AGENDA
Trust Board (Public)
Date

Friday 25 September 2020

Time

9.00 am – 12.30 pm

Location

Virtual through Microsoft Teams

Standing items
1

Welcome, apologies and declarations of interest

Chairman

Verbal

2

Questions from the public pertinent to the agenda

Chairman

Verbal

3

Minutes of the previous meeting, matters arising and actions review

Chairman

Paper

4

Why We Are Here …a patient story

Jo Beer

Verbal

5

Chief Executive’s Report

Ann James

Paper

Executive team

Paper

Peter Jenks

Paper

Delivering safe, high quality services
6

Integrated Performance Report, with focus on:
• Urgent and emergency care and ambulance handovers

7

This item has been removed from the agenda

8

Infection Control Annual Report
COMFORT BREAK

9

Research & Development Annual Report

Gary Minto

Paper

10

Trust Sustainability Programme

Nick Thomas

Paper

Ann James

Paper

Valuing Our People
11

Workforce Equality, Diversity and Inclusion Update

Governance
12

Devon Integrated Care System: proposed structure and governance

Ann James

Paper

13

Assurance Framework

Lee Budge

Paper

14

Scheme of Reservation & Delegation/Detailed Scheme of Delegation

Sarah Brampton

Paper

15

Safety & Quality Committee Terms of Reference

Jacky Hayden

Paper

Closing items
16

Any other business

Chairman

Verbal

17

Key actions for Committees and Executives

Chairman

Verbal

18

Next meeting: Friday 30 October 2020

Chairman

Verbal

Supplementary papers for noting
A

Audit Committee draft minutes August 2020

NED Chair

B

People & Culture Committee draft minutes August 2020

NED Chair

C

Safety & Quality Committee draft minutes August 2020

NED Chair

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, registered
charity number 1190515.

•

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.

•

Member of Cornwall & Isles of Scilly Health & Care Partnership
Finance and Performance Joint Assurance Committee.
September 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.
Ambassador for the College of General Dentistry.

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
10.15 am Friday 31 July 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
Stuart Windsor, Director of Estates and Facilities

Apologies:

Nick Thomas, Deputy Chief Executive

D
R
A
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.
85/20

Welcome, apologies, declarations of interest and opening remarks

Action

The Chairman welcomed colleagues and members of the public to this
virtual meeting of the Board. Apologies had been received from Nick
Thomas.
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.
The Chairman announced the re-appointment to the Board of Professor
Hisham Khalil as the Non-Executive Director representing the University
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of Plymouth. The Chairman had himself been re-appointed for a further
one year term.
The Chairman stated that at its previous public meeting the Board had
discussed equality, diversity and inclusivity (ED&I). Recent events at
home and abroad, including the death of George Floyd in the United
States of America, had brought this important topic into sharp focus
and, in the context of the ongoing COVID-19 pandemic, the black, Asian
and minority ethnic (BAME) community were being disproportionately
affected. As a significant employer in the peninsula, this Trust, led by
this Board, had a particular responsibility in respect of ED&I issues. The
Board had agreed a statement, which the Chairman read in full:

D
R
A
F
T

The Board of University Hospitals Plymouth NHS Trust abhors all forms of
racism and discrimination and we embrace our duty to address it. We
pledge to:
•

Listen to the voices and lived experience of colleagues and patients
from black, Asian and minority ethnic backgrounds, all people of
colour, and all groups who suffer discrimination or lack of fair
representation.

•

Commit to eradicate inequalities within our Trust and in health
provision and outcomes.

•

Turn that commitment into positive action.

•

Use our voice and influence to assist others within our city to
address the wider social determinants of racism and inequality.

Individually and collectively we accept our responsibility to listen to, and
learn from, the experience of all under-represented groups. We will listen
with respect, acknowledging that past action has failed to bring about the
change we need to see. We ask all colleagues to work with us to eradicate
unfairness and discrimination within our organisation and within wider
society.
In speaking these words and committing the Board and the Trust in this
way, the Chairman acknowledged that actions spoke far louder than
words. His own commitment would be to translate these words into
actions. The Board would return to its commitment time and time again
and he invited all interested parties to hold the Board to account for
delivering the pledges made.
86/20

Minutes of the previous meeting, matters arising and review of actions
The minutes of the previous meeting, held on 26 June 2020, were
agreed as a true and accurate record. There were no matters arising.
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Review of Action
Action 1888: Safety & Quality Committee to monitor any harm in patient
groups arising from actions taken to maintain cancer treatments in
response to COVID-19
Mr Baber suggested that this action could be closed. There was no
disagreement.

D
R
A
F
T

The status of the Executive Actions Register was noted.
87/20

Chief Executive’s Report

Ms James welcomed the Board’s statement on ED&I; it was an
important element of the Emerging Stronger work to create the
conditions in which staff could perform at their best and feel supported.
Ms James gave an update on the following matters, some of which were
not included in her written report:
•

The establishment of new staff networks focusing on protected
characteristics, each with an Executive champion and discrete
resourcing. At the September Board the Executive team would
report on progress with these networks and on turning the
pledges that the Chairman had articulated into positive action.

•

The publication of the NHS People Plan 2020/21 in advance of a
fully costed five year NHS People Plan. A National People Board
would be established, supported by a wider stakeholder
reference group. This People Plan complemented the NHS
People Promise to its staff in five areas:
•
•
•
•
•

Making the NHS the best place to work.
Improving leadership culture.
Addressing urgent workforce shortages, especially nursing.
Delivering twenty first century care.
A new operating model for workforce.

•

Publication of Tackling Obesity: Empowering adults and children
to live healthier lives, as part of HM Government’s obesity
strategy. This Trust would work with city partners on the
delivery of this strategy.

•

The publication, expected imminently by the NHS Chief
Executive, of national requirements for provider organisations to
restore services quickly and safely in the current COVID-19
pandemic phase.

• The Care Quality Commission (CQC) had agreed a concordat with
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provider organisations with regard to the Getting it Right First
Time and Model Hospital initiatives. Trusts could now
demonstrate their engagement with these initiatives to improve
the quality of service provision.
• The Devon Sustainability & Transformation Partnership was one
of eleven areas to receive Provider Collaboration Reviews by the
CQC to look at how local systems had worked together during
COVID-19. It was not yet known how these Reviews would feed
into the overall CQC assessment process but the Board would be
kept updated.

D
R
A
F
T

• The Trust continued to work closely with Plymouth City Council
on contingency plans for any local COVID-19 outbreak. Ms James
wished to acknowledge the efforts of the Trust’s laboratory staff
in their incredible response to the demands of the wider health
and social care sector.
• The publication of Plymouth HealthWatch’s Annual Report,
which Ms James commended to the Board.
• The establishment of a new Trust Leadership Group, to replace
the Trust Management Executive. It would meet monthly and
Ms James would chair it.
The Chairman thanked Ms James and invited discussion.
Mr Keith advised the Board of the People & Culture Committee’s
oversight of the Trust’s People Strategy re-fresh and its integration with
the NHS People Plan.
Ms Teague welcomed publication of NHS People Plan 2020/21 and the
new leadership group to which Ms James had referred. Ms Teague
requested a plan for the development and agreement of the Trust’s
refreshed People Strategy. She was not yet clear on the steps required
to ensure engagement, consultation and collaboration to develop this.
It was agreed that Mr Keith would bring an update to the September
Board.

SK

Mr Boa welcomed the CQC’s announcement of Provider Collaboration
Reviews on a System basis. He too was unsure how these Reviews
would sit within the existing regulatory framework and would wish to
see this addressed quickly. His concern would be that organisations
might be held to account for actions that were not theirs to address.
Ms James acknowledged this but welcomed the CQC’s recognition of
the use of improvement methodology to deliver sustainable change.
Mr Warren welcomed the update on Digital Leadership in Ms James’
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report but requested Board involvement, either as a whole or via a subgroup of the Board, in developing the Trust’s own digital strategy. The
Finance & Investment Committee, of which he was Chair, received
business cases for review but he did not sense that these were part of
an overall digital strategy that was owned by the Board. Ms James
acknowledged Mr Warren’s comments and explained developments at
STP and national level. She would request Mr Thomas to bring an
update to the September Board.

NT

D
R
A
F
T

The Chairman invited Ms Beer and Professor Kay to update the Board on
their work with the BAME staff network. Ms Beer stated that two
meetings had taken place. Network representatives had been invited to
write a statement to sit alongside that of the Trust Board.
The Board noted the Chief Executive’s Report.
88/20

Questions to the Board pertinent to the agenda
Three questions had been received prior to the meeting.
When would volunteering resume?
Mr Byrne stated that the contribution of the Trust’s many volunteers
had been greatly missed; they played an important role in improving
patients’ experience. National guidance on social distancing and public
health advice continued to be closely monitored and whilst there were
no immediate plans to invite volunteers back, the position was under
regular review.
When would restrictions on visiting inpatients be reviewed?
Mr Byrne explained current arrangements to ensure the safety of
visitors, staff and patients. As long as COVID-19 remained present there
would not be a return to previous visiting arrangements. It was,
however, a high priority for the Trust’s Patient Experience Committee to
ensure that communications between patients and their loved ones
were enabled and accessible.
When would orthopaedic surgery re-commence?
Mr Baber stated that surgery would re-commence during the week
commencing 1 August 2020, initially at the Nuffield hospital, with a
limited start at Derriford.

89/20

Integrated Performance Report
The Chairman invited Mr Baber to introduce this report and reminded
colleagues that the Board must triangulate performance data with the
Board Assurance Framework (BAF) and regulatory compliance.
To support discussion and the link to the BAF, Mr Baber gave a short
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presentation of operational performance in the context of operational
recovery. Mr Baber’s presented graphs showing activity for CT and MRI
activity and explained how improvements had been achieved. In
respect of cancer surgery activity, the Cancer Services team had made
strong efforts to prioritise cancer patients. The drop-off in activity in the
last couple of weeks had been driven by anaesthetic consultant
vacancies and annual leave. Mr Baber alluded to a question that Mr Boa
had raised outside the meeting on non-COVID-19 reasons for activity
reductions. Mr Baber stated that surgery had lost 39 beds as part of
COVID-19 related changes to ward and ward designations. In recent days
the Trust had seen a higher than expected surgical take, which had
negatively impacted on elective activity. The reason for the increased
take was not yet known but may be the result of the reduction in
emergency attendances during the peak of COVID-19. Mr Baber invited
colleagues to review pages 8 and 9 of the IPR to assess the Trust’s
performance in diagnostics in the wider, national context.

D
R
A
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Caring Domain
Mr Byrne covered the following areas of performance:
PALs activity: this had increased, perhaps reflecting the temporary
closure, due to COVID-19, of the PALS’ office which had enabled visitors
to make enquires or discuss concerns. Mr Byrne detailed measures in
place to improve communications links between patients and their
loved ones during the pandemic.
Complaints: Mr Byrne highlighted learning, including improvements to
the quality of complaint response letters and the positive outcome of an
initiative to address 10% of complaints by telephone as the point of first
resolution.
Statutory Duty of Candour: the Trust continued to be 100% compliant
with its obligations in respect of all serious incidents. A small gap in a
number of historic cases had been addressed to Mr Byrne’s satisfaction,
with compliance now overseen by the Associate Chief Nursing Officers.
The Chairman referred to the patient story at the February 2020 Board,
in which the quality of complaints response letters had been raised. The
Chairman welcomed Mr Byrne’s re-assurance on the improved quality of
letters and would be interested to see a sample. Mr Byrne would
provide these to the Chairman.

LB

There were no questions and this concluded the Board’s review of the
Caring Domain of the IPR.
Responsive Domain
Mr Baber stated that whilst awaiting receipt of the Phase 3 recovery
letter to which Ms James had earlier referred, Devon Clinical
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Commissioning Group (CCG) expected localities to develop recovery
plans to achieve local improvement standards; for this Trust such plans
would most likely include cancer, diagnostics and 52 week waits (WW).
The CCG had requested organisations to consider interventions to
support the most deprived communities and were currently scoping
what this may involve. Mr Baber would keep the Board updated on this.

D
R
A
F
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Mr Brown reported on performance for the following:
A&E (or ED): the significant improvement in median times waiting times
continued. Crowding was not currently an issue due to social distancing.
Ambulance Handovers: there had been a sustained increase in the
number of ambulances arriving at A&E and numbers now broadly
reflected mid-winter activity levels. The Trust was an outlier for type 1
activity (emergency care). Discussions on how these patients could be
managed more appropriately within the wider system were ongoing.
Attention was focused on outflow and managing patients, where
appropriate, in the community. Space was the key driver and overall
hospital occupancy had increased from an optimal <85% to a current
level of 93%.
Delayed Transfers of Care (DTOCs): there had been sustained
improvement in Devon and Plymouth but not in Cornwall. Higher
hospital occupancy rates impaired the ability to maintain a responsive
emergency pathway. The Chairman invited Jo Beer to comment on
DTOCs. Had there been progress since the Board last reviewed the
position in May? Ms Beer stated that Cornwall had introduced a new
model of care, which this Trust supported in principle. However, a lack
of domiciliary care provision in Cornwall negatively impacted on their
ability to deliver it. They were revising the approach in East Cornwall but
rapid improvement should not be expected. Ms James stated that there
had been a commitment from Cornwall and the Isles of Scilly CCG to
improve the position and the Board would review this issue again at its
next meeting in September.
Mr Brown invited questions. There were none.
Mr Baber reported on the following:
Referral to Treatment: a 40% reduction year on year, with 2WW referrals
almost back at pre-COVID-19 levels. The Oncology Service had moved
back into the hospital from the Nuffield and the Trust was seeking to reestablish outpatient clinics in community hospitals. 620 patients were
waiting longer than 52 weeks, mostly in orthopaedics and neurosurgery.
The Finance & Investment Committee (FIC) would conduct a deep dive
on this issue. The July forecast was 758 patients, with 3,000 forecast for
end of March 2021. However, this was by no means the worst position in
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Devon. Ms James stated that as this issue was regularly reviewed at
performance and other meetings, the scope of FIC’s review must be
clearly defined and agreed by the Executive team to avoid any
duplication of effort. Mr Warren, NED Chair of FIC, commented that
from FIC’s perspective it was important to understand why
Orthopaedics and Neurosurgery experienced recurring problems with
backlogs. The terms of reference for the review were currently being
drafted by the Head of Performance Information.

D
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Cancer: the Trust had achieved four of the nine national standards in
June. Some delays had been due to complex diagnostic tests and a
significant reduction in endoscopy capacity due to infection control
requirements in the COVID-19 context. The number of patients waiting
>62days was currently c100, the result of good work by Cancer Services
team. Weekly calls with the Peninsula Cancer Alliance continued,
focusing on regional discussion on the national issue of shared waiting
lists for cancer surgery. Mr Baber’s experience suggested that patients
were often reluctant to transfer to another provider after establishing a
relationship with their local team. If the choice to switch provider were
to be offered, it was Mr Baber’s view that it must be done early in the
patient pathway.
Diagnostics: 790 patients were currently waiting >6 weeks for an
investigation, falling from 2,962 in June; Mr Baber commended the
Imaging Department for their work in achieving this reduction. The
Trust would engage in an upcoming regional initiative to share best
practice.
The Chairman welcomed work to develop System oversight of common
problems. Mr Baber agreed, the NHS Chief Executive’s expected letter
may support this further.
There were no questions and this concluded the Board’s review of the
Responsive Domain.
Safe Care Domain
Mr Byrne reported on the following:
Infection Control: the positive outcome of actions to reduce cases of
hospital apportioned c.difficile, achieved by a good organisational
response to improvement messages. Key messages had also been
introduced in respect of MSSA and E-coli, particularly in relation to
urinary catheter infections. Mr Byrne gave a detailed briefing on the
definition of, and standards for, nosocomial COVID-19 infections and on
the results of investigations into June incidences.
Never Events: a wrong site procedure never event was currently under
investigation.

8

Item 3

Serious Incidents: work continued to ensure that investigations into
serious incidents were closed in line with national expectations and
standards. For June there were only three incidents open >60 days.
Pressure Ulcers and Falls: improved performance reflected good work,
led by the Heads of Nursing.

D
R
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Mr Byrne was considering a new report to provide the Safety & Quality
Committee with an overview of performance of these and other issues
by Care Group, perhaps in the format of an organisational heat map.
Mr Boa welcomed this development.
This concluded the Board’s review of the Safe Care Domain.
Effective Care Domain
Dr Hughes reported on the following:
Mortality: indictors continued to show an improvement and technical
adjustments made by the Trust had been supported by NHS
Improvement.
Outpatient backlog: at the end of June, 37,245 patients were awaiting a
follow-up appointment past their clinical see-by date, a reduction of
nearly 7,000 from the 2019/20 year-end position. Feedback confirmed
that non-face-to-face consultations were working well for patients and
consultants and Dr Hughes explained changes to the follow-up routine
in which patients initiated contact rather than consultants.
Stroke: 71.4% of patients spent at least 90% of their time on a specialist
stroke unit in June against a target of 80% There had been 22 breaches
of the stroke standard, against an expected total of <15. In response,
breach review meetings and a review of patients’ notes were being
conducted.
Fractured Neck of Femur: there had been a minor improvement in June,
to 60% of patients being operated on within 36 hours of admission, but
still below the national target of 85%. The impact of COVID-19 had been
felt in the speed of patient flow to theatres and in theatre availability.
This was an ongoing logistical issue for weekend theatre capacity and
staffing but it was not negatively impacting patient outcomes.
There were no questions and this concluded the Board’s review of the
Effective Care Domain.
Ms Teague invited the Board to consider how patient stories might bring
the IPR to life and help the Board to reflect on triangulating the ways in
which it sought assurance.

9

Item 3

Workforce
Mr Keith highlighted the following from the IPR:
•

Staff vacancies and how reductions were being achieved:
Mr Keith referred to a question asked outside the meeting about
data sources but no context was mentioned. Mr Keith stated
that staff data was collected from the Electronic Staff Record.

•

A reduction in temporary staffing costs in June, with related
financial gain and ward staffing stability.

•

A further improvement in the staff turnover rate to 9.15% in June
and initiatives to engender a positive workplace culture. These
included a COVID-19-relevant staff Pulse survey resulting in a
recommender score of 79% and the success of the Learning from
Excellence scheme.

•

The impact of COVID-19 on the Trust’s Apprenticeship
Programme. A report would be given to the next People &
Culture Committee.

•

Health and wellbeing, including COVID-19 risk assessments for all
staff. The Trust would be making a second data submission to
NHS Improvement later that day.

•

Appraisal compliance: at 79% for June, below the standard of
95%, with performance negatively impacted by COVID-19.

D
R
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Professor Kay queried staff views on the quality of appraisals. Mr Keith
acknowledged that improvements were required. This was an issue
reported as part of the NHS national staff survey and, as Professor Kay
was aware, had been discussed at the June People & Culture
Committee.
Mr Warren noted that staff sickness levels continued to rise; he was
particularly concerned by long term sickness rates. He appreciated the
work undertaken to mitigate this but he sought to understand where
the spikes were and to understand their cause(s). Mr Keith stated that
this was also discussed at the June People & Culture Committee and he
would be happy to prepare a more detailed analysis to share with
Mr Warren, if required. Ms Teague, Chair of the People & Culture
Committee, stated that the Committee were reassured by the breadth
of work and targeted activity on addressing sickness absence, not only
from HR but from leaders and managers. The Committee would
maintain its focus on this issue via the BAF.
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Finance
The Trust reported a break-even position in Month 3 against a planned
deficit of £3.5m. Mrs Brampton referred colleagues to the further detail
set out on pages 36 to 39 of the IPR.
There were no questions and this completed the Board’s review of the
IPR.

D
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There was a break between 12.25 pm and 12.30 pm.
In order to accommodate staff attending for specific agenda items, after
the break papers were taken in a different order to that set out on the
agenda.
90/20

Guardian of Safe Working Hours Report
Dr Steve Boumphrey, Guardian of Safe Working Hours, attended for this
item and presented his report.
[Note: It was usual practise for the Guardian’s paper to be reviewed by
the People & Culture Committee prior to the Trust Board. On this
occasion, at the request of the Director of People, and the Guardian,
prior review by the People & Culture Committee had not taken place.
The Guardian’s paper was followed on the agenda by a written
Management Response. This response concerned rota management
and effective rostering, to be taken forward as a project led by the
Medical HR Business Partner under the Medical Workforce Productivity
work stream of the Corporate Recovery Unit.]
The main points raised by Dr Boumphrey, and covered in his report,
were:
•

The impact of the Trust’s COVID-19 response on junior doctors,
with particular reference to their working arrangements and
changes to working patterns.

•

Current concerns for junior doctors in respect of non-compliant
rotas, medical staffing levels and rota management.

•

Progress with the implementation of the BMA Fatigue and
Facilities Charter.

•

Exception reporting.

•

Actions required to address the issues raised.

The Chairman invited discussion.
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Ms Teague would ensure that oversight and resolution of these issues
was kept high on the Board’s and the People & Culture Committee’s
agendas. In the broader context of medical workforce issues, the Board
must adopt a more strategic approach by stepping back from the here
and now and setting a vision for staff for future workforce planning.
That vision must be front and centre of the People Strategy refresh.
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Professor Hayden was concerned by the language used in the Guardian’s
report in respect of medical staffing; they were doctors in training and
the Trust had a responsibility to provide an appropriate curriculum for
them. The rota management project required the full engagement of
the post-graduate educational team to ensure that this responsibility
was discharged. Why, she asked, did Physicians Assistants not work
overnight but junior doctors did? Preconceptions must be challenged.
Professor Khalil agreed with Professor Hayden that new models of
clinical training and delivery must be embraced; there was much learning
from under- and post-graduate medical education to be had, locally,
regionally and nationally.
Mrs Brampton assured Professor Hayden that the Trust’s Director of
Post-Graduate Medical Education was involved in the matters she had
raised. She agreed that preconceptions should be challenged; the
specific issue around Physicians Assistants concerned workforce
development rather than business planning and the Trust must be more
strategic in its approach. Mrs Brampton supported Professor Khalil’s
views and whilst virtual teaching was an important way forward, she
acknowledged that trainees required interaction with their peers as a
vital part of their development.
Mr Boa sought assurance that the rota project described in the
Management Response had a well-defined and resourced project plan
with Executive oversight.
Mr Keith responded to the issues raised. He had Dr Boumphrey met on
regular basis and worked closely together.
•

Constructing the appropriate medical workforce to provide
commissioned services: this was part of NHSE/I’s Developing
Workforce Safeguards and would come back to the Trust Board
in due course. A progress report was scheduled for the August
People & Culture Committee.

•

Rota management project: work had been in train but had been
delayed due to COVID-19. The project’s outputs would be
reported to the new Trust Leadership Group due to their impact
on Care Groups. The process to identify rota management
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software that met the Trust’s needs was under way.
There were no further comments.
The Board noted the Guardian’s Report and supported the
recommendations therein.

D
R
A
F
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The Chairman thanked Dr Boumphrey for attending and he left the
meeting.
[Note: the Guardian’s report as presented to the Board would be
reviewed by the People & Culture Committee at its August meeting].
91/20

Freedom to Speak Up Guardians’ Report
Ms Pippa Jephcott, Freedom to Speak Up (FTSU) Guardian, attended for
this item and presented the Guardians’ report. The key points were:
•

The south west region had the highest and most improved index
score in the National FTSU Index Report 2020. The Trust sat
within the top third nationally, improving its position on the
previous year.

•

Concerns raised through the Guardians had increased
dramatically in the first quarter of 2020/21. As would be
expected, the majority of concerns related to COVID-19 issues,
including PPE, social distancing and communications. Other
concerns were attitudes and behaviours, particularly in Clinical
Support Services and Medicine.

•

Four additional Guardians, from a range of services and staff
groups, had been appointed, including from BAME backgrounds.
These were expected to be in post in the autumn, enabling five
days per week Guardian cover from October.

•

Virtual sessions with staff under the Emerging Stronger initiative.

•

Participation in BAME network meetings to understand the staff
experience. Guardians would also participate in other staff
networks as and when they commenced.

The Chairman invited discussion.
Ms Beer wished to place on record her personal appreciation of the
Guardians’ role during the COVID-19 pandemic and of their commitment
to supporting staff during this very challenging time. Feedback from
the BAME network on Ms Jepchott’s engagement with it was conveyed
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to Miss Jephcott and, on behalf of the Board, Ms Beer thanked
Ms Jephcott.
Ms Teague welcomed the Guardian’s report. She had noted the
Guardian’s recommendation that the Board must be particularly
accessible to the BAME staff network. She would very much wish to be
accessible but given the current pandemic context she did not know
how this could be practically achieved. The Chairman agreed that
Ms Teague’s point was well made and he would welcome colleagues’
advice on how this recommendation could best be taken forward.
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Professor Kay, Non-Executive Director lead for Freedom to Speak Up
and involved with the BAME staff network, stated that from her
oversight it was clear to her that the solutions to inequalities were
cultural and required societal change. Therefore the Trust must look
internally and externally to support and mentor BAME colleagues to be
part of institutions across Plymouth and the wider south west. She
would wish to be involved in taking this forward.
Mr Keith referred to the data on page 7 of the Guardian’s report and
would welcome a discussion with her to understand how the issues
raised could be taken forward. Ms Jephcott explained plans to address
this with Mr Baber and Care Group managers to agree how Care Groups
wished to receive the information to enable them to take appropriate
action.
There were no further questions.

The Board noted the Guardians’ report and supported the
recommendations made therein.
The Chairman thanked Ms Jephcott for attending and she left the
meeting.
92/20

National Cancer Patient Experience Survey Results 2019
Sian Dennison, Head of Nursing for Cancer and End of Life Care,
attended for this item and presented her report. The key points were:
•

This survey of 861 Trust patients had attracted higher than the
average national response rate. The Trust was ranked fifteenth of
143 trusts nationally.

•

The Peninsula Cancer Alliance was first in the national ranking of
alliances.

•

Of the 52 questions, responses to 14 ranked above the national
expected range, an improvement of three the previous year.
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Only one question scored below the national average, compared
with seven the previous year. This was waiting time for tests,
discussed by the Board earlier in this meeting.
•

The overall rating for cancer services as ‘good’ or ‘very good’ was
8.9 out of 10, above the national score of 8.8.

•

Key to success had been the implementation of new patient
pathways, the personalised care programme and investment in
staff.

•

The Peninsula Cancer Network was working with other
organisations across the peninsula to seek BAME feedback as this
was not available as part of the national survey.

•

Actions planned to further improve the patient experience and
patient pathways.
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The Chairman asked Ms Dennison’s view on the reasons why the
Network had been able to evidence such an improved position.
Ms Dennison stated that a gradual but constant improvement,
particularly in patient pathways, had enabled speedier access, and other
long term work had come to fruition. Mr Byrne stated that Ms Dennison
herself has been extremely influential in achieving this improvement and
deserved significant credit for the overall management of the Clinical
Nurse Specialists (CNS) and their work with cancer patients. Mr Byrne
had himself had an opportunity to work with the CNSs and their passion
and compassion were very obvious.
Mr Baber asked Ms Dennison’s view of shared surgical waiting lists and
how patients might respond. Ms Dennison stated that, in her
experience, patients did not want to travel to another organisation for
their treatment once they understood their pathway and had become
engaged with their CNS. She supported Mr Baber’s review that
identifying the stage of the pathway at which choice could be offered
would be key to patients’ decision making.
On behalf of the Board, the Chairman offered congratulations to
Ms Dennison and her team for their work in improving cancer patients’
experience.
The Board noted the Cancer Patient Experience Survey Report.
The Chairman thanked Ms Dennison for attending and she left the
meeting.
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93/20

National Inpatient Survey Results 2019
Mr Ben Gadd, Patient Experience and Engagement Manager, attended
for this item and presented the results of this survey of 1,250 patients
between August and December 2019.
Most patients highly rated their experience of hospital care. The key
areas for improvement included access and waiting times, discharge
delays, overcrowding and privacy in the ED, staffing levels, food quality
and the cleanliness of bathrooms and toilets. Changes to the inpatient
environment due to COVID-19 had resulted in much improved privacy
and responsiveness scores for the ED during July.
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Mr Gadd’s report detailed the actions being taken to address the areas
requiring improvement and he explained the focus of the Trust’s new
Patient Experience Strategy, supported by the Patient Council, to deliver
a positive patient experience by listening to patients, involving them and
learning from their feedback.
Professor Hayden asked whether the survey responses were broken
down by societal group, BAME for example. Mr Gadd stated that there
was very little feedback from this group; he supported Ms Dennison’s
experience that specific work was required on this. Ms Beer offered her
support to Mr Gadd in engaging the BAME network on this point.
Mr Boa asked whether there were any trends over time. Were there, for
example, any areas where no improvement had been evidenced?
Mr Gadd stated that Kings Fund had reviewed trends over time within
this national survey. They had found no significant changes other than
key areas to which national drivers had been applied, for example
hospital cleanliness and compliance with national targets. The King’s
Fund had cautioned against expecting year on year changes in the data.
The Chairman asked whether the impact of COVID-19 had delayed the
commencement of the next survey period. Mr Gadd stated that it had
and there would be changes to the questions to reflect the COVID-19
context and a greater emphasis this year in seeking digital responses.
The Board noted the results of the Care Quality Commission Adult
Survey Results 2019.
The Chairman thanked Mr Gadd for attending and he left the meeting.
94/20

Nursing & Midwifery Establishment Assurance Report
This paper set out a bi-annual report on nursing and midwifery staffing
levels as mandated by National Quality Board Guidance. It included
progress made since the annual formal establishment review reported
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to the Board in November 2019, assurance on staffing levels in the last
six months and through COVID-19, and the Terms of Reference for the
next annual establishment review to be presented to the Board in the
final quarter of 2020/21.
The report set out seven headlines for Board colleagues and reflected a
positive position for the Trust. Mr Byrne made the following points:
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•

A focus remained on the efficient use of nursing rotas to ensure
staff could give of their best from a quality and safety
perspective.

•

A significant CRU project on nurse staffing costs and
discretionary spend was ongoing; this included some Model
Hospital work.

•

New arrangements for the Deputy Chief Nurse roles.
Ms Allingham now oversaw nurse education and workforce
matters, including how the Trust managed routes into nursing,
graduate and non-graduate, an important component in the
Trust’s response to national strategies for the nursing workforce.

•

Picking up on earlier comments by Ms Teague on workforce
development, the need to move on from regarding clinical
professions in silos and to adopt an integrated approach which
recognised the value of all staff.

Finally, Mr Byrne wished to record his thanks to Ms Allingham for an
excellent paper.
The Chairman invited discussion.

Mr Boa thanked Ms Allingham for her paper, which he commended as
the best he had seen on this subject. If this type of report could be
replicated for other staff groups it would provide significant assurance.
Mr Boa noted that nursing budgets were established on a bed
occupancy rate of 85%. He asked whether this was appropriate and
whether it could be tested. He noted that maternity establishments
were based on BirthRate Plus analysis from 2017. Was Plymouth
experiencing the same escalation in birth rates as nationally? Mr Byrne
stated that 85% occupancy could be managed within the bed base,
operational pressures could require the opening of additional beds and
these required additional staff. The CRU project concerned managing
discretionary spend against occupancy levels above 85%. Mr Byrne could
not comment on the local birth rate in comparison with the national
figure and would respond to Mr Boa’s query at the next meeting.
Mrs Brampton stated that the Trust was commissioned to deliver
activity based on 85% bed occupancy and if this figure should rise the

LB
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Trust must discuss responses with commissioners.
Professor Hayden would welcome establishment reviews based on
clinical staff competences rather than clinical staff numbers.
There followed a short discussion between Professor Khalil and
Mr Byrne regarding piloting new working practices. The People First
initiative may be a vehicle for this; indeed there was a significant
appetite for it.
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There were no further questions.

The Board noted the Establishment Review and the next steps set out
therein.
95/20

Key Actions for Committees and Executives
These were detailed by Mr Budge and are as set out in these minutes.

96/20

Supplementary papers for noting
The Board received and noted the following:
•

Audit Committee: Chair’s report and draft minutes of the April
2020 meeting.

•

People & Culture Committee: Chair’s report and draft minutes of
the April 2020 meeting.

•

Safety & Quality Committee: Chair’s report and draft minutes of
the April 2020 meeting.

No questions arose from these papers.
97/20

Any Other Business

There was no other business and the meeting closed at 1.40 pm.

98/20

Date of next meeting
Friday 25 September 2020.
In concluding the meeting, on behalf of the Board the Chairman thanked
staff who had facilitated this virtual meeting and those members of the
public who had attended it.
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Executive Actions Register (EAR)
Ref.
Date
Source
1825
31-Jan-20 Trust Board
(Public)

Theme
Control of Smoking

21 September 2020

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.

Lead
Nick Thomas

Date Due
31-Dec-20

Jacky Hayden
Lenny Byrne

30-Sep-20

Imminent

Lenny Bryne

01-Sep-20

Overdue

Lee Budge
Gill Hunt

30-Dec-20



Comments by action holder
Status
Not Yet Due

At April 2020 Board, JH yet to discuss with LB.
On 19.05.20 update from JH: JH/LB have
discussed how S&QC will be informed of CG/SLs'
responses to national reports. Paper to come
to Board following August S&QC meeting.
[Action date extended to 30.09.20].

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)
29-May-20 Trust Board
(public)

Patient Story at
January 20 Board
Board Development
Sessions

Consider inviting JT back to Board in, say, six months to demonstrate
what the Board did in response to her story.
Schedule sessions on Learning from Deaths/Mortality, CQC compliance
and Safeguarding.

1905

26-Jun-20 Trust Board
(public)

Paterson Inquiry

After interim position statement at June Board, present full assessment Phil Hughes
and accompanying Action Plan. [Note: report to June Board indicated
full assessment in one month, action plan in three months].

15-Sep-20

Overdue

Full assessment and action plan scheduled for
September Board. On 21.09.20 item deferred.
New date for presentation to Board to be
fixed.

1913

31-Jul-20

Trust Board
(public)

People Strategy
refresh

Update September Board on timeline for refresh, inc engagement and
consultation etc and alignment with NHS People Plan. Note: this is on
the August P&CC agenda.

Steven Keith

15-Sep-20

Complete

Scheduled for September as part of WDEI
update.
Update on timeline for refresh of People
Strategy went to August P&CC. EDI Update
paper included at September Board.

1914

31-Jul-20

Included on September Board agenda.

15-Sep-20

Overdue

1916

31-Jul-20

Report on the Trust's development of its own Digital Strategy. Minute Nick Thomas
87/20 refers and followed update on Digital in CE's report.
Provide sample letters evidencing improvements to Chairman for
Lenny Byrne
review.
Was the local birth rate in line with national escalation? Verbal update to Lenny Byrne
close action at September meeting.

Complete

31-Jul-20

Trust's Digital
Strategy
Complaint Letters

15-Sep-20

1915

Trust Board
(public)
Trust Board
(Public)
Trust Board
(public)

15-Sep-20

Overdue

1893

Local Birth Rate

Not Yet Due CQC compliance covered in part at June BDS.
Board development programme to be
developed for 2021.

Verbal update at September Board.

Item 5

Trust Board (Public)
Item 5

September 2020

Chief Executives Report

Ann James

Purpose
The purpose of this report is to update the Trust Board on key national, regional and local developments with a view to setting the context for the strategic and
operational priorities for the Trust.
Headline messages
 Phase 3 of NHS Response to COVID-19: The NHS has set out the priorities for the third phase of the response to the COVID-19 pandemic. The Trust is required
to submit detailed plans setting out how we will address these priorities throughout the remainder of 2020/21. I will provide a verbal update on our position as
part of the presentation of this report.
 NHS People Plan: The NHS recently published the national People Plan. The Board agreed the Trust’s current People Strategy in 2017 and we will now use the
publication of the national plan as an opportunity to update our strategy with a view to publishing this in February 2021.
 Safer management of controlled drugs: In July 2020, the CQC published its annual national report on the safer management of controlled drugs which
highlights some key areas for improvement .The Board should consider whether it requires further assurance on the Trust's arrangements.
Impact assessment
Quality

This report includes an update to Phase 3 of the NHS response to COVID-19 which includes important quality requirements.

Finance

This report includes an update to Phase 3 of the NHS response to COVID-19 including information on financial arrangements.

Regulation

This report includes information on a CQC report on the safer management of controlled drugs.

Equality & Diversity

This report includes an update on the NHS People Plan which includes requirements relating to diversity and equality.

Environment & Sustainability

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

Considerations for the Trust Board
The Board is asked to note this report and is invited to seek clarification on any issues.
Look ahead and next steps
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The Trust Board will be kept informed of any important developments in respect of the issues highlighted in this report.
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DETAILED REPORT
Trust Board (Public)
Subject

Chief Executive’s Report

Prepared by

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

Approved by

Ann James, Chief Executive

Presented by

Ann James, Chief Executive

September 2020

1.

Introduction

1.1

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

2.

Phase 3 of NHS Response to COVID-19

2.1

On 31 July 2020, the NHS Chief Executive and Chief Operating Officer wrote to senior
leaders of NHS organisations to provide an update on the latest COVID-19 national
alert level, set out priorities for the rest of 2020/21 and outline the financial
arrangements heading into Autumn as agreed with Government. The priorities for the
third phase of the response to the COVID-19 pandemic are summarised as follows:
a) Accelerating the return to near-normal levels of non COVID-19 health services,
making full use of the capacity available in the ‘window of opportunity’ between
now and winter.
b) Preparation for winter demand pressures, alongside continuing vigilance in the
light of further probable COVID-19 spikes locally and possibly nationally.
c) Doing the above in a way that takes account of lessons learned during the first
COVID-19 peak; locks in beneficial changes; and explicitly tackles fundamental
challenges including: support for our staff, and action on inequalities and
prevention.

2.2

The letter, which is attached for the Board’s information, specifies a series of more
detailed expectations for each of these priorities. We are required to submit detailed
plans setting out how we will address these priorities and expectations throughout the
remainder of 2020/21. These plans need to be the product of partnership working
across STPs/ICSs, with clear and transparent triangulation between commissioner and
provider activity and performance plans.

2.3

Following consideration of the emerging plans at the Board Development Session on
4th September 2020, the Board will be aware that we have been working extremely
hard to develop robust and realistic plans. I will provide a verbal update on our position
as part of the presentation of this report.
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3.

NHS People Plan

3.1

COVID-19 has once again highlighted that the NHS, at its core, is our staff. In July
2020, the NHS published the ‘People Plan for 2020/21 - actions for us all’ which
reflects the strong messages from NHS leaders and colleagues from across the NHS
about what matters most. It sets out practical actions for employers and systems, over
the remainder of 2020/21 ahead of Government decisions in the Autumn Spending
Review on future education and training expansions. All systems should develop a
local plan in response to these issues. Key areas of focus include:
 Creating a compassionate and inclusive culture.
 An NHS People Promise.
 Health & Wellbeing including physical environment with the establishment of
Wellbeing Guardians.
 Improvements in diversity including a 5 year plan for Board and senior leadership.
 Flexible working by default supported by technology such as e-rostering.
 Including diversity networks into decision making processes.
 Prioritise the support to line managers to develop their skills.
 Workforce planning and transformation that needs to be undertaken by systems to
enable people to be recruited and deployed across organisations, sectors and
geographies locally.
 Maximising routes to employment via volunteering and apprenticeships & return to
practice.

3.2

The Board agreed the Trust’s current People Strategy in 2017. We will now use the
publication of the national plan as an opportunity to update our strategy. This will be
done in accordance with the timetable set out in the table below.
Timing

Key activity

September 2020

Redraft current strategy.

October 2020

Sense check through engagement with staff.

November 2020

Presentation to Trust Leadership Group (TLG).

December 2020

Presentation to People & Culture Committee.

January 2021

Presentation to Trust Board.

February 2021

Publish updated plan

4.

