ACNOs will continue to embed and integrate into the
Care Groups.
Electronic records in Imaging.

ACNOs to review action with the Care Group Directors.

Training re-commencing. Second audit to be completed to
provide assurance.

Actions 5 & 6:
30/09/2020

The system has been changed so that all applications
include MCA assessment and this is monitored and
submitted via the safeguarding team. Training and feedback
given to staff and areas requiring additional training are
identified and targeted.

1.13

1.14

MUST DO

Ensure Deprivation of Liberty Safeguards paperwork includes
appropriate mental capacity assessment and decisions.

Mental Health
(Medical Care)

MUST DO

Ensure use of six beds in five-bed bays in times of escalation
throughout the hospital is risk assessed for impact on infection Medical Care
control.

1. Implement a monthly DoLS report from January 2020 to
identify:
o Numbers and which area are making applications.
o Which Local Authorities are receiving applications.
Reports to Steering Committee via MCA DoLS
o The levels of additional restrictions, the length of time of
reporting.
unauthorised deprivations of liberty and any Standard
Audit results and actions.
Authorisations approved.
2. Identify areas of high use of DoLS and where DoLS are
not being used to direct teaching to areas as needed.
3. Undertake spot audit on a regular basis to determine if
DoLS are being applied to inform management of the
process and direct resources as required.
4. Review whether closer working with enhanced observation
team is required to ensure that when they are involved in care
the correct framework is in place and evidenced.
1. Risk assess all 6 bedded bay areas against normal
infection control standards.
2. In times of escalation and high risk infection seasons
undertake additional risk assessment and actions when
demand for infection control isolation outstrips capacity.
3. Successful completion of annual deep cleaning
programme.

Risk Assessments
Completion of deep cleaning programme and
Infection Prevention and Control Committee
minutes.

Page 2

This has been actioned as a result of Covid-19 and Exec
Directors have confirmed that we will work to a maximum of
Nursing: HoNs and
5 beds to a bay. Bay occupancy cannot be exceeded
IPC Nursing Team.
without escalation to the CNO as Infection Control Lead.

Chief Nursing Officer

30/09/2020

Implement:
30/04/2020
Embed: 31/10/20

Actions complete and will be monitored through
Safeguarding Steering Committee
It is currently not known how many forms are submitted
directly to the Local Authority or which are just filed in the
notes. ACNOs to implement a spot audit.

Action complete and compliance to be monitored as we
move into Phase 2 and 3.

Ref No.

Requirement
Notice

1.15

MUST DO

1.16

Area for Improvement

Improve governance systems and processes to ensure
compliance and improve safety and quality of care.

Core Service

Planned Action(s)

Medical Care

Develop cross care group standardisation of the quality
governance framework.

MUST DO

Ensure governance of mortality and morbidity meetings
improves and structured judgement reviews are completed
consistently.

Medical Care
Surgery

1. Formalise the introduction of the Mortality and Morbidity
review meeting template.
2. Identify Clinical Lead to support Mortality admin team to
train staff on the use of SJRs.
3. Introduction of Medical Examiners in April 2020; this will
formalise the requests for SJRs to Service Lines and will
necessitate a review of the requirement for screening tools.

1.17

MUST DO

Ensure medical staff in surgery are completing mandatory
training.

Surgery

See 1.4

1.18

MUST DO

Ensure the security of paper patient records and information.

Surgery

See 1.10

1.19

MUST DO

1.20

MUST DO

Ensure the service has enough staff to keep patients safe from
avoidable harm and to provide the right care and treatment,
Surgery
and that the staffing tool used to set staffing levels is suitable for
patients on all wards.
Ensure patients receive and staff document a risk assessment
for venous thromboembolism (VTE) on admission, 24 hours
Surgery
after admission and with clinical change.

1.21

MUST DO

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

1.22

MUST DO

Review the process for supporting staff to have a greater
understanding of consent and decision-making
requirements of legislation and guidance, including the Mental
Health Act, Mental Capacity Act 2005 and the Children Acts
1989 and 2004.

1.23

MUST DO

Ensure inpatients waiting for diagnostic procedures in X-ray
Diagnostic
East are looked after, monitored and have the means to call for
Imaging
attention if required.

1.24

MUST DO

Ensure imaging care assistants receive chaperone training
including information about legislation.

Maternity

Diagnostic
Imaging

Index of evidence

Exec Lead

Planned
Completion
Date

Status

Chief Nursing Officer

30/06/2020

This has now been implemented in Surgery, Medicine and
Women's and Children. Associate Director for Clinical
Professions to undertake ACNO equivalent role for CSS
to lead on the quality governance agenda and co-chair the
governance meeting. Assurance to be provided via
meeting minutes.

Medical Examiners implemented as planned as of 1st April
(6 PAs) with 95% of all coronial deaths reviewed by an ME
during the first month. We are currently out to recruit
Medical Examiner Officers to further support the ME office.
Medical Director
Mr McArdle to support to act as Clinical Lead. Mortality and
morbidity review template was agreed, but implementation
has been sporadic during Covid-19 - we are currently
reviewing.

Medical Director

30/06/2020

Excellent progress with implementation of Medical
Examiners. Delay with formalising the introduction of the
mortality and morbidity template but there is now a
renewed focus on implementing this.
SLCD for Imaging to ensure that mortality review process
in place in Interventional Radiology.
ACNOs.to pick up with Care Group Directors.

Performance monitored against trajectory
monthly via:
Board Performance Report.
COO dashboard.
National data submissions.
Service Line dashboards.

Due to Covid-19 the 2021 Planning round was suspended
by NHSE/I. The focus in the Trust has been on ensuring that
waiting lists and cancer referrals are risk stratified to
Chief Operating
ensure that urgent patients are treated. In line with NHSE/I Officer
Phase 2 and 3 guidance, the Trust will develop RTT and
cancer waiting time plans and trajectory

Chief Operating
Officer

31/03/2021

The delivery of this action has been impacted by Covid19.
Position monitored by Safety & Quality Committee and
Trust Board.

Maternity Newsletter and advert for Drop Ins.
Maternity Mandatory Training programme.
Training Needs Analysis.
Audit to assess knowledge.

DoLS section of the training has been strengthened.
However, mandatory training was suspended due to Covid19 escalation in the Trust. Resumption of training sessions
expected in June 2020 with plan to complete by end of the
financial year.

31/03/2021

The delivery of this action has been impacted by Covid-19
which led to training programmes being placed on hold.
Training is now planned to resume in June.

Care Group governance meeting minutes.
Quarterly Learning From Deaths Report.

See 1.9

See 1.8
Agree improvement trajectories for RTT and Cancer as part
of the Operational Plan for 2020/21. The improvement
expected within 2020/21 is to deliver zero 52 weeks for RTT
(with the exception of Neurosurgery) and, therefore, in a
defined number of specialties improvement plans will be
developed to reduce the wait to c. 40 weeks.
The objective for the 62 day Cancer standard is to continue
to reduce the backlog of > 62 days waiters and significantly
reduce the number of 104+ day waiters as per the Remedial
Action Plan (draft).
1. Deliver dedicated programme of education re MCA and
DoLS as part of the midwives mandatory training program
(commencing April 2020 and running for one year to capture
all staff).
2. Run drop ins to update staff and answer any questions re
MCA and DoLS.
3. Facilitate training sessions specifically around capacity
assessments with staff via practice educators.
1.Ensure Escort Policy covers patients waiting in Imaging
2. Implement Waiting Area Observation Log.
3. Imaging Care Assistant to be rostered to observe patients
in waiting areas
1. Agree an Imaging chaperone training SOP.
2. Roll out training module to all relevant staff.
1.Arrange for Infection Control issues to be on the agenda for
the CME day in February.
2.Identify accountable person in each modality to lead on
infection prevention and control oversight.
3. Review ownership of Matron's Charter responsibilities in
Imaging.
Undertake cleanliness checks of both the public and staff
toilets and showers in Imaging at intervals commensurate
with the level of risk.

Imaging Care Assistants have been rostered for the main
waiting areas.

Care Group Manager
Chief Operating
CSS / Interim Service
Officer
Line Manager

30/06/2020

SOP
Training Logs

List of Radiology Nurse HCA and ICA staff who require
chaperone training has been produced and sent to
workforce to have chaperone training uploaded to profile
for completion.

Action complete for Imaging. Assurance of compliance to
be provided.
ACNOs to review the action for their Care Groups and
report back to Quality Assurance Committee.

Imaging Care
Assistant Team
Leader

Chief Operating
Officer

30/06/2020

Action in progress.

Meridian data demonstrating improved
compliance.

The response to Covid-19 has enhanced the focus on
infection prevention and control. Infection Control have
undertaken hand hygiene audits and Glow Box tests and
found good compliance. Further audits have been
arranged.

Interim Deputy
Chief Operating
Service Line Manager
Officer
(Governance)

30/06/2020

Action complete. Assurance of compliance to be
provided.

Cleaning Checklists.
Audit results and actions.

Current cleaning regime meets the standard. Will need to
be re-assessed post Covid-19.

Care Group Manager Chief Operating
Officer
CSS

29/02/2020

Action complete. Assurance of compliance to be
provided.

Nursing:
Actions 1-3: HoNs,
Matrons and Ward
Managers

Actions 1-3:
29/02/2020

Improve staff compliance with infection prevention and control.

Diagnostic
Imaging

1.26

MUST DO

Review auditing of cleanliness of patient toilets and shower
rooms to ensure these are kept clean and ready for use.

Diagnostic
Imaging

MUST DO

Medical care
Ensure chorine-based cleaning tablets (and products deemed Surgery
hazardous to health) are stored securely in line with regulations. Diagnostic
Imaging

1. Complete daily 'check and challenge' via Matrons
checklist.
2. Roll out standardised daily Nurse in Charge/Ward
Manager checklist across clinical inpatient areas.
Copy of completed checklists.
3. Roll out new Matrons assurance framework to give
Matron audit.
effective oversight to Heads of Nursing.
4. Re-position roles and responsibilities of Heads of Nursing
to take control of all clinical departmental performance.
5. Integrate new role of ACNO into the organisation.

1.28

MUST DO

Ensure infrequently used water outlets are flushed regularly in
line with national guidance to reduce the risk of Legionella
growth in stagnant water.

Diagnostic
Imaging

Electronic flushing logs compliance reports.
Implement electronic recording system and manage
Evidence of action to address non compliance.
implementation through the People First approach to ensure
Water Report at Infection Prevention and Control
compliance across the organisation.
Committee and associated minutes.

1.29

MUST DO

Ensure equipment replacement is completed in line with
business plans drawn up. Continue to maintain and service
equipment to reduce equipment breakdown.

Diagnostic
Imaging

The Imaging Equipment Register will be risk assessed and
prioritised in accordance with that risk assessment.

1.30

MUST DO

Review and consider ways to improve timely reporting of
images to meet key performance indicators and in
Diagnostic
accordance with available national guidance, to reduce the risk Imaging
of delay to treatment.

1.31

MUST DO

Actively pursue recruitment at all levels of the service. Ensure
the ring-fenced investment is used solely to uplift the staffing
establishment across diagnostic imaging services.

Check and challenge now implemented across all Matron
areas as part of Matron checklist. Completion is reviewed
by Heads of Nursing and Midwifery who also complete
assurance visits.
Exceptions will report to Care Group Quality Assurance
Groups

Actions 4 & 5:
01/04/2020

Implement:
30/04/2020
Embed: 31/10/20

Action complete. Compliance will be monitored through
Infection Prevention and Control Committee who will
identify any deterioration and direct action for
improvement.