Safer management of controlled drugs

4.1

In July 2020, the CQC published its annual report on the safer management of
controlled drugs. The CQC is responsible for making sure that health and social care
providers, and other regulators, maintain a safe environment for managing controlled
drugs in England.
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4.2

The report highlights a number of key issues and makes recommendations for
improvement based on our analysis of the data on prescribing in NHS primary care
services, issues raised at controlled drug local intelligence networks (CDLINs), and
CQC’s wider inspection and regulatory work. These are summarised in the table below.
Issues

Recommendations

The level of controlled drug
prescribing
continues
to
increase year on year.

Prescribers should regularly review patients’ clinical
needs before prescribing and consider the quantity
prescribed, particularly when issuing repeat
prescriptions.
Encourage healthcare professionals to fully explain
patients’ medicines at the point of prescribing and
supply. This should include giving guidance and
warnings of the potential for dependence and actions
to take, appropriate to the patient’s needs.

The coronavirus (COVID-19)
pandemic has highlighted the
need to be able to access
controlled drugs rapidly to
manage care for people at the
end of life, but we must now
learn from this for the future.

CCGs should consider putting in place local
arrangements to enable rapid mobilisation of
medicines needed for end of life care in readiness for
any future situation where the health and care system
may come under similarly significant pressure.

The failings at Gosport War All healthcare professionals should consider the
Memorial Hospital were the needs and wishes of patients and carers on an
result of a blanket approach to individual basis, particularly at the end of their life.
prescribing
end
of
life
medicines irrespective of the
circumstances of individual
patients.
4.3

The Board should note this report and consider whether it requires further assurance
on the Trust’s arrangements through the Safety & Quality Committee.
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Skipton House
80 London Road
London SE1 6LH
england.spoc@nhs.net
From the Chief Executive Sir Simon Stevens
& Chief Operating Officer Amanda Pritchard

To:
Chief executives of all NHS trusts and foundation trusts
CCG Accountable Officers
GP practices and Primary Care Networks
Providers of community health services
NHS 111 providers
Copy to:
NHS Regional Directors
Regional Incident Directors & Heads of EPRR
Chairs of ICSs and STPs
Chairs of NHS trusts, foundation trusts and CCG governing bodies
Local authority chief executives and directors of adult social care
Chairs of Local Resilience Forums

31 July 2020

Dear Colleague
IMPORTANT – FOR ACTION – THIRD PHASE OF NHS RESPONSE TO COVID-19
We are writing to thank you and your teams for the successful NHS response in the face of this
unprecedented pandemic, and to set out the next – third – phase of the NHS response, effective
from 1 August 2020.
You will recollect that on 30 January NHS England and NHS Improvement declared a Level 4
National Incident, triggering the first phase of the NHS pandemic response. Since then the NHS has
been able to treat every coronavirus patient who has needed specialist care – including 107,000
people needing emergency hospitalisation. Even at the peak of demand, hospitals were still able to
look after two non-Covid inpatients for every one Covid inpatient, and a similar picture was seen in
primary, community and mental health services.
As acute Covid pressures were beginning to reduce, we wrote to you on 29 April to outline agreed
measures for the second phase, restarting urgent services. Now in this Phase Three letter we:

•

update you on the latest Covid national alert level;

•

set out priorities for the rest of 2020/21; and

•

outline financial arrangements heading into Autumn as agreed with Government.

1

Current position on Covid-19
On 19 June 2020 the Chief Medical Officers and the Government’s Joint Biosecurity Centre
downgraded the UK’s overall Covid alert level from four to three, signifying that the virus remains
in general circulation with localised outbreaks likely to occur. On 17 July the Government set out
next steps including the role of the new Test and Trace programme in providing us advance notice
of any expected surge in Covid demand, and in helping manage local and regional public health
mitigation measures to prevent national resurgence.
Fortunately, Covid inpatient numbers have now fallen nationally from a peak of 19,000 a day, to
around 900 today. As signalled earlier this month, the current level of Covid demand on the NHS
means that the Government has agreed that the NHS EPRR incident level will move from Level 4
(national) to Level 3 (regional) with effect from tomorrow, 1 August. This approach matches the
differential regional measures the Government is deploying, including today in parts of the North
West and North East. The main implications of this are set out in Annex One to this letter.
However Covid remains in general circulation and we are seeing a number of local and regional
outbreaks across the country, with the risk of further national acceleration. Together with the Joint
Biosecurity Centre and Public Health England (PHE) we will therefore continue to keep the
situation under close review, and will not hesitate to reinstate the Level 4 national response
immediately as circumstances justify it. In the meantime NHS organisations will need to retain their
EPRR incident coordination centres and will be supported by oversight and coordination by
Regional Directors and their teams.
NHS priorities from August
Having pulled out all the stops to treat Covid patients over the last few months, our health services
now need to redouble their focus on the needs of all other patients too, while recognising the new
challenges of overcoming our current Covid-related capacity constraints. This will continue to
require excellent collaboration between clinical teams, providers and CCGs operating as part of
local ‘systems’ (STPs and ICSs), local authorities and the voluntary sector, underpinned by a
renewed focus on patient communication and partnership.
Following discussion with patients’ groups, national clinical and stakeholder organisations, and
feedback from our seven regional ‘virtual’ frontline leadership meetings last week, we are setting
out NHS priorities for this third phase. Our shared focus is on:
A. Accelerating the return to near-normal levels of non-Covid health services, making full use
of the capacity available in the ‘window of opportunity’ between now and winter
B. Preparation for winter demand pressures, alongside continuing vigilance in the light of
further probable Covid spikes locally and possibly nationally.
C. Doing the above in a way that takes account of lessons learned during the first Covid peak;
locks in beneficial changes; and explicitly tackles fundamental challenges including:
support for our staff, and action on inequalities and prevention.
As part of this Phase Three work, and following helpful engagement and discussion, alongside this
letter yesterday we published a more detailed 2020/21 People Plan, and will shortly do the same on
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inequalities reduction. DHSC are also expected to set out equivalent phase three priorities and
support for social care.
Nationally, we will work with the wide range of stakeholders represented on the NHS Assembly to
help track and challenge progress against these priorities. As we do so it is vital that we listen and
learn from patients and communities. We ask that all local systems act on the Five principles for the
next phase of the Covid-19 response developed by patients’ groups through National Voices.

A: Accelerating the return of non-Covid health services, making full use of the capacity
available in the window of opportunity between now and winter
A1. Restore full operation of all cancer services. This work will be overseen by a national

cancer delivery taskforce, involving major patient charities and other key stakeholders.
Systems should commission their Cancer Alliance to rapidly draw up delivery plans for
September 2020 to March 2021 to:

•

To reduce unmet need and tackle health inequalities, work with GPs and the public locally
to restore the number of people coming forward and appropriately being referred with
suspected cancer to at least pre-pandemic levels.

•

Manage the immediate growth in people requiring cancer diagnosis and/or treatment
returning to the service by:

- Ensuring that sufficient diagnostic capacity is in place in Covid19-secure environments,
-

•

including through the use of independent sector facilities, and the development of
Community Diagnostic Hubs and Rapid Diagnostic Centres
Increasing endoscopy capacity to normal levels, including through the release of
endoscopy staff from other duties, separating upper and lower GI (non-aerosolgenerating) investigations, and using CT colonography to substitute where appropriate
for colonoscopy.
Expanding the capacity of surgical hubs to meet demand and ensuring other treatment
modalities are also delivered in Covid19-secure environments.
Putting in place specific actions to support any groups of patients who might have
unequal access to diagnostics and/or treatment.
Fully restarting all cancer screening programmes. Alliances delivering lung health
checks should restart them.

Thereby reducing the number of patients waiting for diagnostics and/or treatment longer
than 62 days on an urgent pathway, or over 31 days on a treatment pathway, to prepandemic levels, with an immediate plan for managing those waiting longer than 104 days.

A2. Recover the maximum elective activity possible between now and winter, making full use

of the NHS capacity currently available, as well as re-contracted independent hospitals.
In setting clear performance expectations there is a careful balance to be struck between the
need to be ambitious and stretching for our patients so as to avoid patient harm, while setting a
performance level that is deliverable, recognising that each trust will have its own particular
pattern of constraints to overcome.
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Having carefully tested the feasible degree of ambition with a number of trusts and systems in
recent weeks, trusts and systems are now expected to re-establish (and where necessary
redesign) services to deliver through their own local NHS (non-independent sector) capacity the
following:

•

In September at least 80% of their last year’s activity for both overnight electives and
for outpatient/daycase procedures, rising to 90% in October (while aiming for 70% in
August);

•

This means that systems need to very swiftly return to at least 90% of their last year’s
levels of MRI/CT and endoscopy procedures, with an ambition to reach 100% by
October.

•

100% of their last year’s activity for first outpatient attendances and follow-ups (face
to face or virtually) from September through the balance of the year (and aiming for
90% in August).

Block payments will flex meaningfully to reflect delivery (or otherwise) against these important
patient treatment goals, with details to follow shortly once finalised with Government.
Elective waiting lists and performance should be managed at system as well as trust level to
ensure equal patient access and effective use of facilities.
Trusts, working with GP practices, should ensure that, between them, every patient whose
planned care has been disrupted by Covid receives clear communication about how they
will be looked after, and who to contact in the event that their clinical circumstances change.
Clinically urgent patients should continue to be treated first, with next priority given to the
longest waiting patients, specifically those breaching or at risk of breaching 52 weeks by the
end of March 2021.
To further support the recovery and restoration of elective services, a modified national contract
will be in place giving access to most independent hospital capacity until March 2021. The
current arrangements are being adjusted to take account of expected usage, and by October/
November it will then be replaced with a re-procured national framework agreement within
which local contracting will resume, with funding allocations for systems adjusted accordingly.
To ensure good value for money for taxpayers, systems must produce week-by-week
independent sector usage plans from August and will then be held directly to account for
delivering against them.
In scheduling planned care, providers should follow the new streamlined patient self isolation
and testing requirements set out in the guideline published by NICE earlier this week. For many
patients this will remove the need to isolate for 14 days prior to a procedure or admission.
Trusts should ensure their e-Referral Service is fully open to referrals from primary care. To
reduce infection risk and support social distancing across the hospital estate, clinicians should
consider avoiding asking patients to attend physical outpatient appointments where a
clinically-appropriate and accessible alternative exists. Healthwatch have produced useful
advice on how to support patients in this way. This means collaboration between primary and
secondary care to use advice and guidance where possible and treat patients without an onward
referral, as well as giving patients more control over their outpatient follow-up care by adopting
a patient-initiated follow-up approach across major outpatient specialties. Where an outpatient
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appointment is clinically necessary, the national benchmark is that at least 25% could be
conducted by telephone or video including 60% of all follow-up appointments.
A3. Restore service delivery in primary care and community services.

•

General practice, community and optometry services should restore activity to usual
levels where clinically appropriate, and reach out proactively to clinically vulnerable
patients and those whose care may have been delayed. Dental practices should have now
mobilised for face to face interventions. We recognise that capacity is constrained, but will
support practices to deliver as comprehensive a service as possible.

•

In restoring services, GP practices need to make rapid progress in addressing the backlog of
childhood immunisations and cervical screening through specific catch-up initiatives and
additional capacity and deliver through their Primary Care Network (PCN) the service
requirements coming into effect on 1 October as part of the Network Contract DES.

•

GPs, primary care networks and community health services should build on the enhanced
support they are providing to care homes, and begin a programme of structured medication
reviews.

•

CCGs should work with GP practices to expand the range of services to which patients can
self-refer, freeing-up clinical time. All GP practices must offer face to face appointments
at their surgeries as well as continuing to use remote triage and video, online and telephone
consultation wherever appropriate – whilst also considering those who are unable to access
or engage with digital services.

•

Community health services crisis responsiveness should be enhanced in line with the goals
set out in the Long Term Plan, and should continue to support patients who have recovered
from the acute phase of Covid but need ongoing rehabilitation and other community
health services. Community health teams should fully resume appropriate and safe home
visiting care for all those vulnerable/shielding patients who need them.

•

The Government is continuing to provide funding to support timely and appropriate
discharge from hospital inpatient care in line with forthcoming updated Hospital Discharge
Service Requirements. From 1 September 2020, hospitals and community health and social
care partners should fully embed the discharge to assess processes. New or extended health
and care support will be funded for a period of up to six weeks, following discharge from
hospital and during this period a comprehensive care and health assessment for any ongoing
care needs, including determining funding eligibility, must now take place. The fund can
also be used to provide short term urgent care support for those who would otherwise have
been admitted to hospital.

•

The Government has further decided that CCGs must resume NHS Continuing Healthcare
assessments from 1 September 2020 and work with local authorities using the trusted
assessor model. Any patients discharged from hospital between 19 March 2020 and 31
August 2020, whose discharge support package has been paid for by the NHS, will need to
be assessed and moved to core NHS, social care or self-funding arrangements.
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A4. Expand and improve mental health services and services for people with learning

disability and/or autism

•

Every CCG must continue to increase investment in mental health services in line with the
Mental Health Investment Standard and we will be repeating the independent audits of this.
Systems should work together to ensure that funding decisions are decided in partnership
with Mental Health Providers and CCGs and that funding is allocated to core Long Term
Plan (LTP) priorities.

•

In addition, we will be asking systems to validate their existing LTP mental health service
expansion trajectories for 2020/21. Further advice on this will be issued shortly. In the
meantime:
- IAPT services should fully resume
- the 24/7 crisis helplines for all ages that were established locally during the pandemic
should be retained, developing this into a national service continue the transition to
digital working
- maintain the growth in the number of children and young people accessing care
- proactively review all patients on community mental health teams’ caseloads and
increase therapeutic activity and supportive interventions to prevent relapse or
escalation of mental health needs for people with SMI in the community;
- ensure that local access to services is clearly advertised
- use £250 million of earmarked new capital to help eliminate mental health dormitory
wards.

•

In respect of support for people with a learning disability, autism or both:
- Continue to reduce the number of children, young people and adults within a specialist
inpatient setting by providing better alternatives and by ensuring that Care (Education)
and Treatment Reviews always take place both prior to and following inpatient
admission.
- Complete all outstanding Learning Disability Mortality Reviews (LeDeR) by December
2020.
- GP practices should ensure that everybody with a Learning Disability is identified on
their register; that their annual health checks are completed; and access to screening and
flu vaccinations is proactively arranged. (This is supported by existing payment
arrangements and the new support intended through the Impact and Investment Fund to
improve uptake.)

B: Preparation for winter alongside possible Covid resurgence.
B1. Continue to follow good Covid-related practice to enable patients to access services safely

and protect staff, whilst also preparing for localised Covid outbreaks or a wider national wave.
This includes:

•

Continuing to follow PHE’s guidance on defining and managing communicable disease
outbreaks.

•

Continue to follow PHE/DHSC-determined policies on which patients, staff and members
of the public should be tested and at what frequency, including the further PHE-endorsed
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actions set out on testing on 24 June. All NHS employers should prepare for the likelihood
that if background infection risk increases in the Autumn, and DHSC Test and Trace
secures 500,000+ tests per day, the Chief Medical Officer and DHSC may decide in
September or October to implement a policy of regular routine Covid testing of all
asymptomatic staff across the NHS.

•

Ongoing application of PHE’s infection prevention and control guidance and the actions set
out in the letter from 9 June on minimising nosocomial infections across all NHS settings,
including appropriate Covid-free areas and strict application of hand hygiene, appropriate
physical distancing, and use of masks/face coverings.

•

Ensuring NHS staff and patients have access to and use PPE in line with PHE’s
recommended policies, drawing on DHSC’s sourcing and its winter/EU transition PPE and
medicines stockpiling.

B2. Prepare for winter including by:

•

Sustaining current NHS staffing, beds and capacity, while taking advantage of the
additional £3 billion NHS revenue funding for ongoing independent sector capacity,
Nightingale hospitals, and support to quickly and safely discharge patients from NHS
hospitals through to March 2021.

•

Deliver a very significantly expanded seasonal flu vaccination programme for DHSCdetermined priority groups, including providing easy access for all NHS staff promoting
universal uptake. Mobilising delivery capability for the administration of a Covid19 vaccine
if and when a vaccine becomes available.

•

Expanding the 111 First offer to provide low complexity urgent care without the need for
an A&E attendance, ensuring those who need care can receive it in the right setting more
quickly. This includes increasing the range of dispositions from 111 to local services, such
as direct referrals to Same Day Emergency Care and specialty ‘hot’ clinics, as well as
ensuring all Type 3 services are designated as Urgent Treatment Centres (UTCs). DHSC
will shortly be releasing agreed A&E capital to help offset physical constraints associated
with social distancing requirements in Emergency Departments.

•

Systems should maximise the use of ‘Hear and Treat’ and ‘See and Treat’ pathways for 999
demand, to support a sustained reduction in the number of patients conveyed to Type 1 or 2
emergency departments.

•

Continue to make full use of the NHS Volunteer Responders scheme in conjunction with
the Royal Voluntary Society and the partnership with British Red Cross, Age UK and St.
Johns Ambulance which is set to be renewed.

•

Continuing to work with local authorities, given the critical dependency of our patients –
particularly over winter - on resilient social care services. Ensure that those medically fit for
discharge are not delayed from being able to go home as soon as it is safe for them to do so
in line with DHSC/PHE policies (see A3 above).
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C: Doing the above in a way that takes account of lessons learned during the first Covid
peak; locks in beneficial changes; and explicitly tackles fundamental challenges including
support for our staff, action on inequalities and prevention.
C1. Workforce

Covid19 has once again highlighted that the NHS, at its core, is our staff. Yesterday we
published We are the NHS: People Plan for 2020/21 - actions for us all which reflects the
strong messages from NHS leaders and colleagues from across the NHS about what matters
most. It sets out practical actions for employers and systems, over the remainder of 2020/21
ahead of Government decisions in the Autumn Spending Review on future education and
training expansions. It includes specific commitments on:
•

Actions all NHS employers should take to keep staff safe, healthy and well – both
physically and psychologically.

•

Specific requirements to offer staff flexible working.

•

Urgent action to address systemic inequality that is experienced by some of our staff,
including BAME staff.

•

New ways of working and delivering care, making full and flexible use of the full range of
our people’s skills and experience.

•

Growing our workforce, building on unprecedented interest in NHS careers. It also
encourages action to support former staff to return to the NHS, as well as taking steps to
retain staff for longer – all as a contribution to growing the nursing workforce by 50,000,
the GP workforce by 6,000 and the extended primary care workforce by 26,000.

•

Workforce planning and transformation that needs to be undertaken by systems to enable
people to be recruited and deployed across organisations, sectors and geographies locally.

All systems should develop a local People Plan in response to these actions, covering expansion
of staff numbers, mental and physical support for staff, improving retention and flexible
working opportunities, plus setting out new initiatives for development and upskilling of staff.
Wherever possible, please work with local authorities and local partners in developing plans for
recruitment that contribute to the regeneration of communities, especially in light of the
economic impact of Covid. These local People Plans should be reviewed by regional and
system People Boards, and should be refreshed regularly.
C2. Health inequalities and prevention.

Covid has further exposed some of the health and wider inequalities that persist in our society.
The virus itself has had a disproportionate impact on certain sections of the population,
including those living in most deprived neighbourhoods, people from Black, Asian and
minority ethnic communities, older people, men, those who are obese and who have other longterm health conditions and those in certain occupations. It is essential that recovery is planned
in a way that inclusively supports those in greatest need.
We are asking you to work collaboratively with your local communities and partners to take
urgent action to increase the scale and pace of progress of reducing health inequalities, and
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regularly assess this progress. Recommended urgent actions have been developed by an expert
national advisory group and these will be published shortly. They include:
•

Protect the most vulnerable from Covid, with enhanced analysis and community
engagement, to mitigate the risks associated with relevant protected characteristics and
social and economic conditions; and better engage those communities who need most
support.

•

Restore NHS services inclusively, so that they are used by those in greatest need. This will
be guided by new, core performance monitoring of service use and outcomes among those
from the most deprived neighbourhoods and from Black and Asian communities, by 31
October. Develop digitally enabled care pathways in ways which increase inclusion,
including reviewing who is using new primary, outpatient and mental health digitally
enabled care pathways by 31 March.

•

Accelerate preventative programmes which proactively engage those at greatest risk of poor
health outcomes. This should include more accessible flu vaccinations, the better targeting
of long-term condition prevention and management programmes, obesity reduction
programmes including self-referral to the NHS Diabetes Prevention Programme, health
checks for people with learning disabilities, and increasing the continuity of maternity
carers including for BAME women and those in high risk groups.

•

Strengthen leadership and accountability, with a named executive Board member
responsible for tackling inequalities in place in September in every NHS organisation. Each
NHS board to publish an action plan showing how over the next five years its board and
senior staffing will in percentage terms at least match the overall BAME composition of its
overall workforce, or its local community, whichever is the higher.

•

Ensure datasets are complete and timely, to underpin an understanding of and response to
inequalities. All NHS organisations should proactively review and ensure the completeness
of patient ethnicity data by no later 31 December, with general practice prioritising those
groups at significant risk of Covid19 from 1 September.

Financial arrangements and system working
To support restoration, and enable continued collaborative working, current financial arrangements
for CCGs and trusts will largely be extended to cover August and September 2020. The intention is
to move towards a revised financial framework for the latter part of 2020/21, once this has been
finalised with Government. More detail is set out in Annex Two.
Working across systems, including NHS, local authority and voluntary sector partners, has been
essential for dealing with the pandemic and the same is true in recovery. As we move towards
comprehensive ICS coverage by April 2021, all ICSs and STPs should embed and accelerate this
joint working through a development plan, agreed with their NHSE/I regional director, that
includes:

•

Collaborative leadership arrangements, agreed by all partners, that support joint working and
quick, effective decision-making. This should include a single STP/ICS leader and a nonexecutive chair, appointed in line with NHSE/I guidance, and clearly defined arrangements
for provider collaboration, place leadership and integrated care partnerships.
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•

Organisations within the system coming together to serve communities through a Partnership
Board, underpinned by agreed governance and decision-making arrangements including high
standards of transparency – in which providers and commissioners can agree actions in the best
interests of their populations, based on co-production, engagement and evidence.

•

Plans to streamline commissioning through a single ICS/STP approach. This will typically lead
to a single CCG across the system. Formal written applications to merge CCGs on 1 April 2021
needed to give effect to this expectation should be submitted by 30 September 2020.

•

A plan for developing and implementing a full shared care record, allowing the safe flow of
patient data between care settings, and the aggregation of data for population health.

Finally, we are asking you – working as local systems – to return a draft summary plan by 1
September using the templates issued and covering the key actions set out in this letter, with final
plans due by 21 September. These plans need to be the product of partnership working across
STPs/ICSs, with clear and transparent triangulation between commissioner and provider activity
and performance plans.
Over the last few months, the NHS has shown an extraordinary resilience, capacity for innovation
and ability to move quickly for our patients. Like health services across Europe, we now face the
double challenge of continuing to have to operate in a world with Covid while also urgently
responding to the many urgent non-Covid needs of our patients. If we can continue to harness the
same ambition, resilience, and innovation in the second half of the year as we did in the first, many
millions of our fellow citizens will be healthier and happier as a result. So thank you again for all
that you and your teams have been – and are – doing, in what is probably the defining year in the
seven-decade history of the NHS.
With best wishes,

Simon Stevens
NHS Chief Executive

Amanda Pritchard
NHS Chief Operating Officer
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ANNEX ONE: IMPLICATIONS OF EPRR TRANSITION TO A LEVEL 3 INCIDENT
As previously signalled, effective 1 August 2020 the national incident level for the Covid19
response will change from level 4 (an incident that requires NHS England National Command and
Control to support the NHS response) to level 3 (an incident that requires the response of a number
of health organisations across geographical areas within an NHS England region), until further
notice.
It is entirely possible that future increases in Covid demands on the NHS mean that the level 4
incident will need to be reinstated. In which case, there will be no delay in doing so. However this
change does, for the time being, provide the opportunity to focus local and regional NHS teams on
accelerating the restart of non-Covid services, while still preparing for a possible second national
peak.
The implications of the transition from a level 4 to level 3 incident are as follows:
•

Oversight: Transition from a national command, control and coordination structure to a regional
command, control and coordination structure but with national oversight as this remains an
incident of international concern.

•

Reporting: We will be stopping weekend sit rep collections from Saturday 8 August 2020
(Saturday and Sunday data will be collected on Mondays with further detail to follow). Whilst
we are reducing the incident level with immediate effect reports will still be required this
weekend (1 and 2 August 2020) and we will subsequently need to be able to continue to align to
DHSC requirements. Additional reporting will be required for those areas of the country
experiencing community outbreaks in line with areas of heightened interest, concern or
intervention.

•

Incident coordination functions: The national and regional Incident Coordination Centres will
remain in place (hours of operation may be reduced). The frequency of national meetings will
decrease (for example IMT will move to Monday, Wednesday, Friday). Local organisations
should similarly adjust their hours and meeting frequency accordingly. It is however essential
that NHS organisations fully retain their incident coordination functions given the ongoing
pandemic, and the need to stand up for local incidents and outbreaks.

•

Communications: All communications related to Covid19 should continue to go via established
Covid19 incident management channels, with NHS organisations not expected to respond to
incident instructions received outside of these channels. Equally, since this incident continues to
have an international and national profile, it is important that our messaging to the public is
clear and consistent. You should therefore continue to coordinate communications with your
regional NHS England and NHS Improvement communications team. This will ensure that
information given to the media, staff and wider public is accurate, fully up-to-date and aligns
with national and regional activity.
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ANNEX TWO: REVISED FINANCIAL ARRANGEMENTS
The current arrangements comprise nationally-set block contracts between NHS providers and
commissioners, and prospective and retrospective top-up funding issued by NHSE/I to
organisations to support delivery of breakeven positions against reasonable expenditure. The M5
and M6 block contract and prospective top-up payments will be the same as M4. Costs of testing
and PPE will continue to be borne centrally for trusts and general practices funded by DHSC who
continue to lead these functions for the health and social care sectors.
The intention is to move towards a revised financial framework for the latter part of 2020/21, once
this has been finalised with Government.
The revised framework will retain simplified arrangements for payment and contracting but with a
greater focus on system partnership and the restoration of elective services. The intention is that
systems will be issued with funding envelopes comprising funding for NHS providers equivalent in
nature to the current block and prospective top-up payments and a system-wide Covid funding
envelope. There will no longer be a retrospective payment mechanism. Providers and CCGs must
achieve financial balance within these envelopes in line with a return to usual financial disciplines.
Whilst systems will be expected to breakeven, organisations within them will be permitted by
mutual agreement across their system to deliver surplus and deficit positions. The funding
envelopes will comprise:

•

CCG allocations – within which block contract values for services commissioned from NHS
providers within and outside of the system will continue to be nationally calculated;

•

Directly commissioned services from NHS providers – block contract values for specialised and
other directly commissioned services will continue to be nationally calculated;

•

Top-up – additional funding to support delivery of a breakeven position; and

•

Non-recurrent Covid allocation – additional funding to cover Covid-related costs for the
remainder of the year.

Funding envelopes will be calculated on the basis of full external income recovery. For
relationships between commissioners and NHS providers we will continue to operate nationally
calculated block contract arrangements. For low-volume flows of CCG-commissioned activity,
block payments of an appropriate value would be made via the Trust’s host CCG; this will remove
the need for separate invoicing of non-contract activity.
However block payments will be adjusted depending on delivery against the activity restart goals
set in Section A1 and A2 above.
Written contracts with NHS providers for the remainder of 2020/21 will not be required.
For commissioners, non-recurrent adjustments to commissioner allocations will continue to be
actioned – adjustments to published allocations will include any changes in contracting
responsibility and distribution of the top-up to CCGs within the system based on target allocation.
Reimbursement for high cost drugs under the Cancer Drugs Fund (CDF) and relating to treatments
under the Hepatitis C programme will revert to a pass-through cost and volume basis, with
adjustments made to NHS provider block contract values to reflect this. For the majority of other
high cost drugs and devices, in-year provider spend will be tracked against a notional level of spend
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included in the block funding arrangements with adjustments made in-year to ensure that providers
are reimbursed for actual expenditure on high cost drugs and devices. This will leave a smaller list
of high cost drugs which will continue to be funded as part of the block arrangements.
In respect of Medical pay awards, on 21 July 2020 the Government confirmed the decision to uplift
pay in 2020/21 by 2.8% for consultants, specialty doctors and associate specialists, although there
is no uplift to the value of Clinical Excellence Awards, Commitment Awards, Distinction Awards
and Discretionary Points for 2020/21. We expect this to be implemented in September pay and
backdated to April 2020. In this event, NHS providers should claim the additional costs in
September as part of the retrospective top-up process. Future costs will be taken into account in the
financial framework for the remainder of 2020/21, with further details to be confirmed in due
course.
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Kevin Baber

Purpose
The purpose of this report is to provide information to the Trust Board which allows it to form a rounded judgement on our overall performance and ensure that
robust plans are in place to secure required improvements.
Headline messages
The Trust’s metrics for ‘caring’ and safe’ continue to demonstrate good performance in these areas. Other key messages for the Board’s information are as follows:
 Activity recovery: In light of the effect of COVID on the provision of hospital services, we have been monitoring the recovery of clinical activity across key areas
of delivery and note the rapid recovery of Imaging activity and also now Endoscopy through the use of additional independent sector resource. Inpatient and
day case activity is back to between 70 - 85% of the pre-COVID average whilst Outpatient activity levels are at 75- 90%.
 Urgent care: The volume of patients attending the Emergency Department has now returned to pre-COVID levels following the fall in demand observed during
the height of the pandemic. The average daily attendance volume of 291 in August was in fact marginally higher than the same month last year (Aug 19 was
290). Ambulance handover volumes have increased significantly as have the delays associated with these handovers, the causes of which are multi-factorial
and explained later in this report. We are developing options for patients that will increase the community management of crisis without requiring conveyance
to hospital, as well as the expanding of our same day emergency care offer as an alternative to ED.
 Elective care: The Trust received only 589 fewer referrals in August compared to the same month last year and taken in context against a shortfall of over
4,000 in April, we can demonstrate a near full recovery of demand levels (92% vs last August).Whilst the Trust has made significant strides forward in restoring
activity levels to between 70-90% versus pre-COVID, the rise in demand has resulted in an increase in our total RTT waiting list to 28,537, a rise of 2,803 over
the last two months. The Trust reported 881 patients waiting 52+ weeks at the end of August, 86 were triaged as urgent or time critical with key specialties
including Orthopaedics (24) and Cardiology (17). Key actions pertaining to RTT recovery are the utilisation of the available independent sector capacity, the
reopening of outpatient capacity in our peripheral locations, validation of our waiting list and recruitment in key areas.
 Cancer: UHP achieved 5 of the 9 national Cancer standards in August. Cancer procedures have been prioritised throughout the pandemic and we are now
observing an improvement in the volume and duration of long waits for Cancer treatment. We have reduced the volume of patients waiting 104+ days from 62
in June to 23 in August albeit we acknowledge more work is required to further reduce this number.
 Diagnostics: The number of patients waiting 6+ weeks for a diagnostic test at the end of August has reduced to 1,257 (17.3% of waiting list) from 3,559 in May
(46.4% of waiting list). Significant improvements continue to be made across the majority of diagnostic modalities with issues being identified and escalated
accordingly. Key positive developments moving forward will be the introduction of the 2 x 3T MRI scanners in October, a new Cardiac CT scanner in January
and recruitment of international radiographers also due in January.
 Follow-up Backlogs: At the end of August, 41,195 patients awaiting a follow-up appointment had waited past their clinical see-by-date, an increase of 2,887 in
1

month. There are 8,885 patients flagged as time critical in this backlog. Our Outpatient Programme includes a number of workstreams aimed to reduce the
requirement for face-to-face follow up by 30% by 2022/23. The latest Phase 3 planning guidance requires Trusts to see 25% of new OP and 60% of FU OP via
non face-to-face methods e.g. video, telephone. UHP are currently seeing 30% and 40% by non face-to-face respectively.
 Finance: The Trust’s draft plan submitted in early March was for a deficit of £37.7m. As agreed with other Devon STP partners this plan was in line with the
Devon STP Long term plan submission. The plan required a Financial Improvement Programme (FIP) of £30.2m to be delivered. Later in March NHSE suspended
the annual Operating Planning process and implemented interim Covid 19 financial arrangements. This confirmed that from the 1st April to the 31st July all
NHS Trusts will receive block contract payments from Commissioners. These are based on income in 2019/20 updated for inflation. The arrangements
confirmed that the Trust will receive a further financial ‘top up’ from NHS England to help ensure that we breakeven during this period. An initial top up of
£4.5m has been calculated by NHSE to cover the Trust’s expected running costs based on the period Nov 19 to Jan 20.
Impact assessment
Quality

Meeting key performance standards will ensure the Trust minimises any risk to patient care.

Finance

The report includes a summary assessment of the financial impact of our performance.

Regulation

This is a key report relevant to the Trust meeting NHSI requirements and CQC standards.

Equality & Diversity

There are no direct equality or diversity implications associated with this report.

Environment & Sustainability

There are no direct environment of sustainability issues associated with this report.

Considerations for the Trust Board
The Board is asked to:
1. Note the key issues highlighted in this report, the actions we are taking to address these issues and, where appropriate, our plans for improvement.
2. Seek clarification or further information on any of the issues highlighted within this report.
Look ahead and next steps
The Trust Board is presented with an updated Integrated Performance Report on a regular basis. The next comprehensive report will be presented to the Board in
November 2020. In the meantime, the executive team continues to work to develop and implement plans for improving performance.
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Key exceptions and Post-COVID Activity Recovery Update
In light of the effect of COVID on the provision of hospital services, we have been monitoring the recovery of clinical activity across key areas of delivery. These charts
demonstrate how weekly activity volumes in key areas compare with a weekly pre-COVID average. Of particular note is the rapid recovery of diagnostic activity through
internal productivity measures and the use of additional independent sector resource. Inpatient and daycase activity is back to between 70 - 85% of the pre-COVID
average whilst Outpatient activity levels are at 75- 90%, a significant achievement given the social distancing/PPE measures which have to be maintained.
Imaging & Endoscopy
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Urgent Care
The volume of patients attending the Emergency Department has now returned
to pre-COVID levels following the fall in demand observed during the height of
the pandemic. The average daily attendance volume of 291 in August was in fact
marginally higher than the same month last year (Aug 19 was 290).
During this time, the Emergency Department has relocated it’s minors service to
the Nuffield Hospital and ‘query Covid’ patients through Plym to ensure we have
sufficient space to allow for social distancing. Whilst attendance volumes
continue to increase, plans are in place to further expand the estate within ED
including a new area to accommodate all arrivals and provide senior triage and
initial assessment of patients.
UHP is currently engaging with NHS England/Improvement in response to an
offer to all Trusts for further support in implementing best practice
recommendations for inpatient management. This aims to help support good
patient flow through ED and onward non-elective routes through the hospital.

Effective

Workforce

Finance & Efficiency

The Trust reported 881 patients waiting 52+ weeks at the end of August with the
most challenged specialties being Orthopaedics (272), Upper GI (95) and
Neurosurgery (92). Of the 881 patients waiting over a year, 86 were triaged as
urgent or time critical with key challenged specialties including Orthopaedics (24)
and Cardiology (17). These patients are reviewed and escalated daily.
Key actions pertaining to RTT recovery are the utilisation of the available
independent sector capacity, the reopening of outpatient capacity in our
peripheral locations, validation of our waiting list and recruitment in key areas.
5 surgical specialties and 5 diagnostic services are currently undertaking work in
partnership with local independent sector organisations Care UK and Nuffield.
Opportunities are being sought for additional services to move to these locations
as well as others such as CRGW where we are negotiating additional outpatient
clinic space.

Cancer

Ambulance handover volumes have increased significantly as have the delays
associated with these handovers, the causes of which are multi-factorial and
explained later in this report. We are developing options for patients that will
increase the community management of crisis without requiring conveyance to
hospital, as well as the expanding of our same day emergency care offer as an
alternative to ED.

UHP achieved 5 of the 9 national Cancer standards in August. Cancer procedures
have been prioritised throughout the pandemic and we are now observing an
improvement in the volume and duration of long waits for Cancer treatment. We
have reduced the volume of patients waiting 104+ days from 62 in June to 23 in
August albeit we acknowledge more work is required to further reduce this
number.

UHP has recorded a continuous decrease in the acuity of patients arriving at ED
since April. Based on August data we would have seen, on average, 11 fewer
patients per day within the top acuity categories this August compared to the
same month last year.

Cancer demand continues to recover to pre-COVID levels with UHP receiving
2,044 referrals in August compared to 2,252 in the same month in 19/20, a 91%
recovery of demand.

Elective Care
The Trust received only 589 fewer referrals in August compared to the same
month last year and taken in context against a shortfall of over 4,000 in April, we
have observed a significant recovery of demand levels (92% vs last August).
Whilst the Trust has made significant strides forward in restoring activity levels to
between 70-90% versus pre-COVID, the rise in demand has resulted in an
increase in our total RTT waiting list to 28,537, a rise of 2,803 over the last two
months.

Integrated Performance Report

Providers in the Peninsula Cancer Alliance have come together to provide mutual
support throughout the Covid pandemic. The Alliance has set expectations for
each provider on the scheduling of treatment, diagnostics and pathology
reporting which are discussed later in this report.
The Phase 3 recovery plan includes focus on region-wide improvements in
diagnostic and surgical capacity as well as ensuring equality in access to
treatment, resumption of all screening programmes and strict backlog reduction.

Diagnostics
The number of patients waiting 6+ weeks for a diagnostic test at the end of
August has reduced to 1,257 (17.3% of waiting list) from a peak of 3,559 in May
(46.4% of waiting list).
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Significant improvements continue to be made across the majority of diagnostic
modalities with issues being identified and escalated accordingly.
Key positive developments moving forward will be the introduction of the 2 x 3T
MRI scanners in October, a new Cardiac CT scanner in January and recruitment of
international radiographers also due in January.
Key risks to further improvement include the impending loss of an Ultrasound
scanning room, the requirement to take a CT scanner out of operation for 2-3
months to install the new scanner in January and delays in replacing broken
equipment in Urodynamics.

Workforce
Covid-19 Risk Assessments
Recent research has shown that specific groups of staff, notably BAME
colleagues, are more likely to have health conditions that make them vulnerable
to Covid-19.
Work has been undertaken in line with the Risk Reduction
Framework published by NHS Employers and the Faculty of Occupational
Medicine, to ensure risk assessments are completed for all staff. Within the
Trust, the number of risk assessments that have been undertaken to date,
currently stand at 82% for All Staff, 86% for BAME Staff and 84% for At Higher
Risk Staff.
To achieve our objective of reaching a minimum of 95% of staff having had a risk
assessment, and our ambition of every colleague to have the opportunity of a
meaningful risk assessment, we are continuing to focus on this at Executive level
with our Care Groups. This includes the review of detailed reporting that
identifies any particular areas that require more support, and we are working
with departments with the support of our HR Team and local Trade Union
colleagues, to complete the remaining Risk Assessments in the coming weeks by
the end of September.
To help ensure that the risk assessments are of high quality, we have provided
managers and staff with comprehensive guidance on the process, supported by a
series of virtual Risk Assessment interactive Briefing Sessions. We have also held
a number of 1-1 evaluation discussions with staff members who have had their
Risk Assessment, to explore how the process was for them and to identify any
ways that we can strengthen the process, with the feedback being overall
positive.

Integrated Performance Report

Effective

Workforce

Finance & Efficiency

NHS People Plan 2020/21
The People Plan, published in August 2020, now specifically focusses on short
term actions to April 2021 and has been reframed in light of the impact of the
Covid 19 pandemic on staff. It focusses on Health and Wellbeing, Flexible
working, Equality and diversity, Culture and Leadership, Recruitment and
Retention, Workforce and New Ways of Working. The actions outlined in this
plan will bolster the work already on-going in UHP related to strengthening and
nurturing a positive workplace culture and inform the refreshed UHP People
Strategy.
Menopause Café
As part of our commitment to providing an inclusive and supportive working
environment for everyone who works at the Trust, a Menopause Café will be run
on 30th September, enabling colleagues to have an opportunity to come together
to have a conversation about the menopause in an open, respectful and
confidential space, where people can express their views safely. The café will be
run by Plymouth Options and is also supported by our Trade Union partners from
Unison and the Royal College of Nursing. The OH&WB Department are also
planning a virtual online HealthByte session on the menopause, to coincide with
promotion of World Menopause Day on 18th October.