Care Group Manager
CSS / Interim Deputy Chief Operating
Service Line Manager Officer
(Project & Equipment)

31/03/2021

Action completed. Business as usual with rolling
replacement programme in place.

Care Group Manager
Chief Operating
CSS / Interim Service
Officer
Line Manager

31/12/2020

Action in progress.

Evidence of international recruitment programme International recruitment delayed until at least July 2020 due Care Group Manager
Chief Operating
CSS / Interim Service
and emails to confirm Consultant adverts.
to Covid-19 restrictions. Nine new starters due in the next
Officer
Vacancy rate.
couple of months. Need to appoint an education lead role. Line Manager

30/11/2020

Recruitment in progress although Covid-19 has had an
impact on international recruitment.

Imaging Equipment Register
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Flushing logs added to daily Ops board to ensure status
can be monitored and checked. At 1 June records have
been 100% for the past 4 weeks. Evidence to be submitted
for review.
Imaging Equipment Register has been risk assessed and
prioritised. Projects have continued in Covid-19 climate
with some delay from contractors. Innovative methods
being considered for project completion and equipment
evaluation to ensure that appropriate equipment is being
selected and installed; primarily due to impact and Covid19 limitations.

Chief Nursing Officer

Actions 4 & 5: Chief
Nursing Officer

Completed for Medicine, Surgery and Women's and
Children. Assurance will be provided via the assurance
framework and snapshot audits and will be included in
Care Group reporting to Quality Assurance Committee.
The ACNOs will continue to embed and integrate into the
Care Groups. Associate Director for Clinical Professions
to undertake ACNO equivalent role for CSS and will
ensure that this action is addressed.

Chief Nursing Officer /
Chief Nursing Officer
IPC

1. Agree an annual reporting target for each consultant, to be
agreed as part of the job planning process.
2. Recruit to vacant consultant posts and make the case for
additional consultant appointments where necessary. See
Reporting standards and performance against
action 1.31.
those standards.
3. Establish reporting services for registrars and
radiographers.
4. Set standards for reporting times.
5.Monitor performance against those standards.
Define recruitment plans and timelines.

Chief Nursing Officer /
Assoc Chief Nurse
and Director of
Chief Nursing Officer
Maternity Services

Escort Policy
Observation Logs
Rota for Imaging Care Assistants

MUST DO

Diagnostic
Imaging

Responsible Lead

Terms of Reference for the Care Group quality governance
Care Group
meeting (to be called Quality Assurance Group) presented
Managers and
to Quality Assurance Committee 2 March 2020.
ACNOs.

Care Group Level Terms of Reference.
Meeting forward agenda planners.
Minutes of Care Group level meetings.
Care Group reports to the Corporate Quality
Assurance Committee.

1.25

1.27

Action Update

Interim Service Line Manager is in the process of job
planning reconciliation to check that Consultants are doing
what they should be doing as part of their job plans.

Ref No.

Requirement
Notice

1.32

MUST DO

Recruit to vacant leadership roles to ensure clinical and
governance leadership.

Diagnostic
Imaging

Recruit in the following order of priority:
 Service Line Clinical Director
 Governance Lead
 SIG Leads for CT and Plain Film

Appointment confirmations.

SLCD and Governance Lead appointed. CT & Plain Film
leads to be identified.

Care Group Manager
Chief Operating
CSS / Interim Service
Officer
Line Manager

31/07/2020

Covid-19 has had an impact on recruitment with a
reported reluctance amongst individuals to take on new
roles.

1.33

MUST DO

Review arrangements for senior staff to have non-clinical time
to carry out extended roles of their job role (including the
supervisor of the imaging care assistants).

Diagnostic
Imaging

Implement new rota system to protect non-clinical time and
ensure parity across all modalities.

Rotas.

Spreadsheet to be set up detailing current and future state. Care Group Manager
Chief Operating
Senior Team to review arrangements with a view to
CSS / Interim Service
Officer
implement by end June 2020.
Line Manager

30/09/2020

Action in progress.

Area for Improvement

Core Service

Planned Action(s)

Index of evidence
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Action Update

Responsible Lead

Exec Lead

Planned
Completion
Date

Status

Item 9

Paterson Inquiry

Responding to the Paterson Inquiry

Phil Hughes

Purpose
Review the Recommendations of the Patterson Inquiry
Assess compliance with recommendations where applicable to UHP
Identify actions necessary to achieve compliance at UHP
Identify actions to gain better visibility of independent sector practice of UHP consultants
Headline messages
 This was "far worse" than simply a story about a rogue surgeon though that in itself was tragic. The healthcare system was dysfunctional at
every level when it came to keeping patients safe. And this was less than a decade ago.
 There was a culture of avoidance and denial, an alarming loss of corporate memory and an offloading of responsibility at every level
 Recommendations are focused at National guidance and legislation, Regulating the Independent Sector, Locality and Trust specific
Recommendations around scope of practice and performance
Considerations for the Trust Board
 Single repository of scope of Practice across England
 Correspondence direct to all Patients, GPs copied in.
 Consent process deferred to allow cooling off and consideration
 Complainants directed to ombudsmen if unsatisfied
 Improving coordination and visibility of complaints, incidents and investigations as part of appraisal to encompass full scope of practice
Look ahead and next steps
• Full assessment of the UHP gap versus recommendation 1mth
• Develop action plan to address local UHP recommendations 2-3ths
• Align sharing of information sharing between UHP and Independent Sector 3-6mths
• Await National Recommendations

Item 9

Paterson Inquiry: Review of Trust’s position
National findings

Recommendations

UHP position and further actions planned

Much of the information patients received about
Paterson was unreliable, and the result of hearsay and
an inflated local reputation. Patients had no means of
independently testing or verifying the information
they received. Patients would welcome a single source
of information relating to each consultant’s practice.
This was endorsed by a significant number of
witnesses, including those who had a managerial or
clinical responsibility for consultants.

Single repository of the whole practice of
consultants across England, setting out their
practising privileges and other critical consultant
performance data, for example, how many times a
consultant has performed a particular procedure
and how recently. This should be accessible and
understandable to the public. It should be
mandated for use by managers and healthcare
professionals in both the NHS and independent
sector.

UHP website outlines consultant training, specialism
and sub-speciality training. There is currently no cross
reference to external practice privileges at outside
organizations. Cardiac, Vascular, Orthopaedic and
reconstructive breast surgery have online data
available for procedures performed and complications
but this is limited and may not be accessible to
patients. Further actions planned:

Paterson had given information about patients in the
letters sent to GPs which was different from what he
had said at their consultation, but they had not seen
these letters at the time. Such letters are routinely
sent to GPs after consultation or treatment but are
not always written in a way which is easy to
understand.

We recommend that it should be standard practice
that consultants in both the NHS and the
independent sector should write to patients,
outlining their condition and treatment, in simple
language, and copy this letter to the patient’s GP,
rather than writing to the GP and sending a copy to
the patient.

UHP consultants under direction to copy in or directly
correspond with patients in relation to Outpatient
consultation. Further actions planned:

Information to Patients

1. Confirm visibility of consultant scope of practice
on Trust Website.
2. Review the visibility of Local and National to
patients.
3. Review scope of practice and visibility of UHP
consultants operate for other institutions.
4. Await Royal College and National guidance on the
scope of data that could be made available.

1. Audit by Service Line compliance with directive to
correspond with all patients
2. Reinforce requirement to communicate with the
patient in plain English copying in the GP rather
than the converse.
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National findings

Recommendations

UHP position and further actions planned

There are differences in how the NHS and the
independent sector are organised. In the independent
sector, consultants are not usually employed by the
private hospitals, and have to make their own
arrangements for clinical indemnity. In addition, most
private hospitals do not have intensive care units on
site. Patients who require intensive care, or have need
for emergency treatment, are usually transferred to an
NHS hospital. These differences were not apparent to
patients who spoke to the Inquiry at the time they
chose to be treated privately by Paterson.

We recommend that the differences between how the
care of patients in the independent sector is organised
and the care of patients in the NHS is organised, is
explained clearly to patients who choose to be treated
privately, or whose treatment is provided in the
independent sector but funded by the NHS. This
should include clarification of how consultants are
engaged at the private hospital, including the use of
practising privileges and indemnity, and the
arrangements for emergency provision and intensive
care.

Primarily applies to information provided to patients
attending Independent Sector. UHP to inform
consultants that patients referred to external
providers must be informed about the ceilings of care.

We recommend that there should be a short period
introduced into the process of patients giving
consent for surgical procedures, to allow them time
to reflect on their diagnosis and treatment options.
We recommend that the GMC monitors this as part
of ‘Good Medical Practice’.

Many service lines recall patients to consent clinics
having furnished them with information in outpatients, this for allows a cooling off period as
specified. A small number of services especially
Tertiary Service where patients attend from a distance
may be consented on the day of consultation and are
next seen on the day of Surgery.

Consent
Patients often felt under pressure to decide to go
ahead with surgery. Their options for treatment,
including the risks associated with any procedure,
were not explained clearly to them before they gave
consent for surgery. This was out of line with existing
guidance, which sets out that patient consent must be
voluntary, informed, and that the patient must have
the mental capacity to understand what they are
consenting to. Even in the case of patients who need
surgery quickly, the Inquiry’s clinical panel advised us
that patients need a short period of time to reflect on
their diagnosis and treatment options to ensure they
are giving informed consent for their treatment. We
understand that the GMC is also considering this issue.

Further actions planned:
1. Assess variation from recommended consent
practice by Service line.
2. Consider procedure specific consent available on
line through Royal College of surgeons supported
by Teleconsult or virtual consult in groups
travelling distances particularly in Tertiary services
to inform an alternative to a 2 stop attendance.
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National findings

Recommendations

UHP position and further actions planned

We recommend that CQC, as a matter of urgency,
should assure itself that all hospital providers are
complying effectively with up-to-date national
guidance on MDT meetings, including in breast
cancer care, and that patients are not at risk of
harm due to non-compliance in this area.

UHP has a comprehensive MDT system. No MDTs
function at independent sector hospitals.

Multidisciplinary Team (MDT)
Every patient with breast cancer should have their
case discussed at an MDT meeting, in line with up-todate national guidance. CQC considers this as part of
the “safe” and “effective” domains of its inspection
framework for independent hospitals providing acute
service. While Paterson was practising at Spire,
decisions about patients’ treatment were not
discussed at properly constituted MDT meetings.
Independent sector providers have told us of changes
they have made to improve compliance with guidance
in this area. We also heard that patients who are
treated in the independent sector may have their
treatment discussed at MDT meetings in the NHS, but
that the quality of those discussions varied.

Further actions planned:
1. Independent sector to assure themselves that all
cancer patients treated at their units have been
appropriately discussed and MDT decision making
is available.
2. UHP to enquire through cancer services that all
patients in UHP have passed through the MDT
process.

Complaints
Patients we saw who were treated in the NHS were
not satisfied with HEFT’s response to their complaints,
and did not appear to know about the role of the
Parliamentary and Health Service Ombudsman
(PHSO). Private patients treated in the independent
sector have no recourse to the PHSO and are directed
to the Independent Sector Complaints Adjudication
Service (ISCAS), if their hospital subscribes to the
service. Private patients did not appear to know of this
option. If the hospital does not subscribe to ISCAS, the
patient will not have access to independent
investigation or adjudication of their complaint.

We recommend that information about the means
to escalate a complaint to an independent body is
communicated more effectively in both the NHS
and independent sector. We recommend that all
private patients should have the right to mandatory
independent resolution of their complaint.