Finance
The Trust’s draft plan submitted in early March was for a deficit of £37.7m. As
agreed with other Devon STP partners this plan was in line with the Devon STP
Long term plan submission. The plan required a Financial Improvement
Programme (FIP) of £30.2m to be delivered.
Later in March NHSE suspended the annual Operating Planning process and
implemented interim Covid 19 financial arrangements. This confirmed that from
the 1st April to the 31st July all NHS Trusts will receive block contract payments
from Commissioners. These are based on income in 2019/20 updated for
inflation. The arrangements confirmed that the Trust will receive a further
financial ‘top up’ from NHS England to help ensure that we breakeven during this
period. An initial top up of £4.5m has been calculated by NHSE to cover the
Trust’s expected running costs based on the period Nov 19 to Jan 20.
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These arrangements also include a ‘retrospective top up’ each month to cover
any further requirements for the Trust to breakeven. This top up incorporates
additional costs of Covid but also the other financial impact there have been on
the Trust including the loss on non NHS income, but also recognising that there
will be reduced costs in many areas due to the reduced service levels delivered.
Financial control is still essential however and the Trust will be scrutinised for the
amount of additional funding we require. NHSE also confirmed that they would
also take on the running costs of Independent Sector organisations (Care UK and
Nuffield).
The Trust has now received further guidance on the financial framework for the
remainder of the year. This confirms that these interim arrangements will be
extended for August and September. For the second half of the year NHSE has
confirmed a Devon STP allocation that will include continuation of funding of the
block commissioner payments and the financial top up. However there will no
longer be a retrospective top up but a fixed Covid allocation for the system. The
Trust and STP is expected to manage finances to breakeven against this
allocation. The financial guidance and the requirements of the Trust are currently
being assessed to confirm if this funding allocation is sufficient for the Trust to
meet this breakeven target.

Effective

Workforce

Finance & Efficiency

The Trust has received the NHSE ‘top up’ of £22.4m. Due to the cost reduction of
reduced activity levels offsetting the costs of the Covid response and the loss of
non-NHS income no additional retrospective top up was required in April.
However, as clinical activity and associated clinical costs has increased an
additional top up of £0.2m was required in May, £1.5m in June, £3.3m in July and
£1.0m in August, bringing the total to date to £6.0m. To date the Trust has spent
£9.0m on the Covid 19 response.
The Trust spent £13.6m of capital for the year to date, of which £3.4m relates to
Covid requirements which are expected to be fully funded by NHSE. The total
capital plan for the years has been confirmed at £37.4m which includes £4m
awarded to the Trust in September for an increase in Urgent Care Facilities to
support the Trust deliver services over winter during the pandemic.
At the end of August the Trust had a cash balance of £48m. This is significantly
above the draft plan because under the NHSE Covid financial arrangements the
Trust received the Commissioner block income a month in advance (an additional
£40.2m). This has been done to ensure that Trusts have no cash flow issues
during this period.

The Trust’s budgets are currently set to reflect the draft plan submission for
2020-21. The planned deficit for the year to the end of August as per the draft
Operational Plan was £17.7m. Actual performance in line with the new Covid 19
Financial Regime was £0.0m (breakeven), £17.7m favourable to plan.

Integrated Performance Report
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Comparisons with other acute trusts
Planned Care

RTT Incomplete
Pathways
July 2020

Planned Care
Cancelled
Operations

Q3 2019/20

Diagnostics

6 week standard
July 2020
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Effective
Worse Performers

Workforce

Finance & Efficiency
Better Performers

53.9% of patients on the UHP elective RTT
waiting list were waiting less than 18 weeks for
treatment at the end of July ranking us 54th of
161 Acute Trusts in England

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

23.7% of patients waiting for a diagnostic test
at UHP were waiting greater than 6 weeks at
the end of July ranking us 35th of 165 Acute
Trusts in England.
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Cancer

2 week waits
July 2020

Cancer

2 week waits
(Breast
Symptomatic)
July 2020
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97.3% of suspected Cancer patients had their
first appointment within 2 weeks at UHP in
July, ranking us 33rd of 131 Acute Trusts in
England.

94.6% of 2ww Breast Symptomatic patients had
their first appointment within 2 weeks at UHP
in July ranking us 63rd of 101 Acute Trusts in
England.
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Service Line Analysis: Summary of key performance indicators

CSS

W&C

SURGERY

MEDICINE

CARE GROUP & SERVICE LINE

Acute Medicine
Diabetic Medicine & Endocrinology
Cardiology
Endoscopy
Emergency Department
Gastroenterology
Haematology & Immunology
Healthcare of the Elderly
Hepatology
Nephrology & Transplantation
Neurology & Stroke
Oncology Services
Thoracic Med
Anaesthetics
Cardiothoracic & Vascular Surgery
Pain Services
Colorectal Surgery
Critical Care
Dermatology
Dental & Max Fax
ENT & Audiology
General, Transplant & Upper GI Surgery
Oesophago-Gastric Surgery
Neurosurgery
Ophthalmology
Plastic Surgery
Theatres Central
Trauma, Orthopaedics & Rheumatology
Urology
Gynaecology & IVF
GU Medicine & PAC
Breast Surgery
Maternity
Neonates
Paediatrics
Community Paediatrics
Therapies
Healthcare Science & Technology
Imaging
Pathology
Pharmacy
Overall Total
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Aug-20

RTT

RTT (Incomp)

Cancer

Diagnostics

Complaints

Appraisals

Sickness

Medical

Nursing

A&C

Other

>52 weeks

+/- In Year

> 62 days

No. > 6 weeks

Year to Date

%

%

% Vacancies

% Vacancies

% Vacancies

% Vacancies

0
0
58
2
0
1
0
0
0
0
3
0
0
0
17
18
42
0
4
26
88
72
52
92
28
48
0
276
24
28
0
2
0
0
0
0
0
0
0
0
0
881

11
(116)
(316)
(32)
0
153
(164)
15
132
(118)
(149)
(143)
(29)
11
(110)
(290)
103
5
197
242
(187)
86
74
202
240
120
0
908
(13)
207
(1)
150
(1)
0
(93)
9
27
0
22
1
0
1,153

0
0
0
0
0
0
3
0
0
0
1
0
4
0
0
0
30
0
0
0
6
23
0
0
0
0
0
0
24
9
0
6
0
0
0
0
0
0
0
0
0
106

0
0
53
93
0
0
0
0
0
0
59
0
0
0
0
0
0
0
0
0
121
0
0
0
0
0
0
0
8
78
0
0
0
0
0
0
0
5
840
0
0
1,257

11
0
7
1
25
3
3
4
3
1
3
5
7
0
8
1
4
2
4
1
3
12
0
6
2
0
0
7
5
6
1
1
8
0
4
1
0
0
4
2
1
156

83%
79%
85%
80%
73%
86%
81%
83%
100%
88%
84%
81%
81%
90%
84%
89%
90%
73%
86%
95%
86%
95%
67%
95%
95%
78%
85%
86%
81%
47%
86%
90%
73%
93%
88%
97%
99%
84%
79%
90%
88%
80.2%

5.2%
1.3%
4.6%
6.9%
4.7%
4.5%
3.1%
5.5%
3.3%
4.1%
4.3%
3.1%
5.0%
2.9%
5.1%
2.6%
4.9%
4.4%
4.0%
2.0%
2.5%
3.7%
0.6%
4.7%
5.5%
5.0%
8.1%
4.6%
2.9%
4.4%
4.5%
4.8%
5.1%
3.1%
4.3%
2.2%
4.3%
4.2%
2.9%
3.2%
6.5%
4.8%

(6%)
(5%)
3%
11%
7%
17%
6%
(7%)
20%
(3%)
0%
(14%)
1%
4%
5%
41%
20%
(6%)
(4%)
14%
7%
(25%)
50%
12%
12%
6%
13%
(3%)
8%
9%
(4%)

5.3%

3%
(3%)
0%
12%
4%
10%
9%
(3%)
18%
4%
14%
12%
8%
100%
(6%)
24%
(19%)
3%
(2%)
25%
6%
(6%)
12%
(0%)
13%
0%
6%
15%
2%
19%
20%

6%
3%
40%

11%
13%
3%
6%

14%
26%

12%
(9%)
4.1%

(1%)
19%
18%
(19%)
0%
2%
11%
16%
0%
21%
18%
3%
21%
10%
6%
(1%)
10%
6%
13%
(1%)
18%
10%
0%
(1%)
2%
7%
18%
3%
5%
24%
21%
1%
(8%)
(9%)
5%
8%
3%
1%
5%
7%
15%
5.0%

(240%)
0%
(0%)
8%
(33%)
(106%)

12%
16%
0%
9%
0%
0%
0%
(7%)
8%
(200%)
(17%)
0%
12%
(11%)
13%
100%
2%
13%
16%
11%
9%
8%
5%
8%
8%
3.0%
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‘Caring’ metrics (Aligned to Board Assurance Framework : Domains Q1-7)
Description

Current Performance

Trend

Comments

PALS

There were a total of 351 PALS
enquiries in August 2020. 50% of
these were expressions of concern.

Trend – PALS number of enquiries

1. Whilst there has been a significant improvement
in the ability for relatives to have contact with the
clinical ward teams, there have been concerns
around staff providing insufficient or conflicting
information about patients’ progress, and a lack of
or incorrect communication about discharge
arrangements.
We continue across all
departments to streamline a consistent approach
to communciating with lreatives on a regular basis
but it is acknowledged that this creates an
additional workload for the clinical staff. Further
work to improve the process to communciate with
relatives is ongoing.

Our Patient Advice &
Liaison Service (PALS)
receives important
feedback from patients.
We are committed to
using this information to
improve the quality of
service we provide to our
patients.

Due to rising COVID numbers, we expect current
visiting restrictions to remain in place. This is
under continual review whilst we explore the
possibiltiies of extending visiting opportunities
under exceptional circumstances to improve
communication channels.
2. There has been an increase in the number and
proportion of concerns about accessing services
and waiting times (25% of total concerns). These
included concerns about cancelled surgery, lengthy
waiting times, and a lack of information about how
long people might have to wait for their operation
or procedure. The Surgical Care Group has
confirmed that a high proportion of these concerns
relate to the elective orthopaedic pathway which
has been impacted by the COVID-19 critical
incident response. The information available on
the Trust’s website has been updated. The weekly
PALS report is also reviewed by the ACNOs to pick
up any additional themes/trends.

Integrated Performance Report
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Description

Current Performance

Trend

Complaints

The Trust received 36 complaints in
August 2020.

Trend – number of complaints

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

Integrated Performance Report

In August, we responded to 90%
within 25 working days or the agreed
response date.
The most frequent complaint themes
are:
•
Quality of clinical/ nursing care
•
Continuing care & Discharge
arrangements
•
Outcome of operation/
procedure
•
Communication with patients /
relatives

Complaint trend by Care Group

Workforce

Finance & Efficiency

Comments
Learning from complaints in August included:
•
Procedures and processes reviewed and
improved to reduce delays in completing
medical certificates of cause of death.
•
Improved processes for communicating
between clinical staff and relatives of
inpatients.
•
Improved usage of mobile communication
and IT to improve communication between
patients and families
•
Case study review resulting in improvements
to nursing processes and procedures at ward
level
•
Additional training for Emergency Nurse
Practitioners relating to a specific component
of clinical care in the ED.
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Description

Current Performance

Ombudsman New cases

The PHSO restarted casework on 1
July 2020, acknowledging that it may
take longer to process due to
backlog of cases.

Monitoring update on new
cases received and those
currently open.

The PHSO closed one investigation in
August, which they did not uphold.

Safe

Analysis of data looking at comments
captured from all our channels of
feedback indicates that positive
experiences sit within the range of
90-97% of all feedback.

The proportion of positive
comments has increased (>94%)
since April 2020.

Integrated Performance Report

Workforce

Trend
3

Finance & Efficiency

Comments
Not Upheld

Upheld

Partially Upheld

No new PHSO investigations

2

1

0

Sentiment analysis

Effective

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
May-20
Jun-20
Jul-20
Aug-20

Caring

Proportion of comments – positive/neutral/negative

We continue to see a large proportion of positive
comments from patients and relatives about our
staff. Most frequently used words are caring,
professional, helpful, friendly, and excellent.
Regression analysis for August 2020 continues to
indicate that the biggest drivers of positive
satisfaction are kindness and compassion, being
treated with dignity and respect, and having
confidence and trust in the staff.
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Description

Current Performance

Trend

Comments

Friends & Family Test

The FFT question changed on 1 July,
and so it is not possible to compare
with historical Trust data. NHSE has
suspended centralised FFT
reporting; this is due to restart in
January 2021. Due to this, it is not
currently possible to benchmark
UHP scores with other NHS
providers.

FFT scores

Comment analysis shows the most frequently
made suggestions for improvement during July and
August include:
•
Reduce waiting times
•
Improve the environment & facilities
•
Better communication, including between
teams and specialties
•
Improve food (taste, variety, temperature &
portion size)
•
Reduce on-the-day delays to discharge

Our response rate fell since COVID19, although this is increasing each
month. Response rates in August
were:

Scores by Care Group:

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

•
•

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

How was your experience of our service?
Very good/
Good

Very poor/
Poor

n=

July

98.0%

0.3%

2697

August

98.9%

0.1%

2260

Inpatient and Daycase – 32.6%
Emergency Department – 3.0%

There were 679 clinically justified
single-sex accommodation breaches
and no non-clinically justified
breaches in August

Clinically Justified
1,000
900
800
700
600
500
400
300
200
100
-
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The Patient Experience Committee oversees these
themes and triangulates with other data, including
national and local surveys, complaints and PALS,
and Patient Council input, and uses this insight into
patient preferences and experience to inform
improvement projects.

Non-clinically justified

Clinically justified single-sex accommodation
breaches are flagged by the performance team to
the Heads of Nursing & Deputy Chief Nurse
(Workforce) to agree breaches. These are based on
the acuity of patients or for infection control
measures.
There is an increase in clinically justified breaches
over recent months due to operational social
distancing and infection control considerations
which need to be maintained as part of the COVID19 business as usual response. However the Trust
continues to minimise justified breaches and
where they occur, keep the breach to the
minimum amount of time.
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Duty of Candour

Trust overall compliance rate with
full Duty of Candour between Dec
2019 – August 2020 is 99%.

The Trust is required to be
open and transparent with
patients in relation to the
care and treatment they
receive and should
anything go wrong provide
patients with reasonable
support, truthful
information and an
apology. To be compliant
as soon as reasonably
practicable after becoming
aware that a notifiable
patient safety incident has
occurred, the health
service body must:
•

Safe

Integrated Performance Report

Workforce

Trend

Finance & Efficiency

Comments
Continued oversight of the Duty of Candour
process at both corporate department level and
within the care groups is now maintaining
compliance with the statutory requirements.

In August 2020, the Trust was 100%
compliant with its statutory Duty of
Candour for serious incidents and
99% compliant for all other incident
types.
The small lapse in compliance is
relating to a case in the ED where
the incident has been upgraded and
Duty of Candour will now be
completed as part of the SIRI
process.

Duty of Candour - Serious Incident
10
8
7
6

Notify the relevant
person in person that
an incident has
occurred and;

Follow the initial verbal
notification with a written
notification within 10 days
which includes an apology

Effective

6

5
4

4
2

0

Dec-19

Jan-20

Feb-20

Mar-20

Apr-20

DoC Applicable

2

May-20

Jun-20

Jul-20

Aug-20

Letter Sent
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‘Responsive’ metrics (Aligned to Board Assurance Framework : Domain S2)

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

It is notable that the acuity of patients
arriving at ED has been falling
continuously since April. Based on
these numbers we would have seen on
average 11 fewer patients within the
top acuity categories this August
compared to the same month last
year.
Actions Taken
The Emergency Department has
relocated it’s minors service to the
Nuffield and ‘query Covid’ patients
through Plym to create a much greater
geography within which to work to
allow us to be compliant with social
distancing
The estate available for the Emergency
Department is being further expanded
to develop a new area to
accommodate all arrivals and provide
senior patient triage and initial
assessment. This is expected to be
operational from the end of
September

Integrated Performance Report

Trend

350
330

Average daily attendances

A&E

The volume of patients attending the
Emergency Department has fully
recovered from the fall in demand
observed during the height of COVID.
The average of 291 attendances per
day in August was in fact marginally
higher than the same month last year
(Aug’19 was 290).

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

2019/20

2020/21

310
290
270
250
230
210
190
170

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

Emergency Admisisons
No. of emergency admisisions

Current Performance

Category 1 & 2 Attendances

Description

6000
5500

2018/19

2019/20

2020/21

5000
4500
4000
3500
3000

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

ED Acuity

27.0%
25.0%

A&E performance is a key standard described
through domain S2 of the Board Assurance
Framework. It should be noted that following an
overall rise in hospital occupancy we are seeing
some deterioration tot eh overall waiting times
that patients are experiencing within the
department
UHP remains an outlier with regard to the
increases in type 1 activity experienced and
while we have continued to maintain sustained
improvements to our conversion rates, the
hospital occupancy related to non-elective
medical inpatients has increased and our ability
to maintain effective offload of ambulances into
the main ED remains compromised. Further
action being taken to improve handover delays is
described later in the report.
Action undertaken through the “length of Stay”
Corporate Recovery Unit is intended to reduce
hospital occupancy for non-elective inpatients
and maintain good flow throughout the hospital
and the Emergency Department. We are
currently
engaging
with
NHS
England/Improvement about an offer to all
Trusts for further support in implementing best
practice
recommendations
for
inpatient
management.

23.0%
21.0%
19.0%
17.0%
15.0%

2018/19

2019/20

2020/21

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
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The volume of patients arriving by
ambulance to UHP has fully
restablished with August’s volume
marginally higher than the same
month last year (3,676 vs 3,646 in
Aug’19). The volume and duration of
ambulance handover delays has
increased month on month since June
with 436 ambulances waiting longer
than an hour to handover in August.

Integrated Performance Report

Jul-20

Jun-20

Aug-20

Apr-20

May-20

Jan-20
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Mar-20

Oct-19
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Jun-19

Aug-19

Apr-19

May-19

Jan-19

Feb-19

Mar-19

Oct-18

Dec-18

Nov-18

Jul-18

Sep-18

Jun-18

Aug-18

Apr-18

15-30min delays

30-60min delays

Jul-20

Aug-20

Jun-20

Apr-20

May-20

Jan-20

Feb-20

Mar-20

Oct-19

Dec-19

Nov-19

Sep-19

Jul-19

Aug-19

Jun-19

Apr-19

May-19

Jan-19

0

Feb-19

500

Mar-19

The department’s workforce
capacity to see, assess, diagnose
and
make
admit/discharge
decisions so that patients can
leave the department

3.

1000

Oct-18

4.

1500

Dec-18

The process of taking handover
during occurrences of high
numbers of arrivals concurrently

60+min delays

Bed availability in the hospital to
admit patients

Plymouth

1,200

Devon

Cornwall

1,000
800
600
400

Aug-20

Jul-20

Jun-20

Apr-20

Mar-20

May-20

Jan-20

Feb-20

Dec-19

Oct-19

Sep-19

Nov-19

Aug-19

Jul-19

Jun-19

Apr-19

Mar-19

May-19

Jan-19

Feb-19

Dec-18

Oct-18

Sep-18

0

Nov-18

200
Aug-18

Delayed bed days as a total % of
available bed days stands at 2.8% for
August.

1,400

4.

SWASFT have provided the support of a
HALO officer to work with a trust member
of staff to accommodate care for additional
patients who are awaiting transfer into the
emergency department, thus releasing the
ambulance crews to be available for further
999 response
The trust has opened additional bed stock
on Burrator ward to increase the overall
number of beds available to accommodate
emergency patients and reduce delays to
admit from the emergency department
Building works has commenced to develop
an extension to the emergency department
which will increase the facilities available for
initial assessment of patients – this is
expected to be available from the end of
September
The trust and partners have engaged in a
pre-hospital project to improve coordination of community urgent care
response and reduce conveyance to
hospital. The scoping document for this
project is expected on 21st September

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

Delayed Transfer Bed Days

Jul-18

The number of hospital bed days
resulting from delayed transfers
remains lower than pre-COVID levels
albeit the proportion of those delays
relating to Cornwall has increased
quickly and makes up over half of the
delayed bed days reported in August.

2.

Volume/Duration of Ambulance Handover Delays

2000

Nov-18

3.

May-18

0

Jun-18

We must work with other
health and social care
organisations to minimise
Delayed Transfers of Care
(DTOC) to maintain
operational flow and
ensure that patients are
cared for in the most
appropriate setting.

1000

Sep-18

Physical distancing constraints
and space availability

5.

Delayed Transfers of Care

2000

Jul-18

2.

1.

3000

Aug-18

The total number of patients
requiring input from ED

No. of Ambulance Handovers

4000

Jun-18

1.

The trust has taken significant action to reduce
the volumes of ambulance handover delays

Patients Arriving by Ambulance

5000

Key drivers to the recent increase in
handover delays are:

Finance & Efficiency

Comments

Apr-18

Contract penalties are in
place for delays exceeding
30 mins.

Workforce

Trend

May-18

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

Effective

Apr-18

Ambulance Handovers

Current Performance

Safe

No.of bed days attributed to delay

Description

Responsive

May-18

Caring
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Responsive

Safe

Description

Current Performance

Referral To Treatment

In August the Trust achieved an RTT
Incomplete Pathways performance of
58.9% against the National Standard of
92% with 11,715 patients waiting 18+
weeks. To achieve the national
standard we would require 2,283 or
fewer patients waiting 18+ weeks
based on August’s waiting list size.

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

Effective

Trend

The total number of patients waiting
on an incomplete pathway at August
month-end is 28,537.

Referrals (All inc 2ww/Urgent/Routine)
10,000

Aug-20
58.9%

2283
0

11715
881

There were 881 patients waiting longer
than 52 weeks for treatment at the
end of August.
52-Week Waits by Specialty (Top 10)
Orthopaedics

272

Upper GI/HPB Surgery

95

Neurosurgery

92

ENT

88

Cardiology

58

Plastic Surgery

48

Colorectal Surgery

42

General Surgery

29

Ophthalmology

28

Gynaecology

28

Dental

26

Of the 881 patients waiting 52+ weeks,
86 patients are triaged as urgent or
time critical.
Integrated Performance Report

20/21

8,000
6,000

The Trust received only 589 fewer referrals in
August versus the same month last year and
compared to a shortfall of over 4,000 in April,
this demonstrates the near total recovery of
demand levels (92% recovery vs Aug 19). Key RTT
actions include:-

4,000

•

2,000

Care UK

0

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

RTT Incomplete Pathways %
Target
92%

Finance & Efficiency

Comments

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

Workforce

100%

Additional surgical activity continues to run in
Urology, ENT, GI and Gynaecology. The Trust is
exploring opportunities for additional specialties.
Diagnostics currently undertaken at Care UK
include Endoscopy, Sleep studies and MRI
We are exploring the option of securing clinic
rooms at CRGW to undertake additional
outpatient activity.

60%
40%

Nuffield

20%
0%

Utilisation of the Independent Sector

CRGW

80%

Apr-18
May-18
Jun-18
Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20

Caring

Total RTT Incomplete Pathway Waiting List

Orthopaedics,
ongoing.
•

Endoscopy

and

CT

remain

Resuming Outpatients at Peripheral Sites

Most sites are now open to allow more face-toface capacity as patients will be more likely to
attend away from Derriford
•

Participation in National RTT Validation
Exercise

UHP are setting up an internal working group to
quantify the benefits of a data quality exercise to
validate the RTT waiting list.
RTT : 52 Week Waits

•

Continued recruitment drive in key areas
such as Anaesthetics and Radiology

•

Deep dive into specialties where OP
activity has not yet recovered in line with
the rest of the Trust

•

Exploration of system-wide waiting
lists/mutual support where differential
waiting lists exist between Trusts
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Caring
Description

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

Responsive

Safe

Current Performance

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

Actual
97.9%
84.8%
84.6%
77.8%
91.1%
100%
94.2%
93.4%
95.1%

Target
89

Actual
106

We achieved 5 out of 9 National Cancer
Standards in August.
Referrals
Cancer demand continues to recover to
pre-COVID levels with UHP receiving
2,044 referrals in August compared to
2,252 in the same month in 19/20.
104 Day Waits
UHP reported 23 patients waiting 104+
days for Cancer treatment in August:Urology

8

Upper GI

7

Colorectal

6

Gynaecology 2
Cancer
procedures
have
been
prioritised throughout the COVID
pandemic. After an initial surge in long
waits, we are now observing an
improvement in the volume/duration
of long waits for Cancer treatment. We
have reduced the volume of patients
waiting 104+ days from 62 in June to 23
in August although we acknowledge
work is required to further reduce this
number.

Finance & Efficiency

Comments
Suspected Cancer Referrals

3,000

Diagnostics

20/21

2,500

The Peninsula Cancer Alliance have stated that
waits for suspected Cancer diagnostic tests from
request to report availability should not exceed 2
weeks. For Pathology they have suggested
reports should be available within 5 working days
for Cancer patients in their diagnostic phase,
including those for molecular testing.

19/20

2,000
1,500
1,000
500
0

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Patients waiting >62-days
Description
62-Day Backlog

Integrated Performance Report

Workforce

Trend

National Standards
Description
31 day decision to treat
62 day urgent GP referral
62 day screening referral
62 day c’sultant upgrade
31 day DTT to surgery
31 day DTT to drugs
31 day DTT to radioth’py
2 week breast symptom
2 week urgent GP referral

Effective

National Cancer Standard Performance
Description
31 day decision to treat
62 day urgent GP referral
62 day screening referral
62 day c’sultant upgrade
31 day DTT to surgery
31 day DTT to drugs
31 day DTT to radioth’py
2 week breast symptom
2 week urgent GP referral

A

M J

J

A

S

O

N

D

J

F

M

Patients Waiting 62+ Days for Cancer Treatment -Trust Total

Our Imaging and Endoscopy waits rarely exceed
2 weeks from request to report, we target a 7-10
day target internally. However UHP currently
achieves a 7-day Pathology sample turnaround
for only 50-60% for suspected cancer cases. The
key issues for the Pathology team are workforce
and space. There is a national shortage of
Histopathologists and UHP continues to exhaust
all avenues both nationally and internationally.
Challenged Cancer Sites
Urology – We are increasing the robotic surgery
capacity in Urology by training an additional
robotic surgeon. We expect them to be fully
established by Mar/Apr-21 training-time
dependent. We are also looking to reinstate
extended surgery days to further support this
capacity.
Upper GI – Triaging within the Dysphagia and
Dyspepsia pathways is being reverted back to
‘straight-to-test’ after trialling this found it did
not add additional value and extended the
pathway duration.
Colorectal – Whilst Endoscopy turnaround times
are performing well within UHP (~80% within 10
days for Colonoscopy/Flexi-Sig), the Trust is in
discussions with Primary Care regarding patients
who have not had a QFIT test, leading to
pathway delays.
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Further actions/positive developments
include:-

Integrated Performance Report

New Cardiac CT scanner funded as
part of the national Adopt/Adapt
work programme. The new
scanner will significantly improve
throughput of Cardiac CT scans
which currently make up 1/3 of
our total CT backlog. The scanner
is due to come online at end-Jan
21.

-

Utilisation of Nightingale CT site
for patients requiring contrast
scans who are willing to travel to
Exeter.

-

International radiographer
recruits due in Jan to help
maximise throughput via current
assets across extended working
days.

Actual

Target

NHSI Trajectory

Revised
Forecast

30%
20%

Jul-20

Jun-20

Aug-20

Mar-…

6-Week Diagnostics Standard Breaches

May-…

Apr-20

Feb-20

Nov-…

Jan-20

Dec-19

Oct-19

Sep-19

Jul-19

Jun-19

Aug-19

Mar-…

May-…

Apr-19

Feb-19

0%

Nov-…

10%
Jan-19

CT – Through a series of
improvements, the team have
recovered their scanning output to
over 90% of pre-COVID volumes and
despite high demand levels, the team
continues to reduce their number of 6week breaches.

40%

Dec-18

The number of patients waiting 6+
weeks for a diagnostic test at the end
of August reduced to 1,257 (17.3% of
the total waiting list).

Oct-18

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

MRI - Following the return of number of staff
from sickness, shielding etc, MRI have made
significant progress in their recovery.

% of diagnostic patients waiting 6+ weeks
50%

Jul-18

National standards

Finance & Efficiency

Comments

Sep-18

Diagnostics

Workforce

Trend

Aug-18

Current Performance

Effective

May-…

Description

Safe

Jun-18

Responsive

Apr-18

Caring

Further improvement is expected when the 2 x
3T scanners come online in October whilst
efforts are being made to organise improved
availability of key resource required for more
bespoke scans such as those for Paediatric GA,
patients with implants, learning disability
patients etc. A number of patients in these
groups are breaching due to limited supporting
resource such as Specialist Nurses, Anaesthetists,
and Medical Physicists etc.
Audiology - Audiology have been rate-limited by
the restrictions around social distancing in their
waiting/treatment rooms and are exploring
alternatives. Their current activity run rate has
been sufficient to drop breaches to a 121 in
August and they expect to clear the backlog by
January.
Urodynamics – Breakdown of a key piece of
equipment within the Gynaecology specialty has
reduced Urodynamics activity. The team are
sourcing a replacement and we anticipate a
timeline on this shortly.
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1-7 Days before TCI

600
400

Jul-20

Aug-20

Jun-20

Apr-20

May-20

Jan-20

Feb-20

Mar-20

Oct-19

Dec-19

Nov-19

Jul-19

Sep-19

Aug-19

Jun-19

Apr-19

May-19

Jan-19

Feb-19

Mar-19

0

Oct-18

200

Dec-18

There were 11 breaches of the 28-day
rebooking standard in August.

On the day

800

Nov-18

We must minimise the
incidence of cancelled
operations.

Cancelled Operations

1000

Jul-18

89 operations were cancelled on the
day of admission for hospital reasons
in August representing 1.85% of
elective admissions. A further 248
operations were cancelled or
rearranged in advance of the day of
operation during the month.

Finance & Efficiency

Comments

Sep-18

Cancelled Operations

Workforce

Trend

Aug-18

Current Performance

Effective

Jun-18

Description

Safe

Apr-18

Responsive

May-18

Caring
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Safe’ metrics (Aligned to Board Assurance Framework : Domains Q1-7)

Jul-20

Aug-20

May-…

Jun-20

Mar-…

70.0%

Apr-20

0.00

Jan-20

75.0%
Feb-20

2.00
Dec-19

Fill Rate

91.8%

80.0%

4.00

Oct-19

Overall

101.0%

6.00

Nov-19

88.0%

85.0%

Sep-19

Night shift: Nurse /
Midwifery
Night shift: Care Staff

90.0%

8.00

Jul-19

95.0%

Comments
For June, July and August 2020, 91% of the
required shifts have been filled representing a
stable position following the recruitment drive
undertaken by the Trust.

95.0%

10.00

Aug-19

Day shift: Care Staff

105.0%
100.0%

May-…

83.0%

HCA Day
Overall

12.00

Jun-19

Day shift: Nurse / Midwifery

RN Day
HCA Night

14.00

Mar-…

Fill-Rate

16.00

Apr-19

Description

Overall CHPPD
RN Night

Jan-19

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

Trend

Feb-19

Safer Staffing

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

Care Hours

Description

Due to COVID-19 and social distancing/IPC
procedures, there are unfunded beds which
remain open, creating a ‘pull’ on the existing
staffing resource. There is also an increase in
clinical staff absence related to annual leave
being taken and short term COVID related
absence.
A national advert is currently out to recruit to
key areas with agreement to over-establish
ahead of winter. Plans are also in place to
initiate the detailed annual establishment and
skill mix review.

Integrated Performance Report

The fundamentals of Care audit reviews the
standard of Nursing Care and assessments
provided. This audit information will feed into
the revised Harm Free Care Committee.

Jul-20

Aug-20

Jun-20

May-20

Apr-20

Feb-20

Mar-20

Jan-20

Dec-19

Nov-19

Oct-19

Target

Sep-19

Jul-19

Aug-19

Jun-19

May-19

Apr-19

Actual

Mar-19

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

Jan-19

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

The overall results from the audit
questions for August 2020 was 94.82%
across wards.

Feb-19

Fundamentals of Care

Themes from the August data include the need
to strengthen the individualised care plans for
patients. The Clinical Matrons are undertaking a
review of the current documentation and will
also be spending at least 60% of their working
time within the clinical areas to oversee and
drive improvements.
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There has been 1 case of MSSA in
August 2020.
•
Merrivale (pre-hospital
cannula)
There have been 3 cases of E-Coli in
August 2020.
•
Mayflower
•
Shaugh
•
Merrivale
Compliance with Code of Practice,
CQC Outcome 8 and NICE Guidelines
The Trust remains compliant with the
latest Code of Practice (July 2015),
NICE guidance relevant to infection
prevention and control, and the Care
Quality Commission’s key lines of
enquiry for the Safe Care domain. The
Trust has robust Infection Prevention
and Control Annual Programme of
Work for the next 12 months which is
monitored on a quarterly basis at the
Infection Control Committee.

7
6
5
4
3
2

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

Jul-20

Aug-20

Jun-20

Apr-20

May-20

Mar-20

Jan-20

Feb-20

Dec-19

Oct-19

MSSA - Trust Apportioned

Nov-19

Sep-19

1
-

Jul-19

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

C-difficile- In relation to c.difficile the performance on
case reduction continues to show improvement. The 5
cases reported in August have been deemed as nonavoidable following detailed investigation which
suggests the quality standards around management of
c.difficile remain effective

MRSA

8

Aug-19

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

C-Diff Hosp Onset healthcare Associated

9

Jun-19

There have been 5 Hospital Onset
Healthcare Associated cases of
Clostridium Difficile reported in August
2020
•
Marlborough – 2
•
Shipley – 1
•
Penrose 1
•
Bracken - 1

E-Coli Trust Apportioned

Cases of Covid - 19
50
40
30
20
10
May-20

Jun-20

Jul-20

hospital-onset healthcare-associated - (pos day 15+)

E.coli – To improve the position we are ensuring the
appropriate management of patients with urinary
catheters as this have the biggest impact for hospital
apportioned cases.
The Infection Prevention
Subcommittee is overseeing the action plan for
reducing harm from urinary catheters.
The Trust continues to see a reduction in e.coli
bacteraemia year to date, registering 24 cases to
August 2020 compared to 37 cases in the same period
last year. The Trust is also seeing a reduction in
catheter-associated e.coli (1 case YTD compared to 5
YTD this time last year) attributable to the overarching
reduction plan.
Other key actions are:
• Matrons are undertaking a audit across their
wards to establish current practice
• Reducing
biomedical
device
associated
bacteraemia reacquires collaborative focus. 5
key principles have been agreed that represent
standard practice and should be reviewed by
Matrons and Ward Sisters and incorporated into
the clinical review of each patient with the
Medical teams.

60

0

Finance & Efficiency

Comments

Apr-19

Infection Control

Workforce

Trend

May-19

Current Performance

Effective

Mar-19

Description

Safe

Jan-19

Responsive

Feb-19

Caring

Aug-20

hospital-onset probable healthcare-associated - (pos day 8-14)
hospital-onset indeterminate healthcare-associated - (pos day 3-7)

Covid 19 - Nosocomial cases of COVID-19 are defined
as follows:
• hospital-onset
indeterminate
healthcareassociated – first positive specimen date 3–7
days after admission to trust
• hospital-onset probable healthcare-associated
– first positive specimen date 8–14 days after
admission to trust
• Hospital-onset definite healthcare-associated –
first positive specimen date 15 or more days
after admission to trust.

community-onset community associated

Integrated Performance Report
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% Harm
100%

2,000

Incident reporting remains static with no
concerns relating to particular trends.

60%

1,000

40%

Jun-20

Dec-19

Mar-20

Jun-19

Sep-19

Dec-18

0%
Mar-19

Jun-18

20%

Sep-18

500

% resulting in harm

80%
1,500

Dec-16

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

Incidents

Dec-17

1,073 patient safety incidents were
reported to the NRLS in August 2020.
Of these 26% resulted in some form of
harm, loss or damage.

Finance & Efficiency

Comments

Mar-18

Safety Incidents

Workforce

Trend

Jun-17

Current Performance

Effective

Sep-17

Description

Safe

Mar-17

Responsive

Number of patient safety
incidents

Caring

Total Incidents reported by month
2500
2000
1500
1000
500
0

Jan 2020

Medicine

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

No new Never Events have been
reported in August 2020.

Feb 2020

Surgery

Mar 2020

Apr 2020

Women's and Children's

May 2020

Jun 2020

Jul 2020

Clinical Support Services

Aug 2020

Corporate Functions

4
3
2
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Jun-20

Sep-20

Dec-19

Mar-20

Jun-19

Sep-19

Mar-19

Sep-18

Dec-18

Jun-18

Dec-17

Mar-18

Jun-17

Sep-17

Dec-16

Mar-17

Jun-16

Sep-16

Dec-15

Mar-16

Jun-15

Sep-15

-

Mar-15

1
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• 2 incidents related to falls
• 1 incident relating to possible
misdiagnosis
• 1 incident relating to an
unexpected death

Workforce

Trend

Finance & Efficiency

Comments
The 2nd graph shows the number of Serious
Incident investigations overdue.

Number of new SI's reported on STEIS:

14
12

As of the end of August 2020, the Trust has no
Serious Incident investigations overdue their 60
day timescales.

10
8
6
4

Jul-20

Aug-20

Jun-20

Apr-20

May-20

Mar-20

Jan-20

Feb-20

Dec-19

Oct-19

Nov-19

Sep-19

Jul-19

Aug-19

Jun-19

-

Apr-19

2
May-19

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

Effective

Mar-19

Serious Incidents

Current Performance
4 new Serious Incidents were reported
to StEIS in August 2020.

Safe

Jan-19

Description

Responsive

Feb-19

Caring

Number of Overdue Serious Incident Investigations
20
15
10

This is as a result of implementation of a number
of improvements to its reporting and
investigations process which include;
•

Improved oversight at Quality assurrance
Committee.

•

Moving ownership of investigations from
corporate to Care Groups.

•

Fixed dates for Executive Panel review of
investigations.

5
-

Integrated Performance Report

REG 28 issued

5
4
3
2

Aug-20

Jul-20

Jun-20

May-20

Apr-20

Mar-20

Feb-20

Jan-20

Dec-19

Nov-19

Oct-19

Sep-19

Jul-19

Aug-19

Jun-19

May-19

Apr-19

-

Feb-19

1
Mar-19

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

The Trust was not issued with any
regulation 28 reports in August 2020.

Jan-19

Regulation 28 letters
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Caring
Description

Pressure Ulcers
Our aim is to have zero
category 3 & 4 pressure
ulcers. We are targeting to
reduce our category 2
pressure ulcers by 25%.

Responsive
Current Performance
There has been an increase in pressure
ulcers during August consisting of
• 21 Category 2 Pressure Ulcers
and 5 associated with Medical
Devices
• 3 deep tissue injury
• 1 Category 3

Safe

Effective

Workforce

Trend

Comments
Following the serious incident panel for the
Category 4 pressure ulcer reported in July a
number of actions have been identified.
• Repostioning of patients at risk of pressure
damage, including whilst sitting in chair.
• Focus work on skin inspection and early
identification.
• Review of awareness and training

There was 1 Category 4 pressure ulcer
reported in July 2020

Falls

Integrated Performance Report

Falls Causing Harm

Jul-20

Aug-20

Jun-20

Apr-20

May-20

Mar-20

Jan-20

Feb-20

Dec-19

Oct-19

Nov-19

Sep-19

Jul-19

Aug-19

Jun-19

Apr-19

May-19

180
160
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20
-

Mar-19

There were 117 falls reported on our
incident management system in
August2020 of which 21 falls caused
harm.

The weekly safety huddles continue for both
medicine and surgery with falls and pressure
ulcers being two of the four main focuses. These
meetings enable shared discussion and
identification of any themes across areas
requiring action. The safety huddles are also
daily practice on the wards within the nursing
teams.

Jan-19

Our target is to achieve a
falls with harm rate of no
greater than 0.95 per 1000
bed days.

These actions will be the key priority of the
Trust’s newly appointed Tissue Viability Lead
Nurse who commenced in post from August. This
will be monitored at Matrons Safety Huddles and
supported by the Harm Free Care Group.

Feb-19

Falls

Finance & Efficiency

The Clinical Matrons are undertaking a complete
review
of
the
nursing
assessment
documentation. A Call to Action has been
launched by the Matrons, in collaboration with
the Lead Nurse for Tissue Viability.
The ward huddles are an opportunity to review
the falls risk assessment and the actions that
need to be taken to reduce the opportunity of
harm from falls.
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The number of medical
patients outlied onto
surgical wards affects our
ability to perform timely
elective surgery.

Jun-20

Apr-20

Feb-20

Dec-19

Oct-19

Jun-19

Aug-19

Apr-19

99.50%
99.00%

There remains to be a number of
medical patients who are cared for on
surgical wards although these remain
to be at a much reduced level when
compared to historical activity

Aug-20

Jul-20

Jun-20

Apr-20

May-20

Feb-20

Mar-20

Jan-20

Dec-19

Nov-19

Oct-19

Sep-19

Jul-19

Aug-19

Jun-19

Apr-19

May-19

Mar-19

Jan-19

Feb-19

98.50%
98.00%

Medical Outliers

Feb-19

100.00%

Dec-18

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

The Trust Surgical safety checklist
performance for August 2020 was
99.44% against a target of 99.50%.

Nov-18

Surgical Safety

N.B Metric reported 1 month in
arrears

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

Oct-18

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

Oct-18

The Trust risk assessed 97.0% of
eligible patients for VTE in July against
a national target of 95%.

Finance & Efficiency

Comments

Dec-18

VTE Risk Assessment

Workforce

Trend

Jun-18

Current Performance

Effective

Aug-18

Description

Safe

Apr-18

Responsive

Sep-18

Caring

Medical outliers are monitored daily at the bed
meeting and the Trust provides dedicated
medical teams to ensure timely support for these
patients

Avg Daily Medical Outliers

100

There were three Service Lines where it was
noted that the WHO checklist had not been
completed:
•
Obstetrics – 1
•
Gynaecology - 1
•
Orthopaedics – 3
•
General Surgery – 1
•
Plastic Surgery - 1
The Theatre Service monitors performance and
reviews any non-compliance.

80
60
40
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‘Effective’ metrics (Aligned to Board Assurance Framework : Domains Q1-7)
Description

Current Performance

Mortality We are

The Trust’s HSMR for the latest
available month of data (Apr 20) was
29.

Integrated Performance Report

Comments
HSMR

150

SHMI figures are significantly worse when
compared Nationally, attributable in part due to
the relocation, offsite, of the Clinical Coding
Team during the recent COVID-19 pandemic.
The team have not had access to patient notes.
The Clinical Coders have been coding from eDischarge which provides suboptimal levels of
detail. The Coding Team have returned to site in
August and are faced with a large backlog.

SHMI

100

Apr-20

Mar-20

Jan-20

Feb-20

Dec-19

Oct-19

Nov-19

Sep-19

Jul-19

Aug-19

Jun-19

Apr-19

May-19

Mar-19

Jan-19

Feb-19

Dec-18

Oct-18

Nov-18

Sep-18

Jul-18

Aug-18

0

Jun-18

50

Apr-18

The Trust’s SHMI for the latest
available month of data (Mar 20) was
135.

May-18

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

Trend

The Mortality Review Group have requested a
report to show the impact this is likely to have
on our mortality shift in both directions covering
the next quarter, including comparison with
other Trusts.
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Caring

Responsive

Description

Current Performance

Follow-up Backlogs

At the end of August, 41,195 patients
awaiting a follow-up appointment had
waited past their clinical see-by-date,
an increase of 2,887 in month.

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

Safe

Effective

Workforce

Trend

Comments
The Trust Outpatient Programme includes a
number of workstreams aimed to reduce the
requirement for face-to-face follow up by 30% by
22/23. These include:Patient Initiated Follow Up
Safely reducing post-op/treatment reviews
Digital Pre-op Assessment
Result Review Post-investigation
Alternative models of delivery e.g video, tel

There are 8,885 patients flagged as
time critical in this backlog. Specialties
with the highest number of timecritical patients past their see-by-date
include:-

The latest Phase 3 planning guidance requires
Trusts to see 25% of new OP and 60% of FU OP
via non face-to-face methods e.g. video,
telephone.

Ophthalmology 3447
Hepatology 796
Dermatology 681
Urology 432
Rheumatology 425

UHP Current Performance
New appts 30% Non face-to-face in August
FU appts
40% Non face-to-face in August

These 5 specialties make up 2/3 of the
time-critical backlog of follow up
patients.

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

The Trust’s readmission relative risk in
the latest reportable month (Mar-20)
was 85 indicating a readmission rate
15% lower (better) than the national
risk model predicted based on our
casemix and complexity of patients.
UHP benchmarks well nationally in the
top 1/3 of performing Trusts.

We have been catching up with face-to-face
appointments which have been delayed
throughout COVID which has pulled these %’s
down in August. We anticipate further
improvement moving forwards as this backlog of
required face-to-face appointments is cleared.
110
105
100
95
90
85
80
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Finance & Efficiency

Readmission Rate

100 Index

Within this good general overall performance
there are specific diagnosis groups which the
methodology highlights as a potential issue. We
publish this list within the Trust databook which
is shared with our commissioners monthly. Some
areas of high readmissions actually represent a
good service for patients (e.g. Open-access drop
in services for anyone with concerns) however as
these patients are admitted on our systems (for
good reason such as calculating safe staffing
levels), they flag as a readmissions.
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Responsive

Description

Current Performance

Stroke

64.3% of our patients spent at least
90% of their time on a specialist Stroke
Unit in August against a target of 80%.

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

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

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

42% of fractured neck of femur (FNOF)
patients were operated on within
36hrs of admission in August.

The change to the casemix of patients
treated during the COVID pandemic as
well as fluctuations in activity levels
has introduced increased varaition to
our LoS measures over recent months
making it difficult to draw any
significant conclusions at present.

Safe

Effective

Workforce

Trend

Finance & Efficiency

Comments
Consultant-led review of August breaches is
underway. Detail to be provided via verbal
update at Trust Board.

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

Actual

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

Medically Unfit

Of the 19 breaches of this standard in August, 16
were due to capacity issues. It should be noted
however that on the weekend of 15th/16th the
dept has to deal with a spike of 6 complicated
open fractures which consumed our available
capacity.

Target

8.00
7.00
6.00

LOS (Days)

Caring

5.00
4.00
3.00
2.00
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Jul-20

Jan-20

Apr-20

Jul-19

Oct-19

Jan-19

Apr-19

Jul-18

Oct-18

Jan-18

Apr-18

Jul-17

Oct-17

Jan-17

Apr-17

Jul-16

Oct-16

0.00

Apr-16

1.00

Elective Surgery

Elective Medicine

Non Elective Surgery

Non Elective Medicine
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

Workforce’ metrics (Aligned to Board Assurance Framework : Domains W1-4)
Description

Current Performance

Trend

Staff Vacancies

Between June and August 2020, staff in post decreased by 182
FTE (to 7793 FTE). Vacancy levels decreased over the same period
by 120 FTE (to 337 FTE). This is in part due the departure of the
temporary COVID nurses (76.4 FTE in the last month), many of
which will return in September and October as part of the
preceptee programme (which currently has 116 FTE planned to
start). In addition, the establishment increased by 50 FTE over
the same period which also had an impact on vacancy levels.

The F3 Clinical Fellow
process, which is now in its
third year, secured 8 ‘SHO’
14.0%
grade Trust Drs, 4 Anatomy
12.0%
Demonstrators
were
10.0%
recruited
into
the
8.0%
Orthopaedic service line,
6.0%
general internal medicine
4.0%
positions
have
been
2.0%
established to support
management of medical
0.0%
outliers are a few of the
initiative that have been
undertaken
over
the
Covid-19 has impacted on some planned recruitment due to overseas
previous few months.
governments changing their travel rules, but following further changes,
we will be able to welcome a further 7 nurses and 1 radiographer into Ten consultant posts have
been advertised during this
the organisation on the 21st September.
period and are now
Our October and November IR cohorts have also been confirmed with
progressing through to
a further 14 RNs and radiographers joining the Trust from each of these
AACs. Where we have
two cohorts. Future IR proposals for 2021 will be agreed shortly, which
identified particularly hard
would also include CT Radiographers.
to fill roles, such as
The Recruitment and Nursing teams have been working together Histopathology
and
closely to provide a Local OCSE programme for our own existing Microbiology, the Medical
overseas staff, with the opportunity to complete the OCSE and become HR team are working with
an NMC registered nurse in future. We are currently running our first the service lines to ensure
course for 5 internal candidates within the organisation.
that all avenues are
to
fill
the
Medical Staffing - August is the busiest time of year for medical explored
recruitment, this year was no exception. Some delays in the vacancies, this has included
GMC
notification of trainees due to join the Trust impacted on timely supporting
recruitment decisions, however 143 new staff (Trust doctors and registration of overseas
Trainees), joined the Trust during June, July and August. The Trainee candidates and exploration
Induction days took a new look this year to make sure that they were of executive searches to
covid safe, where we ordinarily bring all the new starters together for help with identification of
one day, this year smaller cohorts came through the doors at the suitable candidates.
Postgraduate Medical Education Centre for completion of their safe
recruitment checks, ID and IT issue and only essential face to face
topics.

HCA Recruitment has continued with 15 new appointments in July
and further interviews of 45 candidates due to take place in
September, to continue to support the HCA Talent pool for wards
to draw from when needed, to reduce recruitment times. A
separate advert has also been placed to support a large scale HCA
intake for Meavy ward.
The Recruitment Team have also been supporting Pharmacy with
large-scale recruitment of 17 candidates into various roles and are
expediting all recruitment checks as quickly as possible to support
the department.
The Trust is continuing to proactively market opportunities at UHP
through local and national recruitment events, including via the
UK Careers Fair, the RCN, and virtual Open Days with several
organisations to continue to promote the Trust as a great place to
work. The team have recently attended a Nurse Student
University of Plymouth virtual event with 137 prospective
employees, a Proud to Care event on 10th September and plan to
attend an MoD Career Transition Partnership event in November
and UHP Nursing Open Days have been scheduled for November,
January and March.

Medical

Nursing

Other

Jun-20

Aug-20

Apr-20

Feb-20

Oct-19

Dec-19

Jun-19

Aug-19

Apr-19

Feb-19

Oct-18

Dec-18

Jun-18

Aug-18

Apr-18

Feb-18

Oct-17

Dec-17

Jun-17

Aug-17

General Recruitment - The Recruitment Team are undertaking
employment checks for Staff Nurse preceptees joining the Trust
and have completed checks and confirmed start dates for 66 so
far, with checks for 50 further preceptees being undertaken. By
the end of September, the majority of our preceptees will have
commenced, including 5 colleagues joining our new 18 months
Rotation Programme.

Admin

16.0%

Apr-17

We are committed to
minimising vacancies
against established staffing
levels to ensure that our
services can be
appropriately maintained
and delivered by
experienced and skilled
staff.

Comments

Overseas Recruitment - The International Recruitment (IR)
programme has continued for nursing and radiographers, with
120 overseas colleagues having joined the Trust to date with a There has been a significant amount of work being undertaken
significant pastoral and clinical support package.
amongst the Care Groups to help with reducing the reliance on the
locum bank and establish the future junior doctor workforce.
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Safe

11.5%
11.0%
10.5%
10.0%
9.5%
9.0%

Jun-20

Aug-20

Apr-20

Feb-20

Oct-19

Dec-19

Jun-19

Aug-19

Apr-19

Feb-19

Oct-18

Dec-18

8.0%

Jun-18

8.5%
Aug-18

in August and closed on September 1st. 1105 members of staff
responded compared to 1805 for the previous quarter. Annual
leave is likely to have negatively impacted on the response rate.

12.0%

Apr-18

We aim to retain staff with
the skills, knowledge and
Positive Workplace Culture
attitude necessary for the
delivery of high quality care •PULSE Survey
The Staff PULSE Survey, quarter 2, was conducted for three weeks
to our patients.

Comments

Feb-18

Rolling annual turnover (the number of leavers in the year divided
by the average number of staff) to the end of August 2020 is at
9.21% compared to 10% for August 2019.

Finance & Efficiency

Trend

Oct-17

Staff Turnover

Workforce

Dec-17

Current Performance

Jun-17

Description

Effective

Aug-17

Responsive

Apr-17

Caring

Both of the ‘recommender’ questions continue to have a high
positive response rate but are lower than quarter 1’s exceptional
high rate.
73% (UHP mean 67%) of respondents would •
Apprenticeship Programme
“recommend the Trust as a place to work” and 82% (UHP mean The Covid 19 pandemic has had a significant impact on the Trust’s
82%) would “recommend the Trust as a place to be treated”.
apprenticeship programme, however there is a continued improving
The PULSE quantitative and qualitative data analysis will be trend in numbers being recruited and levy spend. Table 1 shows the
shared with Care Groups via the quarterly Cultural Inquiry activity to date. A peak of activity is forecast for September/October
Dashboard to support their understanding of staff experience in which should return the Trust position to pre-covid levels. The
their area.
expiration of levy funds has been further extended from January 2021
to March 2021.
•Listening to Staff
The many Emerging Stronger conversations which were held with
staff throughout June, July and August have identified working
practices and behaviours which staff appreciated and would like
to see developed and continued as the Trust moves forward. The
learning from what worked well elicited during these
conversations helps highlight some of the factors which will have
contributed to an increase in the positive staff recommender
rates.

The Trust’s HCA apprentices continue to successfully progress through
their programme with 14 apprentices completing their final
assessments, remotely, during the Covid period. Further work has been
undertaken to identify and procure additional apprenticeship
programmes, including in Pharmacy, HR and Learning and
Development.

•NHS People Plan 2020/21
The People Plan, published in August 2020, now specifically
focusses on short term actions to April 2021 and has been
reframed in light of the impact of the Covid 19 pandemic on staff.
It focusses on Health and Wellbeing, Flexible working, Equality
and diversity, Culture and Leadership, Recruitment and Retention,
Workforce and New Ways of Working. The actions outlined in

this plan will bolster the work already on-going in UHP related
to strengthening and nurturing a positive workplace culture
and inform the refreshed UHP People Strategy.

Integrated Performance Report

Table 1
Levy funds
in (£)
Levy
spend (£)
New
Apprentice
starts

Mar-20

Apr-20

May-20

Jun-20

Jul-20

Aug 20

127,974

124,955

132,633

135,531

133,222

134,884

91,125

98,748

86,777

61,944

87,570

86,849

11

0

5

0

8

0
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Safe

20.0%
0.0%

Basic Life Support
Trust Update

100%

Manual Handling
Child Protection

90%
80%

Jul-20

Jan-20

Apr-20

Jul-19

Oct-19

Jan-19

Apr-19

Jul-18

Oct-18

70%
Jan-18

Surgery - As we return to business as usual, the Surgery Care
Group have continued with Service Line Performance Reviews
which include a review of mandatory training and
appraisals. Despite the impact of COVID, compliance has
improved since January which is partly due to the accessibility of
online training for BLS and manual handling which has enabled
service lines to make a notable improvement. For BLS there are
currently 5 areas above 95%, a further 5 above 90%. 8 areas are
above 95% for manual handling and a further 8 areas above
90%. A blended approach to the delivery of these areas of
mandatory training is of particular importance to the Care Group
who are working with the Clinical Education Team to explore this
further. In relation to Trust Update, 6 service lines have achieved
95% with a further 7 over 90%. Safeguarding level 3 which
requires attendance on a community wide session, coupled with a
low number of people who are required to undertake this
training, is a challenged area in terms of percentage compliance
rates although the number of people is relatively low.

40.0%

Apr-18

As the Trust emerges from the first phase of the Covid 19
pandemic, plans are coming to fruition to support a blended
learning approach to development and also to use the national
Inter Authority Transfer (IAT) process, which will enable staff to
passport their mandatory training compliance where they transfer
between NHS Trusts.To understand staff experience of the
current appraisal process, 195 staff members have provided
feedback via an Emerging Stronger staff survey. The learning
from this survey along with actions included in the People Plan
will inform improvements to the Trust appraisal approach.

60.0%

Jul-17

The average appraisal compliance rate for Nursing & Midwifery
staff group in August sits at 60%. Compliance for this staff group
has continued on an upward trend since June 2020 (52%).

80.0%

Oct-17

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

100.0%

Jan-17

Appraisal compliance rates for Agenda for Change staff have
increased from 79% in June 2020 to 80% in August 2020.
Between June 2020 and August 2020, compliance for basic life
support has increased by 1% to 85%, manual handling has
increased by 1% to 92% and Trust update and child protection
have remained static at 84% and 92% respectively.

Comments

Apr-17

Staff Appraisals and
Mandatory Training

Finance & Efficiency

Trend

Oct-16

Current Performance

Workforce

Apr-16
Jul-16
Oct-16
Jan-17
Apr-17
Jul-17
Oct-17
Jan-18
Apr-18
Jul-18
Oct-18
Jan-19
Apr-19
Jul-19
Oct-19
Jan-20
Apr-20
Jul-20

Description

Effective

Jul-16

Responsive

Apr-16

Caring

Clinical Support Services - Within the Clinical Support Services Care
Group, all service lines are achieving above 90% for all aspects of
Mandatory Training with the exception of Pharmacy for Child protect
L2 at 70.6% and Trust update for HCST at 89.4%. Pharmacy have
improved their systems and expect to see an improvement next
month. HCST are prioritising completion of mandatory training prior to
agreeing further additional training. All Service Lines are aware of the
improvements needed for appraisals to reach the minimum threshold
of 90% from October. Currently only Imaging and HCST are below 85%
compliance. Imaging are introducing an internal system to manage the
administrative aspect of appraisals to ensure processes are followed.
HCST have sent out reminder emails and predict completion rates to
be better next months as a result.

Corporate - Corporate services as a Care group are generally tracking
above 85% for Mandatory training . The exceptions include Cancer
services for BLS (79.17%), Clinical Management for Trust Update
At the start of the year and following a focus on improving (73.33%) and BLS (66.67%), Nursing and Quality for BLS (80.82%) and
appraisal compliance, Surgery achieved 93%. This deteriorated to Child Protection Level 3 (55.56%) plus Site Services for Trust Update
80% as the focus moved away from business as usual although (55.54%), BLS (65.08%) and Child Protection Level 2 (65.08%)
this has now increased to 85%, with a clear aim of reaching 90%
Medicine -The Care Group appraisal completion rate has decreased to
by October as areas are reminded of the importance of making
82%. Service lines are being monitored at Care Group Board level, with
time to meet with colleagues given the impact of the pandemic.
the aim of being 90% plus by October 2020.
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Trust Update mandatory
training completion has
decreased slightly and
stands at 84%. Resus and
Manual Handling rates have
shown improvement and
now stand at 85% and 90%
respectively with service
line managers accountable
for
maintaining
this
improvement. The Care
Group is working towards at
least 90% compliance by
the end of October 2020
with oversight of this target
at Care Group Board level.
Women & Childrens - The
Care
Group
appraisal
completion
rate
has
decreased to 81%. Service
lines are being monitored at
Care Group Board level,
with the aim of being 90%
plus by October 2020. Trust
Update
and
Resus
completion
performance
levels
have worsened,
standing at 86% and 81%
respectively.
Manual
Handling
continues
to
improve and now stands at
92%.
HR continues to
support the service lines in
monitoring and improving
performance. The Care
Group is working towards
90% compliance by October
2020 with oversight of this
target at Care Group Board
level.
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3.00%
2.00%
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Dec-18

Jun-18

Oct-18
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Aug-18

Oct-17

0.00%

Feb-18

1.00%
Dec-17

The new pre-emptive in-reach service developed
by OH&WB and reported in June’s Board, is
commencing in September. Based on a ‘single
session counselling’ model, successfully used
within the University of Plymouth, this new and
bespoke service enables on-the-spot mental
health support and signposting for both
colleagues and teams, at the point of need
within areas with known high levels of
psychological sickness absence. The OH
Counselling and Mental Health Team will
undergo single session counselling training to
support delivery of this new approach, which
enhances our existing psychological wellbeing
offering for staff. The Team are also working
with the Junior Doctors Forum to help ensure
that this new service is implemented as
effectively as possible to support our junior
doctor medical workforce.

4.00%

Jun-17

• Counselling and Psychological In-reach
Service

5.00%

Aug-17

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

Long Term

6.00%

Apr-17

We seek to minimise and
manage staff sickness.

Short Term

Oct-16

Annual sickness absence (the number of sick
days divided by the number of available working
days) has increased over the past 12 months
from 4.31% in August 2019 to 4.77% in August
2020.

Finance & Efficiency
Comments

Feb-17

Sickness Absence

Workforce

Trend

Dec-16

Current Performance

Jun-16

Description

Effective

Apr-16

Responsive

Aug-16

Caring

This year’s plans also involve closer working with Care Group leads to
ensure better focussed co-ordination in the clinical areas, to offer
increased opportunities for staff to receive their free vaccination to
protect themselves, their families and their patients. To-date, we
have 186 peer Vaccinators registered to undertake their annual flu
and anaphylaxis e-Learning.

•Staff Networks – Following the launch of
the Staff Networks: BAME, Disability,
Womens, LGBT+ and Religion, to date 3
BAME, 2 Disability and 1 Women sessions
have been held, which have been well
received and supported by colleagues.
The networks provide an opportunity for
colleagues to have a voice, to be heard,
and to co- develop inclusion strategies at
UHP, for our diverse workforce, patients,
and local community, as part of the
equality, diversity and inclusion agenda.
The LGBT+ and Religion Networks will hold
their Network meetings in October. The
Trust has successfully bid for £50k through
NHS Charities Together. The funding will
be used wisely to pump-prime the
networks and will include dedicated
resource to support the development of
the networks.

•Steptember – Teams from across the Trust have been registering for
Steptember, the 4 week walking challenge running from Monday 7th
September to 4th October 2020, delivered by Active Devon and
Livewell Southwest working in partnership with Plymotion and
Plymouth City Council. Staff signing up for the challenge have the
opportunity to win weekly prizes, as well as benefit from undertaking
active walking to improve their overall health and wellbeing.

•Seasonal Flu Campaign – The Flu Vaccination
Steering Group continues to meet monthly and
is actively supporting the delivery of the
2020/21 campaign commencing in midSeptember (once vaccine stocks arrive), to
ensure that the vaccine is easily accessible for all
staff. Building on the improvement, successes
and evaluation feedback from last year’s
campaign, plans for this year include changes
that have been introduced in light of the COVID19 pandemic, including an increased focus on
local Vaccinator support and delivery.
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Caring

Responsive

Safe

Effective

Workforce

Finance & Efficiency

‘Finance/Efficiency’ metrics (Aligned to Board Assurance Framework : Domains S1-5)
Description

Current Performance

Financial Performance

The Trust reported a break-even
position in month 5, against a planned
deficit of £2.9m.

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

To date, the Trust is breaking even
against a planned deficit of £17.7m.
For further information please see
Annex 3, 4 and 5.

Trend

Comments
The Trust is operating under a revised financial
framework as a result of Covid 19. It is
receiving a fixed level of income from its
commissioners, a top-up to fund an underlying
deficit, plus an additional top-up from NHS
England to support costs incurred for the Covid
19 response and ensure a break-even position.

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

Actual

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

Contract Healthcare income is £7.2m
below plan, Other Healthcare Income
£1.3m below plan and Other Income
(such as commercial income and
education) £3.5m below plan, giving a
total income shortfall of £12.0m.
For further information please see
Annex 6.

0.00

Contract
Healthcare

To date an additional top-up of £6.0m has
been required to break-even. The Trust has
incurred additional cost as a result of covid of
£9.0. This is £6m more than the reductions in
cost from doing less activity.

Draft Plan

Other
Healthcare

Other Income

-1.00
-2.00
-3.00
-4.00
-5.00

Other Healthcare income is below plan, largely
due to a cessation of private patient services.

-6.00
-7.00
-8.00
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Contract Healthcare Income is operating under
block payments from commissioners. This is
£4.2m less than the income levels included in
budgets which includes anticipated increase
for activity growth and increased tariffs. This
excludes the £4.5m monthly top-up payment
the Trust are receiving under the Covid 19
framework.

Contract Healthcare

Other Healthcare

Other Income

Other Income is below plan, largely due to
reduced income from car parking, R&D and
other commercial income.
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Responsive

Safe

Description

Current Performance

Workforce Expenditure

Staff costs were £32.12m in August,
£0.30m under plan in the month.

34.00

For further information please see
Annex 7.

30.00

The Trust spends 60% of
its income on staff.

Effective

Workforce

Trend

Comments
The spend on pay to the end of month 5 is over
plan by £0.4m.

32.00

Agency spend remains low, and is under plan
by £1.2m. However, the overspends on bank
staff of £0.9m and established staff of £0.7m
offset this.

28.00
26.00
24.00

These overspends are driven by the response
to Covid, where an additional £5.8m has been
spent on pay for year to date.

22.00
20.00

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

The Trust spent £18.1m on non-pay in
August, £1.8m less than plan.

Permanent Staff

Bank Staff

Agency Staff

Plan

Non-pay is under-spent by £8.2m to date. The
main driver of this underspend is reduced
activity as a result of Covid 19. Spend on
patient-related non-pay, such as drugs and
prostheses, continues to be below plan as less
activity is being performed. Pass-through
spend peaked in July due to invoices for
homecare drugs.

25.00
20.00
15.00
10.00
5.00

Outsourcing spend has reduced considerably
as Independent Sector organisations have been
repurposed under a national contract to
support the response to Covid.

0.00

Non-Pay

Integrated Performance Report

Finance & Efficiency

Passthrough

Plan

The actual non-pay spend also includes an
additional £3.1m on non-pay as a result of
Covid.
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Responsive

Description

Current Performance

Financial Improvement
Plan

The target for Financial Improvement
Plans to the end of August were
£7.6m. Actual savings were £1.1m.

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

Safe

Effective

Workforce

Trend
35.00
30.00

Comments
Actual

Plan

25.00
20.00
15.00
10.00
5.00
-

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

The cash balance at the end of August
was £48.0m, £42.5m above plan.
For a summary of the Trust’s cash flow
see Annex 9.
For the Trust’s balance sheet see
Annex 10.

60
50
40
30

Finance & Efficiency

Actual

Plan

The FIP requirement as per the draft plan was
£30.2m. The Trust Corporate Recovery Unit
formed a plan to deliver £21.3m, with further
System actions of £9m anticipated to cover the
remaining gap.
However, as a result of Covid the acheivement
of these savings is compromised with an intial
reduction in the plan reflect to £13.3m.
Delivery against these plans in month 5 is
£1.1m reflecting savings primarily in
outpatients, nursing, Procurement and Site
Services. This leaves a FIP delivery variance of
£6.5m in month 5.
At the end of August the Trust had a cash
balance of £48.0m. This is significantly above
the draft plan because under the NHSE Covid
financial arrangements the Trust are receiving
block income payments from Commissioner a
month in advance (an additional £40.2m).

20
10
0
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Caring
Description

Capital
The Trust has a capital
programme of £37.4m.

Responsive
Current Performance
The Trust have spent £13.6m on
capital to the end of August; £1.4m
above plan. For a summary of the
Trust’s capital plans see Annex 8.

Safe

Effective

Workforce

Trend

Comments

40.0
35.0
30.0
25.0
20.0
15.0
10.0
5.0
0.0

Finance & Efficiency

Actual

Plan

The Trust has spent £13.6m on capital at
month 5, which is £1.4m above plan.
This is largely due to accelerated spend on the
3T MRI project following a delay due to covid.
The scope of this project has increased which is
likely to lead to an overspend by the end of the
year.
There is a dispute with the relocatable MRI B
that is unresolved. However, this is expected to
be resolved and on plan by the end of the year.
Note that these plans include spend on Covid
phase 1 projects of £3.6m for the year. This
excludes bids for more significant strategic
developments that have been submitted to
NHSE.
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Cancer standards

Annex 1

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

62-day breaches by site
Cancer Site
Brain/CNS
Breast
Gynaecological
Haematological
Head & Neck
Lower Gastrointestinal
Lung
Other
Sarcoma
Skin
Upper Gastrointestinal
Urological
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Apr-20
100%
95%
80%
56%
50%
50%
67%
0%
100%
100%
82%
53%

May-20
100%
100%
78%
40%
82%
43%
66%
33%
0%
95%
45%
36%

Jun-20
100%
76%
57%
83%
63%
30%
50%
100%
100%
100%
67%
34%

Jul-20
100%
74%
50%
50%
67%
32%
72%
100%
100%
100%
44%
71%

Aug-20
100%
84%
25%
88%
88%
70%
85%
50%
100%
99%
83%
62%

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

4
3
1
3
7
4

4.5
3
4
1
13
5

4
3
1
1
3
2
2

2
19

5
7

1
1
4
1
10
3
1

1
16

2
1.5
2
4
5
2
1
2
3
14

1
2
8.5
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Learning from Incidents

Annex 2

Quality Governance Department

REACT

W183201

Reducing Errors and Achieving Change Together

Learning of the Week

S

Situation

The patient was admitted to Hospital with confusion of unknown
origin. The patient had a past history of bilateral neck of femur,
delirium and deep vein thrombosis.
The patient fell whilst in hospital and sustained a fractured neck of
femur which required surgery.
The patient was discharged to Mount Gould Hospital without further
complications.

The patient had a previous admission to hospital a month earlier
after sustaining a fractured neck of femur post fall.
During this admission, patient subsequently tested positive for
COVID-19 and was transferred to an appropriate ‘Red’ Covid-19
ward. On admission to the ward, the Falls Risk Assessment was
completed identifying the patient at high risk of falling. The care plan
detailed the following interventions to be implemented; minimum of
2 hour intentional rounding, assessment for continence issues
including urinary frequency, completed manual handling assessment
and bed rail assessment, ensuring that the patient has appropriate
footwear.
Background Three days later, the patient had a fall whilst mobilizing in bay. The
patient was being supervised by a Nurse who had turned to assist
another patient.
Post fall, the patient was reviewed by a cover Doctor and an X-ray of
the left hip was requested which showed an acute spiral fracture of
the mid-shaft left femur requiring fixation in surgery.
The patient remained psychically stable and recovered well postsurgery, they were discharged to Mount Gould 11 days after surgery
for further rehabilitation.

B

The investigation found that this was an unavoidable fall where the
patient fell despite the implementation of enhanced observation.
The patient was kept under direct constant supervision as part of
Baywatch.
There were however lapses in care including the completion of
Assessment
Manual Handling and Lying and Standing Blood Pressure assessments
as well as the post falls documentation.

A

R

Recommendation

The investigation made a number of recommendations to ensure;
• All patients for whom it is appropriate should have a Lying and
Standing Blood Pressure undertaken.
• A Manual Handling Care Plan in completed for all patients.
• There is a documented medical review of a patient who has fallen
following the guidance given in the post falls proforma.

Welcome to our ‘REACT’
learning bulletins,
featuring learning from
Serious Incidents
Requiring
Investigation (SIRIs) that
the Trust has investigated
in recent months.

Please disseminate this
bulletin more widely
amongst team members,
who may not have direct
access to this article,
particularly if learning is
relevant to your area.

Visit our ‘Incidents’ page
on Staffnet (Here)
where you will find final
RCA investigation reports
for recent SIRIs and copies
of our published ‘REACT’
learning bulletins.

Any thoughts, feedback or
improvement suggestions
you have regarding our
shared learning process
would be greatly received.

Risk & Incident Team &
Alli Jury, Lead Falls CNS.

Published: 14th August 2020.
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REACT

Quality Governance Department

W183946

Reducing Errors and Achieving Change Together

Learning of the Week

S

Situation

The patient was admitted for treatment of anorexia nervosa and was
detained under Section 3 of the Mental Health Act 4 days after
admission.
During admission, it was reported that the patient returned from the
toilet and had self-harmed with a razor blade.
The patient should have had 1:1 supervision at all times.

Five weeks into admission, patient required one-to-one supervision in
order to maintain their safety and to reduce the risk of tampering with
the NG feed regime. The patient continued to tamper with feed by
running feed into an empty bottle hidden behind the pillow, despite a
one-to-one and further weight loss was noted. A specific care plan was
drawn up by the nursing & medical team and shared with the MDT
daily. Patient had further restrictions to their liberty.
Eight weeks into admission, patient’s weight was increasing and patient
felt more anxious about this and was talking to staff about planning to
Background self-harm. One-to-one was still in place.
Patient was moved to another ward as part of the reconfiguration of
the Hospital due to Covid-19. After transfer, patient self-harmed with
razor blade.
Patient was assessed and returned to previous ward. Possessions
searched with consent and all sharp items were removed.
Patient was discharged to specialist unit in Exeter.

B

A

The investigation found there was a failure to provide a consistent
approach with regards to one-to-one care due to a lack of formal risk
assessment and inadequate handover of care between shifts and ward
environment.
Assessment

R

Recommendation

The investigation recommended a Mental Health risk assessment for
all inpatients demonstrating risky behaviours due to mental health
difficulties should be produced.
This action is in progress and it’s expected the formal risk assessment
documentation will be rolled out to all adult inpatient areas of the
Trust with associated support/ training by the end of November
2020.
More information will be provided to nursing colleagues at
November’s NMOC.

Welcome to our ‘REACT’
learning bulletins,
featuring learning from
Serious Incidents
Requiring
Investigation (SIRIs) that
the Trust has investigated
in recent months.
Please disseminate this
bulletin more widely
amongst team members,
who may not have direct
access to this article,
particularly if learning is
relevant to your area.
Visit our ‘Incidents’ page
on Staffnet (Here)
where you will find final
RCA investigation reports
for recent SIRIs and copies
of our published ‘REACT’
learning bulletins.
Any thoughts, feedback or
improvement suggestions
you have regarding our
shared learning process
would be greatly received.