UHP have a complaints process which corresponds to
all complainants expressing are hope that their issues
have been addressed but signposts them to the
Ombudsman if they believe are responses have been
inadequate. Assurance is gained from the numbers of
ombudsmen’s complaints and the numbers of these
that are upheld. This data is reported annually.
Independent sector to ensure compliance.
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National findings

Recommendations

UHP position and further actions planned

We recommend that the University Hospitals
Birmingham NHS Foundation Trust board should
check that all patients of Paterson have been
recalled, and to communicate with any who have
not been seen.

Not applicable - specifically relates to University
Hospitals Birmingham.

Patient recall and ongoing care
We recognise that when Paterson was operating,
Solihull Hospital was run by Heart of England NHS
Foundation Trust (HEFT). However, the following
recommendation is about the current and ongoing
care of patients treated by Paterson, so it is addressed
to University Hospitals Birmingham NHS Foundation
Trust and Spire (UHB).
Although there have been assurances from both the
Trust and Spire that they have recalled all patients
who needed to be, we heard from almost a third of
patients who gave evidence to the Inquiry that they
have never received communication about recall or
attended an appointment. We heard from relatives of
deceased patients who had not been given
information about the appropriateness of their care.

We recommend that Spire should check that all
patients of Paterson have been recalled, and to
communicate with any who have not been seen,
and that they should check that they have been
given an ongoing treatment plan in the same way
that has been provided for patients in the NHS.

Improving recall procedures
Patients recalled by both HEFT and Spire stated that
their experience of recall was generally inadequate,
not patient-focused, and lacked transparency. Patients
were often treated as a problem to be solved during
the recalls. There were no national guidelines to
follow at the time, and we understand that this is still
the case today.

We recommend that a national framework or UHP to be aware of importance of process and scale of
protocol, with guidance, is developed about how recall. Await national guidance directive.
recall of patients should be managed and
communicated. This framework or protocol should
specify that the process is centred around the
patient’s needs, provide advice on how recall
decisions are made, and advise what resource is
required and how this might be provided. This
should apply to both the independent sector and
the NHS.
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National findings

Recommendations

UHP position and further actions planned

We recommend that the Government should, as a
matter of urgency, reform the current regulation of
indemnity products for healthcare professionals,
in light of the serious shortcomings identified by
the Inquiry, and introduce a nationwide safety net
to ensure patients are not disadvantaged.

Not applicable, UHP covered by NHS Resolution. Await
national legislation.

Clinical indemnity
Medical defence organisations cover the costs of
claims and damages awarded to patients. However,
they are not subject to financial conduct regulation,
and the indemnity cover they provide is discretionary.
The Medical Defence Union used its discretion to
withdraw cover since Paterson’s activity was criminal.
This left patients without cover. In the event of the
medical defence organisation and the hospital failing
to provide cover, some witnesses thought there was a
need to provide an industry-wide “safety net” so that
patients are not left uncompensated. Other witnesses
noted that the current system of indemnity cover for
consultants working in the independent sector is
unregulated, and told us that it should be regulated.
Regulatory system
In 2018/19, the Care Quality Commission, the General
Medical Council and the Nursing and Midwifery
Council, had a total annual budget of over £435m per
year, and between them employed over 5,200 people.
In addition to this, the Professional Standards
Authority for Health and Social Care employed a
further 40 people with an annual budget of £4m,
raised by fees paid by the regulatory bodies it
oversees. Despite the scale of the regulatory system, it
does not come together effectively to keep patients
safe. We also heard that it is not accessible or
understood by patients. We do not believe that the
creation of additional regulatory bodies is the answer
to this.

We recommend that the Government should Not applicable. Await national guidance.
ensure that the current system of regulation and
the collaboration of the regulators serves patient
safety as the top priority, given the ineffectiveness
of the system identified in this Inquiry.
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National findings

Recommendations

UHP position and further actions planned

We recommend that if, when a hospital investigates
a healthcare professional’s behaviour, including the
use of an HR process, any perceived risk to patient
safety should result in the suspension of that
healthcare professional. If the healthcare
professional also works at another provider, any
concerns about them should be communicated to
that provider.

UHP Consultants are sent complaints and incidents
annually for discussion at appraisal, it is their
responsibility under GMC guidance to appropriately
represent these in the appraisal discussion. UHP would
be unaware of incidents or complaints in other
organizations. UHP are not explicitly aware of scope of
practice in external organizations. All commitments to
other organizations should be divulged at appraisal

Investigating healthcare professionals’ practice
Senior managers and healthcare professionals in both
the NHS and the independent sector that Paterson
could and should have been suspended by HEFT
earlier than he was, given that concerns first began to
be raised in the early 2000s. HEFT used the HR process
to investigate him, even though the concerns relating
to Paterson from 2003 related to his clinical practice.
Goldman told us that he was following legal advice
and existing guidance in investigating the concerns,
using an HR process.Some of the healthcare
professionals who had raised concerns at HEFT in
2007, and who worked alongside Paterson at Spire,
did not tell Spire about the concerns, until Paterson
was suspended in 2011. Goldman told us that he felt
he acted appropriately in response to the concerns
raised.

Further actions planned:
1. Consider the appraiser being sighted on incidents
and complaints.
2. Request Independent sector to share complaints
and incidents in support of the consultants
appraisal of the FULL scope of practice.
3. Consider single repository for
investigations, incidents, complaints.

data

4. Alert on Multisource feedback outliers.
Corporate accountability
Many patients treated at HEFT, and many treated at
Spire, did not feel that the hospitals took responsibility
for what had happened. In the NHS, consultants are
employees and the NHS hospital is responsible for
their management, and accepts liability when things
go wrong. The situation is very different in the
independent sector where most consultants are selfemployed. Their engagement through practising
privileges is an arrangement recognised by CQC.
However, this recognition does not appear to have
resolved questions of hospitals’ or providers’ legal
liability for the actions of consultants.

We recommend that the Government addresses, as
a matter of urgency, this gap in responsibility and
liability.

Not applicable to UHP. Await national guidance.

on
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National findings

Recommendations

UHP position and further actions planned

Patients felt that they did not receive any meaningful
apology from the hospitals. We understand that
apologising was conflated with admitting legal liability.
Despite the historical guidance on being open and
saying sorry and, more recently, the statutory Duty of
Candour, we were provided with no evidence to show
how boards accept and implement accountability for
apologising.

We recommend that when things go wrong, boards
should apologise at the earliest stage of
investigation and not hold back from doing so for
fear of the consequences in relation to their
liability.

Application of Duty of Candour at all levels including
the Trust Board is of paramount importance. To be the
subject of further discussion at the Trust Board.

Adoption of the Inquiry’s recommendations in the independent sector
We heard from witnesses that, while the independent
sector shares a regulatory system with the NHS, it has
a different governance model. Therefore, it is not
possible for the Government to require the
independent sector to implement all the
recommendations it accepts. Where good practice is
implemented in the NHS, it is often voluntary in the
independent sector. Where the independent sector
does adopt best practice, it is often slow and decisions
to adopt such practice focus on innovation and
flexibility, rather than keeping patients safe.

We recommend that, if the Government accepts Await legislation relating to independent sector.
any of the recommendations concerned, it should
make arrangements to ensure that these are to be
applicable across the whole of the independent
sector’s workload (i.e. private, insured and NHSfunded) if independent sector providers are to be
able to qualify for NHS- contracted work.

Item 10 Safeguarding Annual Report
Purpose

Annual safeguarding report

Lenny Byrne

The purpose is to give assurance that the Trust is meeting our safeguarding responsibilities . University Hospital Plymouth NHS Trust
(UHPNT) prevents, identifies and responds to abuse. We have positive Safeguarding Partnerships with agencies, participating in multiagency processes, representing the Trust and needs of our patients. Safeguarding is fundamental to high-quality health and social care.
Abuse has a serious impact on all aspects of a person’s health and well-being. This Annual Report was reviewed by the Safety & Quality
Committee on 15 June 2020.
Headline messages
Key developments in 2019 include::
 There has been a review of the safeguarding governance structure, improving the function, strengthening strategic direction.
 Internal processes have been realigned and a safeguarding awareness has been promoted. Safeguarding Supervision has been
expanded
 Changes have been made giving greater oversight regarding quality of safeguarding referrals, Mental Capacity Act (MCA) practice and
Deprivation of Liberty Safeguards (DoLS) applications. We are working to be ready to implement Liberty Protection Safeguards (LPS).
 We have continued to increase training regarding MCA and DoLS and applications within practice.
 Training compliance has improved and training packages updated Safeguarding Adults Level 3 training is being planned to roll out in
2020.
 All safeguarding actions from Joint Targeted Area Inspection (JTAI) and the earlier CQC inspection have been implemented.
 Partnership and local work to improve outcomes for children has started to reduce delayed discharges for children in crisis.
 CP-IS and other alert systems have been reviewed and we can evidence good compliance in practice.
 The advocacy service has been expanded.
Considerations for the Trust Board
1.
2.
3.
4.

There is a need to appoint a Named Doctor for Safeguarding Adults
Capacity may need to increase within the team to accommodate changes in practice and the expanding roles for Safeguarding
Further improvements in evidencing through audit and statistical collation is a focus in 2020
Development of LPS practice and responsibility is a major challenge in 2020

Look ahead and next steps
The focus for the coming year is to:
• Embed improvements in referral and safeguarding alerts improving evidencing of practice and refine audit
• Further develop Trust awareness of MCA, DoLS and safeguarding and development of LPS and training in Safeguarding Adults Level 3
• Expand and evidence the effectiveness of supervision and support offered ,including expansion of Advocacy services within the Trust

Item 10

DETAILED REPORT
Trust Board

26 June 2020

Subject

Annual Safeguarding Report

Prepared by

Alison O’Neill Head of Safeguarding/Named Nurse Safeguarding Children

Approved by

Lenny Byrne Chief Nurse and Director of Integrated Clinical Professions

Presented by

Lenny Byrne Chief Nurse and Director of Integrated Clinical Professions

Purpose
This report:
1.
2.
3.
4.
5.
6.

Details the progress of objectives of the Safeguarding Team and Steering Committee.
Gives assurance regarding UHPNT safeguarding processes, procedures and culture to
protect those at risk of abuse, neglect or exploitation.
Demonstrates appropriate identification of risk and ensures the correct action is taken to
prevent and minimise the effect of abuse.
Demonstrates that the Trust is aware of and responds to changes in practice, research,
national legislation, multi-agency & Trust policies and procedures maximising
effectiveness of safeguarding practice.
It demonstrates that the Trust delivers its statutory responsibilities to safeguard
vulnerable children and adults,
Identifies the progress made against the priorities for 2019-2020 and outlines future
priorities for 2020-2021.

Background
1.

All NHS organisations have a statutory duty to safeguard and promote the welfare of
people. UHPNT ensures that we safeguard individuals and respect their dignity,
protecting human rights.

2.

Key guidance and legislation highlighting safeguarding responsibilities include:
• Children’s Act (1989 & 2004) including Section 11 Children’s Act
• National Service Framework for Children, Young People & Maternity Services (2004)
• Deprivation of Liberty Safeguards (DOLS, 2007).
• Deprivation of Liberty Safeguards – Mental Capacity Act updated (2009)
• CQC Essential Standards of Quality and Safety (2010)
• Health and Social Care Act (2012 & 2014)
• Confidential Inquiry into premature deaths of people with learning disabilities (2013)
• Six Lives Report on Healthcare for People with Learning Disabilities (2013)
• Cheshire West Supreme Court Ruling on DOLS (2014)
• Care Act (2014)
• Wood report Review of LSCB (2016)
• Adult Safeguarding: Roles and Competencies for Health Care Staff (2018)
• Working Together to Safeguard Children (2018)
• Care Quality Commission Regulations (2019)
• The NHS Constitution (2019)

3.

The safeguarding team is integrated to reflect the needs of children and adults and
continues to develop a co-ordinated approach to safeguarding systems and processes.
(See Annex 1 for details of the team structure).
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4.

The objective of the safeguarding team is to support the vision of the Trust to promote
and provide outstanding integrated care. The safeguarding team share and promote the
strategic direction of the Trust and support one big team; Trust values are integral to
safeguarding.

5.

Robust planning regarding safeguarding priorities ensures an effective contribution to
creating an improving culture:
• Reducing harm
• Securing regulatory compliance
• Improving communication and co-operation with community partners
• Increasing support to staff and developing expertise and competence
• Delivering safe, high quality services
• Promoting timely and safe discharge.

6.

There has been substantial progress in achieving objectives and developing services
within the last year.

There have been major changes this year to safeguarding processes. The appointment of
the Chief Nurse and executive lead for safeguarding has resulted in a review of the function
and efficiency of safeguarding committees and service provision. This has further developed
the strategic functioning of safeguarding within the organisation.
Systems for identifying children and adults at risk have been reviewed. Referral and alert
processes for safeguarding and Mental Capacity functioning have been further aligned
simplifying the process for clinical staff and giving greater oversight and assurance.
The ambition of the team is to further develop objectives which underpin our values; to
monitor, define, refine and improve safeguarding services. This report outlines how we will
take these forward in our future priorities.

Main body of report
1) Safeguarding Governance and Leadership
University Hospitals Plymouth NHS Trust can demonstrate leadership, through processes
and a positive culture ensuring safeguarding is prioritised within the organisation. The Trust
has a governance structure for safeguarding with clearly defined leadership roles and a
dedicated safeguarding team offering support to all. (See Annex 1)
1.1
Safeguarding Leadership; this year there has been a change in the executive
leadership of the team with the appointment of the Chief Nurse and Director of Clinical
Professions. There has been a review of service provision and re-alignment of function of the
safeguarding strategic and operational committees. The strategic authority of safeguarding
within the organisation has been considerably strengthened.
A Mental Capacity Act (MCA) & Mental Health Act (MHA) and Deprivation of Liberty
Safeguards (DoLS) Lead has been appointed as an addition to the team, which has
strengthened strategic oversight, governance, process and support offered to clinicians and
patients across the Trust.
1.2
Local Safeguarding Boards; Local Safeguarding Children’s Boards (LSCB)
(changing to Children’s Partnership arrangements) and Safeguarding Adult Boards (SAB)
provide statutory mechanisms for local agencies to work in partnership, promoting the safety
of people. Engagement with all Safeguarding Boards in all 3 main areas remains strong.
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We are fully engaged with migration of safeguarding Children’s Boards to partnerships
(following the Wood report publication in 2016). The principle areas for change following this
report included:
• Quality of multiagency working arrangements, there is a move away from the
prescriptive national frameworks which have been in place previously, to locally based
Safeguarding Partnerships.
• Serious Case Reviews (SCRs) have moved to a national panel to improve the ability to
demonstrate lessons learnt from enquiry. Local enquiry can occur and we have changed
our reporting system to reflect changes.
• Child Death Overview Panels (CDOP) has changed; they are now under the remit of the
Department of Health, disseminating relevant learning to child protection agencies.
Locally we continue to provide clerical co-ordination for services.
The Safeguarding Adult Board (SAB) have three core duties. They must:
1. Develop and publish a strategic plan setting out how they will meet their objectives and
how their member and partner agencies will contribute.
2. Publish an annual report detailing its effectiveness
3. Commission safeguarding adults reviews (SARs) for any cases which meet the criteria.
We have contributed to SARs in all our neighbouring regions as needed.
1.3
The Internal Function of the Safeguarding Team includes supporting staff across
the Trust ensuring effective communication with partner agencies.
We continue to work across all age groups and promote a Think Family approach to:
Promote the profile of safeguarding within the Trust.
Provide clinical leadership promoting quality safeguarding, evidenced through practice
Provide challenge and scrutiny of safeguarding practice
Work to increase training and teaching for all staff
Support and empower staff to recognise and act regarding safeguarding
Provide oversight and development of policy and procedures
Promote safeguarding supervision and audit.
Share learning from internal and external reviews promoting best practice
Contribute to quality assurance, enhancing practice development
Support staff attending court and other enquiries
Contribute to national and local safeguarding adult and children enquiry processes
Improve understanding of the MCA and DoLS processes, preparing for the challenge of
LPS.

•
•
•
•
•
•
•
•
•
•
•
•

The Trust has representation on Safeguarding Boards and sub-groups, raising the Trust
profile and ensuring UHPNT interests are represented.
Internally safeguarding is governed by the Trust Board of Directors through the Quality
Assurance Committee and Safeguarding Steering Committee (Fig1). With the introduction of
new governance arrangements and the development of a the safeguarding team following
the appointment of the Chief Nurse as Executive Lead for safeguarding the Terms of
Reference have been reviewed and developed for the Safeguarding Steering Committee.
Changes and improvements in functioning include:
•
•
•
•

The senior membership has been reviewed, enhanced and developed
There has been a review of the strategic function
Increased scrutiny of the Operational Committee
Increased emphasis on assuring effectiveness of UHPNT safeguarding functioning.
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The Steering Committee meet bimonthly and ensures that safeguarding commitments and
responsibilities for both adults and children are met. The Safeguarding Operational Group
receives any operational safeguarding issues identified. The Terms of Reference have been
developed, reviewed and membership identified.
The Trust has Safeguarding Champions, throughout the Trust and meetings occur quarterly
affording the clinical team representation and a direct voice in safeguarding feeding into the
operational committee. This provides an opportunity to build knowledge and expertise and
disseminate knowledge to clinical teams. It is hoped to further enhance this groups
functioning, including reviewing supervision roll out and information sharing.
The team has identified key roles to provide quality leadership and expertise. The team has
substantial experience in safeguarding with previous experience from diverse areas. The
senior team provide assurance of compliance with statutory safeguarding responsibilities,
legislation and national standards, working regionally to build networks and increase
excellence in practice.
2) National Context Influencing Safeguarding Present and Future Practice
Effective safeguarding requires practice to be cognisant with current research, legislation and
statutory guidance. The following are current key areas influencing safeguarding practice:
2.1
Mental Capacity Act (MCA), Deprivation of Liberty Safeguards (DoLS) and
Liberty Protection Safeguards (LPS) provide safeguards to protect the rights of people
who are vulnerable and lack capacity. When people are deprived of their liberty in their own
best interests to protect their health and safety and DOLS applies, we must to make a
referral to the Supervisory Body, which is the relevant local authority. The Supreme Court
ruling in the case of Cheshire West resulted in a very large increase in the number of
applications for DoLS authorisations. The Department of Health, asked the Law Commission
to review the DoLS. The report called for the DoLS to be replaced as a matter of “pressing
urgency” and set out a new scheme called the Liberty Protection safeguards (LPS).
The Mental Capacity (Amendment) Bill was agreed in April 2019. The detail includes
changes in regulation and a code of practice that will accompany the Mental Capacity
(Amendment) Act. This represents a substantial change for our organisation as this now
encompasses regulation for 16-18 year olds and the responsibility for assessment and
approval will reside with to our organisation. Plans have commenced to adapt practice to
ensure we can meet the requirements of proposed changes.
2.2
Trauma Informed Approach/Adverse Childhood Experiences (ACEs). Research
has identified the significance of adverse childhood experiences on children’s development.
Experience of childhood trauma can lead to issues with chronic diseases, mental illness,
being the victim or perpetrator of violence and financial and social problems for adults. The
Plymouth Trauma Lens shows the diversity of influences that could contribute to trauma.
(See fig 2)
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Fig 2, Trauma Informed Plymouth (PSCB 2019)

The 5 Core Values can be applied at individual, team or organisational level. As a trauma
aware city Plymouth recognises the evidence base that is emerging, across both national
and international communities, which identifies the impact of trauma and the consequences
of exposure to adversity as a profound health and social care issue. We are engaged with
the Trauma Informed Network in Plymouth helping to support and drive this work across the
city. The Plymouth pilot is working with families to reduce the impact of trauma with the aim
of improving outcomes. This work is crucial in prevention of the associated longer term
impacts in adulthood can improve longer term outcomes. This increases understanding of
how patients behaviours can be as a result of trauma, avoiding a victim blaming approach.
We can then be proactive and more understanding of our place within multi-agency planning
for patients with difficult behaviours as a result of trauma. This approach has been included
in supplementary safeguarding education delivered to specialised groups.
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2.3
Think Family Approach and Contextual Safeguarding. Like the Trauma Informed
Approach these approaches encourage practitioners to view patients as part of a larger
external system and not in isolation. The approach coordinates responses to families to
provide support at the earliest opportunity, meet the full range of needs and respond
effectively. This is a central consideration when working with children or adults in crisis
encouraging a multi-agency cohesive approach to planning care.
Contextual safeguarding is important when developing plans to protect young people safety;
acknowledging the influence of peer groups, external family influences and increased risk
taking behaviours. (See fig 3). We are working collaboratively to develop practices and
interventions which seek to safeguard young people within their communities through
involvement with multiagency strategic groups. This is especially important when developing
of services to address issues such as Domestic Abuse, Child Exploitation (including, Child
Sexual Exploitation (CSE), Criminal Exploitation (CE) and ‘County Lines’, PREVENT and
human slavery).
(Fig 3) Contextual Safeguarding

2.4 Domestic Abuse. In January 2019, the Government published Transforming the
Response to Domestic Abuse Consultation Response and Draft Bill. This is the first statutory
government definition of domestic abuse to include economic abuse and controlling and
manipulative non-physical abuse. Domestic abuse is costly to lives and society. 1 in 5
children witness domestic abuse and research outlines the longer term developmental and
physical harm of exposure to domestic abuse in childhood. (See fig 4)
Domestic Abuse may be combined with poverty, drug and alcohol misuse medical or mental
health problems. Services in UHPNT come into contact with children, young people and
adults who are affected by domestic abuse. We must prioritise safety and ensure victims can
talk and be provided help when needed. This continues to be a key area of action in 2020/21.
We have maintained and increased our involvement with domestic abuse services,
expanding our input strategically and operationally to meet the needs of all areas receiving
our services. Plans are in place to review service provision to staff who are victims of
domestic abuse. We continue to consider expansion of routine questioning and development
of the use of DASH (domestic abuse, stalking and honour based violence) risk assessment
tool within UHPNT. This tool is used to assess the risk that a victim is exposed to and can
help in the action required. If a high score is attained, the victim can then be referred to the
multi-agency risk assessment conference (MARAC). In 2020/21 we will explore the
possibility of an Independent Domestic Abuse Worker within the Trust to further increase
support available to victims accessing services.
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(Fig 4) The Domestic Abuse Power Wheel: demonstrates manifestations of abuse

3)

Current position

For a full summary of progress against 2019 actions to improve safeguarding standards see
Annex 2.
External assurance and liaison, UHPNT work in partnership with the three Local
Safeguarding Children Boards, three Safeguarding Adult Boards, Clinical Commissioning
Groups, NHS England Region Network, NHS England National Forums and Safeguarding
Health Networks, as well as other partner agencies in safeguarding. We can demonstrate a
well led and transparent service and cooperate with external scrutiny to measure the
robustness and effectiveness of safeguarding through:
•
•
•
•
•

Annual safeguarding self-declaration to Board and Clinical Commissioning Groups
Annual section 11 self-assessment/ assurance for to Plymouth Safeguarding Children’s
Partnership (Previously Safeguarding Board) and report to Devon and Cornwall
Boards/Partnerships
Contribution to Safeguarding Adult Boards annual review for the three areas
Contribution to multi agency audits of practice, learning reviews
Contribution to statutory reviews