To raise awareness of
the support the Liaison
Psychiatry team can
provide across the
Trust, please read their
short guide on StaffNET
about what they do and
how to make referrals
here.
Risk & Incident Team

Published: 28th August 2020
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Income and expenditure against plan

Annex 3

Planned and Actual Surplus/(Deficit)

EXPENDITURE
Pay
Non-pay
FIP variance
EBITDA
Depreciation Charges
NET OPERATING SURPLUS/(DEFICIT)
Profit/Loss on Asset Disposal
Interest Payable
Interest Receivable
Public Dividend Capital Interest
SURPLUS/(DEFICIT) BEFORE TOP-UP
Top-up
Additional Top-up
TOTAL (DEFICIT) / SURPLUS

Integrated Performance Report

Variance Favourable/
(Adverse)

Budget

Actual

Variance Favourable/
(Adverse)

Budget

Annual

Actual

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

Year to Date

Budget

Current Month

£M

£M

£M

£M

£M

£M

£M

42.18
2.02
3.03
47.22

40.46
2.04
2.31
44.81

(1.71)
0.03
(0.72)
(2.41)

210.96
10.08
12.57
233.60

202.45
9.88
9.28
221.61

(8.51)
(0.20)
(3.28)
(11.99)

505.31
24.18
29.29
558.78

(32.42)
(17.92)
2.19
(48.14)
(0.93)
(1.49)
(2.42)
0.00
(0.00)
0.01
(0.48)
(0.46)
(2.88)
0.00
0.00
(2.88)

(32.12)
(16.16)
0.00
(48.29)
(3.48)
(1.49)
(4.97)
0.00
0.00
0.00
(0.48)
(0.48)
(5.44)
4.49
0.96
(0.00)

0.30
1.75
(2.19)
(0.14)
(2.55)
0.00
(2.55)
0.00
0.00
(0.01)
0.00
(0.01)
(2.56)
4.49
0.96
2.88

(159.48)
(88.59)
6.50
(241.57)
(7.97)
(7.42)
(15.39)
0.00
(0.00)
0.06
(2.38)
(2.32)
(17.71)
0.00
0.00
(17.71)

(159.86)
(80.21)
0.00
(240.07)
(18.46)
(7.45)
(25.91)
(0.09)
(0.07)
0.01
(2.38)
(2.53)
(28.44)
22.43
6.01
(0.00)

(0.38)
8.38
(6.50)
1.50
(10.49)
(0.02)
(10.51)
(0.09)
(0.07)
(0.05)
0.00
(0.21)
(10.72)
22.43
6.01
17.71

(383.86)
(216.33)
27.16
(573.02)
(14.24)
(17.93)
(32.17)
0.00
0.00
0.14
(5.71)
(5.57)
(37.74)
0.00
(37.74)
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Income and expenditure variance analysis

Annex 4

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

(6.36)
(0.05)
(1.37)
(0.14)
(0.06)
(4.01)
28.43
0.00
16.44

0.00
0.00
0.00
0.00
0.00
0.00
28.43
0.00
28.43

(4.70)
(0.13)
0.00
0.00
0.00
(0.78)
0.00
0.00
(5.60)

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

0.41
(1.03)
0.49
(0.25)
0.00
(0.38)

0.00
0.00
0.00
0.00
0.00
0.00

0.00
0.00
0.00
0.00
0.00
0.00

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

1.06
1.13
0.06
0.47
0.01
(0.13)
0.05
0.53
1.40
4.36
0.09
(0.67)
(6.50)
1.88

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

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

Depreciation and Interest
Total Interest & Depreciation Variance
Total Variance

(0.24)
(0.24)
17.71

0.00
0.00
28.43

0.00
0.00
(5.60)
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Wards

Theatres

Clinical
Support
Services

CIPs

Prior Periods

Covid-19

Other

£M

Frontline
Services

£M

Passthrough

£M

Contract

YTD
Variance

Top-up

Analysis of Year To Date Variance

£M

£M

£M

£M

£M

£M

£M

£M

£M

Income Categories
(1.67)
0.00
0.00
0.00
0.15
0.00
0.00
(1.05)
0.00
0.00
0.00
0.00
0.00
(0.03)
0.00
0.00
(0.12)
0.03
0.00
0.00
0.00
0.00
0.00
0.00
(1.67)
(1.05)
0.03
Pay Categories
0.00
1.67
(0.02)
0.00
0.67
0.49
0.00
0.12
0.01
0.00
0.45
0.02
0.00
0.00
0.00
0.00
2.91
0.51
Non-Pay Categories
0.00
0.69
0.32
1.13
0.00
0.00
0.06
0.00
0.00
0.47
0.00
0.00
0.00
(0.02)
(0.00)
0.00
0.24
0.01
0.00
0.05
(0.00)
0.00
0.55
0.00
0.00
0.77
0.09
0.00
2.75
0.00
0.00
0.02
0.04
0.00
0.32
0.16
0.00
0.00
0.00
1.67
5.38
0.63
Depreciation and Interest
0.00
0.00
0.00
0.00
0.00
0.00
0.00
7.25
1.17

0.00
0.00
0.00
0.00
0.00
(0.02)
0.00
0.00
(0.02)

0.00
(0.02)
(0.06)
(0.00)
(0.04)
(0.47)
0.00
0.00
(0.59)

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00
0.00
(0.01)
0.00
0.00
(0.73)
0.00
0.00
(0.74)

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00
(0.05)
(0.25)
(0.14)
0.01
(1.93)
0.00
0.00
(2.35)

0.00
0.36
(0.03)
(0.03)
0.00
0.29

0.71
0.00
0.54
0.00
0.00
1.26

0.00
0.00
0.00
0.00
0.00
0.00

(0.02)
(0.01)
0.00
(0.05)
0.00
(0.09)

(2.16)
(2.67)
(0.20)
(0.80)
0.00
(5.83)

0.23
0.14
0.04
0.15
0.00
0.57

0.01
0.00
0.00
0.00
(0.00)
0.01
0.00
0.10
0.86
0.00
0.05
0.08
0.00
1.11

0.13
0.00
0.00
0.00
0.01
0.31
0.01
(0.01)
0.20
0.56
0.04
0.01
0.00
1.25

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
(6.50)
(6.50)

(0.11)
0.00
0.00
0.00
0.01
(0.13)
(0.02)
(0.13)
(0.04)
0.11
0.05
(0.48)
0.00
(0.74)

0.01
0.00
0.00
0.00
0.00
(0.51)
0.00
0.00
(0.95)
0.00
(0.44)
(1.23)
0.00
(3.12)

0.01
0.00
0.00
0.00
0.01
(0.07)
0.01
0.02
0.48
0.94
0.34
0.47
0.00
2.21

0.00
0.00
1.38

0.00
0.00
1.92

0.00
0.00
(6.50)

0.00
0.00
(1.57)

0.00
0.00
(8.95)

(0.24)
(0.24)
0.18
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Income and expenditure monthly profile

Annex 5

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Aug-19

% Change
over 2019/20

Monthly Operational Finance Performance

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

£M

%

INCOME
Provision of healthcare

39.40

40.87

42.04

41.09

37.97

42.42

38.65

44.79

39.84

41.09

40.34

40.72

40.46

39.40

Education, training and research

1.95

2.07

1.95

1.90

2.50

2.05

2.25

2.28

1.88

1.89

2.08

1.98

2.04

1.95

5%

Other Income

2.57

2.33

2.55

2.62

2.88

2.62

2.82

4.85

1.43

2.08

1.57

1.90

2.31

2.57

-10%

43.91

45.27

46.54

45.61

43.36

47.09

43.73

51.92

43.15

45.07

43.99

44.59

44.81

43.91

Pay

(28.64)

(27.10)

(29.46)

(30.18)

(30.04)

(29.99)

(30.67)

(32.71)

(31.61)

(32.30)

(31.77)

(32.07)

(32.12)

(28.64)

12%

Non-pay

(19.07)

(16.70)

(18.36)

(17.45)

(17.31)

(18.52)

(18.59)

(20.39)

(14.62)

(14.85)

(16.20)

(18.38)

(16.16)

(19.07)

-15%

TOTAL EXPENDITURE
NET (SURPLUS)/DEFICIT BEFORE
EXCEPTIONAL ITEMS

(47.72)

(43.80)

(47.82)

(47.64)

(47.35)

(48.51)

(49.26)

(53.10)

(46.22)

(47.15)

(47.97)

(50.45)

(48.29)

(47.72)

(3.81)

1.47

(1.27)

(2.02)

(3.99)

(1.43)

(5.53)

(1.18)

(3.07)

(2.08)

(3.97)

(5.86)

(3.48)

(3.81)

(1.39)

(1.41)

(1.42)

(1.42)

(1.43)

(1.43)

(1.46)

(1.10)

(1.52)

(1.51)

(1.45)

(1.48)

(1.49)

(1.39)

7%

0.00

0.00

0.00

0.00

0.00

(0.01)

0.00

0.02

0.00

0.00

(0.09)

0.00

0.00

0.00

0%

(0.23)

(0.23)

(0.23)

(0.22)

(0.23)

(0.23)

(0.23)

(0.24)

0.00

(0.06)

(0.01)

0.00

0.00

(0.23)

-100%

0.01

0.02

0.02

0.01

0.01

0.01

0.01

0.01

0.01

0.00

0.00

0.00

0.00

0.01

-100%

(0.25)

(0.25)

(0.25)

(0.25)

(0.25)

(0.25)

(0.25)

1.17

(0.48)

(0.48)

(0.48)

(0.48)

(0.48)

(0.25)

90%

0.00

0.00

0.00

0.00

0.00

0.00

0.00

(29.00)

0.00

0.00

0.00

0.00

0.00

0.00

0%

INTEREST AND DEPRECIATION

(1.86)

(1.88)

(1.88)

(1.88)

(1.89)

(1.91)

(1.92)

(29.14)

(1.99)

(2.05)

(2.02)

(1.96)

(1.97)

(1.86)

STF / Top-up

(0.53)

3.74

0.55

0.53

0.53

0.54

0.54

0.54

5.08

4.11

5.99

7.81

5.44

(0.53)

NET (SURPLUS)/DEFICIT

(6.20)

3.33

(2.60)

(3.37)

(5.35)

(2.80)

(6.91)

(29.78)

0.02

(0.02)

0.00

(0.00)

(0.00)

(6.20)

(13.89)

(10.56)

(13.16)

(16.54)

(21.89)

(24.69)

(31.60)

(61.38)

0.02

(0.00)

(0.00)

(0.00)

(0.00)

(13.89)

TOTAL INCOME

3%

EXPENDITURE

EXPENDITURE
Depreciation charges
Profit/Loss on Asset Disposal
Interest Payable
Interest Receivable
Public Dividend Capital (PDC) Interest
Impairments

CUMULATIVE (SURPLUS)/DEFICIT
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Contracts

Annex 6

Clinical Activity and Income Year to Date
Actual Activity

Clinical Activity

Actual Income (£M)

YTD
Variance

YTD
Variance

Plan

Actual

Variance

Plan

Actual

Variance

M4

Movement

Elective Inpatients & Day Cases

30,561

18,393

(12,168)

42.53

24.61

(17.92)

(16.11)

(1.81)

Non-Elective Inpatients
Emergency & MIU
Outpatients
Excluded Services - Non Pass through
Excluded Services - Pass through
CQUIN
QUIPP
Income Adjustments for block contracts
Contract Growth not reflected in plan
Non-contract Pass-through drugs billed
Other commissioner income not covered in block
Total Contract Budgetary Position

25,379
71,533
237,868

19,755
51,488
203,318

(5,624)
(20,045)
(34,550)

66.45
9.42
29.39
32.91
25.96
2.22
(1.88)
0.00
(0.04)
0.25
0.00
207.20

51.66
7.37
16.85
26.03
24.58
1.57
0.00
47.78
0.00
0.30
(0.78)
199.98

(14.79)
(2.05)
(12.54)
(6.87)
(1.38)
(0.64)
1.88
47.78
0.04
0.05
(0.78)
(7.22)

(13.23)
(1.91)
(11.18)
(6.14)
(1.19)
(0.58)
1.50
42.28
1.48
0.04
(0.55)
(5.60)

(1.56)
(0.14)
(1.36)
(0.73)
(0.19)
(0.07)
0.38
5.50
(1.44)
0.01
(0.22)
(1.63)
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Workforce

Medical & Dental
Consultants
NHS Locum Cons
Agency Cons
Med & Dent Established
Med & Dent NHS Locum
Med & Dent Agency
Total
Nursing & Midwifery
Nursing Established
Nursing NHS Bank
Nursing Agency
HCA Established
HCA NHS Bank
HCA Agency
Total
Other Clinical

Other Clinical (B5+)
Other Clinical (<B5)
Other Clinical NHS Bank
Other Clinical Agency
Total
Non-Clinical
Mgmt Staff Established
Non-Clinical Established
Non-Clinical Bank
Non-Clinical Agency

Jul-20

WTE worked

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

WTE worked

Expenditure

Establishment

WTE worked

Variance

Budget

Expenditure

Variance

Aug-20

Expenditure

Jun-20

WTE worked

May-20

Expenditure

Apr-20

WTE worked

Mar-20

Expenditure

Feb-20

WTE worked

Jan-20

Expenditure

Dec-19

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

£000

WTE

WTE

WTE

£000

£000

£000

469
4
(1)
711
52
4

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

469
6
(1)
710
53
2

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

485
6
(2)
714
54
3

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

1,240

(8,432)

1,240

(9,987)

1,259

1,869
151
30
936
207
(0)

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

1,929
133
35
938
164
0

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

1,954
131
42
966
169
0

3,194 (10,280)

3,199 (10,410)

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

473
6
0
720
44
5

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

478
4
0
715
49
3

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

(9,876)

1,261 (10,237)

1,248

(9,989)

1,249

(9,926)

1,246 (12,167)

1,248 (10,475)

1,265 (10,556)

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

1,976
119
33
961
178
0

1,965
155
31
951
194
0

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

2,000
162
20
963
189
0

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

2,017
173
21
986
208
(0)

2,038
124
1
1,003
147
0

2,054
125
(0)
1,127
150
0

3,263 (10,824)

482
3
0
718
52
7

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

3,267 (10,352)

3,295 (10,467)

3,333 (11,147)

484
4
0
707
46
5

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

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

3,405 (11,030)

470
5
0
710
61
1

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

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

3,313 (10,903)

467
3
0
728
65
3

(5,819)
(91)
1
(3,831)
(799)
(17)

(7,921)
(570)
0
(2,582)
(425)
0

3,456 (11,498)

487
2
1
731
66
1

(5,685)
(11)
(60)
(3,908)
(796)
(15)

(5,704)
(26)
(40)
(3,985)
(588)
2

521
0
0
727
0
0

479
2
0
753
47
2

1,288 (10,476)

1,259 (10,341)

1,248

1,283

2,020
113
(0)
1,142
136
0

2,026
105
(0)
984
128
0

(7,812)
(534)
1
(2,720)
(430)
0

2,238
0
0
1,066
0
0

2,039
141
(0)
1,075
160
0

3,243 (11,495)

3,304

3,416

(7,642)
(499)
1
(2,701)
(363)
0

3,412 (11,204)

486
2
1
718
50
2

(42)
2
0
26
47
2

(5,858)
(98)
(19)
(4,498)
(544)
(53)

(5,696)
(40)
(19)
(4,534)
(555)
(24)

162
58
1
(36)
(11)
29

35 (11,070)

(10,868)

201

(7,641)
(529)
(159)
(2,317)
(352)
(3)

(7,614)
(625)
0
(2,477)
(443)
0

27
(96)
159
(160)
(91)
3

112 (11,002)

(11,159)

(157)

(199)
141
(0)
10
160
0

742
375
3
11

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

751
380
4
(8)

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

750
385
4
(1)

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

749
386
3
4

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

748
386
5
7

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

753
392
5
5

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

751
398
6
10

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

755
403
8
3

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

760
400
8
5

(3,216)
(905)
(39)
(25)

749
406
8
4

(3,109)
(896)
(39)
(23)

761
406
3
5

(3,192)
(910)
(39)
(26)

855
417
0
0

764
412
10
6

(91)
(6)
10
6

(3,279)
(891)
(17)
(32)

(3,141)
(901)
(48)
(28)

138
(11)
(31)
5

1,131

(3,825)

1,126

(3,856)

1,137

(3,918)

1,142

(3,901)

1,145

(3,884)

1,154

(3,975)

1,165

(3,924)

1,168

(4,054)

1,173

(4,185)

1,168

(4,067)

1,175

(4,167)

1,272

1,191

(81)

(4,219)

(4,118)

101

112
1,509
95
0

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

114
1,936
95
17

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

116
1,956
90
18

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

118
1,996
67
16

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

116
1,999
70
10

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

116
2,036
56
4

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

114
2,052
55
4

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

118
2,074
136
(3)

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

118
2,077
74
0

(867)
(4,966)
(222)
(3)

120
2,073
54
1

(897)
(4,955)
(154)
(13)

117
2,099
39
1

(839)
(5,083)
(131)
(9)

129
2,205
0
0

118
2,107
31
0

(10)
(97)
31
0

(833)
(5,106)
(157)
(36)

(918)
(4,969)
(78)
(12)

(84)
136
79
24

2,333
8,157

2,256
8,147

(77) (6,131)
(10) (32,422)

(5,977)
(32,122)

154
299

1,715 (4,566)
7,280 (27,103)
MEMO OF DISCRETIONARY PAY COSTS

Total

Nov-19

WTE

Total

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

Oct-19

WTE worked

Sep-19

Annex 7

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

(3,253)

2,163 (5,207)
7,728 (29,460)

2,180 (5,566)
7,839 (30,184)

2,196 (5,546)
7,867 (30,037)

2,195 (5,650)
7,883 (29,990)

2,212 (5,618)
7,949 (30,666)

2,224 (5,588)
8,040 (32,708)

2,325 (6,177)
8,054 (31,608)

2,269 (6,057)
8,163 (32,296)

2,248 (6,019)
8,115 (31,766)

2,256 (6,062)
7,933 (32,065)

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

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

(2,048)
(411)
0
0

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

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

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

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

(2,145)
(44)
(571)
(599)

(1,863)
(109)
(539)
(341)

(1,747)
(73)
(452)
(350)

(3,205)

(3,278)

(2,458)

(3,244)

(3,079)

(3,594)

(2,965)

(3,359)

(2,853)

(2,622)

(1,789)
(83)
(466)
(311)

(2,648)

Please note there is a difference between the financial ledger WTEs and the ESR number because the finance system picks up additional consultant sessions, MOD staff and other non-payroll
adjustments. The ESR contract figure also is total employees contracted at the end of the month rather than during the month.
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Capital

Annex 8
Capital Expenditure 2020/21 as at 31 August 2020

40,000
38,000
36,000
34,000
32,000
30,000
28,000
26,000
24,000
22,000
20,000
18,000
16,000
14,000
12,000
10,000
8,000
6,000
4,000
2,000
0

Apr

May

Jun

Jul

Aug

Sep

Actual

Oct

Forecast

Nov

Dec

Jan

Feb

Original
Plan
£'000s
17,088
2,965
2,250
(1,395)
20,908
3,500
543
2,328
975

Sources of Funding
Depreciation
Finance Leases
Eagle One
Internal cash not required
Internal Sources
PDC MRI
NEEF Funding
PDC HIP2
COVID - IVF Conversion
COVID Phase 2 ED Flow
Breast Screening Van IPC
PDC Approved
Total Approved
STP Wave 3 and 4 Funding
Critical Infrastructure Risk
Covid Capital Adjustment
PDC Pending
Total Capital Programme

Mar

Plan

790
3,290
31,544

Revised
Capital Plan
£'000s
17,088
1,965
2,250
(4,342)
16,961
3,500
543
2,328
975
4,000
11
11,357
28,318
2,500
3,947
2,632
9,079
37,397

Feb-21

Mar-21

7,346
28,254
2,500

Actual
Actual

Funding Source

Estates Backlog Maintenance
Estates Backlog Maintenance
Estates Backlog Maintenance
Estates NEEF/Salix
IM&T Infrastructure
IM&T Systems
Medical Equipment RRP
Service Line Programme
Facilities Programme
DWMS Maintenance
ED/eObs Systems
Theatre information System
ePMA System
Hybrid Theatres
Postbridge
HIP2
3T MRI
3T MRI
Cumberland UTC
NU Building Refurbishment
Pharmacy Aseptic Suite
Relocatable MRI B
Linac Replacement
TUEC
Other Planning Schemes
Other Planning Schemes
RFID
General Contingency
COVID-19
Covid - Ocean Suite
Covid - Ocean Suite
COVID Phase 2 ED Flow
Donated assets
Other

Depreciation

Total
Gross cumulative spend

New Capital Plan
Capital Plan
Estates Backlog Maintenance
Estates Backlog Maintenance
Estates Backlog Maintenance
Estates NEEF/Salix
IM&T Infrastructure
IM&T Systems
Rolling Equipment Replacement Programme
Service Line Programme
Facilities Programme
DWMS Maintenance
ED/eObs Systems
Theatre information System
ePrescribing
Hybrid Theatres
Postbridge
HIP2
3T MRI
3T MRI
Cumberland Unit UTC
Digital Histopathology
MRI East - enabling works
NU Building Refurbishment
ICU Software
Pharmacy Aseptic Suite
Relocatable MRI B
Linac Replacement
TUEC
Other Planning Schemes
RFID
Mobile Breast Screening Van
COVID-19
Covid - Ocean Suite
COVID PHASE 2 ED FLOW
Other
Total
Cumulative spend

Finance Lease

PDC
PDC
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
PDC
PDC
Depreciation
Depreciation
Depreciation
Depreciation

Finance Lease

Depreciation
Depreciation
Depreciation

Finance Lease

Depreciation
Depreciation

COVID-19

PDC
Depreciation
PDC
Charitable
Depreciation

Funding Source
Depreciation
Finance Lease
PDC
PDC
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
PDC
PDC
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Depreciation
Finance Lease
Depreciation
Depreciation
Depreciation
Depreciation
PDC
PDC
PDC
PDC
Depreciation
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Apr-20
12
4
168
(78)
92
(6)
12
0
69
0
0
21
144
9
20
50
3
0
11
(0)
0
(0)
(4)
62
520
38
15
20
773
13
0
0
33
47
2,048
2,048

May-20

Jun-20

Jul-20

2
0
97
3
14
79
36
18
18
0
2
26
27
25
194
8
1,072
0
12
(5)
0
11
82
(16)
74
2
20
157
197
506
0
0
(15)
17
2,664
4,711

30
3
117
89
45
25
(9)
9
(2)
6
2
17
240
2
0
0
13
0
14
4
0
(2)
(7)
58
63
4
61
71
1,011
1
0
0
7
6
1,880
6,592

216
183
66
64
166
25
33
1
14
98
4
(26)
(51)
5
33
3
275
0
3
0
0
0
2
49
36
2
(3)
130
423
455
94
2
0
5
2,309
8,900

Apr-20
May-20
2
12
0
0
168
97
0
0
85
50
40
30
0
0
8
10
65
20
0
0
16
16
21
20
145
145
10
25
0
52
50
50
10
20
0
0
10
25
6
6
0
0
0
0
0
0
0
0
0
0
0
0
62
100
400
4
15
15
0
0
790
197
0
500
0
0
0
0
1,913
1,384
1,913
3,297

Jun-20
30
0
117
30
25
65
20
25
8
75
16
20
145
50
1
50
150
0
50
6
0
0
0
0
1,400
4
100
20
12
0
1,645
475
0
0
4,539
7,836

Jul-20
216
0
66
50
25
130
20
24
15
84
16
20
145
100
1
70
300
0
100
6
0
0
50
2
0
4
102
35
12
0
0
0
0
0
1,593
9,429

Aug-20
3
231
87
14
30
73
28
0
13
(14)
0
21
54
(9)
0
54
2,137
1,930
1
17
0
4
1
45
3
2
9
55
(66)
0
(20)
16
(33)
(3)
4,686
13,587

Aug-20

3
565
87
50
50
81
80
35
12
13
17
20
145
65
1
100
1,000
0
200
15
0
50
50
2
0
4
102
40
12
0
0
0
0
0
2,799
12,228

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Total

0

0

0

0

0

0

0

Sep-20
162
0
263
50
25
50
60
24
15
0
17
20
145
50
150
100
1,436
0
300
15
0
100
59
5
0
24
102
30
26
11
0
0
300
0
3,539
15,767

Oct-20
344
0
384
50
25
50
20
25
0
0
17
25
145
50
150
200
584
1,216
315
16
0
200
0
2
0
4
102
9
12
0
0
0
700
0
4,645
20,412

Nov-20
324
0
416
50
50
50
100
34
0
0
17
25
145
50
170
200
0
920
200
16
80
100
0
2
0
4
100
8
12
0
0
0
700
0
3,773
24,185

Dec-20
368
0
540
80
25
50
50
37
0
0
17
30
73
50
200
500
0
0
100
16
100
200
0
5
0
24
100
8
15
0
0
0
2,000
0
4,588
28,773

Jan-21
265
0
328
50
40
50
40
60
0
0
17
40
0
50
200
200
0
0
0
16
100
100
0
2
0
4
130
8
12
0
0
0
300
0
2,012
30,785

Feb-21
250
0
302
50
30
50
200
44
0
0
17
35
0
0
300
300
0
0
0
16
100
175
0
2
0
4
250
8
12
0
0
0
0
0
2,145
32,930

Mar-21
297
0
1,179
83
91
62
229
58
15
0
17
40
0
0
300
508
0
0
0
16
120
200
0
3
0
24
250
9
16
0
0
0
0
950
4,467
37,397

264
421
535
92
346
196
100
28
113
90
8
59
414
33
248
115
3,500
1,930
41
17
1
13
75
198
696
49
102
433
2,338
975
74
19
(8)
73
13,588

Total
2,273
565
3,947
543
521
708
819
384
150
172
200
316
1,233
500
1,525
2,328
3,500
2,136
1,300
150
500
1,125
159
25
1,400
100
1,500
579
171
11
2,632
975
4,000
950
37,397
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Cash

Annex 9
Monthly Cash Flow 2020/21 as at 31 August 2020

60,000

Variance from Cashflow Plan

50,000
40,000

375

EBITDA Variance

20,000

18,276

PDC / RWCF / Loan

10,000
£000

17,901

Depreciation

30,000

0

£000

Operating surplus variance (adjusted for donated assets
income)

(20,687)

Capital payments

Apr-20 May- Jun-20 Jul-20 Aug- Sep- Oct-20 Nov- Dec- Jan-21 Feb20
20
20
21
20
20
Actual

Actual

(236)

Other Loan and Lease Funding

Mar21

(154)

Working Balances movement

40,489

Proceed of Asset Sale

122

Other

Plan

4,725

Variance
Sep-20

42,535

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Apr-21

492
1,507

516
1,523

570
1,446

475
1,480

475
1,493

2,529
7,449

(14)

0

(7)

0

0

0
(21)

CASH FLOWS FROM OPERATING ACTIVITIES
Operating Surplus/(Deficit) including STF income
Depreciation and Amortisation
Impairments/reversals
Income recorded for Donated Asset
Interest Paid

(69)

Dividend Paid
(Increase)/Decrease in Inventories

(69)

(698)

(552)

123

123

381

0
(623)

(Increase)/Decrease in Trade Debtors
Increase/(Decrease) in Trade Creditors

1,088
51,826

231
(1,117)

(2,206)
(5,949)

(4,162)
3,867

502
3,403

(4,547)
52,031

Increase/(Decrease) in Provisions
Net Cash Inflow/(Outflow) from Operating Activities

(13)
54,187

0
602

0
(6,092)

0
1,784

(59)
6,196

CASH FLOWS FROM INVESTING ACTIVITIES
Interest received

0

0

0

0

0

0

0

(72)
56,677

0

5

0

0

0

0

5

(6,783)

(3,217)

(6,778)

(3,217)

(1,963)
122
(1,841)

(2,851)
0
(2,851)

(1,811)
0
(1,811)

(16,625)
122
(16,498)

639

(52)

(47)

975
(8)

(52)

(47)

967

639

(47)

0

0

0

0

0

0

0

1,460

Net Increase/(Decrease) in Cash

47,357

(2,662)

(6,966)

(428)

4,338

0

0

0

0

0

0

0

41,639

Opening Cash
Closing Cash

6,393
53,750

53,750
51,088

51,088
44,123

44,123
43,694

43,694
48,032

0

0
0

0
0

0
0

0
0

0
0

0
0

6,393
48,032

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Total

(2,797)
1,412
0
0
(10)
0
0
3,296
2,141
0
4,043

(3,562)
1,412
0
0
(10)
0
0
1,113
(237)
0
(1,284)

(3,009)
1,412
0
0
(10)
0
0
80
(735)
0
(2,261)

(3,618)
1,412
0
0
(10)
0
0
668
2,270
0
723

(2,407)
1,424
0
0
(10)
0
0
(971)
(1,325)
0
(3,289)

(2,415)
1,424
0
0
(10)
(2,557)
0
(855)
(1,301)
0
(5,713)

(3,515)
1,424
0
0
(10)
0
0
91
3,411
0
1,402

(2,652)
1,424
0
0
(10)
0
0
(568)
(1,237)
0
(3,043)

(1,988)
1,437
0
0
(10)
0
0
(1,008)
(1,885)
0
(3,454)

(2,607)
1,437
0
0
(10)
0
0
(396)
3,201
0
1,625

(1,054)
1,437
0
0
(10)
0
0
1,032
(2,289)
0
(884)

(2,433)
1,433
0
0
(10)
(2,854)
0
1,044
(1,041)
0
(3,862)

(32,057)
17,090
0
0
(116)
(5,411)
0
3,525
973
0
(15,996)

12
(7,804)

12
(3,993)

12
(1,304)

12
(1,586)

12
(1,702)

12
(2,499)

12
(3,584)

12
(3,386)

12
(1,053)

12
(3,930)

12
(1,519)

12
(1,383)

143
(33,743)

Net Cash inflow (outflow) before financing

0
(7,792)

0
(3,981)

0
(1,292)

0
(1,574)

0
(1,690)

0
(2,487)

0
(3,572)

0
(3,374)

0
(1,041)

0
(3,918)

0
(1,507)

0
(1,371)

0
(33,600)

CASH FLOWS FROM FINANCING ACTIVITIES
Revenue PDC / Revolving Working capital Facility
Capital PDC / Capital Loan
Other Loan and Lease Funding
Capital Investment Loans Repayment of Principal
Net Cash Inflow/(Outflow)from Financing

3,271
1,551
0
(4,800)
22

4,035
695
0
0
4,730

3,483
855
0
0
4,338

4,091
622
0
0
4,713

2,881
817
0
0
3,698

140,546
1,202
0
(137,658)
4,090

3,988
1,302
0
0
5,290

3,126
920
0
0
4,046

2,461
930
0
0
3,391

3,080
430
0
0
3,510

1,527
600
0
0
2,127

2,907
1,341
0
0
4,248

175,397
11,265
0
(142,458)
44,204

Net Increase/(Decrease) in Cash

(3,727)

(535)

784

3,862

(1,281)

(4,109)

3,120

(2,372)

(1,104)

1,217

(264)

(985)

(5,393)

6,393
2,666

2,666
2,131

2,131
2,915

2,915
6,778

6,778
5,497

5,497
1,387

1,387
4,507

4,507
2,136

2,136
1,032

1,032
2,249

2,249
1,985

1,985
1,000

6,393
1,000

(Payments) for Property, Plant and Equipment
Proceeds of disposal of assets held for sale (PPE)
Net Cash inflow (outflow) before financing
CASH FLOWS FROM FINANCING ACTIVITIES
Revenue PDC / Revolving Working capital Facility
Capital PDC / Capital Loan
Other Loan and Lease Funding
Capital Investment Loans Repayment of Principal
Net Cash Inflow/(Outflow)from Financing

Plan
CASH FLOWS FROM OPERATING ACTIVITIES
Operating Surplus/(Deficit)
Depreciation and Amortisation
Impairments
Income recorded for Donated Asset
Interest Paid
Dividend Paid
(Increase)/Decrease in Inventories
(Increase)/Decrease in Trade Debtors
Increase/(Decrease) in Trade Creditors
Increase/(Decrease) in Provisions
Net Cash Inflow/(Outflow) from Operating Activities
CASH FLOWS FROM INVESTING ACTIVITIES
Interest received
(Payments) for Property, Plant and Equipment
Proceeds of disposal of assets held for sale (PPE)

Opening Cash
Closing Cash

Integrated Performance Report

0

0

0

0

0

0

0
0
1,614
(154)
0

(47)
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Balance sheet

Annex 10

Monthly Balance Sheets 2020/21 as at 31 August 2020
Mar-20
Actual
£M
136.4
46.0
20.6
3.3
206.3
13.1
20.9
5.4
6.4
45.9
(8.0)
(40.9)
(2.7)
(142.6)
(0.2)
(194.4)
(148.6)
(2.6)
(1.0)
54.1
207.7
(161.8)
7.6
0.7
54.1

Plan
£M

Aug-20
Actual
£M

Variance
£M

Total

136.1
46.4
26.6
2.9
211.9

136.3
44.0
27.1
3.3
210.7

0.3
(2.4)
0.5
0.5
(1.1)

Total

13.5
16.5
6.5
5.5
41.9

13.8
22.4
8.5
48.0
92.7

0.3
5.9
2.0
42.5
50.7

Total

(3.0)
(42.0)
(4.4)
(137.7)
(0.2)
(187.3)

(4.9)
(46.8)
(51.5)
(142.2)
(0.2)
(245.6)

(1.9)
(4.8)
(47.1)
(4.5)
0.1
(58.3)

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

(145.4)
(4.5)
(1.0)
61.0

(152.9)
(2.6)
(1.0)
54.2

(7.5)
1.9
(0.0)
(6.8)

230.0
(177.2)
7.6
0.7
61.0

209.3
(163.3)
7.5
0.7
54.2

(20.7)
13.9
(0.1)
0.0
(6.8)

Non current assets
Land & buildings
Equipment
Assets under construction
Trade and other receivables
Current assets
Inventories
Trade & other receivables
Prepayments
Cash
Current liabilities
Payables - capital
Payables - revenue
Deferred income
Borrowings < 1 year
Provisions < 1 year

Taxpayers equity
Public dividend capital
Retained earnings
Revaluation reserve
Other reserves

Integrated Performance Report
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Executive Summary Report
Item 8

Infection Prevention and Control Annual Report, 2019-20

September 2020
Dr Peter Jenks

Purpose
The purpose of this report is to present the Infection Prevention and Control Annual Report for the year ended 31 March 2020.
Headline messages
 During the year, there was a fall in MRSA bacteraemias and total MRSA infections, as well as the lowest number of MSSA bacteraemias on record.
 The Trust exceeded its objective for Clostridium difficile cases and Escherichia coli bacteraemias. A package of interventions implemented during the year
slowed trajectories and this year we are currently on track to achieve both objectives.
 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. By the end of March 2020, there had been 106 in patients admitted to UHP with Covid-19, of which 11
were transferred to critical care and 7 died.
Impact assessment
Quality

There are no direct quality implications associated with this report.

Finance

There are no direct financial implications associated with this report.

Regulation

There are no direct regulatory issues associated with this report.

Equality & Diversity

There are no direct equality & diversity issues associated with this report.

Environment & Sustainability

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

Considerations for the Trust Board
The Board is asked to approve this report.

Look ahead and next steps
1. The Trust has robust infection prevention and control plans for the next 12 months.
2. The Trust is under trajectory for all Healthcare-Associated Infection objectives for 2020-21.
3. Pathways for managing Covid-19 worked well, but will need modification to accommodate a second wave and other respiratory viruses.
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Executive Summary

Between April 2019 and March 2020, the Trust reported:
•
•
•
•
•
•
•
•
•

3 MRSA bacteraemias (objective of zero cases).
100 hospital-onset healthcare-associated and community-onset healthcare-associated
Clostridium difficile cases (objective fewer than 63).
79 Escherichia coli bacteraemias (objective of fewer than 68 cases).
24 new MRSA infections (compared to 31 the year before).
23 MSSA bacteraemias (compared to 39 the year before).
26 Klebsiella spp. bacteraemias (compared to 18 the year before).
7 Pseudomonas aeruginosa bacteraemia (compared to 2 the year before).
4.carbapenemase-producing Enterobacteriaceae (compared to 2 the year before), with
no secondary transmission from these cases. There have been 23 cases in total.
2 ward closures due to norovirus (mean length of closure 4.5 days).

Although the number of bacteraemias secondary to peripheral venous catheters fell by 39%,
those secondary to central venous and urinary catheters both increased.
The Trust has robust infection prevention and control plans for the next 12 months.
Quality Impact Assessment
Healthcare-associated infections have a significant impact on patients. Monitoring of the 2019-20
programme of work will be through the monthly Service Line infection control reports, the Infection
Control Committee and the Infection Prevention Subcommittee.
Financial Impact Assessment
Failure to maintain compliance with specified standards or meet certain national/local objectives
may incur financial penalties.
Regulatory Impact Assessment
Legal or regulatory compliance issues:

•

Meeting local and national Healthcare-Associated Infection reduction objectives

•

Compliance with the Code of Practice on the Prevention and Control of Infection and
Related Guidance (latest version December 2010)
Compliance with the Care Quality Commission’s key lines of enquiry for the Safe Care
domain

•
•

Compliance with the NICE guidelines for the prevention and control of HCAIs.

Equality and Diversity Impact Assessment
Wherever possible, the cultural, religious and gender needs of an individual will be considered, but
there may be situations where patient safety requires infection control issues to take priority.
Key Recommendations
There are no specific recommendations.
Next Steps
Description of proposed follow-up arrangements:
•

Ongoing monthly review of trajectory against local and national Healthcare-Associated
Infection reduction objectives through the monthly Service Line infection control reports and
reports to the Infection Prevention Board

•

Ongoing monthly review of compliance with Code of Practice and CQC Outcome 8 though
reports to the Infection Prevention Board

Item 8

DETAILED REPORT
Trust Board

25 September 2020

Subject

Infection Prevention and Control Annual Report, 2018-19

Prepared by

Dr Peter Jenks, Director of Infection Prevention and Control

Approved by

Director of Nursing

Presented by

Dr Peter Jenks, Director of Infection Prevention and Control

Purpose
To present the Infection Prevention and Control Annual Report, 2019-20.

Background
University Hospitals Plymouth NHS Trust aims to prevent all avoidable HealthcareAssociated Infections.

Main body of report
Executive summary
Over recent years, the Infection Prevention and Control Team (IPCT) at University Hospitals
Plymouth NHS Trust (UHPT) has significantly modernised the service it provides in order to
meet the challenging agenda being set at both local and national levels. This has led to
improvements in clinical practice, with concomitant reductions in healthcare-associated
infections.
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. By the end of March 2020, there had been 106 in patients admitted to UHP with
Covid-19, of which 11 were transferred to critical care and 7 died. Although the number of
cases has now fallen, it will be essential to retain the ability to continue to manage these
cases as normal (non-Covid-19) clinical activity is restored and also to be able to respond to
any future surges of Covid-19 activity.

For the period 2019-20, the Trust reported three hospital-apportioned Meticillin-Resistant
Staphylococcus aureus (MRSA) bacteraemias compared to six the year before. The number
of new cases of MRSA (infections at all sites) also fell from 31 to 24. The Trust reported its
lowest ever number of hospital-apportioned Meticillin-Sensitive Staphylococcus aureus
(MSSA) bacteraemias, with a fall in the number secondary to intravascular catheter and
surgical site infections. Between April 2019 and March 2020, UHP reported 66 hospital-onset
healthcare-associated and 34 community-onset healthcare-associated Clostridium difficile
cases to give a total of 100 cases for the year (objective fewer than 63). The introduction of
the ‘Five Key Messages’ campaign led to a significant improvement in the management of
patients with C. difficile-associated disease. Over the year there were 79 Escherichia coli
bacteraemias, against an objective of 68 cases. There continued to be a low incidence of
Carbapenemase-producing Enterobacteriaceae, with only four cases (of which three were
imported) and no secondary transmission from these. While the number of bacteraemias
secondary to peripheral venous catheters fell by 50%, those secondary to central venous
and urinary catheters both increased.
The management of outbreaks of vomiting and diarrhoea in clinical areas continued to be of
a high standard and despite considerable norovirus activity in the community and
neighbouring hospitals, there were only two ward closures at UHP, with a mean ward-closure
time of 4.5 days. The ‘Five Moments’ hand hygiene awareness campaign continued across
the Trust and hand hygiene compliance was 96%. 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). The Trust has
robust infection prevention and control plans for 2020-21, with targeted areas for
improvement, and these, combined with excellent executive engagement and oversight, are
anticipated to deliver continuing reductions in nosocomial infection rates.

Key achievements

The key achievements for the year April 2019-March 2020 were as follows:
•
•
•
•
•
•
•
•

Meticillin-Resistant Staphylococcus aureus (MRSA) – there was a fall in the number
of new cases of MRSA from 31 to 24, and 3 MRSA bacteraemias compared to 6 the
year before.
Meticillin-Sensitive Staphylococcus aureus (MSSA) - only 23 hospital-apportioned
cases recorded compared to 31 the year before. This is the lowest number of cases
on record.
Continued low incidence of Carbapenemase-producing Enterobacteriaceae, with only
four cases (of which three were imported) and no secondary transmission from these.
Peripheral vascular catheter-related bacteraemias – there were 6 bacteraemias
secondary to peripheral vascular catheter infections compared to 3 the year before, a
fall of 50%
Norovirus – there were only two ward closures due to norovirus with a mean wardclosure time of 4.5 days.
Hand Hygiene compliance – compliance of 96%
Excellent compliance with Saving Lives High Impact Interventions
Full compliance with the Code of Practice (July 2015), NICE guidance and quality
standards relevant to prevention and control of HCAIs, and the Care Quality
Commission’s key lines of enquiry for the Safe Care domain.

Conclusion and recommendations
There are no specific recommendations.

Infection Prevention and Control
Team
Annual Report
April 2019 – March 2020

Dr Peter Jenks
Director of Infection Prevention and Control
May 2020

Page 1 of 66

Contents

Item
Title page
Contents
Executive Summary
Key achievements
Progress towards achieving Key Targets, April 2018-March 2019
Introduction
Reporting line to the Trust Board
Infection control arrangements
1. Budget and staffing
2. Team development
COVID-19
Surveillance
1. Background
2. Mandatory surveillance reporting
3. New clinical cases of MRSA
4. MRSA bacteraemias
5. Meticillin-Sensitive S. aureus (MSSA) bacteraemias
6. Escherichia coli bacteraemias
7. Klebsiella spp. bacteraemias
8. Pseudomonas aeruginosa bacteraemias
9. Carbapenemase-producing Enterobacteriaceae (CPE)
10. Hospital-acquired bacteraemias
11. Cases of Clostridium difficile
12. Orthopaedic and other surgical site infections
Untoward incidents including outbreaks
1. Outbreaks of diarrhoea and vomiting
2. Influenza
3. Other infection-related incidents
4. Cardiopulmonary Bypass Heater Cooler Units
Hand hygiene and aseptic protocols
1. Audit of compliance with hand hygiene
2. My ‘Five Moments’ campaign for hand hygiene
3. International Hand Hygiene Day
4. Clinical hand-wash basins
5. Provision of alcohol-based hand rub
Management of medical devices and Saving Lives
Audit
1. Audit of clinical areas
2. Compliance with policy and procedures
Training and education
Infection Control Link Practitioners (ICLP)
Compliance with National Guidance and Standards
Decontamination
Hotel services
Antimicrobial Stewardship
Other activities
1. Policies and procedures
2. Communication with staff, patients and relatives
3. Design, construction and renovation
4. Procurement
5. Water Safety Group
6. Ventilation Systems Action Group
7. Infection Control ward round
8. Infection Control Nurse Service Line working
9. Research
Conclusion and priorities for 2019-20

Page
1
2
3
4
4
5
5
6
8
8
8
8
10
11
13
13
13
13
14
16
17
18
19
21
22
23
24
24
24
25
25
29
32
33
34
37
37
40
48
57
57
59
59
60
61
62
62
63
65
Page 2 of 66

Executive summary
Over recent years, the Infection Prevention and Control Team (IPCT) at University Hospitals
Plymouth NHS Trust (UHPT) has significantly modernised the service it provides in order to meet the
challenging agenda being set at both local and national levels. This has led to improvements in
clinical practice, with concomitant reductions in healthcare-associated infections.
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. By the end of March 2020,
there had been 106 in patients admitted to UHP with Covid-19, of which 11 were transferred to
critical care and 7 died. Although the number of cases has now fallen, it will be essential to retain the
ability to continue to manage these cases as normal (non-Covid-19) clinical activity is restored and
also to be able to respond to any future surges of Covid-19 activity.
For the period 2019-20, the Trust reported three hospital-apportioned Meticillin-Resistant
Staphylococcus aureus (MRSA) bacteraemias compared to six the year before. The number of new
cases of MRSA (infections at all sites) also fell from 31 to 24. The Trust reported its lowest ever
number of hospital-apportioned Meticillin-Sensitive Staphylococcus aureus (MSSA) bacteraemias,
with a fall in the number secondary to intravascular catheter and surgical site infections. Between
April 2019 and March 2020, UHP reported 66 hospital-onset healthcare-associated and 34
community-onset healthcare-associated Clostridium difficile cases to give a total of 100 cases for the
year (objective fewer than 63). The introduction of the ‘Five Key Messages’ campaign led to a
significant improvement in the management of patients with C. difficile-associated disease. Over the
year there were 79 Escherichia coli bacteraemias, against an objective of 68 cases. There continued to
be a low incidence of Carbapenemase-producing Enterobacteriaceae, with only four cases (of which
three were imported) and no secondary transmission from these. While the number of bacteraemias
secondary to peripheral venous catheters fell by 50%, those secondary to central venous and urinary
catheters both increased.
The management of outbreaks of vomiting and diarrhoea in clinical areas continued to be of a high
standard and despite considerable norovirus activity in the community and neighbouring hospitals,
there were only two ward closures at UHP, with a mean ward-closure time of 4.5 days. The ‘Five
Moments’ hand hygiene awareness campaign continued across the Trust and hand hygiene
compliance was 96%. 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). The Trust has robust infection prevention and control plans for 2020-21, with targeted
areas for improvement, and these, combined with excellent executive engagement and oversight, are
anticipated to deliver continuing reductions in nosocomial infection rates.
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Key achievements
The key achievements for the year April 2019-March 2020 were as follows:
•
•
•
•
•
•
•
•

Meticillin-Resistant Staphylococcus aureus (MRSA) – there was a fall in the number of new
cases of MRSA from 31 to 24, and 3 MRSA bacteraemias compared to 6 the year before.
Meticillin-Sensitive Staphylococcus aureus
(MSSA) - only 23 hospital-apportioned
cases recorded compared to 31 the year before. This is the lowest number of cases on record.
Continued low incidence of Carbapenemase-producing Enterobacteriaceae, with only four
cases (of which three were imported) and no secondary transmission from these.
Peripheral vascular catheter-related bacteraemias – there were 6 bacteraemias secondary to
peripheral vascular catheter infections compared to 3 the year before, a fall of 50%
Norovirus – there were only two ward closures due to norovirus with a mean ward-closure
time of 4.5 days.
Hand Hygiene compliance – compliance of 96%
Excellent compliance with Saving Lives High Impact Interventions
Full compliance with the Code of Practice (July 2015), NICE guidance and quality standards
relevant to prevention and control of HCAIs, and the Care Quality Commission’s key lines of
enquiry for the Safe Care domain.