3.1 Internal assurance, in summary the UHPNT Safeguarding team ensures we:
•
•

Meet our statutory requirements to carry out recruitment and vetting checks for staff.
Receive referrals and give advice, support and supervision to staff across the Trust.
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•
•
•
•
•
•
•

Ensure multiagency communication to safeguard people
Update, publish and ensure implementation of Safeguarding policies across the Trust
Ensure we adhere to South West Child Protection Procedures and follow safeguarding
policies and procedures published by Plymouth Safeguarding Boards/Partnerships.
Review and quality assure all DoLS applications to the Local Authority and provide
feedback, teaching and support to areas and practitioners as needed.
Collate data and continue refine processes to ensure we are using resources
effectively to minimise risk.
Review systems of referral to make referral processes accurate and user friendly and
provide assurance.
Cooperate with external and internal investigations
Total number of referrals from UHPNT staff to the internal
Safeguarding teams
Safeguarding Adult Safeguarding Team
Safeguarding Children Safeguarding team
Safeguarding Midwifery Team
Deprivation of Liberty Safeguards (DoLS) referrals

2019
955
3446
711
785

Safeguarding Adult Enquiry; Plymouth City Council served us with the following requests
for information under Section 42 of the Care Act in 2019/20:
Type of Enquiry

Number of Requests

Informal “information-gathering” requests

53

Formal Section 42 Enquiries/ Investigations

21

Total number of enquiries

74

The findings of enquiries are reviewed informing decision making regarding the existence of
abuse or neglect. Local Authorities and CCG Safeguarding Leads are the decision makers.
Thematic issues identified from investigations include:
•
•
•
•

Unsafe Discharge(s)
Sub-optimal Pressure Ulcer Care, and
Acts of omission in care.
Care and discharge of people with Learning disabilities

In 2019 we identified 7 cases of Modern Slavery a 50% increase from the previous year. See
Annex 3 gives for details of themes and trends of safeguarding incidence in 2019/20.
3.3 Safeguarding Children; Referrals into the safeguarding team from within the Trust are
shared with Social care, Public Health Nurses and other health teams as required. Major
themes include; Mental Health and Behavioural issues in children, Mental Health and
Domestic Abuse issues for Adults with children in the household, Physical injury in nonmobile children, Neglect issues, Non-accidental or unexplained injury. Most referrals are
made via ED, Paediatrics, Community Midwifery, and the Clinical Decision Unit. Telephone
and face to face support themes include, Mental Health, behavioural issues, Looked After
Children, Parent’s Behaviour, Sexual Assault and Domestic Abuse. Liaison pathways
include, Social Care, Mental Health Practitioners, Public Health Practitioners, Community
Services and GPs.
We have completed 109 Child protection medicals in 2019/2020 as follows:
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Apr
4

May
10

Jun
9

Jul
20

Aug
3

Sep
9

Oct
20

Nov
3

Dec
18

Jan
4

Feb
10

Mar
3

We are establishing systems to collate more information regarding themes and trends of
referrals into the team and review outcomes of these referrals. This is a priority for 2020/21.
3.4 Midwifery; Changes within the Safeguarding Midwifery Team continue to have a positive
effect on safeguarding delivery. The safeguarding midwifery team is led by the Director of
Midwifery and Named Midwife with a safeguarding specialist Midwife managing the
safeguarding midwifery team. The safeguarding operational team within localities is
increasing in size to ensure continuity of care from 4 Band 6s to 8.
This team now support women with safeguarding concerns, substance misuse issues and
other vulnerable groups. This enables sharing of expertise across the service and will
facilitate succession planning. Referrals into the safeguarding midwifery team continue to
show the high level of demand for support from Midwives and other agencies.
The team have reviewed and implemented the ICON project (ICON=Infant crying is normal)
within the service to ensure new parents are supported and fathers engaged with
management of crying in infants in response to recommendations in recent SCRs.
https://iconcope.org/
The complexity of cases referred to midwifery appears to continue to increase. It is planned
to develop evidencing of activity further to identify themes and trends of referral.
3.5 Workforce Learning and Development; UHPNT has aligned staff statutory
safeguarding training requirements to the Skills for Health Core Skills Training Framework
(Skills for Health 2018). Training is underpinned by an Intercollegiate Document for Children
RCPCH 2019 and Intercollegiate Document Guidance for Safeguarding Adults NHS England
2018. There is a need to develop recently introduced requirement for Safeguarding Adults
training at level 3 and when complete we will be fully aligned with these documents. Specific
training is delivered to support the Trust standard safeguarding training programme. Collation
of evidence of additional training is regularly revised and improved.
Training figures are as follows:
Training Level
Level 1 Adults and children
Level 2 Adults and children
Level 3 children

Feb 2018
98.29%
90.19%
82.66%

Jan 2019
99.32%
90.31%
80.70%

Jan 2020
98.93%
91.64%
82.05%

Mar 2020
98.74%
91.50%
86.27%

The Trust Level 1, Level 2 and specific area training programmes are revised annually, as a
minimum and are available as eLearning or face-to-face training. Safeguarding Children,
Level 3 Child Protection training is delivered via Multi-Agency arrangements as
recommended in the safeguarding children’s intercollegiate document (2019). We plan to
explore the use of competency based assessment and training passports approach to give
practitioners more flexibility and improving the training offer. This has been expedited by
social distancing measures in place during the current COVID-19 crisis as LSCB training is
currently suspended. An on-line Level 3 package has been sourced and quality assured and
will be available to ensure training continues. Training compliance for level 3 safeguarding
children have improved by 5.57% since January 2019 continues to be a priority in 2020/21.
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The safeguarding adult intercollegiate document was published in 2018. The CCG are
currently reviewing, as a county wide approach, how we will deliver Level 3 safeguarding
adults training which is to be implemented in 2020. During the current COVID-19 crisis we
are working on accessing an on-line package that will ensure standards are able to be met.
There is a need to appoint a Named Doctor for Safeguarding Adults to be fully compliant with
recommendations in the intercollegiate document.
3.6 Supervision; Supervision processes and implementation are reviewed regularly. The
safeguarding supervision policy is incorporated into the safeguarding policy at present and
will be reviewed in 2020.
Regular safeguarding supervision for high risk areas has been expanded in 2019.
Supervision will continue to be refined in 2020. Supervisors appointed within the specialist
workforce in the Child Development Centre and it is planned to explore extend the model in
2020.
The safeguarding team are available for ad-hoc supervision, advice and support to the whole
Trust. Systems for evidencing assurance and planning following supervision have been
revised and improved.
4) External Reporting, Audit and Inspection
4.1 Joint Targeted Area Inspection (JTAI) was announced in November 2019. This joint
multi- agency review consisted of four inspectorates; Ofsted, CQC, Police and Probation
Inspectorates. They assessed how services work together to identify, support and protect
vulnerable children and young people. Each inspection included a ‘deep dive’ element. The
Plymouth inspection focused on children with mental health issues.
It was identified that professionals work well together to meet the needs of children with
mental health needs. No priority action areas were identified for any of the agencies. Some
areas for action were identified across the partner agencies.
For UHPNT the following specific areas were identified:
•
•
•
•

The review highlighted good areas of practice, including training, supervision and
flexibility of services for 16 to 18 year olds.
In ED the voice of the child in records was not always recorded
A formalised risk assessment tool for the environment was not in place for children in
crisis, although it was commented that risk assessment was evident in practice.
A good level of advice and support available to staff from the safeguarding team.

All recommendation for this inspection and those of the earlier CQC (see DoLS section)
inspection have been implemented.
4.2 Audit plans for 2019 were reviewed:
Planned Audit

Compliance with
Children & Young
People who are ‘not
brought’ policy
Awareness of
safeguarding
processes within the

Outcome

Showed there was a lack of
adherence and consistency of
implementation. This was backed
up by findings and recommendation
from a Serious Case Review
This has been completed showing
good awareness of responsibility
and who to seek support form.

Plan

Policy has been reviewed and
re-written to make the process
clearer. This has been shared
and audit will be repeated to
demonstrate compliance
This audit will be reviewed and
revisited to examine knowledge
of process again in 2020
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Trust
Use of the Domestic
Abuse question in
Maternity
Awareness of the
Mental Capacity Act
and DoLS.

Knowledge of process needs
reviewed
This has been commenced not yet
been completed
This has been completed and
showed a lack of knowledge of
process and understanding

To be reviewed in 2020
Systems and processes have
been amended. To be repeated
in 2020

Audit plans, assessment of trends and themes will be fully reviewed in association with the
Steering Committee and implemented in 2020.
4.3 Report to LSCB (Section 11); has been completed and submitted in 2019. Areas were
compliance must improve included:
•
•
•

Implementation of the 10 wishes document
Improve the ability to give assurance regarding quality of referrals
The need to share PSCB Multi-Agency Guidance on Harmful Sexual Behaviour
information

4.4 Domestic Homicide Reviews (DHR) is a local multi-agency review of the circumstances
in which the death of a person aged 16 or over has, or appears to have, resulted from
violence, abuse or neglect by:
• A person to whom the perpetrator was related or with whom he/she was or has been in
an intimate personal relationship, or
• A member of the same household as the perpetrator
Plymouth SAB have a DHR awaiting Home Office approval; there is no direct learning for
UHPNT and our clinical input was minimal. Learning from national cases including a highlevel published briefing was disseminated to share learning with frontline professionals.
4.6 Serious Adult Reviews (SAR’s) are carried out when someone with care and support
needs dies as a result of neglect or abuse and there is a concern that the local authority or its
partners could have done more to protect them.
In 2019-2020 Plymouth Safeguarding Adults Board published one SAR with no specific
learning for our Trust. An area of good practice by a Doctor was identified in the report.
Cornwall did publish a SAR which identified wider learning around self-neglect, recognition of
and the need to improve partner agency communications. The Trust had minimal contact and
findings were shared.
4.7 Serious Case Reviews (SCRs) were established under the Children Act (2004) to
review cases where a child has died or been seriously injured and abused. A Local
Safeguarding Children Board/Partnership can review and refer to national panel to consider
a review for any case where it suspects learning can improve practice.
There have been 2 SCRs published recently in the local area where UHPNT were involved in
care. Both these case’s concerned injury to non-mobile babies. Learning has been shared
and action plans completed to embed learning and changes in practice implemented. This
process is monitored through the Safeguarding Steering Committee.
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5)
PREVENT is part of the Government counter-terrorism strategy and aims to reduce
the threat to the UK from terrorism. The Trust has systems and processes in place to
respond promptly to issues of concern; nominated PREVENT Contacts are identified, with a
single point of contact for the health regional. Prevent co-ordinators are responsible for
executing Prevent within their organisation. They must ensure that health staff understands
the risk of radicalisation and how to seek appropriate advice and support. NHS England
incorporated PREVENT into its safeguarding arrangements, so that awareness and other
relevant training is delivered to all staff providing services to patients.
The Trust submits a quarterly PREVENT return in Quarter 3 in 2019 training compliance
was recorded as 84.8% for awareness raising and 81/6% for those who require basic
awareness raising training. There have been no PREVENTs alerts made this quarter by
UHPNT. PREVENT process within the Trust continues to be reviewed to ensure efficient use
of resources and compliance with national expectations.
6) Mental Capacity (MCA) and Deprivation of Liberty Safeguards (DoLS)
The Trust Mental Capacity Act (MCA) and DoLS Policy and process has been fully reviewed
by our newly appointed MCA and Mental Health Act (MHA) Clinical Lead and ratified by the
Safeguarding Steering Committee. Systems are in place to prompt the statutory application
to Supervisory Local Authorities for DoLS where required.
Processes have been amended increasing oversight of DoLS processes. The team quality
control and risk assess applications prior to submission to the Local Authority, offering direct
feedback to staff and allowing targeted training to areas of greatest need. The number of
referrals has increased showing increased awareness of process:
Year
Number of DoLS applications