Progress towards achieving Key Targets, April 2019 – March 2020
The Key Objectives for the IPCT for April 2019 – March 2020 were:
•

To reduce MRSA bacteraemias in line with agreed local and national targets. The Trust
reported three MRSA bacteraemias (objective zero cases).

•

To reduce Clostridium difficile in line with agreed local and national targets. The Trust
reported 100 hospital-onset healthcare-associated and community-onset healthcareassociated Clostridium difficile cases (objective fewer than 63).

•

To reduce Escherichia coli bacteraemias in line with agreed local and national targets. The
Trust reported 79 E. coli bacteraemias (objective was fewer than 68 hospitalapportioned cases)

•

To reduce infections associated with urinary and peripheral and central venous catheters.
Data available on Balanced Scorecard.

•

To maintain the mean ward closure time due to epidemic gastroenteritis below 7 days. There
were two ward closures due to norovirus (mean length of closure 4.5 days).

•

To reduce other infections according to national and local priorities. Complete.

•
•

Comply with current and new national mandatory surveillance requirements. Compliant.
Support and assist in the screening of high-risk patients for meticillin-resistant and susceptible
S. aureus (MRSA and MSSA). Complete.

•

Continue to follow local and national guidance to control and reduce Resistant Gramnegatives including Carbapenemase-Producing Enterobacteriaceae (CPE). Complete.

•

Support and assist in the screening of high-risk patients for CPE. Complete.

•

To continue to perform surgical site surveillance, including post-discharge surveillance, on all
major procedures. Complete.

•

For all wards to perform at least a monthly Hand Hygiene audit with compliance of at least
95%. Between April 2018 and March 2019, the overall Trust hand hygiene compliance
was 96%.
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•

For all wards to perform at least monthly Saving Lives High Impact Intervention audits for in
use medical devices and score at least 95%. Data available on Balanced Scorecard.

•

For all wards to achieve compliance with Infection Prevention and Control (IPC) audits. Data
available on Balanced Scorecard.

•

For the availability of alcohol hand gel in clinical areas to be maintained as close to 100% as
possible Data available on Balanced Scorecard.

•

To continue to develop and update the IPC website. Complete.

•

To comply with national legislation and guidance including the latest Code of Practice (July
2015), which includes an expanded section on antimicrobial stewardship, NICE guidance
relevant to infection prevention and control, and the Care Quality Commission’s key lines of
enquiry for the Safe Care domain, NHS Litigation Authority, Winning Ways and national
guidance on the management of MRSA and C. difficile. Compliance is reviewed and evidence
updated on a monthly basis to ensure that the Trust maintains strong compliance in this area.
There are currently no outstanding issues. Compliance reviewed and evidence folders
updated.

Introduction
This Annual Report details the activities undertaken by the Infection Prevention and Control Team
(IPCT) during the period 1st April 2019 to 31st March 2020 and should be read in conjunction with the
Infection Control Annual Programme of Work and the MRSA, Clostridium difficile and Gram
negative bacteraemia Reduction Plans, along with the quarterly reviews for these documents for the
same period. The report has been compiled according to guidelines issued by the Department of
Health and will be presented to the Safety and Quality Committee in April 2020 and the Trust Board
in May 2020.
The aim of the IPCT, through the compilation and achievement of a robust Annual Programme of
Work, is to devise, implement and evaluate strategies to reduce hospital-associated infection by
working in collaboration with each Directorate.
The IPCT performs a number of activities that minimise the risk of infection to patients, staff and
visitors, including:
1.
2.
3.
4.
5.
6.
7.

Providing advice on all aspects of infection control
Managing outbreaks of infection
Conducting programmes of education
Undertaking audit and targeted surveillance
Formulating policies and procedures
Interpreting and implementing national guidance at local level
Involvement with refurbishment, new building and equipment projects.

The IPCT now has a far more proactive approach, with a greater emphasis on clinical work and the
direct management of patients with hospital-associated infections. The enhanced presence of the IPCT
in the clinical environment has greatly increased their accessibility for guidance and advice and has
improved the management of hospital-associated infection across the Trust.
Reporting line to the Trust Board
The IPCT meets on a daily basis to discuss current infection control issues and formulate the day-today working programme for the Team. A formal weekly meeting allows review of these issues and
monitors progress of control processes, as well as progress against objectives. The Infection Control
Committee (ICC) meets quarterly, is chaired by the DIPC, and reports via the Safety and Quality
Board to the Trust Board. There is representation on the ICC from members of each clinical Service
Lines and senior management, as well as external groups such as the Public Health England,
community organisations, as well as patient and public involvement groups.
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External links are well maintained with the Consultants for Communicable Disease Control for Devon
and Cornwall, who are also members of the ICC. The IPCT collaborates extensively with other Trusts
across the South-West Peninsula and participate in the activities of local and national groups (e.g.
Healthcare Infection Society and Infection Prevention Society). The lead Consultant Medical
Microbiologist for Antimicrobial Stewardship is a member of the Drugs and Therapeutics Committee.
Significant infection control issues are also dealt with at the monthly Infection Prevention
Subcommittee, which is chaired by the Chief Nurse and reports via the Safety and Quality Board to
the Trust Board. All MRSA bacteraemias, cases of C. difficile and other serious HealthcareAssociated Infection (HCAI), as well as recent audit results are reviewed at this meeting. The results
of Root Cause Analyses (RCAs) and Post-Infection Reviews (PIRs) are reported to the Subcommittee
and appropriate recommendations made. Action Plans arising from RCAs are reviewed at subsequent
meetings. Matrons report on infection control to the Infection Prevention Subcommittee on a quarterly
basis.
The Board member with responsibility for infection control during this period was the Chief Nurse,
Lenny Byrne, and the non-executive member was Jacky Hayden. The Department of Health document
‘Winning Ways’ states that the DIPC will ‘report directly to the Chief Executive and the Board and
not through any officer’. The DIPC meets with the Chief Executive and reports directly to the Trust
Board as required.
Trust-wide reporting of HCAIs is through a balanced scorecard of reporting that is produced and
circulated to all clinical areas, Service Lines and the Trust Board. This includes surveillance and
outbreak data, audit results, compliance with policy, and uptake of Infection Prevention and Control
training.
The scorecard is produced on a monthly basis for Service Lines and quarterly for Departments, and is
incorporated into the Trust Board and Service Line performance management process.
The IPCT is represented on the following committees:
a)
b)
c)
d)
e)
f)
g)
h)
i)
j)
k)

Clostridium difficile Vigilance Meeting
Water Safety Group
Ventilation Safety Group
Decontamination Action Group
Patient-led Assessment of the Care Environment Team
Cleanliness Assurance Group
Serco/Facilities Operational Group
Harm Free Care
Safety and Quality Committee
Safer Sharps Group
Clinical Procurement Group.

Infection control arrangements
1. Budget and staffing
The IPCT provides an infection control service for UHPNT (~1000 beds) and last year had annual pay
and non-pay budgets of £549,122 and £44,441 respectively. Income of £17,038 was generated
through service level agreements with other local healthcare providers.
2. Team development
Dr Peter Jenks, Director of Infection Prevention and Control, provides Trust wide leadership on the
provision of infection prevention and control and Claire Haill, Nurse Consultant, manages a Team of
Registered Nurses and Practitioners, Health Care Assistants (HCAs) and Administration, Surveillance
and Data Analyst staff to provide day to day support and guidance through education and clinical
advice, monitors infection control practices through a programme of audit and investigates acquisition
of infections with robust surveillance and monitoring processes.
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The Team has an establishment of 13.56 whole time equivalent personnel, including Registered
Nurses and Practitioner, Health Care Assistants, and Administration and Clerical staff. This year the
Team was fully established for ten months and held vacancy 0.7 for the Biomedical Device Nurse
Specialist and Lead Nurse Specialist due to flexi retirement and life/work balance arrangements. This
vacancy was supported by CPO Robert Chambers, Royal Navy Nurse on placement to support his
professional development to complete the Masters level infection prevention and control specialist
course whilst being a key member of the team. The training requirements and personal development
of individual team members remains a key priority.
Training includes regular clinical supervision sessions to reflect and discuss the management and
approach to recent clinical issues for post-registration healthcare professionals, local supervision and
bespoke training has been provided for the HCAs. All members of the Team received Individual
Performance and Development Reviews last year and personal objectives have been integrated into
the Annual Programme of Work to develop ownership of Trust objectives and facilitate achievement
of key outcomes.
Members of the Team are actively involved with the Infection Prevention Society (IPS). Lead
Specialist Practitioners Dawn Hoole, Tamasin Davis, and Business Co-Ordinator Maggie SwaleJarman attended the Southwest IPS quarterly meetings held across the Peninsular, building on
networking opportunities and sharing thoughts and practices. Lead Specialist Practitioners Cathy
Ford, Specialist Practitioner Tracey Hambridge and Business Co-Ordinator Maggie Swale-Jarman
attended the National IPS conference held in Liverpool as delegates and to present three posters
outlining the approach IPCT has taken to Improving the student nurse experience on placement with
the infection prevention and control team, the approach the Trust had taken to Prepared for flu season;
Being ‘flu Ready: Preparation and review of the season 2018-2019, and how innovation can improve
communication with the use of magnet side-room signs to aid effective communication of isolation
requirements.
Two posters were selected to be presented in the poster talk sessions. The Education and
Development Lead Infection Prevention Society was keen to explore the approach for our student
placement to be adapted nationally. The posters and abstracts have been presented at the Infection
Prevention Sub-Committee and Infection Control Committee meetings and placed on public display.
Consultant Nurse, Claire Haill, continues as a Co-Opted Council Member of the Healthcare Infection
Society and is on the working party reviewing the rituals of theatre practice. Claire regularly attends
regional infection prevention and control meetings chaired by the Clinical Commissioners Group,
Infection Prevention and Control Lead and NHS Improvements.
Each member of the Team has been offered the opportunity for personal development, either in the
form of formal training, study sessions or local informal training. Lead Specialist Practitioner Dawn
Hoole provides supervision, guidance and training for the HCA’s, and Lead Specialist Practitioner
Cathy Ford is responsible for education for the Registered Nurses and delivering the Management in
Infection Prevention module in partnership with Plymouth University. The Registered Nurses and
HCAs have their hand hygiene technique assessed. Cathy Ford and Health Care Assistant Lesley
Zynda have received Train the Trainer training for mask fit testing, and have assessed a number of
staff. This ensures the Clinical Team are competent in the skills they are teaching, assessing and
providing instruction on. Cathy Ford, Eve Wellard and Tracey Hambridge are Student Nurse Mentors.
All Registered practitioners attended Mentorship and Student Assessment to meet the revised
requirements for student placements. Update All Registered Nurses have successfully revalidated.
Royal Navy Colleague, CPO Robert Chambers, has contributed to the Team’s performance though
continuing to gain practical experience of IPC whilst undertaking an Infection Prevention and Control
specialist course. Maggie Swale-Jarman, Business Co-Ordinator, attended training on quality
improvement, coaching in the workplace and human factors. Alison Carey, Bio-Medical Devices
Nurse Specialist, attended a national conference forum for intravenous access organised by Infection
Prevention Society. David Trapp, Surveillance Administrator and analyst represented the team at the
Public Health Workshop Addition of Carbapenem-resistant Gram-negative invasive infections –
regulations, and Roger Burnett Surveillance Administrator and analyst attended the PHE Surgical Site
Infection Surveillance Scheme training.
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In 2019 the Team have said “Farewell, Thank you and Good luck” to Specialist Practitioners Sharon
Warne and Eve Wellard, Bio-Medical Nurse Specialist Daniela Florindi and Lt Emma Vincent Royal
Navy on secondment to the team as Infection Prevention Specialist to maintain her skill and
knowledge base. We have welcomed Alison Carey to the Bio-Medical Nurse Specialist post and Gibi
Joseph as a Specialist Practitioner.
Dr Peter Jenks has been Honorary Secretary of the Healthcare Infection Society (HIS) since
November 2015. He has also been part of the NHS Improvement Expert Advisory Group on Gramnegative bloodstream infections.
COVID-19
In December 2019, WHO a cluster of cases of pneumonia was identified in Wuhan City, Hubei
Province, China. This clinical syndrome, subsequently called COVID-19, has subsequently been
shown to be due to a novel coronavirus, SARS-CoV-2. Coronaviruses are a large family of viruses
with some causing less-severe disease, such as the common cold, and others causing more severe
disease such as Middle East respiratory syndrome (MERS) and Severe Acute Respiratory Syndrome
(SARS) coronaviruses. Airborne transmission may be possible in specific circumstances and settings
in which procedures or support treatments that generate aerosols are performed.
At the time of writing there has been extensive regional and international transmission of the virus, as
well a sustained transmission within the United Kingdom. On 11th March 2020, the World Health
Organisation declared that COVID-19 can be characterised as a pandemic.
Extensive emergency planning has taken in place at UHP to safely manage patients with 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. The first positive patient in Plymouth was on 6th March
2020 in an individual in the community with a history of travel to an area with known cases. The first
inpatient was diagnosed on 13th March 2020. By the end of March 2020, there had been a total of 128
cases, with 106 in patients admitted to UHP, 11 in patients in the community and 11 in members of
staff. Of the 97 admitted to hospital, 11 were transferred to critical care and 7 died.
Surveillance
1. Background
Surveillance of healthcare-associated infection can be defined as the systematic recording of
infections using agreed definitions, with analysis, interpretation and dissemination of the results so
that appropriate action can be taken. Surveillance is necessary to monitor trends in infection rates over
time, detect outbreaks, provide information for the planning of services and allocation of resources,
and to evaluate the impact of any interventions aimed at reducing infection risks. By targeting
appropriate interventions, surveillance contributes significantly to reducing rates of infection and is
recognised as an important contributor to good infection control practice.
In October 2000, the Department of Health announced that some aspects of surveillance would be
compulsory. In April 2001, a mandatory scheme for reporting Staphylococcal bacteraemias
(including MRSA) commenced and the results of that surveillance are published regularly. In an
attempt to account for variations in hospital activity, absolute numbers of MRSA bacteraemias are
converted into a rate using the bed availability and occupancy (KH03) annual return.
From 1st September 2003, Acute Trusts have also had to report bacteraemias due to glycopeptide
resistant enterococci (GRE) and since January 2004, alert organism surveillance was extended to C.
difficile. Reporting of bacteraemias due to Meticillin-Sensitive Staphylococcus aureus (MSSA) was
added to the scheme in January 2011 and bacteraemias due to Escherichia coli were reportable from
1st June 2011.
Mandatory surveillance was extended to include bacteraemias caused by Klebsiella spp. and
Pseudomonas aeruginosa in April 2018. The national surveillance scheme also includes orthopaedic
surgical site infections and the reporting of ‘serious untoward incidents associated with infection’.
The infection rates for UHPT are published in comparison with other Teaching Hospital Trusts.
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2. Mandatory surveillance reporting
University Hospitals Plymouth NHS Trust complies fully with the mandatory surveillance system for
healthcare-associated infections including staphylococcal (including MRSA and MSSA) and E. coli
bacteraemias, C. difficile and orthopaedic surgical site infections. All ‘serious untoward incidents
associated with infection’ are reported to commissioners and Public Health England. Monthly
surveillance reports are circulated to all clinical areas, Service Lines and the Trust Board, and reports
are also produced on a quarterly basis for Departments.
The reports include surveillance and outbreak data, audit results and compliance with policy. As well
as being incorporated into the Trust Board and Service Line performance management process, they
are also reviewed at the ICC and Infection Prevention Subcommittee. In addition, the IPCT also
produces monthly reports that include surveillance data on new cases of MRSA, MRSA bacteraemias,
all other hospital-acquired bacteraemias, C. difficile, gentamicin-, cefpodoxime and quinoloneresistant gram-negative infections, GRE, ESBL-producing coliforms and Carbapenemase-producing
Enterobacteriaceae. From January 2012, these reports have also included cases of Pseudomonas
aeruginosa from Augmented Care Areas.
3. New clinical cases of MRSA
As well as mandatory reporting of MRSA bacteraemias, all new cases (‘first isolates’) of MRSA are
also recorded. These can be divided into ‘infections’, where MRSA is isolated from clinical
specimens, and ‘colonisation’, where MRSA is isolated from screening swabs from patients who are
harmlessly carrying the organism. Many hospitals use such data as a useful marker of the overall
burden of MRSA.
Patients admitted to UHP who are known to be colonised with MRSA are identified by an alert on
their electronic record and in their clinical notes. These patients, as well as all newly identified
inpatient cases, are visited by the IPCT who ensure appropriate infection control measures and that
topical MRSA suppression therapy has been prescribed.
In line with the latest guidance from the Department of Health (Implementation of modified
admission MRSA screening guidance for NHS (2014)), high-risk elective and emergency admissions
to UHPT are screened for MRSA. A local risk assessment has been performed by the IPCT based on
local prevalence data to identify those at high risk of poor outcome from MRSA infection and those
most likely to be colonised (i.e. high prevalence groups). Targeted screening is performed on the
following groups:
•

High- and medium-risk elective patients. Patients admitted for the following procedures
should be screened: cardiac surgery, thoracic surgery, upper GI surgery, vascular surgery,
orthopaedics neurosurgery, including spinal surgery, colorectal surgery), hepato-biliary
surgery, plastic surgery, breast surgery, general surgery, renal transplant surgery, cardiology,
haemodialysis (quarterly) and pre-insertion of central line (ad hoc as required)

•

Admission to ward (if not screened pre-admission or during current admission). Patients
admitted to the following wards who have not been screened pre-admission or during current
admission should be screened: Bickleigh, Bracken, Braunton, Brent, Clearbrook, Crownhill,
Marlborough, Lynher, Mayflower, Moorgate, Sharp, Shaugh, Stannon, Stonehouse, Torcross,
Torrington CICU/CHDU and Wolf
Admission to ward (regardless of previous screens) Patients admitted to the following
wards should be screened regardless of previous screens: Penrose, Pencarrow and Stannon
High prevalence (Elective and Emergency). Patients in the following groups should be
screened on admission to any ward: patients previously colonised with MRSA,
nursing/residential home residents, transfers from another hospital, healthcare worker,
patients with a wound, ulcer or indwelling device that was present before admission to
hospital.

•
•

Additional screens may be requested by the IPCT on a case-by-case basis, for example as part of the
management of individual or clusters of infection.
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University Hospitals Plymouth NHS Trust reported a total of 24 new ‘infections’ due to MRSA
between April 2019 and March 2020, compared to 31 the year before.
New cases of MRSA, April 2003 – March 2020

The total number of new MRSA isolates (i.e. those isolated form screening samples as well as clinical
specimens) was 197, compared to 215 cases recorded during the previous year. It is difficult to
interpret the significance of this result due to the change in screening policy.
All MRSA isolates (infections and screens), April 2007 – March 20120
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4. MRSA bacteraemias
The objective for UHPT for 2019-20 was to record zero Trust-apportioned MRSA bacteraemias
(cases occurring 48 hours or more after admission to the Trust). University Hospitals Plymouth NHS
Trust reported three MRSA bacteraemias between April 2019 and March 2020.
MRSA bacteraemias attributable to Trust, April 2003 – March 2020

Post-Infection Reviews (PIRs) are carried out on all MRSA bacteraemias at UHP and is performed by
the clinical team caring for the patient with support from the IPCT.
The results of these investigations are reported to the Infection Prevention Subcommittee and series of
recommendations made. Monitoring of actions arising from PIRs is also monitored by the Infection
Prevention Subcommittee. Two of the bacteraemias were secondary to infection of a peripheral
venous cannula and the source of the third was unclear.
To continue to minimise the risk of any infection due to MRSA at UHPT, the following strategies are
planned:
1. Targeted MRSA screening of admissions will continue
2. Compliance with the decolonisation of MRSA will continue to be reported on the monthly
balanced scorecard to improve the management of these patients
3. A Post-Infection Review will be performed on all MRSA bacteraemias, with the results of
these investigations and their recommendations monitored by the Infection Prevention
Subcommittee
4. The surveillance of post-operative wound infections, including post-discharge follow up, will
continue for most surgical procedures performed at UHPT
5. There will be continued effort to reduce the number of infections associated with medical
devices, including intravascular and urinary catheters.
5. Meticillin-Sensitive S. aureus (MSSA) bacteraemias
Between April 2019 and March 2020, UHPT recorded 118 total bacteraemias due to MSSA,
compared to 135 the previous year. Reporting of MSSA bacteraemias became mandatory on 1st
January 2011 and cases are now apportioned as hospital or community acquired. During 2018-2019,
UHPT recorded 23 hospital-apportioned bacteraemias due to MSSA, compared to 39 the year before
and the lowest figure on record.
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Hospital-apportioned MSSA bacteraemias, April 2010 – March 2020

The fall in MSSA bacteraemias is in part explained by a reduction in the number of infections
associated with peripheral and central venous catheters over the last 12 months. The contribution of
line-related bacteraemias to the overall total of MSSA bacteraemia since April
2014 is shown below:

To maintain this reduction in MSSA bacteraemias, it is important to reduce infections associated with
peripheral and central intravascular catheters and also continue the screening and suppression of
MSSA before targeted surgical procedures. Peri-operative suppression of MSSA is currently
performed for cardiothoracic, invasive cardiology, orthopaedic, neurosurgical and breast
implant/reconstruction procedures. Those undergoing haemodialysis are screened for MRSA and
MSSA on a quarterly basis. The following categories of patients undergoing insertion of a central
venous catheter are also screened for MRSA and MSSA: any tunnelled line (including Portacaths and
lines used for dialysis), dedicated lines used for Total Parenteral Nutrition, lines used in Haematology
or Oncology and lines put in by the Line Insertion Service.
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6. Escherichia coli bacteraemias
Reporting of E. coli bacteraemias became mandatory on 1st June 2011. Between 1st April 2019 and
31st March 2020, UHPT recorded 459 bacteraemias due to E. coli, compared to 414 the previous year.
During the same period, there were 79 hospital-apportioned bacteraemias compared to 68 the previous
year and an objective of fewer than 68 cases. Although this is disappointing, only 6 E. coli
bacteraemias were recorded in the final quarter of the year. Over the year, six cases were secondary to
catheter-associated urinary tract infections.
Hospital-apportioned Escherichia coli bacteraemias, April 2010 – March 2019

7. Klebsiella spp bacteraemias
Mandatory surveillance was extended to include bacteraemias caused by Klebsiella spp. in April
2018. Over the last 12 months, UHPT recorded 97 bacteraemias due to Klebsiella spp., of which 26
were hospital-apportioned. This compares to 19 hospital-apportioned cases the previous year.
8. Pseudomonas aeruginosa bacteraemias
Mandatory surveillance was extended to include bacteraemias caused by Pseudomonas aeruginosa in
April 2018. Over the last 12 months, UHPT recorded 32 bacteraemias due to Pseudomonas
aeruginosa, of which 7 were hospital-apportioned. This compares to 2 hospital-apportioned cases the
previous year.
9. Carbapenemase-producing Enterobacteriaceae
Enterobacteriaceae are a large family of bacteria that usually live harmlessly in the gut of all humans
and animals. However, these organisms are also some of the most common causes of opportunistic
urinary tract infections, intra-abdominal and bloodstream infections. They include species such as
Escherichia coli, Klebsiella spp. and Enterobacter spp. Carbapenems are a valuable family of
antibiotics normally reserved for serious infections caused by drug-resistant Gram-negative bacteria
(including Enterobacteriaceae). They include meropenem, ertapenem, imipenem and doripenem. Until
recently, Gram-negative bacteria have been usually been susceptible to carbapenems and these have
been the agents of choice for the treatment of multi-drug-resistant Gram-negative infections.
Carbapenemases are enzymes that destroy carbapenem antibiotics, conferring resistance. They are
made by a small but growing number of Enterobacteriaceae strains.
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There are different types of carbapenemases, of which KPC, OXA-48, NDM and VIM enzymes are
currently the most common. Rapid spread of carbapenem-resistant bacteria has potential to pose an
increasing threat at a local and national level.
Over the last five years, there has been a rapid increase in the incidence of infection and colonisation
in patients in the UK by multi-drug resistant carbapenemase-producing organisms. In addition, a
number of clusters and outbreaks have been reported in England. The threat of the spread of CPEs has
resulted in a Public Health England (PHE) Incident and Emergency Response Plan Level 3 (national
implications) and NHS England issued a Patient Safety Alert on 6th March 2014. In December 2013,
PHE produced an acute trust toolkit for the early detection, management and control of CPEs which
recommended that acute trusts produce a CPE Management Plan. A local Plan was produced in April
2014. The majority of recommendations made in the PHE toolkit were already in place at UHPT, but
some additional measures were implemented following publication of the Pan.
In total there have been 23 cases of carbapenemase-producing Escherichia coli, with no secondary
transmission linked to these cases.
•
•
•
•

three imported from the liver Unit at King’s College Hospital
eleven imported from hospitals abroad
one imported from a visitor from abroad
eight de novo cases (with no risk factors identified).

The number of screens and cases of CPE for 2019-20 are shown below:
Month (2019/20)
April
May
June
July
August
September
October
November
December
January
February
March

Number screened
24
30
30
29
32
36
30
23
30
36
25
29

Number colonised
0
1
0
0
0
0
1
1
0
0
0
0

Number infected
0
0
0
0
0
0
0
1
0
0
0
0

10. Hospital-Acquired Bacteraemias
Over the last 12 months, there has also been surveillance of all hospital-acquired bacteraemias.
Patients with a bacteraemia were identified by daily review of all positive blood cultures, followed by
clinical confirmation using standard definitions. The main criterion for a bacteraemia to be recorded
as hospital-acquired is that it was taken more than two days after admission. Information from
patients with bacteraemia was collected by the IPCT, reviewed by a Consultant Microbiologist and
included demographic, infection and risk factor data.
Between April 2019 and March 2020, 23,984 blood culture sets were taken at UHPT. Once repeat
isolates were removed, 263 patients were considered to have developed one or more episodes of
hospital-acquired bacteraemia, compared to 232 the previous year. The majority of hospital-acquired
bacteraemias occurred in the Critical Care, Haematology and Oncology, Gastroenterology, Medicine
and Cardiothoracic Directorates. This is likely to reflect factors that influence risk of bacteraemia such
as severity of illness, immunosuppression and invasive devices.
The underlying sources of hospital-acquired bacteraemias for the whole hospital are shown in below.
Intra-abdominal infections were the commonest allocated source.
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Sources of hospital-acquired bacteraemia, April 2019-March 2020

Information on the micro-organisms causing hospital-acquired bacteraemias is given below. The
commonest individual species was Escherichia coli, which accounted for 27% of cases. Other
coliforms were responsible for a further 17% of cases. Staphylococci accounted for 25% of cases,
with 8% due to MSSA and 1% MRSA.
Micro-organisms causing hospital-acquired bacteraemia, April 2019-March 2020
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11. Cases of Clostridium difficile
From April 2019, there were changes in the mandatory reporting of C. difficile infections. The number
of days to identify hospital-onset healthcare-associated cases was reduced from > 3 to > 2 days
following admission. In addition, a prior healthcare exposure element was added for community-onset
cases as follows:
•
•
•
•

Healthcare-onset healthcare-associated: cases detected three or more days after admission
Community-onset healthcare-associated: cases detected within two days of admission where
the patient has been an inpatient in the trust reporting the case in the previous four weeks
Community-onset indeterminate association: cases detected within two days of admission
where the patient has been an inpatient in the trust reporting the case in the previous 12 weeks
but not the most recent 4 weeks
Community-onset community-associated: case detected within two days of admission where
the patient has not been an inpatient in the trust reporting the case in the previous 12 weeks.

Between April 2019 and March 2020, UHP reported 66 hospital-onset healthcare-associated and 34
community-onset healthcare-associated Clostridium difficile cases to give a total of 100 cases for the
year (objective fewer than 63). When the new definitions were applied to the cases for the year before,
this represented an increase of 28 cases as shown in the figure below.

Comparison over a longer period of time can be made by comparing the figures using the previous
definition. Over the year, 55 Trust-apportioned cases C. difficile (cases occurring 72 hours or more
following admission) were reported compared to 30 hospital-apportioned cases the year before.
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Trust-apportioned cases of Clostridium difficile infection, 2008-20

During the year, an improvement plan was coordinated which included Five Key Messages for the
management of C. difficile. This resulted in significantly improved management of patients with
suspected C. difficile-associated disease and led to a fall in the trajectory of cases.
Considerable effort will be required to continue these improvements and plans are in place to further
enhance and maintain clinical practice, deliver a Deep Clean Programme and enhance antibiotic and
proton pump inhibitor stewardship.
12. Orthopaedic and other surgical site infections
The Surgical Site Infection Surveillance Service (SSISS) assesses speciality-specific surgical site
infections on a quarterly basis. University Hospitals Plymouth NHS Trust has participated with this
scheme since its introduction in 1997. Standard case definitions and surveillance methodology are
provided to enable comparable rates to be produced. Although the reporting of orthopaedic surgical
site infections has recently become compulsory, other components of this scheme remain voluntary.
Over the last year surgical site surveillance has been performed on the majority of major surgical
procedures carried out at UHPT. Post-discharge surveillance is carried out for some procedures using
a standard questionnaire that is returned 28 days after the procedure with telephone follow up of
selected cases. Reports are produced and fed back to individual surgical teams on a quarterly basis.
Feeding back infection data is a crucial component of a quality improvement programme and is
known to reduce post-operative wound infection rates. Significant reductions in surgical site
infections have been achieved at UHPT in those surgical procedures for which surveillance has been
established for some time (notably in cardiac and vascular surgery). There have been reductions in all
hospital-acquired bacteraemias attributable to surgical site infections since the service commenced.
The cumulative infection rates at UHPT for all surgical specialities for the last 5 years to June 2019
are shown below. Caution should be use in interpreting the national comparator figure. A number of
published studies have concluded that poor-quality data, the inclusion of data that does not comply
with standard protocols or definitions, and variations in data collection methods make the national
surveillance rate unsuitable for benchmarking purposes.
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Untoward incidents including outbreaks
1. Outbreaks of Diarrhoea and Vomiting
Between April 2019 and March 2020, there were two wards closures due to outbreaks of vomiting and
diarrhoea at UHP, with the mean length of closure being 4.5 days.. A comparison with other years is
given below.
Outbreaks of diarrhoea and vomiting, September 2004 – March 2019
Year
Wards
Patients
Staff
Norovirus positive
2004-05*
43
658
208
28
2005-06
60
878
168
35
2006-07
9
150
52
7
2007-08
14
204
36
12
2008-09
5
84
25
5
2009-10
24
410
123
24
2010-11
7
135
13
7
2011-12
10
176
44
10
2012-13
23
431
106
23
2013-14
1
11
7
1
2014-15
2
38
24
2
2015-16
1
18
4
1
2016-17
3
47
10
3
2017-18
0
0
0
0
2018-19
0
0
0
0
2019-20
2
29
8
2
* Note this is a part year (September 2004 – March 2005)

Days
252
320
48
69
26
124
45
55
134
6
14
5
8
0
0
9

Mean days
5.9
5.3
5.3
4.9
5.2
5.2
6.4
5.5
5.8
6.0
7.0
5.0
2.7
0
0
4.5

The management of outbreaks has been greatly facilitated by the introduction of rapid diagnostic
technology (Polymerase Chain Reaction, PCR) and controlling spread by cohorting patients in side
rooms and bays with doors. As a result, the number of ward closures has been dramatically reduced,
with substantially less disruption to the operational running of the hospital.
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Outbreaks of norovirus are controlled by containment, enhanced infection control procedures, and
environmental cleaning and decontamination. The following control measures are taken:
1. Outbreak meetings are convened and are generally attended by ‘key players’, including
representatives from the cleaning contractor, affected wards, the operational team as well as
the IPCT. The IPCT regularly attends the daily operational meetings
2. Information is disseminated throughout the Trust via daily ‘Ward Closure’ and ‘Outbreak
Update’ emails.
3. Symptomatic patients are isolated or cohorted
4. Staff movements are restricted
5. Enhanced infection control measures are implemented
6. Symptomatic staff remain off work until 48 hours after their last symptoms
7. Enhanced environmental cleaning and decontamination is implemented in affected areas.
Wards are deep-cleaned 48 hours after the last symptoms are reported.
During the year, there continued to be effective collaboration between the Operational and IPCT
which led to prompt and successful containment.
2.

Influenza

Preparedness for influenza commenced in August 2019 led by Specialist Practitioner Tracey
Hambridge. Tracey led on a reflection of last year’s performance, reviewed our advice, processes and
documentation against the up-dated information available from Public Health England. In view of the
practice of early isolation and clinical assessment of exposed patients, the IPCT maintained the
approach employed in the previous two ‘flu seasons not to close bays to cohort potentially exposed
patients; this was managed on a case-by-case basis. During September 2019 the preparedness of
seasonal viruses “Are you ‘flu ready?” allowing staff the opportunity for refresher training on viral
swabbing, correct selection and use of PPE and isolation precautions. Ward Sisters were asked to
check they had supplies of tissues and hand wipes to encourage correct cough etiquette in patients
presenting with influenza like illness. Training was provided to the admission areas on the correct
viral swab technique. The microbiology laboratory staff provided IPCT with a list of patients being
tested each day thus enabling IPCT to contact the wards and advise on Droplet isolation precautions if
they had not been initiated using these opportunities for education.
In total, there were 4003 respiratory viral swabs taken between 1st April 2019 – 31st March 2020 of
which 456 were influenza A and 21 were Influenza B. The distribution by age suggested people 18-59
has a marginally higher rate of infection.
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The ‘flu season in respect of the reporting commenced on the 30th September 2019 and continues to
May 17th 2020. The graphs show the cases from the start of the season. The number of influenza cases
rose rapidly in December and levelled throughout January and maintained low levels during February
and March. There was one ward closure due to influenza, suggesting patient–to–patient transmission,
and bay closures were directed and managed when patients confirmed with influenza were unable to
be isolated in single rooms. All symptomatic patients were prescribed anti-viral treatment and
contacts of the positive patients were assessed and offered prophylaxis as clinically indicated. The
clinical areas received increased environmental cleaning and staff and visitors provided with Personal
Protective Equipment when entering the areas under increased infection control monitoring.
There was a fairly even distribution of other circulating seasonal viruses such as; Adenovirus,
Bocavirus, Coronavirus (not COVID-19) Human Metapneumovirus, Parainfluenza, Respiratory
Syncytial Virus, and Rhinovirus between September 2019 – March 2020.
The IPCT Nurses maintained their usual On-Call system to provide clinical advice and monitored
compliance in the controls implemented, although increased their availability in the hospital to
respond to the increased processing of samples and clinical advice, provide the Operational Site
Manager with accurate situation reports to support the operational flow of patients, and provide daily
figures for external performance reporting. The Microbiology laboratory responded by increasing the
frequency of viral testing from 5 days a week to 7 days, and up to four testing runs per day. In
addition, Occupational Health and Wellbeing continued to offer non-immunised staff the seasonal
influenza vaccine.
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3.

Other infection-related incidents

The other infection-related incidents dealt with by the IPCT between April 2019 and March 2020 are
outlined below. All ward closures and other Serious Untoward Incidents are reported to the Health
Protection Agency and Strategic Health Authority as part of the mandatory surveillance of Healthcare
Associated Infection. Reports on these incidents are available from the IPCT.
Infection-related incidents, April 2019 – March 2020
Month
March 2019
March 2019
March-April 2019
February-April 2019
April 2019
April 2019
April-May 2019
April-May 2019
March-May 2019
March 2019
March-May 2019
May 2019
May 2019
April-June 2019
April-June 2019
May-July 2019
June-July 2019
June-July 2019
July-August 2019
July-August 2019
July-August 2019
July-August 2019
August 2019
August-September 2019

Incident
Clostridium difficile on Wolf
Clostridium difficile on Mayflower
Clostridium difficile on Hembury
MRSA on the Penrose, Pencarrow, Crownhill
and Moorgate
Clostridium difficile on Stannon
Case of Group A streptococcal disease on
Crownhill
Clostridium difficile on Meldon
Clostridium difficile on Hartor
Clostridium difficile on Marlborough
Potentially infectious tuberculosis on Thrushel
Staphylococcus capitis on NICU
Clostridium difficile on Hexworthy
Clostridium difficile on Monkswell
Clostridium difficile on Burrator
MRSA on Merrivale
Clostridium difficile on Bracken
Clostridium difficile on Torcross/Braunton
Clostridium difficile on Crownhill
Clostridium difficile on Marlborough
Clostridium difficile on Meldon
Clostridium difficile on Lynher
Clostridium difficile on Brent
Clostridium difficile on Monkswell
Clostridium difficile on Shaugh

Response
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
Standard
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September 2019
October 2019
September-October 2019
October 2019
September-October 2019
October 2019
September-October 2019
October-November 2019
October-November 2019
August-October 2019
October-November 2019
November 2019
October-November 2019
November-December
2019
November-December
2019
November 2019
November 2019-January
2020
November 2019-January
2020
December- 2019-January
2020
November 2019-January
2020
December 2019-January
2020
February 2020
November- 2019February 2020
February 2020

Clostridium difficile on Mayflower
Group A streptococcal disease on Brent
Clostridium difficile on Marlborough
Potentially infectious tuberculosis on
Crownhill
GRE on Shaugh
Clostridium difficile on Stonehouse
Group A streptococcal disease, Freedom Unit
Clostridium difficile on Merrivale
Clostridium difficile on Crownhill
MRSA on the Neonatal Intensive Care Unit
Clostridium difficile on Brent
Clostridium difficile on Honeyford
Clostridium difficile on Stannon
Clostridium difficile on Shipley

Standard
Standard
Standard
Standard

Clostridium difficile on Wolf

Standard

Potentially infectious tuberculosis on Tavy,
Tamar and Brent
MRSA on Hartor

Standard

Clostridium difficile on Monkswell

Standard

Clostridium difficile on Sharp

Standard

Clostridium difficile on Marlborough

Standard

Clostridium difficile on Mayflower

Standard

MRSA on the Acute Admissions Unit
Clostridium difficile on Shaugh

Staff screening
Standard

Clostridium difficile on Sharp

Standard

Standard
Standard
Standard
Standard
Standard
Staff screening
Standard
Standard
Standard
Standard

Standard

4. Cardiopulmonary Bypass Heater Cooler Units
In March 2017, there was a national patient notification exercise for patients who had undergone
cardiac surgery and considered to be at the highest risk of Mycobacterium chimaera infection from
heater cooler units used for cardiopulmonary bypass. Around 1500 patients who underwent valve
replacement or repair surgery on cardiopulmonary bypass in Plymouth from January 2013 were
written to as part of this process.
There have not been any infections due to M. chimaera in patients who have undergone cardiac
surgery in Plymouth. All patients undergoing cardiac surgery are informed of the risk of M. chimaera
at the point of consent for surgery and are also given information regarding M. chimaera at the point
of discharge. Mycobacterium spp. have been specifically looked for in specimens form patients with
deep infection (e.g. endocarditis, sternal wound infection) since May 2015. The Trust’s original
heater-cooler units were manufactured by LivaNova (Sorin). Six units were rotated, with four in use
and the other two in dry storage. The machines were decontaminated using processes recommended
by the manufacturer. In line with recommendations from Public Health England (PHE), water from
these units sas been sampled on a monthly basis since July 2015.
All the original machines have now been replaced with new ones (Maquet HCU 40) and undergo
regular decontamination in line with instructions form the manufacturer. Decontamination and
sampling of the heater-cooler units will continue in line with national and the manufacturer’s
recommendations.
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Hand hygiene and aseptic protocols
1. Audit of compliance with hand hygiene
During the year, all clinical areas were audited on a monthly basis. The wards, Critical Care Units,
Theatres and Clinical Department Infection Prevention and Control Link Practitioners (IPCLPs)
perform the audits. Each audit involves observation of the frequency and quality of hand hygiene in
clinical areas. The pass mark for hand hygiene audits was 95% and clinical areas failing to achieve
this are expected to perform weekly audits until they consistently achieve this standard. Between
April 2019 and March 2020, monthly results ranged between 67–100% achieving an overall Trust
compliance of 96%, The Trust’s overall mean Hand Hygiene compliance for the year compared to
previous years is shown below. This sustained compliance in hand hygiene reflects the high priority
given to hand hygiene by the IPCT as well as the impact of the ongoing commitment under the
direction of the World Health Organisation and the adoption of the my ‘Five Moments’ campaign.
Annual hand hygiene compliance, 2004-20

Each clinical area also received a qualitative audit that examines hand-washing technique using the
‘GloBox’. This activity concentrates not so much as the ‘when’ to decontaminate hands, but on the
‘how’. It demonstrates how effective an individual applies hand gel and how effective their hand
washing technique is. It promotes the Alyffe technique, a seven-step guide to decontaminating hands
and incorporates promoting the importance of drying hands thoroughly and correct use of taps to
avoid contamination of clean hands. These training and assessment sessions are provided by the IPCT
HCA’s and have also been used to raise staff awareness of contact dermatitis. All audit results have
been reported back to medical, nursing and clinical professional staff working in the areas in order to
improve practice and are also included on the balanced scorecard for reporting and on the IPCT
display cabinets on Level 7. Immediate verbal feedback is given at the time of the audit and areas also
receive a written report. The clinical areas are encouraged to display the results of hand hygiene and
other audits at their ward entrance or on a dedicated infection control notice board. The activity has
identified an increase in wearing of stoned rings, nail products and demonstrates how wearing of hand
and wrist jewellery or clothing compromises the ability to decontaminate hands effectively.
The GloBox has played an active part in many successful Infection Prevention and Control
Awareness activities including in the main hospital foyer and a programme of audit is led by IPCT
Health Care Assistants, Dilys Hill, Lesley Zynda, Nelly Burns and Kay Sullivan as well as other
hospital staff in community activities there by promoting hand hygiene as a public health message in
schools and groups.
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2. My ‘Five Moments’ for hand hygiene
The World Health Organisation’s (WHO) campaign ‘Five Moments’ was developed to reduce
unnecessary hand hygiene, to stress the importance of the correct location and time for hand hygiene,
and to ensure the chain of transmission is broken by hand hygiene and thus prevent the transmission
of infection. ‘Five Moments’ linked with the cleanyourhands campaign in the following ways:
•
•
•

The WHO guidelines on hand hygiene in healthcare formed the central clinical source for the
campaign
Within the campaign, the ‘Five Moments’ approach to hand hygiene formed the framework
for informing staff when and why hand hygiene should be performed
This will ensure other information, about how to perform hand hygiene for example, will
have an impact on practice

The IPCT continue to promote the ethos set out in this. The hand hygiene policy reflects the
requirement for all staff entering clinical areas are ‘bare below the elbow’. Compliance is monitored
during audits, undertaken by matrons, external auditing bodies and is integral to the annual Patient
Led Assessment of the Clinical Environment with evidence of good compliance. Three questions are
audited monthly in all clinical areas:- Are hands decontaminated 1) before/after contact, 2) after glove
removal and 3) after dealing with bodily fluids /clinical procedure; based on 22,212 observations the
Trust
achieved
96%
compliance.
Included in the Matrons environmental audit are two questions relating to the promotion of good hand
hygiene:
1) Is hand gel visible and available outside the ward?- achieving 100%, based on 388 inspections.
2) Are the monthly hand hygiene audit results displayed for staff and visitors? - achieving 93%, based
on 388 responses.
The Team have also taken responsibility for developing other strategies around promotion of effective
hand hygiene practice and will continue to deliver the message of the ‘Five Moments’.
3. International Hand Hygiene Day
Lead Specialist Practitioner Tamasin Davis lead on a Hand Hygiene Awareness month throughout
January 2020. The aim was to give advice on good hand hygiene and hand care. This also included
correct use of taps and water safety. 21 wards and clinical departments were visited by IPCT and
many others took part in the ‘Glo Box’ challenge to assess compliance with correct technique for
hand hygiene ensuring safety for staff and patients. There were prizes awarded to the area and
individuals who showed the greatest initiative in addressing the over use of gloves and correct hand
hygiene.
The Children’s High Dependency Unit received a Hamper and the following individuals received a
small gift due their practice and leadership in promoting the wider challenge throughout their role;
Senior Sister Theresia Makatile Marlborough ward, Dr Sen Aung, Thrushel Medical Assessment Unit,
Registered Nurse Georgie Ayres and Health Care Assistant both from Orthopaedic Out patients
Department.
4. Clinical hand-wash basins should be used for hand washing only
Previously, the Trust has successfully implemented the Department of Health recommendations that
Clinical Hand Wash Basins (CHWB) in augmented care areas should be for hand washing only. The
Water Assurance group focused on increasing compliance with the reporting of the flushing
procedures for low use outlets with a focus campaign and electronic reporting programme the overall
compliance increase from 60 % to over 96% and this continued to be maintained month on month.
Compliance with the recommendation of how clinical hand wash basins are used is monitored jointly
with representation from IPCT, Estates and Clinical areas on an annual Water Walk Around, each
ward, critical care, theatre complex and clinical department was visited throughout the year. The joint
approach serves to monitor the condition, cleanliness, access to and how the CHWBs are being used,
along with providing an opportunity to provide teaching on safe water management. Staff knowledge
with the correct use of CHWB is good and clinical areas are compliant with flushing regimes for low
use outlets. Several low use CHWB have been removed as a result of these dedicated Infection control
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and Estates visits. During ward refurbishment projects advice and recommendations for water outlets
and appropriate provision are considered.
5. Provision of alcohol-based hand rub
The IPCT continue to deliver the message of the ‘Five Moments’ and ‘At the Point of Care’. This
included the availability of alcohol hand rub sited appropriately at the point of care. Alcohol hand rub
is also available at the ward/department entrances and the ‘self-check in’ systems used by patients
when they arrive in the clinical departments for pre-booked appointments.
Management of medical devices and Saving Lives (Report by Claire Haill)
The initial success of the Bio-Medical Device Specialist Nurse post demonstrated an overall reduction
in the number of blood stream infections associated with indwelling devices, specifically vascular and
urinary catheter, whilst positively contributing to the management of patients with indwelling devices.
This post held a vacancy for six months until the appointment of Daniela Florindi as the Bio-Medical
Device Specialist nurse together with her resignation and further appointment of Alison Carey
creating a further vacancy for approximately six months the change in personnel had a direct
correlation with an increase in bacteraemia associated to the three most commonly used devices. The
impact of this vacancy adversely affected the momentum and focus that had started to transition from
investigating to assessment of the on-going need and early appropriate removal thus improving patient
care, reducing workload and refining clinical skills. All incidents are reported using the DATIX
system and investigated using the SBAR (Situation, Background, Assessment, Recommendation)
methodology and reported to the Harm Free Care meeting for wider discussion and action. Following
each investigation a tailored programme of remedial actions involves some or all of the following
resources: audit and feedback, teaching, product review or training, advice sought from other
specialists, communications between Primary Care Teams as necessary. The internal reduction
objectives were breached for the Central Vascular Catheter, Peripheral Venous Cannula and Urinary
Catheter associated bacteraemia.
All clinical areas completed monthly audits, with close monitoring by the Matrons. Observational
audits from wards and clinical department on the management of patients with peripheral and central
lines and urinary catheters are reported Trust-wide in monthly balanced scorecard. The Safety
Thermometer approach of monthly point prevalence on urinary tract infections and catheterassociated infections has been adopted for Peripheral Venous Cannula and Central Venous Catheters
locally.
Each data set has a nominated Matron responsible for scrutinising the data and requests further clarity
on any information that indicates a bio-medical device infection. The data is presented in a rolling
12-month graph showing number of devices, assessment of on-going need, documentation and
compliance with associated clinical monitoring. The data and key learning is presented monthly to the
Infection Prevention Sub-Committee
The Clinical Educators have continued their support for the nursing staff to be reassessed on their
Aseptic Non-Touch Technique (ANTT), and the Vascular Access Nurse has delivered training for
staff required to access CVC. ANTT has been incorporated in to block mandatory annual training
across most service lines. Care of patient with these indwelling devices is depicted in a set of nine
guidelines available on StaffNet for reference and as teaching resources.
The surveillance of Central Venous Catheters indicated patients with Peripherally Inserted Central
Catheters (PICC) used for parenteral nutrition were at higher risk of developing a bacteraemia. A coordinated approach involving the Nutritional Nurse Specialists in the assessment for treatment, the
Vascular Access Nurse to schedule line insertion and for this patient group to be screened for
staphylococcus aureus and pre insertion suppression therapy administration, along with a
chlorhexidine gluconate impregnated dressing and the use of the surgical ANTT procedure for all line
management. The first 6 months reported one case then the subsequent three months reported 9 cases.
The learning identified included the management of patients post-operative complications as a
significant factor.
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The Vascular Access Nurse for the Acute Care Team (ACT) has maintained a process where every
patient who leaves theatre with a Central Venous Catheter (CVC) has the line assessed within 24
hours generally by the ACT HCA’s. The ACT providing support in managing patients with CVC
follows these patients.
•

Urinary catheters

Bacteraemias associated with urinary catheters had decreased in 2017-2018 to a record low of 7 cases.
The challenge for 2019-2020 was to reduce the incidence by a further 10% to fewer than 6. There
were 13 cases attributed to Urinary catheters with most related to medical patients with urology
conditions, these contributed to the Gram negative, specifically E. coli infections. The clinical care
features involved prophylactic antibiotics for instrumented or high risk re-insertion, correct use of
fixation devices and inadvertent catheter clamping. These issues had been addressed through changes
to policy or availability of products.
The standard operating procedure for the Management of a blocked Urinary Catheter was issued
following work from the previous year lead by Daniela Florindi ant the the Continence Advisors.
Matron Timmins continues as the Lead for the Safety Thermometer for urinary infections and is an
active Ambassador Promoting: Avoid, Assess, Remove methodology whilst focusing on the hydration
of patients and documentation of clinical decision if a catheter is required to remain in-situ or referral
to the Urology specialties.
The Safety Thermometer data provided monthly point prevalence on the number of patients with a
urinary catheter in-situ this ranges between 137 – 203 and a urinary catheter associated infection rate
of 3.96% based on the Safety Thermometer criteria.
The graph below represents the last five years of urinary catheter associated bacteraemia.

•

Peripheral Vascular Catheters

The management of patients with Peripheral Venous Cannula (PVC) has generally been maintained
with a year on year down ward trend against a steady level of use. The Trust agreed to the ambition of
zero cases, however in 2019-2020 there were 3 PVC associated bacteraemia all due to Staphylococcus
aureus and therefore contributed significantly to the MSSA & MRSA bacteraemia rate. Matron
Pickbourne has recently become the Ambassador and will strive to support the mantra that best
practice remains imperative to reduce the incidence of harm. Early identification and removal of prehospital PVC has been advocated, when clinically appropriate, as the pre-hospital cited PVC had been
implicated in one case as did the lack of monitoring and delayed removal deemed as contributory
factors in three cases, and in two cases were related to the removal procedure. It is worth noting that
the bespoke Safety Thermometer method of monthly point prevalence shows the number of PVC in
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use ranges between 322 and 413; the Trust achieved five consecutive months of no PVC associated
infections.
The graph below represents five years of PVC associated bacteraemia.

•

Central Vascular Catheters

The Vascular Access Clinical Nurse Specialist Team, as part of the Acute Care Team (ACT), is to
support the Trust in its mission to reduce the incidence of Central Line Associated Bacteraemia
(CLABSI) and other CVAD-related complications. Education and training is offered to enable
healthcare professionals to care for patients with a CVAD safely and effectively, and support and
advice is to increase patient satisfaction and confidence with their care. There has been work to
improve communications between specialist teams such as the Nutritional, Cystic Fibrosis and Renal
Access specialist nurses and their associated teams. The wider team have worked to produce a
training package and competency for staff who manage patients with Totally Implantable Vascular
Devices (TIVAD). There is an increase in the use of this device and the staff across the trust are
required to receive training and assessed as competent to safely provide patient care
All health care professionals involved in caring for a patient with a CVAD must undergo theoretical
and practical training and be assessed as competent in using, and consistently adhering to current
guidelines. Once fully assessed, the individuals name should be entered on the Workforce
Development Oracle Learning Management (OLM) system and added to their personnel records.
Assessor training continues to be provided to ward based Assessors in small groups and in one-to-one
sessions. There are now six Expert Assessors. Staff assessed as competent are registered on the OLM
system and reports can be generated for wards to monitor skill mix requirements.
•

Coordination of line insertion

The daily nurse-delivered ultrasound guided Peripherally Inserted Central Catheter (PICC) and
Midline insertion service was introduced in May 2009 continues. Complication rates are low, and
successful cannulation rates are high compared to other techniques. This service is now available
daily, supported by an ACT support worker.
The main aims of this aspect of the service are:
•
•

To replace short-term central venous catheters with PICC or midline catheters, which are
associated with a reduced risk of infection, are more acceptable to the patient, and can
facilitate early discharge or prompt transfer to onward care and avoid missed doses
To reduce the numbers of tunnelled lines (e.g. Hickman lines) placed for medium term
intravenous therapy. PICC lines have a number of advantages over Hickman lines, including
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fewer resources required for insertion (staff and theatre time), involve a less invasive insertion
technique, and with fewer potential complications. Also, unlike a tunnelled line, there no
requirement for minor surgery to remove the line when treatment completed.
Education, training and assessment
Quarterly CVAD half day update sessions have been run, free to attendees throughout the year. An
eLearning package, based on the areas of concern generated from RCA reviews of CLABSI, is now
uploaded and available for use. Matrons, Ward Managers and Department Leads will be requested to
identify all staff involved in the management of Central Vascular Access Devices. Following initial
training and assessment, these staff should complete an annual CVAD update, either on line or an
attended session which is recorded on OLM.
•

Advise and support

This support includes providing advice and support to enable healthcare professionals to care for
patients with a CVAD safely and effectively, with the aim to minimise any infections or other
complication associated with these high risk devices, and to increase patient satisfaction and
confidence with their care. The service includes provision of a line insertion service, and advice on
catheter selection as well as specialist line placement. A daily Specialist Nurse led clinic provides
Midline and PICC line placement, while a regular weekly Clinical Nurse Specialist and Consultant led
clinic list offers a Tunnelled and short-term CVAD insertion service.
The ACT HCA’s continue to provide specialist service inserting Midline catheters in patients where
multiple cannulations would previously have been required. Benefits include provision of reliable
access (reduced missed doses of medication), improved vessel health due to less frequent cannulation,
and increased patient satisfaction. The ACT HCA’s continue to support CVAD dressing changes and
blood sampling (in line with Trust policy) to reduce manipulation by untrained staff.
Matron Raymond became the Ambassador to strive to support the mantra that best practice remains
imperative to reduce the incidence of harm. It is worth noting that the bespoke Safety Thermometer
method of monthly point prevalence shows the number of CVC in use 882 with an average 73 per
month. The Trust achieved two months, May and September, when the Trust reported no CVC
associated infections.
The graph below represents the last five years of CVC bacteraemia
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A reduction objective of fewer than 24 cases was agreed for 2019-2020, with 34 cases reported the
objective was breached. The CVC associated bacteraemia are generally occurring in the high risk
patient groups; Haematology, Oncology, Critical Care, Renal, all associated with patient with multiple
co-morbidities, immunocompromised and requiring multiple lines, there was a higher number linked
to the surgical care pathway; patients requiring multiple surgeries. The causative organisms are
generally gram positive staphylococci. There has been also been an increase in the cases related to
Parenteral Nutrition (PN) 15 of the 34 cases were related to PN.
Multi-Disciplinary Team style patient group investigation has been implemented and changed
practice, including delayed culturing after first temperature spike for PN lines and change of PN feed
times.
The graph below represents the last four years of CVC and PN associated bacteraemia

Audit
1. Audit of clinical areas (report by Claire Haill)
In order to demonstrate compliance with the Health and Social Care Act: Hygiene Code, the IPCT
undertake a programme of audit every year. The audit programme is designed to demonstrate that
IPCT guidelines facilitate the promotion of patient safety at all levels within the Trust: i.e. board to
ward.
This year’s programme of audit focused on responding to audits undertaken across the Trust that have
an impact on infection prevention and control practice. This approach led to more teaching to
facilitate continuous quality improvement. All audit results are factored into post infection reviews,
which provided a balanced picture of the ward and are included in the reports discussed at the
Infection Prevention Sub-committee.
On a programme of monthly ward rounds the Specialist Infection practitioner is able to view the ward
as a whole. The management of the infectious patient is monitored and compliance reported in the
monthly balanced scorecard including patients who should be isolated in side rooms are being
managed based on a clinical risk assessment in a bay. The data indicates compliance is variable across
the trust and often reflects the demand for side rooms. The management of patients with diarrhoea
improved as did the management of patients re-admitted with a history of MRSA. With the
introduction of the SALUS system has seen some awareness of patients with a clinical alert although
this is not routinely observed universally; there was an expectation of an improvement in the
acknowledgment of patient with an infectious alert and the corresponding isolation controls. Local
discussions and ownership of actions have seen a response although this does remain inconsistent
despite several areas deciding to training nursing staff as competent to issue and administer topical
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suppression therapy on a Patient Group Directive to drive an increase in compliance with topical
suppression therapy being prescribed within 24 hours of admission.
Awareness of the clinical alerts has been monitored through patients re-admitted with a history of
MRSA and C.difficile compliance has improved and maintained above 65% this included the
Emergency Department alerting system, many wards are achieving greater than 95% consistently.
September commenced a programme of ward rounds in with the Matrons. The purpose of the joint
visits was sharing knowledge of the specialty care whilst considering infection prevention and
controls; what we look at and why, provide one-to-one guidance and training to support the
improvement of infection control practices to prevent infections through employing standard
precautions every patient-every time. This process was mutually beneficial to each participant with a
demonstrable improved to the clinical environment, understanding of the patient pathways and
identifying common themes which were discussed at Infection Prevention and Sub-Committee for
sharing and resolution.
The care and management of all in-patients diagnosed with C. difficile is monitored daily by IPCT
which provides the opportunity to discuss infection control practices and associated care issues with
either the patient or the staff. IPCT and the ward staff monitor practice based on compliance with
standard precautions and standard isolation precautions. Post Infection Reviews are issued for all
reportable cases and when there has been a deviance to guidelines during this year there were very
few detailed investigations undertaken due to the improved management of patients with diarrhoea. A
quality improvement project lead by CPO Robert Chambers introduced a new stool chart to address
two emerging themes delay to submission of stool samples for testing and delay to patient isolation
once they had developed unexplained symptom of diarrhoea. The stool chart was redesigned and
piloted on several wards following feedback and a few tweaks a new chart was approved for use
across the Trust. The fundamental change was based on the NEWS methodology which the ward staff
are familiar with, prompting action and providing guidance.

Five Key messages were agreed and promoted under the Leadership of Chief Nurse Lenny Byrne,
Executive Lead for Infection Prevention and Control these were designed to give a simple, clear and
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consistent message applicable to all staff groups that could be led by the Care group managers and
clinicians and incorporated in staff and Care group level briefing meetings:
1.Immediate Specimen Testing
Patients with diarrhoea should have a specimen sent immediately for testing
2.Isolation
Patients must be cared for in a single room with standard isolation precautions. Isolation rooms should
receive twice-daily enhanced cleans and contain dedicated clinical equipment which should be
cleaned with sporicidal wipes
3.Bare Below the Elbows
All staff in clinical areas MUST be bare below the elbows and comply with Trust hand hygiene
policy.
4.Antibiotics
All antibiotic courses MUST have an indication recorded on the drug chart & all prescriptions MUST
be reviewed on a daily basis.
5.PPI
Review appropriateness of PPI prescriptions
The introduction of a colour coded Isolation Care Plan in 2015 has been maintained and evaluated
positively. In October 2018, the design and production of rigid plastic signage fixed by magnetic
strips was rolled out. These signs were positioned at eye level and, where practicable, placed in the
same place throughout the ward(s). The colour coding matches the isolation care plan, depicts the
requirements and order of donning and doffing personal protective equipment. The Isolation door
signs were supported by Hospital Trust funds, IPCT installed the magnetic strips and delivered to
signs to all wards along with promotional information, supporting the use of the care plan by the ward
staff to manage a patient with a suspected infection and either annotated or issued by IPCT on
confirmation of an infection due to an ‘alert’ organism. The Isolation Care Plan is an approved Trust
document and available from the printers; so available in colour to support the message and
replacement door signage can be purchased as they need replacing. This methodology was taken
further by producing Protective Isolation signs for specific areas and a Trust branded whiteboard sign
which can be used to cover the magnetic strips or communicate other patient requirement when the
isolation sign is not required. The final part of this project is produce signage for staff to be alerted to
patients who have been clinically assessed as needing to remain in a bay but also require standard
isolation precautions. We have piloted a clip board that will sit on the foot board of the bed using the
Yellow Alert triangle – all staff are familiar with this symbol as it is used on the electronic patient
management systems and serves to alert staff prior to entering the bed space, whilst maintaining
confidentiality. This project will conclude on receipt of the clip boards.
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In addition, the IPCT collaborated with supply companies to perform audits on behalf of the Trust. In
2019-20 the IPCT were supported in performing the following audits.
1.
Correct use of sharps containers – Daniels Healthcare
2.
Skin prep and use of Chloraprep – BD Medical
3.
Mattress Condition Review - Arjo
Other audits undertaken and formal audit reports issued:
• Monthly auditing of the awareness of the clinical alerts on the electronic patient management
system using C.difficile and MRSA re-admits as surrogate markers.
• Cleanliness of Arterial blood Gas analysers on a 6 monthly auditing programme showed an
overall improvement led By Matron Frame supported by Cath Roberts, Facilities.
• Trust wide Hand Hygiene audits and Glo box assessments
• Management of Bio-Medical devices using the Saving Lives tools and local assessments.
• Audit of 6 bedded bays and access to the Clinical Hand Wash Basins
2. Compliance with policies and procedures
A number of audits have been performed by various disciplines within the trust to assess compliance
with the comprehensive range of infection control policies and procedures, including:
a) Compliance with the ‘My 5 Moments for Hand Hygiene’ and hand washing technique using the Glo
box.
b) Availability of alcohol hand gel in clinical areas
c) Compliance with MRSA policy
d) Compliance with Clostridium difficile policy
e) Compliance with Resistant Gram-Negatives policy
f) Compliance with Glycopeptide-Resistant Enterococci policy
g) Management of intravascular catheters
h) Management of urinary catheters
i) Management of Diarrhoea and Vomiting in a Clinical Area/Outbreak Policy
j) MRSA screening
k) Antibiotic use
l) Use of isolation facilities.
The results of the audits undertaken by the IPCT are available from the IPCT office. The programme
of audit for the next 12 months is outlined in the Annual Programme of Work for April 2020-March
2021.
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Training and education
Education is essential to promoting safe practice, and is integral to the overall delivery of an effective
infection control service. Each year, an Annual Education Programme is produced to outline Trustwide training programmes for Medical and Nursing, Allied Health Professional, Facilities and Estates,
as well as Administrative, Clerical and Managerial Staff, Volunteer Staff and Contractors working in
the hospital. The plan includes an assessment of the training needs of different staff groups and is
designed to meet local and national educational needs and requirements.
Infection control was included as an integral part of Induction Training, as well as mandatory update
training. The Care Certificate was introduced for all non-registered staff appointed to patient–facing
roles (porters, phlebotomists, HCA, support workers) is now in its fifth year with the delivery
supported by IPCT.
Links with the Trust’s Learning and Development department continue and include the subject of
infection control in the Trust Preceptorship, HCA Level 1, 2 Apprenticeship training and IPC
Induction for Registered Nurses recruited through the international recruitment programme . The
IPCT also advised on the content and supported delivery of some education sessions for Facilities and
Hotel Service staff on infection prevention and control, with special reference to cleaning the
environment and appropriate use of cleaning products and use of personal protective equipment.
Consultant Nurse, Claire Haill, met with 10 newly appointed Consultants for 1:1 inductions to the
Trust. The induction covered the objectives set for and by the Trust, their role and responsibilities
pertaining to infection prevention and control, and specific aspects relevant to their speciality.
The IPCT has been recognised by the University of Plymouth healthcare faculty as a joint placement
with Tissue Viability for student nurses in years 2 and 3. A pre-placement introductory email has
been sent to the student nurses detailing the expectations of this placement and supporting
information, this had been well evaluated and served to allay concerns about the value of the
placement. Four student nurses have had a four-week placement and a further 6 have spent a day
based with the Infection Control Nurse linked with the ward they are on placement. Feedback from
the student placement: ‘When I found out that I was allocated infection control as my placement I was
excited. However, when I spoke to my colleagues and friends at university there was a preconception
that the experience would be boring and a waste of time. When in fact this couldn’t be any further
from the truth. ,‘On my first day the team presented a booklet with a structure plan for the four weeks
that I was attending placement. There was so many different learning opportunities’, “Thank you for
guiding me and giving me such a wonderful experience and support during my placement”‘. Previous
students have returned to seek IPCT as a resource since qualifying. IPCT has also been involved in
the development of staff inductions for new joiners to Microbiology labs, student Bio-Medical
Scientist and clinical staff from across the Trust.
For the fifth successive year IPCT were able to run the Principles and Practice of Infection Prevention
HEAB236 and Management of Infection Prevention HEAC334 modules in academic partnership with
University of Plymouth, Faculty of Health, Education and Society led by Lead Specialist Practitioner
Cathy Ford as Module Teacher, Cathy designed the programme and supported 16 students to
complete the module with 14 submitting an assignment and course work. The course is delivered over
6 taught days. The biggest changes for this year’s module was the utilisation of the moodle online
resource website to a greater extent and supporting students to submit their course work through the esubmission page, with subsequent marking completed electronically through this system. The module
team, Specialist Practitioner Cathy Ford, Nurse Consultant Claire Haill and Business Co-Ordinator
Maggie Swale-Jarman attended training workshops delivered by Plymouth University to be able to set
up and manage online module resources and activities. Thirteen speakers delivered teaching sessions
in their areas of expertise, to include clinical, environmental and engineering aspects of infection
prevention and control; feedback on their presentations was extremely good, noting all speakers
presented the material and responded to student’s questions well. One speaker summed up this year’s
cohort by noting “I had great feedback & it made the session into a really good discussion - very
practical!”. And feedback from the participants included comments such as ‘infection control is
broader than I thought and ‘The course was interesting and the sessions linked well and were
relatable to every day practice’
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The IPCT continues to provide education in different ways to meet the needs of a very busy
organisation. It is often difficult to release staff from their duties and to this end the IPCT are
increasingly delivering training at ward and department level. Every Service Line was supported to
run Infection Prevention and Control events to increase awareness of infection control issues and
practices. The approach taken for decontamination of equipment and the assessment of patients at risk
Carbapenemase Producing Enterobacteriaceae, Droplet isolation and viral swabbing was in a series
of tool box talks in the appropriate clinical areas with the aim that this will be rolled out further by the
IPCLP’S Several Drop in sessions were delivered by Daniela Florindi and Alison Carey in
collaboration with clinical experts Nutritional Nurses, Continence nurses in the management of biomedical devices, these were informal sessions and attended well, the feedback was that these were
useful and not intimidating, and supported by the appropriate product representatives.
A Lead Nurse for Surgical Site Infection Surveillance Scheme from another acute healthcare provider
has visited the IPCT in November 2019 to shadow the process of data collection for surgical site
surveillance scheme, review of findings, investigation of wound infection and data analysis for
production of information reports before reporting of data to Public Health England. Feedback from
this visit was positive noting “exceptional attention to detail is given to every step of the process”,
“the volume of data analysed and used to present modelled information in graphs for surgical service
line to review is fantastic”.
Information for relatives and visitors is also provided on a notice board in the concourse and Level 7,
and on the infection control website.
A new liaison has been developed between the IPCT and the Scott Medical and Healthcare College to
provide students with educational sessions and resources on infection prevention and control early in
their healthcare career. The students volunteered to support delivery of the annual study day for the
hospital staff.
Infection Prevention and Control Link Practitioners (IPCLPs – report by Claire Haill)
Infection Prevention and Control Link Practitioners (IPCLP’s) are nominated by each clinical area to
be the link between the IPCT and that clinical area. Many areas have chosen to have more than one
staff member sharing the role. A range of different clinical disciplines is now represented as IPCLP’s
thus successfully reinforcing the message that infection control is everyone’s responsibility.
The Link Practitioners are a vital resource for the trust in the overall strategy to reduce infection. A
requirement of the role is that protected time of at least 2 hours per week is allocated to them in order
that they are able to carry out their infection control related duties.
The IPCLP’s play a key role to inform, educate and support their colleagues in their clinical areas.
They also undertake frequent audits of key aspects of clinical practice. Where audit scores are less
than optimal the IPCLP will instigate an action plan to address areas needing improvement.
The theme for this year was A chain that is strengthened – not broken! By working collaboratively.
The tri-annual meetings in March, July and November revisited the responsibilities of this role as
described in the hexagonal schematic below to focus on the art of auditing and how to confidently and
supportively challenge poor practice
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Dawn Hoole, Lead Specialist Practitioner lead on the processes introduced last year with the
commencement of the E-learning enrolment followed by a one-to-one induction and supported by
IPCT introducing the concept of Team Time where we would meet the IPCLP in their clinical area
and work together on teaching audit skills, delivering update sessions, engaging in ward based
huddles, providing resources. The renovated booklet proved to be successful in informing IPCLPs of
their roles and responsibilities, providing educational resources to achieve their IPCLP competencies
and detailing “IPCLP Toolbox” resources that can be used to improve practice in their areas. The
booklet has been welcomed well by all IPCLPs and continues to be referred to in their day to day
delivery of IPCLP role.
The IPCLP’s are provided with a professional portfolio, which they maintain as evidence of their
commitment to the prevention and control of infection. This enables them to document and reflect on
their activities in order to develop within the role and their careers.
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Annual IPCLP Study Day
Lead Specialist Practitioner Tamasin Davis led the team to deliver the annual Infection Prevention
and Control Liaison Practitioner study day on the 3rd July 2019. 77 delegates attended. Three
students and a Tutor from Scott Medical College kindly assisted the Infection Prevention and Control
team in the delivery of the study day.The theme for the day was “The gloves are off”, addressing
practice on effective non sterile glove usage.
Rose
Gallagher,
MBE,
Professional
Lead
Infection
Prevention
and
Control
Royal College of Nursing, delivered the keynote address titled “Tools of the trade. Do you really need
that pair of gloves?”. The presentation considered the patient perspective, the impact on climate
control and sustainability of the NHS procurement of clinical items. Rose and Vera Mitchell, Lay
representative joined forces as one side of the debate on the use of gloves for patients in isolation. The
participants received lectures on infection prevention and control aspects of Multidrug resistant
organisms, Antimicrobial stewardship and Jargon breaking. There were optional lunchtime sessions
covering Adenosine triphosphate testing (ATP used to monitor environmental cleanliness, Waste
disposal systems, Skincare at work and IPC liaison practitioner group inductions. The afternoon
workshop sessions covered Outbreak management, Infection prevention & control quiz,
Decontamination and Fine tuning skills for the management of patients with urinary catheter and
peripheral cannulas. All study day resources were uploaded to the IPCLP section on StaffNET,
The Sponsors and speakers have received our thanks for their involvement on the day which makes
enables the day to be delivered and extremely interesting. The participants are randomly allocated to
teams where they are encouraged to work hard at attaining points – ‘Points make prizes’ with the team
who archived the most points receiving individual prizes. And finally an impressive raffle took place
with 17 prizes, generous donations from;- Butlin’s, Woodlands theme park, Theatre Royal Plymouth,
The alpine Lodge Plymouth, Chivas brothers, Pernod Ricard distillery tour, Bespoke oil painting by
the Plymouth Artist,
“Hope for All”, Loco about Coca, Dartmoor Zoological park, Paignton Zoo, China Blue, National
Marine Aquarium and IPCT. The monies raised reached £240 which has been donated to the Toilet
Twinning charity and purchased 4 latrines. 2 in Tanzania and 2 in Zambia. To find out more about
the charity visit: https://www.toilettwinning.org/.

Page 36 of 66

Several bespoke sessions and infection control awareness days/weeks have been led by the IPCLP’s
and supported by IPCT across Service lines in response to an infection concern or to improve audit
results.
The International Infection Prevention Week 14th – 18th October continued the theme of “ The Gloves
are off – when to use them and when they are not required“. Wards and Departments produced an
educational display promoting this topic as their focus for the week. Resources have been supplied to
the areas by the IPCT to support training sessions on ward and department level. Focus was extended
to include management of hand skin care and ways in which to look after your hands to support
effective hand hygiene. A label has been designed for in collaboration with Daniels Healthcare who
supply the apron and glove dispensers - danicentres to guide staff on clinical activities that require use
of gloves and those that do not.
The IPCT visited all wards and departments throughout the week to micro teaching sessions on
appropriate use of gloves and to review the educational displays prepared by wards and departments.
On Friday 18th October, a stand on the main concourse was displayed to end the week and share
information and advice on appropriate glove use, hand hygiene and skin care. The stand engaged
visitors, staff and patients.
The electronic resource on StaffNet is being used across all staff groups. Staff are using this improve
their knowledge on different infections and can locate UHPNT guidelines as well as links to specific
documents from Public Health England and other references. With ongoing support from the
communications team a new page has been added which Cathy Ford supported by Roger Burnett
Surveillance Administrator and Data Analyst has maintained and refreshed the information regularly.
This has been extremely well received and we have received comments from On-Call Managers,
Matrons, Ward clerks and Medical Secretaries who have used the resource and found it to be useful
and easy to navigate. This resource continues to be populated and updated monthly.
Compliance with National Guidance and Standards
The Health Act approved by Parliament in October 2006 contains a Code of Practice for the
Prevention and Control of Health Care Associated Infections (HCAI). The Code places a statutory
duty on Trusts to ‘ensure patients are cared for in a clean environment, where risk of HCAI is kept as
low as possible’. A revised version of the Code of Practice on the Prevention and Control of
Infections and Related Guidance was published in 2008 and was updated in December 2010 and again
in July 2015, with the latest version including an expanded section on antimicrobial stewardship..
The Trust is compliant with the latest Code of Practice (July 2015), NICE guidance and quality
standards relevant to prevention and control of HCAIs, and the Care Quality Commission’s key lines
of enquiry for the Safe Care domain. The IPCT has collated documentary evidence for the assessment
of compliance and these files are available for external assessment when required. Compliance is
reviewed and evidence updated on a monthly basis to ensure that the Trust maintains strong
compliance in this area. There are currently no outstanding issues.
The documentary evidence for the assessment of compliance of infection control within the CNST
standards (level 1) has previously achieved the required standard during an external review. The
evidence files are held electronically by the IPCT and will be updated as required for any future
assessments.
As part of the process of assessing compliance with the Code of Practice, the self assessment tool of
Saving Lives has been completed. The IPCT has the required policies, procedures and processes in
place to meet the required standards.
Decontamination Report (Nick Thomas, Peter Wright, and Mark Lavery)
The Sterilisation and Disinfection Unit (SDU) is part of the Health Care Science and Technology
(HSCT) Service Line. Consequently, ultimate responsibility for the SDU lies with Peter Wright. Who
is the Service Line lead for HCST
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Nick Thomas is the Executive responsible for Decontamination. Nick is an Ex Officio member of the
Decontamination Action Group and provides a link to the Executive Team for decontamination
related issues
Mark Lavery has been the Substantive Trust Decontamination and SDU (Sterilization and
Disinfection Unit) Lead from April 2016, having previously provided support to the Trust as part of
an inter trust collaborative agreement with the Royal Cornwall Hospitals NHS Trust where Mark had
been Trust Decontamination Lead and Head of Sterile Services since 2009.
The SDU at Derriford is staffed by a dedicated team which provides a fully certified centralised
service for the decontamination of medical instruments both within the Trust and to other clients. The
Unit supports all clinical pathways where reusable medical devices need to be reprocessed including
the reprocessing of all flexible endoscopes within the Trust.
The Decontamination Lead chairs the Decontamination Action Group (DAG), which reports to the
Infection Prevention and Control Subcommittee. The DAG is the corporate clinical reference group
for decontamination and oversees an improvement programme for the decontamination of medical
devices within the Trust.
Since 2016 a new structure within SDU was proposed and approved. The implementation, which is on
target was planned to take 5 years, consequently we are embarking on year 4 of a 5 year transition
plan.
The structure supports the transition of Decontamination and Sterile Services from being a traditional
ancillary support service to becoming a fully established professional service within the “umbrella” of
Health Care Sciences.
It is hoped that whilst improving the quality of decontamination services provided by SDU and by
those responsible for decontamination of medical devices in non-centralized locations, that patient
safety can be enhanced and that a contribution to helping to lower the probability of Hospital
Acquired Infection can be realized. Further to this, the structure, which is self-financing, has been
designed to offer real career opportunities based on academic and practical achievement, improve
staff retention and promote effective succession management. To date, circa 100 qualifications have
been achieved by SDU staff in four years ranging from NVQ’s at levels 2 3 and 5 to fully chartered
membership of the Institute of Decontamination Sciences (5 members of staff are now fully chartered
Members of the Institute).
The structure also provides for a substantive Quality Manager who is responsible for management of
the externally accredited Quality Management System and performing the role of named liaison
officer with the external notified body The post holder is also responsible for investigating defects and
complaints, undertaking root cause analysis, identifying and monitoring the effectiveness of corrective
actions and identifying staff training needs. The post holder also monitors test results (Water
sampling, microbiological, Protein monitoring etc.’). The post holder has led a number of successful
external surveillance audit undertaken by notified body S G Yarsley as well as the scheduled 3 yearly
re certification audit which took place in May 2019 and which was successful.
Activity currently underway is focused on transition to the new MDR 2017/745 which supersedes
MDD92/43/EEC. Our action plan is targeted for completion during the third quarter of this financial
year.
A Surgical Instrument Manager was also identified within the structure. The post holder who has
theatre experience is jointly accountable to the Decontamination Lead and to the Senior Theatre
Manager. The role is designed to maintain ongoing positive and effective communications between
the |SDU and Theatres, and to promote a better understanding and a good relationship between these
two key but inter dependent departments.
Current activities include equipment trials, investigations of instrument failures, instrument set
content rationalization, promoting clinical engagement with initiatives and projects as well as
managing instrument loans. Successes over the last year include content reduction and rationalization
of over 40 instrument trays, trial and replacement of power tools in Trauma and orthopaedic surgery,
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engagement of SDU staff with theatre colleagues (inter department staff training visits are now
established), daily communications with senior nurses of all specialties.
Whilst the vast majority of reprocessing across the Trust is carried out by the SDU, there are also a
small number of service lines which are responsible for their own local reprocessing. This is
continually reviewed in order to identify all those medical devices that are reprocessed in noncentralised locations. A register of such devices is maintained and is regularly reviewed. The register
will be developed to include instructions (SOP’s) for the compliant decontamination of these items.
The introduction of a validated compliant process for the local decontamination of US probes
(Trophon) has been introduced. These devices (the US probes) are extremely delicate and very
expensive.
Whilst SDU have the processes to decontaminate the probes, there is considerable risk of damage
during transit between the SDU and user departments.
The alternative process involves exposure to Hydrogen Peroxide in a sealed unit, with a cycle time of
7 minutes. The process has been shown to repeatedly achieve the required 5 log 10 reduction against
HPV. The first processors have been installed and are now in routine use in the Gynaecology OPD.
The process of Decontamination Risk Assessments are now established and are incorporated into the
pre procurement checks that are carried out prior to purchasing reusable medical devices to ensure
that such devices are able to be effectively decontaminated between uses.
Equipment and Infrastructure costs previously calculated to support the refurbishment of the Special
Equipment Processing facility and the Surgical Instrument wash facility within the SDU have been
approved.
The refurbishment incorporates the replacement of the existing ISIS Endoscope Washer Disinfectors
(EWDs) which have reached the planned end of their lives, with newer more efficient alternatives. In
addition to the decontamination of flexible endoscopes the new EWDs will allow for the fully
compliant automated decontamination of TOE probes. A duplex RO water treatment plant to support
the new EWDs is now in situ and delivery of all five endoscope washer disinfectors and five new
instrument washers is due in early May 2020. Modifications to reconfigure services and drainage for
the new instrument washers are also underway at the time of writing (April 2020). The total
refurbishment which represents an investment of circa £1.2 million, will future proof the compliant
washing and disinfection of flexible endoscopes and surgical instruments in the Trust for 8 and 10
years respectively.
As recommended by HTM0101 (issued July 2016), The SDU is now routinely using a Pro Reveal
protein detection system to identify levels of proteins including prion related proteins on washed
surgical instruments. Following identification of a baseline on going results during 2019/20
demonstrate that the SDU is routinely achieving post wash prion levels that better the target levels
identified in the HTM. The test results have been used to help identify better loading patterns in order
to consistently achieve low levels of contamination post wash. It is anticipated that results will
improve even further on commissioning the new instrument washers that are due to be installed
through the summer of 2020.
The SDU continues to be involved in benchmarking activities with other Sterile Services Departments
in the South West, and the Decontamination Lead and another staff member are members of the
National Performance Advisory Group (NPAG Decontamination).
The Decontamination Department facilitated the formation of a regional (South West)
Decontamination Workshop in 2016. The group includes a membership drawn from Microbiologists,
Engineers, Infection Prevention and Control Nurses and Decontamination Professionals, and has
become an established forum for discussing topical items and identifying and implementing best
practice regionally. Current issues include transition to MDD 2017 /745 referred to above, and the
replacement of IPG 916 with IPG 666.
By maintaining and strengthening links regionally, nationally and internationally, the SDU will
remain at the forefront of Decontamination process and systems technology.
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The SDU remain engaged with colleagues from across the Trust in the development of the proposed
GS1 initiative and it is confirmed that the SDU will be one of two pilot areas (The other being
Clinical Engineering) to incorporate RFID tracking in order to better manage our inventory of surgical
equipment. This will enable inventory related efficiencies, better asset management, improved track
and tracing of instrument trays.
The SDU was successful during 2017 in a bid to provide a significant third party contract for the
provision of decontamination services to the Care UK owned theatres at the Peninsula Treatment
Centre (PTC). Services commenced in November 2017 with activity stabilising at circa 350 theatre
trays per week. During 2018, UHP transferred a proportion of elective orthopaedic surgery to the PTC
with the consequence that output to that facility has increased significantly. Currently there are some
questions re the future activity levels within the Treatment Centre, however it is hoped that
negotiations planned for 2020 will confirm ongoing service provision to Care UK from the SDU.
A number of staff led initiatives are underway in SDU, one of which is a study to identify the root
cause of wash failures identified post wash but pre assembly. Other activities for 2020 include the
anticipated appointment of a Decontamination Implementation Officer to support staff from other
disciplines who are asked to undertake decontamination duties as a part of their role. This is becoming
more common place with initiatives leading to more local processing of some medical devices eg US
probes, some endoscopes (Nasendoscopes) and some other, usually high cost items of equipment.
There will be lessons learned following the Coronavirus pandemic, and it is anticipated that a review
of local decontamination with a subsequent report recommending ongoing arrangements and practices
will be undertaken produced and considered.
The Coronavirus pandemic has also brought the whole topic of Risk Assessment to the fore and this is
likely to be a subject of debate over the coming months.
Hotel Services (report by Liz McGuffog)
1. Governance chart
The governance chart below shows the various Groups and Committees that were involved in
providing assurance on Hotel Services. The reporting arrangements to IPSC are also shown.
At the end of September 2019, the Serco contract for the provision of hotel services came to an end
and the services transferred to UHP management. Since October 2019, the Hotel Services Contract
Review Group no longer exists and hotel services report direct to the Site Services senior management
team.
Trust Board