2018
453

2019
785

Basic MCA training is included in Safeguarding level 2 training and additional MCA and
DoLS training continues to be delivered across the Trust focusing on areas of greatest need.
5141 staff within the Trust receive level 2 safeguarding and a further 1,000 staff have then
received area specific face to face training. Supplementary training has been targeted at
areas of highest need. We have secured the delivery of a formal Level 3 session; identifying
medical staffing as priority. Level 3 Safeguarding Adult training implementation will include
Mental Capacity Act and DoLS information.
The increase in emphasis at executive level from our Chief Nurse and the appointment of a
MCA/DoLS Lead has allowed greater focus and clarification re process through amendment
of policy, increased teaching and greater publicity addressing action identified by the CQC
and this remains a high priority.
The introduction of changes in the process in 2020 from DoLS to Liberty Protection
Safeguards (LPS) has substantial implications for practice within the Trust. When the new
processes are introduced we will have responsibility for assessment and implementation in
addition to reporting. Planning has commenced to review how we manage this, reporting to
the Safeguarding Steering Committee. The new process will have an impact on team
capacity due to the anticipated change in hospital roles and statutory responsibilities (with
Liberty Protection Safeguards (LPS) replacing DoLS).
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We are currently designing a dynamic internal register to provide live, accessible data on
restraints in place, alongside a Standard Operating Procedure for escalation to Trust
executives for oversight and consideration. The need for a MCA subgroup of the
Safeguarding Steering Committee will be reviewed in 2020. A MCA forum would bring
together key members of staff from all care groups and services to improve awareness
understanding; further embedding MCA to support legal compliance with MCA/DOLS/LPS
statutory agendas.
7) Physical Interventions and Conflict Resolution
The Trust has established guidance in the use of physical and non-physical intervention
(restraint), ensuring appropriate restraint is used which is compliant with Mental Capacity Act
(2005), Department of Health 2014 and 2019 Guidance and Human Rights Framework for
Restraint (2019). With the expansion of the Physical Interventions Training Team, support
and training continues to be provided in clinical areas and departments identified as high risk,
to ensure knowledge and confidence in this area.
Staff are now being supported and trained to adapt practice to prevent and minimise assault.
This and the formation of the enhanced observation team have reduced the Trust use of
Bed-watch, improving planned intervention, identifying areas of higher risk and care-planning
for patients which should lead to reduction of incidence.
The Restraint Register is currently being designed on SALUS and this will provide oversight
in real time as to acuity. This will allow senior clinical review and specialist support to be
delivered. The register can then be used to further identify areas of high risk and plan training
and support in the future. Physical Interventions management has now transferred to the
learning and development team.
8) Children in Crisis
Work continues to improve processes for children and young people presenting in mental
health, behavioural or social crisis. When young people present with considerable
behavioural and sometimes anti-social behaviours this raises risk for them and others and
can be difficult to manage in an acute medical environment.
This has contributed to incidences of violence to the children themselves and staff. Delayed
discharge can mean that we are the only place these children can reside once they are in our
care for a protracted period of time, postponing appropriate care for the child and increasing
distress for them and often others.
There has been wider strategic review to improve outcomes in these situations across the
peninsula. The aim is to develop services to minimise delay in appropriate placement and
reduce distress to these young people who have often experienced extensive trauma and
need specialist support. Processes have been developed to ensure prompt escalation and
management when delayed discharge occurs. Systems are in place to monitor and escalate
appropriately to effect action and delays have often been reduced but not eliminated.
As part of a pilot commissioned by the CCG the safeguarding team hosted a specialist Social
Worker to evaluate process and review structures with in this regard. The evaluation
examined how we can improve partnership working to reduce the length or prevent
admission when possible. Initial outcomes are positive and we await the full report. The
project focused on improving interagency cooperation and reducing delay for these patients.
Further investment in this area may also allow proactive management of frequent attenders
to reduce future crisis presentations.
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9) Summary of Achievement





















There is increased visibility across all clinical areas by the Safeguarding Team
There has been improvement in management, definition and functioning of the
Safeguarding Steering and Operational Committees including greater strategic oversight
and senior management engagement
The appointment of the Mental Capacity and Deprivation of Liberty Safeguards Lead has
allowed development of process and increase awareness across the Trust.
Development of MCA and DoLS process and oversight of application
Greater scrutiny of Section 42 safeguarding process has led to engagement and
ownership from wards and departments and improvement of timeliness and quality of
response to the Local Authority
We continue to expand involvement in local and regional multi-agency working
Expanded involvement in Safeguarding Board/Partnership sub-groups
The safeguarding team embrace ‘whole team’ working and contribute to a wide variety of
multi-disciplinary and multi-agency meetings
We are contributing to the development of a multi-agency approach to contextual
safeguarding where young people exhibit distress (Children in Crisis) following a
successful SW pilot
We have worked to raise awareness of safeguarding issues e.g. warning signs and
indicators of Child Criminal Exploitation and Domestic Abuse
Further developed links and expertise in PREVENT
Expansion and completion of the physical Interventions team, use of reducing bed-watch
Provided additional bespoke training to support staff in mandatory compliance
Developed additional trained safeguarding supervisors across areas
Continue to publicise safeguarding issues across the Trust and develop the
safeguarding champions group role
Further review and continue to develop simple referral processes with greater assurance
and evidencing of compliance.
Developed and strengthen the midwifery safeguarding team
Establishment of Advocacy service within the Trust
Action and learning from SAR and SCR recommendations implemented including ICON
project.
A joint Children’s and Adult’s newsletter is being produced every six months and sent
electronically to all staff members via email to extend existing safeguarding publicity.

10) Future priorities 2020-2021
The following priorities ensure development of the Trust’s commitment to safeguarding and
underpin the comprehensive forward work plan for safeguarding.
Our key objectives for 2020/2021
1. Training
Specific Objective
How we will achieve this
Develop training at level 3
for safeguarding adults

Development of training
packages on-line is in place
for safeguard children level
3 and the use of training

The CCG are assisting with sourcing
an on-line package to use in the
present COVID-19 crisis and we are
considering on-line direct teaching
and using training passports
This has been expedited due to
COVID-19. A training package is
sourced and the steering committee
are going to be asked to approve

Date of expected
completion
June 2020

June 2020
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passports to give flexibility
of training
MCA and DoLS training
evidencing of expansion by
use of database of
evidence, to identify areas
of high risk and target
training

rollout of passports.
Work has occurred to ensure this is all
evidenced on a database. This will
continue and expand this year to
ensure we are ready and staff are
aware of their responsibilities moving
forward to LPS.

October 2020 (
date may be
amended due to
COVID-19
awaiting
Government
guidance)
Compliance with all
Training generally has improved
Due to COVID-19
safeguarding training needs however evidencing medics training
pressure we are
to be assured (CQC 2019)
proves more difficult; the Named
anticipating total
with specific reference to
Doctor is reviewing and it is hoped
resolution by
training for medics.
we will have a resolution soon
December 2020.
2. Improving statistical collation and evidence of safeguarding practice
To prioritise developing
We are developing systems to more
June 2020 with
more accurate evidence and accurately determine areas of
further review and
recording systems within the greatest risk, level of activity and
amendment
safeguarding team.
themes and trends to inform service
formally in Dec
Focusing on ensuring
development.
2020.
cohesion of systems so that
we learn best practice in this
regard from Safeguarding
adult, children and DoLS
systems.
Further development of
MCA lead will further develop this
August 2020
accurate recording systems consultation.
in place within DoLS and
MCA
Improvement in monitoring, Named Doctor is leading on this and
June 2020.
oversight and statistical
has begun consultation to review
collation of outcomes for
information sharing processes.
Child Protection Medicals
Collation or information review will
occur within the safeguarding team
with oversight of the Steering
Committee
3. Publicity
Development of publicity
Raising awareness of current issues
Monthly
and raising awareness of
in practice such are Trauma informed newsletter annual
safeguarding across the
practice, Think Family, Domestic
publicity schedule
Trust and improving liaison
Abuse, Children in Crisis and
reviewed.
with multi-agency partners
Changes to DoLS/ LPS processes.
This is monitored by the safeguarding
Operational Committee and reviewed
quarterly
4. Policy development
Amend and update the
The safeguarding children’s policy will This will be
Safeguarding Children’s
be fully revised this year, taking into
presented to the
Policy
account changes made to the referral steering
process to the safeguarding team. NN committee after
safeguarding children
consultation in
August 2020.
Amendment of the policy for The Named Doctor has carried out a
Presented to the
children who are not
full review of this policy following
steering
brought to appointments
recommendations from Serious
committee for
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Investigations
The Domestic Abuse Policy
is due for review, including a
review and extension of the
use of Routine Inquiry re
Domestic Abuse.
5. Supervision
Supervision has been
expanded and we are
currently reviewing the
supervision process.
We continue to expand the
offer of regulation and it is
hoped to continue this
process.

Amendments to the policy have been
carried out and extension of routine
questioning will form part of the
discussion at steering committee
when this is presented.

approval in June
2020
This will be
discussed at June
2020 steering
committee.

This is being developed to provide a
August 2020
database of evidence so that themes
and outcomes of supervision can be
demonstrated with greater clarity
Reviewing areas to prioritise for
Due to the
expiation and exploring rollout of
COVID-19 crisis
training for supervisors in practice
this has been
areas. This is being explored currently delayed.
with the safeguarding champions
Progress will be
meeting and with specialist areas. We reviewed in
will monitor progress and present a
February 2021.
review to the Operational Committee.
6. Development of services and involvement with other agencies
We have developed
We will continue to work with partners Report on
increased support from the
and the CCG to increase capacity in
process to
|Advocacy service and it is
this area. This has been delayed due
Steering
hoped to improve this
to COVID-19
committee Dec
further in 2020.
2020
Further re-evaluation and
This has been delayed by the current It is planned to
action from the Social Care
COVID-19 crisis and work is needed
review this and a
project is needed. It is
to accommodate changes in service.
report
on
hoped to develop a system
The report currently sits with
progress will be
whereby we have social
commissioners.
shared in August
care services within the
2020.
team and access to multiagency systems to enhance
communication and care.
Review the benefit of
This will be reviewed and presented
March 2021
access to an Independent
to commissioners following discussion
Domestic Violence
at the steering committee in August
Advocate within the Trust.
2020 to refine proposals
Ensure Named Doctor in
In consultation with Steering
October 2020
place for Safeguarding
Committee and Executive medical
Adults (as recommended
Lead appoint specialist to lead the
by the Intercollegiate
service
document)
7. Development and simplification of systems of referral internally and
externally
Continue to embed
This process has commenced and
July 2020.
systems to simplify referral systems have changed to make
and provide greater
referral processes for adults and
oversight and assurance
children more aligned. This needs
regarding referral to other
further refinement and embedding in
services such as social
practice through education and
care for adults and
feedback.
children
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Consideration as to the
need for a MCA subgroup
of the Safeguarding
Steering Committee
8. MCA/DoLS/LPS
Process changes needed
and review of MCA
provision to ensure we can
meet our obligations for
LPS implementation.
Continue to improve staff
awareness and evidencing
to give assurance of
competence in
MCA/DoLS/LPS.

Mental Capacity Lead will present a
report to the steering Committee
following full evaluation.

considered in
August 2020 if
approved be in
place by October
2020

Head of safeguarding and Lead for
MCA/DoLS will continue to implement
planned changes with oversight of the
steering Committee and reporting to
Board as required

Initial plan is
implementation
October 2020
may be delayed
due to COVID
crisis
Continue with
current planning
database
completion July
2020. Training
review monthly
and full report to
Steering
Committee
January 2021

Training continues to be developed
and delivered and responsibility and
co-ordination sits with MCA lead.
Developing databases to map areas
of greatest need and monitor and act
on theses and trends. Reporting
progress to the Steering Committee

9. Audit - The current audit schedule is as follows:
Audit Needed
Time frame
Monitor impact of new Physical
July 2020 oversight now by Learning
Intervention (PI) and conflict resolution
and Development team but will be
team to support staff and offer training
reviewed but the SSC
within the Trust to improve governance.
Evidence of voice of the child and risk
July 2020
assessments of children in crisis is
embedded in practice
Further review compliance with Children &
Nov 2020
Young People who are ‘not brought’ policy
Further review awareness of safeguarding
Quarterly audit in place next review is
processes within the Trust
due in May 2020
Use of the Domestic Abuse question in
Review due July 2020
Maternity
Further review awareness of the Mental
July 2020
Capacity Act and DoLS.
Evidence effectiveness of supervision
September 2020

11) Conclusion and recommendations
The statutory requirements for NHS organisations to carry out their safeguarding obligations
are enshrined in law and supported by legislation. Safeguarding forms an integral part of the
wider responsibilities of the Trust which meets the requirements of Section 11 of the Children
Act 2004 and the Care Act 2014 for adults with care and support needs.
The priority for the team is to ensure that the Trust delivers its statutory safeguarding
obligations and promote the Trust values. We continue to collaborate with multi-agency
partners and contribute to the wider strategic safeguarding objectives as part of the broader
system. This Annual report demonstrates the Trusts commitment to safeguarding children and
adults and the robustness of the arrangements in place.
The Trust is a large organisation that spans three Local Authorities and Clinical Commissioning
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Groups. Effective partnership arrangements are in place within each area.
Progress has been made in:
•
•
•
•
•
•
•
•
•
•

Building multi-agency relationships and working
Development of systems and processes for UHPNT safeguarding
Working more cohesively within the integrated safeguarding team
Developing safer and simpler referral processes providing greater assurance
Greater visibility of safeguarding team throughout the Trust
Improved audit programme
Action plan of inspection requirements
Preparation has commenced for transfer to LPS
Effective work operationally and strategically to improve outcomes for children in Crisis,
reducing delayed discharge and reducing distress for children and staff.
Improvement of systems increasing accountability and function of strategic and
operational committees and management oversight.

The focus for the coming year is to:
• Improve recording of referrals to provide greater assurance and identify themes and
trends
• Further develop Trust awareness of MCA, DoLS and safeguarding
• Refine audit programmes
• Embed improvements in referral and safeguarding alerts
• Expand and evidence the effectiveness of supervision
• Revise policy to reflect changes in process and research in safeguarding
• Develop IDVA ND Advocacy services within the Trust
• Revise all training and implement Level 3 safeguarding adult training
We can demonstrate that the service is responsive to the national and local changing
landscape of safeguarding. The demand on the service continues to grow and will be
monitored and re-evaluated to ensure we continue to ensure efficient and effective use
of service provision. The team will continue to re-evaluate and refine processes to
ensure best use of resources.
The Board is asked to note the content of the report.
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Structure of the safeguarding team UHPNT June 2020

Annex 1
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Summary of Progress Against 2019 Actions to Improve
Safeguarding Standards
2019 Action

Progress is needed to ensure all children’s notes are
contained within a single record. Movement towards
paperless systems will improve this goal.
Compliance with all safeguarding training is good
and needs to be assured (CQC 2016), all training
will continue to be monitored and compliance
reported through the steering group
Continuation of training for DoLS processes and
applications is required and to evidence
effectiveness and implementation of existing
increased training. There is a need to continue to
improved use and uptake of DoLS applications,
ensuring care plans are compliant with Mental
Capacity Act requirements.
There is a need to continue to review processes and
support offered to meet increasing demand for
safeguarding services within resource including
areas of mental capacity and DoLS support
The Trust continues to evidence that staff report
concerns in a timely manner, about employees
whose actions suggest that they may pose a risk
Assurance is given and continues to be needed that
actions from Serious Incidents and Serious Case
reviews re Safeguarding, are completed
Appropriate UHPNT staff need to have access to
other organisations’ clinical information system, in
order to ensure a co-ordinated approach to ensuring
access. Work has progressed and is on-going to
achieve this.
Following
recent
serious
investigation
recommendations alerts are now placed on records
when a child misses significant appointments so that
staff using other systems are alerted. This will be
monitored to ensure consistence is evidenced
There is a need to review the safe use of the
recommended risk assessment tool for Domestic
Abuse, including a review and extension of the use
of Routine Inquiry re Domestic Abuse
Work needs to be carried out to be able to evidence
that the Trust demonstrates the voice of the child in
written assessments
Safeguarding Supervision is offered regularly to
practitioners have caseload responsibility for
children and adults at risk of abuse. Further
expansion of supervision is planned to further
embedded in policy and in practice in high risk
areas.
Audit and evidencing of safe practice is a priority for
the Safeguarding teams. The audit plan needs to be
fully implemented in a timely fashion.
Work continues to ensure we remain fully engaged
with all relevant partner agencies and improve
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Progress

Until a paperless system of record are in place
this is not fully possible. Risk is minimised and
systems are in place to ensure records are
amalgamated at the earliest opportunity.
Training continues to be monitored. Service leads
are alerted when issues occur. The trend for
compliance has improved and will continue to be
monitored.
Training has expanded and been extensively
refined this year. There is still work to do:; this is
a priority area and area and this forms part of this
year’s work plan.

Systems of assurance and activity monitoring
have been comprehensively revised this year.
Data bases have been reviewed and refined to
improve data collation, identify themes and
trends and evidence activity. Monitoring will
continue and be reported to Steering Committee.
This role continues and evidence of compliance
is available and reported to Steering Committee.
This role continues and evidence of compliance
is available and reported to Steering Committee.
There have been some improvements
area and during the Social Work pilot the
to social care’s system was proved to be
value. It may not be possible to gain full
but this will continue to be explored.
Complete and will be monitored

in this
access
of high
access

This is in place in Midwifery and consideration is
being given to expansion of this process to other
areas. This is on the agenda for consideration by
Steering Committee in June 2020.
An audit is in process at present and results will
be reported to Steering Committee.
As stated in this report this has expanded this
year and evidencing has been fully reviewed.
This continues to be a priority in 2020/21.

Audit output has improved as state above in
2019/20. This continues to be a focus in 2020/21
Children in Crisis work has improved outcomes
for some children but some issues remain and
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prompt discharge of young people specifically with
behavioural difficulties.
There is insufficient provision of Physical
Intervention (PI) and conflict resolution training
within the Trust and a need to reduce the use of
outside trainers due to cost and lack of governance.
There is a need for more capacity within the PI team
to support staff with issues of verbal and physical
abuse towards them
There is a need for appropriate training venue to
carry out Physical Interventions training.
There is a need to appoint a Medical Lead in
position for Mental Capacity
Restraining Therapies protocol to ensure
appropriate restraint used which is compliant with
Mental Capacity Act and avoids abuse
Plans are in place to support a project to host a
Specialist Independent Advocate in the safeguarding
Team. This will further support staff, offer bespoke
training and evidence compliance with process.

this work continues to be prioritised. We have
developed positive working relationships with
partner agencies producing positive outcome but
this is a national issue.
Team is now complete and Governance
developed. Outside trainers are no longer being
used in this area.
Complete
Complete
This is no complete and remains current on the
work plan
Complete
This pilot has been successful and it is intended
to expand this to a 5 day a week service. This
has been delayed due to COVID and remains a
priority
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Annex 3

Themes and Trends of Safeguarding Incidence in 2019/20
1. Number of Safeguardign Adult issues reported internally:

2. Top 5 Service Lines identifying safeguarding issues:

3. Referrals made to children’s Social care by location

4. Number of FGM and Child Deaths reported in 2019
Female Genital Mutilation (April-April 2019-2020)Reported
Child Deaths total reported in 2019

13
32
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Item 11 Fire Safety
Annual Fire Safety Report

Nick Thomas

Purpose
The purpose of this interim report is to provide the Trust Board with assurance that the standard of Fire Safety within University Hospitals
Plymouth NHS Trust (UHPNT) complies with Health Technical Memorandum (HTM) 05-01: Managing Healthcare Fire Safety.
Headline messages
 The Trust Board ordinarily should consider the outcomes of the annual audit that is completed by the externally appointed Authorising
Engineer for Fire. This audit is undertaken to provide the assurance that the Trust Board require under HTM 05-01.
 Unfortunately the 2019/20 audit has been delayed due to the restrictions caused by the Covid-19 pandemic, and also as a result of an
unannounced inspection by Devon & Somerset Fire & Rescue Service (DSFRS).
 The DSFRS audit took place in November, and identified areas of concern. An action plan was agreed with DSFRS, and the Authorising
Engineer audit was scheduled to confirm compliance following the completion of the agreed actions. However this audit has been further
delayed by the Covid-19 restrictions.
Considerations for the Trust Board
In order to provide assurance to the Board, this interim Fire Safety Report notes that:
1. All of the areas for improvement identified within the 2018/19 Authorising Engineer Fire Safety Audit have been actioned and completed.
2. All of the actions agreed with DSFRS following their audit have been completed, and DSFRS confirm that following this, a reasonable
standard of fire safety appears evident.
3. A full externally delivered six facet survey has been completed for the Trust estate. This has identified the backlog maintenance associated
with fire safety. This is consistent with the rolling programme of backlog maintenance.
4. The risks associated with the age and condition of the Trust infrastructure, are currently able to be mitigated. The annual capital
investment is targeted at the areas that pose the greatest risk. The large scale capital investments planned in the Trust estate will enable
the remaining risks to be significantly reduced or eliminated.
5. The full Authorising Engineer Audit will be completed as soon as it is possible to do so with regard to the Covid-19 restrictions. This will be
reported to the Trust Board as normal.
Look ahead and next steps
The external Authorising Engineer Audit will be completed and presented to the Board.
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DETAILED REPORT
Trust Board

26 June 2020

Subject

Interim Fire Safety Report

Prepared by

Dale Mills, Fire Safety Manager

Approved by

Stuart Windsor, Director of Estates and Facilities

Presented by

Nick Thomas, Deputy Chief Executive & Director of Site Services

Purpose
1.

The purpose of this interim report is to provide the Trust Board with assurance
that the standard of Fire Safety within University Hospitals Plymouth NHS Trust
(UHPNT) complies with Health Technical Memorandum (HTM) 05-01: Managing
Healthcare Fire Safety.

Background
2.

HTM 05-01 provides a model structure for managing Fire Safety in Healthcare
premises, and sets out the requirements for the annual auditing of Healthcare
Trusts to establish whether the applied Fire Safety Standards are met.

3.

The results of these annual audits are designed to provide Trust Boards with
sufficient assurance of compliance and to identify areas for improvement. The
audit provides relevant information about the Fire Safety Management system
and the outcomes that it delivers. It assesses these against the objectives set in
the Fire Safety Policy and subsequent protocols.

4.

To provide this assurance, the Fire Safety Manager instructs the Trust’s
externally appointed Authorising Engineer for Fire to undertake this audit on the
standards of Fire Safety Management.

5.

Whilst the findings of the audit should enable the Trust to demonstrate due
diligence, it also serves as the means by which the Board holds the Trust
Management Executive to account for the delivery of an appropriate level of Fire
Safety within the Trust.

6.

The results of the last audit were presented to Trust Board in January 2019, and
highlighted three areas for improvement:
•

Training of staff using e-learning: All members of staff are required to
complete annual mandatory training, which is delivered via an e-learning
package. This includes a module on Fire Safety. The auditor raised concerns
that e-Learning should not be the only method used for delivering Fire Safety
training.
1
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7.

•

Fire Risk Assessments: During the audit it was noted that a small number of
the Fire Risk Assessments (FRAs) had not been reviewed in last period.
However, the period set for review is subjective: the only requirement set out
in the Regulatory Reform (Fire Safety) Order 2005 is to review the
assessments when there have been significant changes. None of the FRAs
that were out of date had been subject of any change.

•

The evacuation strategy and Fire Safety arrangements in place at the
Haemodialysis Unit: The Haemodialysis Unit was visited during the audit,
and the staff members present were asked a number of Fire Safety questions.
It was disappointing that they were unable to adequately answer these
questions. Improvement action was taken by the Sister in charge of the unit,
who was not present during the audit.

The completion of the 2020 audit has been delayed for two reasons:
•

An unannounced inspection by Devon & Somerset Fire & Rescue Service
(DSFRS).

•

The Covid-19 pandemic.

8.

The 2020 Authorising Engineer Audit will be rescheduled once restrictions
associated with Covid-19 have been lifted, and the report will be provided to
Trust Board to provide assurance.

9.

This report provides an interim update on the actions undertaken over the past
12 months, and provides a summary of the remaining areas of concern.

DSFRS Unannounced Inspection
10. Following a number of manual fire call point activations, which resulted in the
attendance of DSFRS at the hospital, an unannounced audit was carried out by
DSFRS November 2019. This reviewed the Fire Safety arrangements across
Level 6 of the main building.
11. This audit identified five areas of concern:
•

The lack of integrity of the fire compartment wall between Tamar and Tavy
Wards, which was identified during building works taking place on the Wards.

•

The lack of an annual update to the Fire Risk Assessment for the Medical
Assessment Unit Wards. In addition, there was a lack of closure of some
actions identified during the last update to the Fire Risk Assessment on these
Wards, and therefore concern about the robustness of the tracking of actions
identified during Fire Risk Assessments.

•

The lack of Level 1 Automatic Fire Detection across the area, but especially in
some hazard rooms.

•

The fire escape arrangements for Thrushel Ward, where one end of the Ward
forms a dead-end.
2
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•

The continued use of non-approved extension leads, and the presence of
kitchen equipment in rooms not appropriately configured as hazard rooms.
Also the apparent lack of engagement in rectifying this by users of the spaces.

12. Whilst these were serious findings, DSFRS did not issue an Improvement Notice,
but instead required an immediate Action Plan to be developed to address the
findings. Improvement works included:
•

The installation of Level 1 automated fire detection in all hazard rooms across
the Level 6 area.

•

Reinstatement of the fire compartment between Tavy and Tamar wards, and a
review and repair on fire stopping in hazard rooms.

•

The creation of a kitchen to provide a welfare facility for the users of the area,
allowing kitchen appliances to be removed from offices.

•

A review of the Fire Risk Assessments for the area, and the development of
an approach for tracking all actions identified in these Risk Assessments, to
ensure that they are delivered in priority order.

•

The recruitment of a third member of the Fire Safety Team to allow the Fire
Risk Assessments for the remainder of the Trust to be reviewed and brought
up-to-date.

•

A review of the dead-end area of Thrushel Ward, which led to an upgrading of
fire detection and control measures in the area to establish appropriate travel
distances in the event of a fire.

•

Site wide communication on the outcome of the audit and the importance of
fire safety. This included the call for kitchen appliances to be removed from
non-hazard rooms, and for rooms to be identified that could be converted into
new welfare facilities. A number of these new kitchen areas are currently
being created.

13. DSFRS wrote to the Trust on 11 May 2020, to confirm that the Action Plan had
been completed, and that a reasonable standard of fire safety appears evident.
2019 Authorising Engineer Audit
14. All of the actions identified in the 2019 Authorising Engineer Audit report have
been completed. The actions taken were:
•

Concerns relating to the training of staff solely using e-learning: To
ensure a robust level of training the e-Learning is supplemented as follows:
•

All new staff members receive face to face training from a competent Fire
Safety Officer during their induction. This is then followed up with localised
Fire Safety training by line management in their workplace.
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•

•

•

During Covid-19 this has had to be amended due to risks associated with
delivering large scale training sessions. Instead, a video presentation is
being used, which has involved a member of the Fire Safety Team
delivering the training to camera. This will be reviewed in August, and the
face to face training reinstated when it is appropriate to do so.

•

The Fire Safety team also provide Fire Warden training for nominated staff.
This additional training is designed to ensure that each department or area
always has a Fire Warden on duty. Fire Wardens not only fully understand
the evacuation process, but also act as the eyes and ears for the Fire
Safety team, and report any issues they discover.

•

The Fire Safety team also encourage all departments and wards to ask for
additional Fire Safety advice when they have an identified weakness or
need support.

Fire Risk Assessments: During the audit it was noted that a small number of
the Fire Risk Assessments (FRAs) had not been reviewed in last period.
•

The Fire Safety team have visited all areas of the Trust over the last 12
months, and have checked and updated Fire Risk Assessments that were
identified as overdue for review.

•

A new Fire Safety Advisor has been recruited, who will now undertake a
programme of annual reviews and updates to the Fire Risk Assessments.
They will also track the actions identified within the Fire Risk Assessments,
to ensure that improvement actions are implemented.

•

The configuration of the hospital has changed significant in response to the
Covid-19 pandemic, and therefore, all areas affected by these changes
have had a bespoke Fire Risk Assessment created.

Concerns about the evacuation strategy and Fire Safety arrangements in
place at the Haemodialysis Unit:
•

Immediate action was taken by the Sister in charge of the Unit following
the audit.

•

The Fire Safety Team have delivered refresher training to the staff at the
unit, and continue to provide regular localised training and support where
required.

2020 Six Facet Survey
15. The Trust commissioned an independent six facet survey, which has recently
reported its findings, which include a review of Statutory Compliance within Facet
5. This facet takes a broad approach to reviewing whether the estate meets
current legislative, regulatory, and best practice guidance in relation to Fire
Safety, and Health and Safety.
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16. The six facet survey is not as detailed as Fire and Health and Safety Risk
Assessments, which are also required. Each area is assessed and ranked as
follows:
•

A: building complies with all statutory requirements and relevant guidance;

•

B: building where action will be needed in the current plan period to comply
with relevant guidance and statutory requirements;

•

C: building with known contravention of one or more standards, which falls
short of B;

•

D: building areas which are dangerously below B standard (for example where
the building has been subject to adverse external inspections).

17. As anticipated, the newer parts of the estate fair better, and comply with modern
standards. The oldest parts of the building in Phases 1 (podium) and 2 (main
tower block), are rated as condition C, alongside the Boiler House and Bush
Park. The key concerns identified in respect of Fire Safety in this domain were:
•

Fire dampers were inspected and tested with a failure rate of 25%. This
highlights the importance of the rolling inspection and replacement
programme.

•

Half of the Trust estate is still to be upgraded to Level 1 automated fire
detection. This requires wards and departments to be emptied to undertake
the necessary works.

•

Automated fire detection heads are reaching life expiry in some areas, and
therefore a replacement programme will be needed.

•

Fire compartmentation. The evolution of the building over 40+ years has led to
breaches in the fire compartments, which need to be identified and rectified.

•

Fire doors throughout the trust are lifecycle expired with more than 2,500
within the 1980s estate. These were not systematically tested due to the
number, however localised tests suggest that substantial replacement of
lifecycle expired doors is required.

•

Fire escape route from Level 8, Terence Lewis Building. The external roof exit
route from Terence Lewis to Maternity is unprotected and needs to be
enclosed and linked to the main building.

18. These findings all contribute to the High and Significant Risk backlog
maintenance for the Trust.
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Risks and Mitigations
19. As noted from the results of the six facet survey, significant infrastructure works
are required to allow the Trust to be fully compliant with modern standards.
20. Where large scale redevelopment of the site is taking place, for example with the
proposed rebuilding of the Emergency Department, and the development of a
new Interventional Hybrid Theatre suite, these improvements will be made during
the course of these works.
21. In the longer term, the Health Infrastructure Plan investment will enable the
remainder of the estate to also be redeveloped, and backlog infrastructure
maintenance to be addressed.
22. However, it is important that infrastructure improvements continue to be
delivered on an annual basis, with a focus on addressing areas that contribute
the highest risk.
23. For example, upgrading the remaining 50% of the site to Level 1 automated fire
detection will be extremely disruptive. Where areas are occupied on a 24 / 7
basis the risk associated with the lack of detection in every room, and every
ceiling void, is mitigated, since there will be early detection. The focus of the
rolling programme is therefore initially on ensuring that all hazard rooms are
covered, without exception, and upgrading the detection in areas that are not
occupied all of the time. Once this initial phase is complete, work will then be
needed in all remaining areas.
24. To further mitigate the risk, it is vital that the programme of removing kitchen
appliances from offices and other non-hazard rooms continues. Further kitchens
are being created to provide additional welfare facilities to enable this to happen.
25. The final stage of the linking of Level 8 of the Terence Lewis Building to the main
tower block has yet to be completed. This requires the relocation of the laundry
facility. The risk is currently being mitigated through the installation of additional
compartmentation across this level, and through staff awareness.
26. The Fire Safety Team continue to monitor and provide the appropriate level of
fire safety management, as acknowledged in the recent letter from DSFRS,
however it is recognised that many of the buildings are old, which introduces
significant challenges.
Conclusion and recommendations
27. Due to Covid-19, the completion of the annual Authorising Engineer Fire Safety
audit has yet to be completed. This audit will provide the assurance required by
the Board on the Trust’s Fire Safety arrangements. This audit will be conducted
as soon as the Covid-19 restrictions allow, and the outcomes of that report will
be presented to Trust Board.
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28. The Trust had an unannounced inspection by the DSFRS following a number of
manual call point activations which led to the attendance of the Fire Service on
site. This audit raised concerns which were addressed through a formal action
plan. Confirmation has been received that these actions have been satisfactorily
completed.
29. The updated six facet survey has reemphasised the requirement to continue to
invest in the estate so that it meets modern standards. The findings of this
survey are consistent with the investments planned within the Trust’s capital
programme on an annual basis.
30. Without significant investment and disruption, it is not possible to eliminate all of
the backlog maintenance associated with the Trust’s infrastructure. The annual
investment is focussed on ensuring that the highest risks are mitigated.
31. The significant investment through STP Capital Waves 3 and 4, and the planned
Health Infrastructure Plan investment will allow the buildings redeveloped to
modern standards, and the backlog in the infrastructure to be eliminated.
32. Alongside these investments, the Fire Risk Assessments are subject to an
ongoing programme of review, which is ensuring that appropriate actions are
identified and delivered to mitigate any additional risks associated with the
infrastructure.
33. Whilst the Trust continues to carry significant backlog maintenance, as annually
reported through the Estates Return Information Collection (ERIC) and the Model
Hospital, overall the site remains intrinsically safe.
34. Whilst it has been a busy year, there have been no significant Fire Safety issues.
The DSFRS audit has allowed further improvements to be made, and work
continues to ensure that this is replicated across the Trust. Trust staff members
continue to engage well in Fire prevention awareness, and unwanted Fire alarm
calls are now a rare occurrence.
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