Linen & Laundry
Contract Review
Group

Patient Catering
Assurance Group

Linen & Laundry

Food Quality &
Safety

Senior
Management Team

Infection
Prevention Sub
Committee

Quality & Safety
Committee

Hotel Services
Contract Review
Group

Cleanliness
Assurance Group

Patient Experience
Committee

PLACE Working
Group
Commercial

Infection Control

Patient Experience

Alongside the formal Groups and Committees, there are a range of other routes which bring together
those involved in Cleanliness and Infection Control.
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2. Standard of cleanliness
The Trust continues to exceed the National Specification for Cleanliness in the NHS target
performance with a score of 97.4% compared to a target of 96.3%, which is a slight (0.2%) decrease
from last year. The target figure is calculated from the total m2 and risk categories of the areas
audited. The overall performance across the year is shown below.
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During 2019-20, 2053 cleanliness audits compared to the 2020 the year before. A number of the
audits were carried out jointly with clinical and facilities teams. The audits cover all elements
requiring cleaning regardless of where responsibility lies. The annual results for overall and hotel
services performance for environmental cleaning are shown below. The lower row of graphs depicts
the difference between the actual performance result and the target score.
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Overall Audit Performance

Hotel Services Audit Performance
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Shown below are the equivalent charts for the elements maintained by Clinical staff.
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Examples of typical trend charts, which are presented as statistical process charts, are shown below.
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Clinical Trolleys

High Level Dust
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The continued use of the single National Specification for Cleanliness audit tool gives timely
feedback for clinical staff who have access to the meridian desktop and can drill down to investigate
audit results, issues raised and emerging trends. The system generates emailed Completion Reports
which detail the overall result and the highlighted issues. This is provided to the relevant Ward
Managers within a very short time of the audit process.
The audits are measuring all elements enabling the Trust to report results that are fully aligned to the
current National Specification for Cleanliness in the NHS. All elements are required to meet the 95%
benchmark
The Cleanliness Assurance Group, which comprises members from Matrons, Hotel Services (formerly
Serco from April-Sept), Facilities and Infection Control, continues to meet monthly to discuss trends
in cleanliness standards, and track action plans that are in place. The group also discusses and actions
any issues that have arisen in the month that have not been resolved locally.
3. Environmental decontamination
Hydrogen Peroxide Vapour (HPV) treatment is proven as effective against a wide range of pathogens
including Clostridium Difficile spores and methicillin-resistant Staphylococcus aureus (MRSA). The
technology has been used to help bring outbreaks under control and reduce the incidence of C.
difficile infection for a number of years. The trust continues to use this methodology for
decontamination of isolation rooms
Within the Trust, HPV decontamination continues to be routinely carried out in any side room vacated
by a patient who has tested positive for C. difficile. To ensure side rooms are available as quickly as
possible after discharge, this service is delivered by Hotel Services, with the service being 7 days a
week, between 8 am until 10 pm. Over the past 12 months 581 room decontaminations have been
carried out, an increase of 59 from the previous year total (522).
During periods of increased activity on site, there have been some occasions when it has been
necessary to extend the HPV service hours past the 10pm cut-off.
4. Adenosine tri-phosphate swabbing
During 2019-20, the Trust has continued to deliver a programme of Adenosine tri-phosphate (ATP)
swabbing as an adjunct to traditional cleanliness auditing. ATP is present in all living matter, and
therefore the presence of ATP on a surface is an indication of how clean the surface is.
Over the course of the year 4,523 swab tests were taken, compared to 5,627 last year. These were
carried out as part of routine swab testing of side rooms being used to nurse patients with C. difficile,
as part of routine swabbing across the wards in outbreak status and also as part of side wide testing to
check for cleanliness of clinical equipment as well as the environment. An empirical target of less
than 1,500 Relative Light Units is assessed to pass the swab test, and greater than 3,000 Relative
Light Units to fail the swab test. A summary of the results over the course of the year are shown
below.
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Overall ATP test results: (left) Overall pass rate; (right) Number of swab tests taken
The ATP results are now analysed in the same way as other audit data, and Statistical Process Charts
are tracked for the most commonly measured elements. Examples of the trends are shown below.
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5. Deep Cleaning Programme
The delivery of the Ward and Department Deep Clean programme continued through 2019-20.
Whilst the Department programme progressed well as in previous years, the ward deep cleaning
continued to stall. However, during the later part of 2019, a Ward Deep Cleaning Standard Operating
Procedure was agreed with clear responsibilities and arrangements in order to achieve a robust and
embedded deep cleaning programme. The reviewed programme started in December 2019 and
progressed well although some delays were caused due to the operational activity. Ten wards were
deep cleaned in the period between December and March 2020.
Schematics showing the last full deep clean for wards and departments are shown below.
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Ward Deep Clean Programme - 2019-20
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Stonehouse
Feb-17
37
Feb-18
D
Tamar
Aug-14
67 I
I

I = In situ Deep Clean
D = Decant Deep Clean
< 12 months
12 - 18 months
> 18 months

Argyll
Oct-12

89

I
I

Norfolk
Jan-20
Jan-21

2

I
I

Departments
TCW
Aug-17
Aug-18
CDS
Jul-11

31

I
I

NICU
Sep-19
Sep-20

6

I
I

Moorgate
Oct-12
89

104 I
I

Level 11

Level 10

Level 9

Level 8

Level 7

Level 6

Level 5

Level 4

Level 3

Level 2

Level 1

Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean

58

I
I

D

2

D
I

1

I
I

16

I
I

102 I
I

Lynher
Aug-17
31
Aug-18

I
I

Woodcock
Jul-15
56
Jul-16
Shipley
Jan-20
2
Jan-21
Monkswell
Feb-20
1
Feb-21
Honeyford
Jul-11
104

I
I
D
I
D
D

D
I
Burrator
Oct-16
41
Oct-17
D

CDU
Apr-11
May-14

107 D
I

Non Clinical
Bickleigh
Never
20
Aug-14
Crownhill
Jul-16
44
Jul-17
Torcross
Nov-14
64
Nov-15

I

I
I
I

Braunton
Jun-12
93
Aug-14
Clearbrook
Dec-19
3
Dec-20
Torrington
Mar-18
24
Mar-19

< 12 months
12 - 18 months
> 18 months

Penrose
Nov-18
16
Nov-19

0
Mayflower
Nov-11
100 I
I

TLB

Tower / Podium
CYPOD
Oct-19
Nov-20

I
I

Pencarrow
Nov-18
16
Nov-19

12

Non Clinical

Lancaster
May-19
10
May-20
Antenatal
May-19
10
May-20

Ocean Suite
Dec-18
15
Dec-19
Day Assessment
May-19
10
May-20

Off Site

5

Birch OPD
Mar-19
Mar-20

Neurophysiology
Jun-19
9
Jun-20
OT
Aug-19
7
Aug-20
ED
Sep-16
42
Sep-17
X-Ray West
Jun-19
9
Jun-20
Cardiology
Nov-19
4
Nov-20
Lyd
Jul-19
8
Jul-20
Fal
Oct-19
5
Oct-20
Hydrotherapy
Sep-19
6
Sep-20
Oncology
Oct-19
5
Oct-20

Dental / MaxFax
Jan-20
2
Jan-21
Eden
Mar-20
0
Mar-21
AAU
Jun-19
9
Jun-20
Chest Clinic
Jun-19
9
Jun-20
Pacing Theatre
Oct-19
5
Oct-20

Erme
Jan-20
Jan-21
New REI
Aug-19
Aug-20
Freedom
Jan-20
Jan-21

2

Dietetics / SALT
Mar-19
12
Mar-20
Physiotherapy
Feb-20
1
Feb-21
Nuc Med
Jan-19
14
Jan-20
Main OPD
Mar-19
12
Mar-20
ECG
Nov-19
4
Nov-20

Postbridge
Jul-19
Sep-20

8

ENT / Audiology
Sep-19
6
Sep-20
Chestnut
Dec-19
3
Dec-20
X-Ray East
May-19
10
May-20
Diabetes
Dec-19
3
Dec-20

YSHIP
Mar-19
Mar-20
Vascular
Mar-19
Mar-20

12

Haemodialysis
Aug-19
7
Aug-20
Rowans
Apr-19
11
Apr-20
Ortho OPD
Feb-20
1
Feb-21

Primrose
Jul-19
8
Jul-20
Endoscopy
Oct-19
5
Oct-20
Fracture Clinic
Feb-20
1
Feb-21

MRI Scanners
Sep-18
18
Sep-19

I
I

I
I
I

Departments

Department Deep Clean Programme - 2019/20
Maternity

Level 12

Wolf
Nov-18
Nov-20
Tavy
Sep-11

56

TLB

Childrens HDU
Jul-15
56 I
Jul-16
I
Shaugh
Dec-19
3
Dec-20
D
Merrivale
Feb-20
1
Feb-21
Hexworthy
Apr-17
35 D
Apr-18
I
Bracken
Apr-13
83 D
D
Hound
Aug-16
43 D
Aug-17
I
Thrushel
Sep-11
102 I
I
Meavy
Dec-17
27 D
Dec-18
D

No Wards

Mar-20

Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean
Dept
Last Clean
Next Clean

I
I

CAU
Jul-15
Jul-16
Sharp
May-15
Dec-15
Meldon
Jan-20
Jan-21
Hartor
Feb-20
Feb-21

Lind
Mar-19
Mar-20

12

12

7

2

6. Linen and Laundry
Laundry services for the Trust continue to be delivered under contract by Royal Devon and Exeter
(RD&E) Hospital.
To operate commercially, laundry facilities must achieve a British Standard (BS EN 14065) and this
requires providers to meet the requirements of Health Technical Memorandum HTM 01-04. RD&E
Laundry Services currently holds BS EN 14065 which confirms the service operates to Best Practice
standards of the Health Technical Memorandum 01-04. The 3 year certification is subject to two
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I
I

annual surveillance visits to ensure that they continue to fulfil the requirements of the standard, with a
full re-certification audit prior to the renewal date in 2020.
Laundry X-Pert by Christeyns is the monitoring system used by EHLS to verify crucial washing
process steps (CCPs). Textiles are monitored in real time, providing the Trusts with assurance that
they are decontaminated by the various operations taking place in the machines. This verification
process is designed to guarantee specified performance parameters, targets and tolerances necessary
for achieving disinfection in the wash process, for each batch prior to safe product release. Process
validation is regularly challenged through RABC risk assessments, control point observations, process
audits, microbiological test results and temperature validation loggers, providing historical data of
evidence proving process assurance of a safe product.
An internal audit programme for the management of linen on the UHP site is in place. This monitors
the management of both clean and used linen.
7. Food Hygiene and Safety
The Local Authority Environmental EHO carried out the annual inspection of the trust’s food
premises in January 2020 under the Food Safety & Hygiene (England) Regulations 2013 and the Food
Safety Act 1990. It included an inspection of the main kitchen on level 2 and the food preparation
kitchen on Marlborough ward.
Some surface swabbing was undertaken in the main kitchen as part of the inspection. The final report
included some minor issues for resolution which were subject to an action plan.
No change was made to the Trust’s maximum food hygiene rating of 5 following the inspection.
The internal food safety programme of the main kitchen and ward kitchens continued throughout the
year. This audit covers all aspects of the Trust’s HACCP controls.
8. Internal Audit
As part of the 2019/20 Audit and Assurance Plan, as agreed by the Audit Committee, Internal Audit
were requested to undertake a review of Hospital Cleanliness.
Internal Audit completed an out of hours audit in August 2019. The audit was carried out in 3 parts,
individual ward inspections using the NCA audit tool, deep dive inspections of 4 key elements over a
greater number of wards and more general CQC type observations and comments.
Unannounced Ward Hygiene Inspections
The National Specification for Cleanliness in the NHS Audit Tool was used to carry out audits of
approximately 10 rooms / areas in 4 wards. The four wards subject to the in-depth cleanliness audit
were Braunton, Lynher, Marlborough and Shipley.
The results of the unannounced inspection were generally satisfactory.
The main elements of non-compliance over the 4 wards undergoing the in depth cleanliness audit
were:• High Surfaces - dust found in and around the nurses station/reception/stores area in all 4
wards
• Floors - dust and debris behind moveable furniture was found in 2 of the 4 wards inspected
• Sinks - detritus found in sink outlets in 2 of the 4 wards inspected – this was generally found
in non-patient areas e.g. nurses station, sluice and drugs stores.
• External Glazing
Internal Audit used the data collected to compare the results from the programme of audits carried out
each month by the Trust using the same tool in order to provide assurance over the accuracy of
scoring and cleanliness standards. Their conclusion was that the Trust’s own audit sores are
generally reflective of their independent findings and as a result, the Trust can take assurance that
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overall PASS/FAIL scores reported as part of internal cleanliness monitoring were an accurate
reflection of hygiene performance.
.
Deep Dive Inspection
The Deep Dive part of the inspection over a further 6 wards covered 4 elements, commodes, drugs
trolleys, sinks, and waste bins:•
•
•
•

Drugs trolleys were generally found to have dust on lower shelves
Commodes – fails for this element were generally a result of rusting identified on bars and
rails
Sinks – issues with cleanliness of outlets – this was generally found in non-patient areas e.g.
nurses station, sluice and drugs stores.
Waste Bins – no cleanliness issues found

CQC Type Observations
General CQC observations yielded broadly positive results. Internal Audit witnessed many positive
interactions between staff, patients and visitors and found wards to be generally welcoming and
encompassing of the trust’s expected behaviours. Wards were generally tidy and well kept. The
inspection report notes that housekeeping staff were engaged in cleaning and appeared to be following
procedures with regard to the use of equipment in ward areas.
9. Patient-Led Assessment of the Care Environment (PLACE)
The Trust’s 2019 PLACE Assessment was carried out in November 2019 following a lengthy process
review.
The PLACE assessment is designed to provide a non-technical view of building and non-clinical
services based on a visual assessment. Assessors are asked to rate a range of environmental aspects
against set criteria and must reflect only what is seen on the day. A degree of judgement by the
assessors is required. A crucial component of the inspections is the high degree of patient involvement
with patient assessors making up at least 50% of the inspection teams and leading the visits and the
scoring.
Derriford Hospital was inspected across three days in November (4th, 8th & 11th) 2019. A team of 20
patient assessors from members of Healthwatch Plymouth, the Trust’s Patient Council, shadow
governors and volunteers supported by clinical and non-clinical teams from the Trust visited nine
wards, seven departments and completed an internal assessment of communal areas and an external
assessment of the building and grounds. The groups also sampled patient food on 13 wards (lunch and
supper).
The Trust’s Cleanliness score at 99.09% was a great result, almost 0.5% above the national average
and the acute Trust average and especially gratifying following the transition of hotel services back to
being managed in-house (1st October 2019). This has been a period of change for the Trust’s hotel
services staff and they have managed it well whilst maintaining the hospital’s high cleanliness
standards.
The Trust’s score for Condition, Appearance and Maintenance was below the national and Acute
Trust average. It is recognised that some parts of the building are over 45 years old and therefore
present a challenge in terms of the management of the Trust’s estate and buildings
Cleanliness
Condition, Appearance & Maintenance

2019 results
99.09%
94.88%

2018 results
99.22%
90.22%

Headline Issues highlighted in the Assessment process:Page 47 of 66

Cleanliness
The cleanliness domain covers all items commonly found in the healthcare environment including
patient equipment e.g. toilets, showers, floors and furniture. Generally cleaning was rated extremely
well, issues raised:
• Floor cleanliness issues on Sharp Ward;
• Some isolated cleanliness issues with dust on high and low level surfaces and on
window blinds on a few wards.
Condition, appearance and maintenance:
This domain includes various aspects of the general environment including décor, fixtures and
fittings, lighting, tidiness, signage, access to car parking, waste management and the external
appearance of the building. The main issues were:
• A couple of areas were felt to be clearly in need of refurbishment (Tavy, TCW, CDC, X
Ray East, ENT and Audiology and Chest Clinic);
• Cosmetic damage to walls, doors and door frames;
• Broken pull cords and lights;
• Some damage to ceiling tiles, floors and floor skirtings;
• Sanitary ware black staining but much less than previous years;
• Dirty external windows;
• Corridor clutter, generally equipment and lots of posters on the walls;
• Some inappropriate bins.
Antimicrobial Stewardship (report by Dr Rosie Fok)
1. Antimicrobial Stewardship Team
The Antimicrobial Stewardship Team (AST) consists of Dr Rosie Fok (Consultant Microbiologist,
trust lead for Antimicrobial Stewardship) and a Band 8a Antimicrobial Stewardship Pharmacist.
•

Anna Kampa, Antimicrobial Stewardship Pharmacist, resigned from the post in November
2019 but has continued to provide interim cover. Interviews were held in early March 2020
and a new appointee is expected to take up post in summer 2020.

2. Antimicrobial Steering Group
The Antimicrobial Steering Group (ASG) is chaired by the AMS lead. The group met five times in
2019-2020, with 4 of 5 meetings quorate. The March 2020 ASG was cancelled due to COVID-19
related operational pressures. The ASG has trust board representation via the medical director.
Administrative support for the ASG is provided by the Infection Prevention and Control team, for
which the AST continues to be grateful.
3. Antimicrobial Champions
All trust service lines providing in-patient medical care have a nominated antimicrobial champion.
Champions’ reports to ASG are a standing item on the agenda, providing a structured overview of
antimicrobial stewardship activities within the service line and encouraging sharing of good practice
and solutions to challenges between service lines.
4. Governance and reporting structure
The AMS lead is responsible to the Director of Infection Prevention and Control. The AST reports
monthly to the Infection Prevention Subcommittee (IPSC). The AST reports biannually to the Safety
and Quality committee, and presented reports in June 2019 and December 2019.
The AMS lead is a member of the Medicines Governance Committee (MGC).
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The AST is part of the Devonwide Antimicrobial Resistance Group (DARG) membership. Minutes
from the UHPT Antimicrobial steering group, along with those from other acute trusts’ ASGs, are
shared with DARG.
The AMS pharmacist attended meetings of the South West Antimicrobial Pharmacy Group (SWAPG)
in 2019/20.
5. Clinical guidance
Clinical advice is available on a 24h a day 7 days per week basis via the on-call Consultant
Microbiologist. The Antimicrobial Stewardship Pharmacist provides guidance to trust pharmacists
about appropriate antibiotic use.
Empirical antibiotic treatment and prophylaxis guidelines are available via Staffnet and a mobile
device app.
New sections added in 2019/20:
•
•
•
•
•

Guidance on prescribing antimicrobials in renal impairment
Guidance on prescribing antimicrobials in hepatic impairment
Daptomycin dosing and monitoring
Dosing of antimicrobials in obesity
Novel coronavirus (COVID-19)

Sections amended in 2018/19:
•
•
•
•
•
•
•
•
•

Surgical prophylaxis for colorectal procedures
Guide to viewing service line AMS audit data
Gentamicin dosing and monitoring updated to include pregnancy
Urinary tract infection guidance extensively revised in line with NICE guidance
Prophylaxis of recurrent UTI amended in line with NICE guidance NG 112
Adult & Paediatric Influenza updated with 2019/20 seasonal influenza guidance
Teicoplanin dosing and monitoring aligned with renal drug database and summary of product
characteristics
Adult community acquired pneumonia non-severe guidance split into low and moderate
severity in line with NICE and British Thoracic Society guidance
Asplenia guidance on vaccination updated in line with revised Green Book chapter

The AST continues to regularly review guidelines, working with the relevant service lines.
The AST have reviewed and contributed to authorship of several patient group directives (PGD),
ratified via MGC. These include:
•
•
•
•
•
•

226/2012 Clarithromycin for MIUs and ED
329/2018 Amoxicillin for MIUs
324/2019 Benzylpenicillin for MIUs
326/2019 Co-amoxiclav for infected bites in MIUs and ED
327/2019 Co-amoxiclav prophylaxis for bites in MIUs and ED
053/2003 Azithromycin in SHiP

6. Formulary and antibiotic supply
The AST has supported the application to MGC for the following additions to the trust formulary:
•
•
•
•

November 2019 Zanamivir for influenza
November 2019 Isavuconazole for invasive aspergillosis and mucormycosis
January 2020 Nitazoxanide for chronic norovirus and selected parasitic infections
January 2020 Dalbavancin for severe Gram positive infections
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There were no antimicrobial supply issues requiring a change in local guidance or stock lists during
2019/20. Globally, production of spectinomycin was discontinued: Genito-urinary medicine service
line is only user of this agent and national alternative management strategies in place.
7. Safety issues
An alert from the MHRA was issued in October 2019 regarding the risk of adverse drug reactions
when prescribing in renal impairment. UHP guidance on prescribing antimicrobials in renal
impairment was added to trust antimicrobial prescribing guidelines and ward pharmacist access to
online renal drug database resource was renewed.
Incidents reported via the Datix system with an antibiotic alert tag are reviewed by the AST and
collated for presentation at ASG. Incidents requiring immediate remedial action are dealt with in real
time, systematic problems or trends are identified and individual significant incidents are investigated
with learning points disseminated to stakeholders. On average there were 26 incidents per month
reported with an antibiotic alert tag. A significant number of these incidents do not relate to the supply
or use of antimicrobial medication (i.e. incidents are reported involving patients who are receiving
antimicrobial medication at the time of an unrelated incident).

The incident in December 2019 with severity coded as severe/catastrophic was reviewed as a serious
untoward incident, and relates to a patient who was prescribed a prophylactic dose when a treatment
dose was intended. This SUI concluded that there was evidence that the patient did not have the
condition for which the antimicrobial was prescribed, and that the prescribing error did not have any
impact on clinical outcome.
Learning was shared with the ward prescribers and the ward pharmacists, highlighting the need for
clarity of documentation of indication (prophylaxis versus treatment) for antimicrobial prescriptions.
Three incidents had moderate severity of outcome:
• May 2019 Misrecording of expiry dates on pharmacy system plus failure to perform ward,
emergency drug cupboard and pharmacy cold store expiry date checks led to lack of in-date
pre-prepared product. On-call staff prepared required dosage allowing drug to be
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administered after a delay of several hours. Pharmacy systems have been reviewed to include
second checking of expiry dates on product receipt and a review of emergency drug cupboard
expiry date check process.
• July 2019 Patient discharged with 2 boxes of a drug and took the daily dose of 5 tablets out of
each box every day (10 tables/day), instead of intended 5 tablets/day. Incident shared with
ward nursing staff who perform the drug counselling for patients going home with new
medication.
• December 2019 Co-amoxiclav prescribed and administered to a patient with recorded
penicillin allergy. Patient was observed and did not develop any signs of allergic reaction
following administration.
8. Antimicrobial Consumption
Total antibiotic consumption, as measured in defined daily doses (DDD) per 1000 admissions, has
been lower over past 18 months than the preceding 18 months. The notably high DDD/1000
admissions recorded in March 2020 corresponds to a marked reduction in hospital admissions during
the COVID-19 pandemic preparations, with a shift to increased proportion of emergency vs elective
admissions.

The steady increase in carbapenem consumption since April 2017 may be flattening off. Addressing
this issue will be a key focus on the AST in 2020-21 when the new antimicrobial stewardship
specialist pharmacist is in post.
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9. Audits
9.1. Ward pharmacist monthly antimicrobial prescription drug chart audit
The monthly ward pharmacist audit looks at the quality of documentation on the drug charts of
patients receiving antibiotics. (Not performed on wards piloting the electronic medicines prescription
and administration (EPMA) system).

Completion of ward pharmacist monthly antimicrobial prescription drug chart audit:
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WARD

Apr-19

Argyll

X

Jun-19

Jul-19

Aug-19

Sep-19

X

X

X

80

80

80

Oct-19

Nov-19

Bickleigh

60

50

90

60

67

-

70

100

Bracken

60
80
64
57
80
60
66
67
48
56
68
62
80
50
57
80
80
75
80
X
47
100
80
100
50
60
70
78
77
73
20
70
X
50
85
93

60

90

-

70

63

33

76

80

83

55

87

100

60

95

49

-

53

71

73

78

70

55

-

63

67

76

68

63

80

100

80

100

100

X

75

92

82

80

-

78

66

67

89

83

90

60

84

90

80

-

74

80

66

57

70

52

-

52

67

60

66

90

74

70

72

83

-

67

74

61

-

76

68

-

72

76

40

63

53

69

53

67

76

83

76

73

72

72

89

68

60

47

62

54

76

66

80

75

60

80

67

-

69

40

86

87

80

80

76

67

75

70

70

100

X

76

75

100

83

68

-

74

-

70

67

64

65

63

65

68

62

60

70

82

80

82

80

63

87

67

80

54

75

52

57

76

90

80

86

95

85

100

97

60

100

X

60

-

80

80

90

95

40

87

60

73

78

60

-

60

67

80

58

87

60

Braunton
Brent
Burrator
Childrens HDU
Clearbrook
Crownhill
Hartor
Hembury
Hexworthy
Honeyford
Lynher
Marlborough
MAU Tavy
MAU Thrushel
Mayflower
Meavy
Meldon
Merrivale ASU
Monkswell
Moorgate
NICU
Norfolk Orthopaedics
SAU (Hound)
Sharp
Shaugh
Shipley
Stannon Ward
Stonehouse
Tamar (Short Stay Unit)
Torcross (CCU)
Torrington
Torrington (HDU)
Transitional Care Ward
Wildgoose
Wolf
Woodcock

Legend

May-19

x
N/A

X

60

-

59

76

54

72

51

N/A

N/A

N/A

65

-

58

65

84

66

78

65

67

70

65

75

74

80

37

60

67

80

80

80

88

70

-

-

-

87

73

X

73

-

-

X

70

80

-

80

62
N/A

N/A

60

-

-

X

-

90

52

80

92

X

X

80

90

X

X

90

X

X

80

66

84

64

74

84

65

74

90

80

87

X

87

89

88

-

Dec-19

Jan-20

40
75
100
67
64 72
77
78
67
57
100
X
70
89
55
56
87
89
71
88
74
73
75
63
82
X
91
85
50
40
63 63
78
60
80
77
52
40
65
68
88
72 80
100
X
40
69
80
70
78
65 N/A
N/A
70
75
71
66
63
80
87
73
X
X
X
20
X
100
93
78
80
92
100

Feb-20

Mar-20

80

2

-

-

71

9

86

8

-

7

100

2

X

1

82

7

73

10

80

8

60

-

N/A

N/A

N/A

N/A

77

5

86

9

62

8

77

-

-

8

72

2

60

-

54

-

75

8

-

7

X

2

X

0

-

-

-

11

57

-

N/A

N/A

69

10

-

9

80

8

-

1

-

2

-

X

80

2

90

3

74

14

80

8

audit done
no patients on abx on day of audit
audit not done
EPMA ward

Performance in the audit is discussed at the Infection Prevention subcommittee during the matrons’
quarterly report presentations.
In line with the trust key messages for C. difficile reduction, the focus is on the completion of
indication for antibiotic prescriptions on drug charts. This has shown steady improvement over the
past year.
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9.2. Antibiotic Take Five audit
Service lines are required to submit data for 5 patients per base ward receiving a treatment course of
antibiotics per month. This audit is based on the Start Smart then Focus toolkit metrics. Based on the
number of service lines and wards the expected submissions should be 203 questionnaires per month.
The volume of questionnaires received per month improved steadily through 2019/20 until
operational pressures arising from the COVID-19 pandemic had an impact on figures for March 2020.

In line with the trust key messages for C. difficile reduction, the focus is on the completion of a 48-72
hour antimicrobial prescription review in the medical notes. This has remained above 80% throughout
the year but is still short of target of 95%.
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9.3. Service line performance dashboards
Five key antimicrobial stewardship metrics are now included in the monthly service line performance
dashboards (from early 2019). Failure to submit any data to the Antibiotic Take Five audit will result
in a “red” on the dashboard for that month. Performance dashboards are reviewed in the service line
governance meetings. Trustwide results in these key metrics for 2019/20 are summarised in the table
below.

Q1 2019/20 Q2 2019/20 Q3 2019/20 Q4 2019/20

Target

No rationale for choice of agent(s)

6

3

6

6

≤5

Review of BC results documented

73

79

70

64

≥ 95

Review of urine culture results
documented

78

78

79

79

≥ 95

Documented antibiotic review at 48-72h

83

86

84

81

≥ 95

4

4

4

3

≤5

No clear reason for receiving >3d IV
antibiotics
Total no. of submissions

225

296

407

407

9.4. ED antimicrobial stewardship audits
The ED antimicrobial stewardship audit had no data submitted for September 2019to January 2020
due to a period of absence for key staff member. The audit has been restarted and the aim is for data
to be submitted for 20 patients per month: 10 patients discharged from ED with antibiotics, and 10
patients started on antibiotics in ED and admitted to the hospital.
Question
Allergy Status recorded?
Appropriate rationale for choice of antibiotic?
Decision to give antibiotics documented in
communication to GP?
Information provided to GP includes name of
antibiotic?
Information provided to GP includes dose of
antibiotic?
Information provided to GP includes route of
administration of antibiotic?
Information provided to GP includes intended
duration of antibiotic (N/A if all antibiotics
were stat doses only / stopped prior to
discharge from ED)
For patients that were admitted from ED,
was the decision to give antibiotics
documented in notes / clerking?
Is prescriber clearly identifiable (legible
name)?
Total no. of Responses
Patients admitted from ED
Patientes discharged from ED

Apr 19

May 19

Jul 19

Aug 19

Feb 20

Mar 20

Target

90

83

Jun 19

95

83

Sep 19

Jan 20

93

100

90

100

100

75

83

100

100

50

60

67

100

92

100

100

100

85

92

100

100

100

85

92

100

100

100

85

92

100

100

100

85

92

90
90
90
90
90

90
90

91

60

100

87

100

80

91

94

100

100

100

10

12

0

20

12

0

0

29

24

10

10

-

10

6

-

-

16

11

-

2

-

10

6

-

-

13

13

90
90

10. Clostridium difficile management
The antimicrobial pharmacist or ward pharmacist reviewed antimicrobial and proton pump inhibitor
(PPI) prescriptions (current and up to 90 days prior to positive C. difficile specimen date) for 149
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patients with C. difficile infection during 2019/20. There were no instances where antibiotics were
deemed to have led to avoidable increased risk (due to inappropriate antibiotic use) of C. difficile.
46 wards have been placed under C. difficile outbreak measures during 2019/20 and the AST has
reviewed the antibiotic stewardship audit data for these wards, with feedback to the teams on their
performance in the preceding 3 months provided to the ward / service line and an offer of an
antimicrobial review MDT. Ward teams were reminded of the importance of daily reviews of
antimicrobial therapy and documentation of antimicrobial plans in the medical notes, and encouraged
to use the “Have you STOPpeD your patient’s antibiotics?” checklist.
11. Education
Teaching on AMS has been delivered to service lines on six occasions during 2019/2020 and as an
induction session to trustwide F1 doctors in September 2019. In addition, the AMS lead delivered a
session on AMS to trust non-medical prescribers at their trust update in January 2020, presented at the
medical grand round in advance of World Antibiotic Awareness week November 2019 and to the trust
Acute Medicine Conference in February 2020.
The antimicrobial stewardship pharmacist delivered face to face teaching for all pharmacists starting
with the trust, and provided a teaching session to new pharmacists about C. difficile. Antimicrobial
stewardship learning points are included as a standing item on the pharmacy department’s monthly
clinical meeting. Members of the pharmacy team manned an information stand on level 7 during
World Antibiotic Awareness week.
From April 2019, a new antimicrobial stewardship section has been incorporated into the trust update
mandatory e-learning package for all doctors, nurses, pharmacists and non-medical prescribers.
12. Research
In May 2018 the AST launched the ARK Hospital project at UHPT, a NIHR funded multicentre study
into the impact of behavioural change strategies (online learning tool and antibiotic prescribing
decision aid) on documented antibiotic review rates and rate of stopping unnecessary antibiotics by
72h. Information about the decision aid has been incorporated into the trust’s antimicrobial
prescribing guidelines and the AMS e-learning package. Data collection for the ARK Hospital project
is ongoing until mid-2020.
13. Quality Improvement: Electronic prescribing and medicines administration (EPMA)
The AMS lead continues to work closely with the EPMA project board to ensure key aspects of
antimicrobial stewardship good practice are incorporated into and facilitated by the e-prescribing
system being implemented across the trust.
14. Summary
The AST continues to deliver an antimicrobial stewardship programme across the trust despite a
further period of staffing challenges within the team. Established trustwide audit programmes have
continued, and increased engagement from the service lines has been achieved. Regular and consistent
educational messages to prescribers about early cessation of antibiotics which are no longer clinically
indicated and the value of clearly documented indications and reviews have coincided with
improvements in documentation and reduced total antibiotic consumption at the trust. Key priorities
for 2020/21 will be to establish the new antimicrobial stewardship specialist pharmacist within the
team and address the high carbapenem consumption.
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Other activities
1. Policies and procedures
The IPCT recognises the importance of evidence-based policies and procedures in ensuring effective
compliance with national infection control standards. All policies comply with the Trust Policy on
Policies
and
are
available
on
StaffNet
(http://staffnet.plymouth.nhs.uk/DocumentLibrary/TrustDocuments.aspx). At renewal, all policies are
examined to ensure compliance with the National Service Framework for Children and the Trust’s
Equality and Diversity Policy.
All policies are updated in accordance with a continuous process of rolling policy review. The
following policies were reviewed and updated during 2018-19:
•
•
•
•
•
•
•
•
•

MRSA Policy and Patient Screening Procedures
Guidelines for admissions, transfers and discharges
Guidelines for Resistant Gram-negatives
Guideline for the Control Of TB
Environmental Cleaning Policy
Guideline for Viral Haemorrhagic Fevers
Management of Contamination Injuries
Infection Prevention and Control Framework
Hand Hygiene Guidelines.

Communication with staff, patients and relatives (report by Claire Haill)
Communication with staff at UHPNT is facilitated by lead Specialist Practitioner Dawn Hoole who
meets regularly with the Trust Communication team to agree the communication plan for the year this
includes promoting key infection prevention and control messages, awareness days and updates. The
messages promoted throughout last year were: ‘To promote Standard Precautions for Every Patient
Every Time’. Updates on ward closures due to outbreaks are provided through Trust-wide emails. All
infection control guidelines are now available on the trust network and the infection control website
has been further developed over the last year. The display on the main infection control notice board
is changed on a regular basis; it includes education and surveillance data as well as reflecting national
and world campaign days. There were regular infection control contribution to the daily email
bulletin, weekly electronic newsletter (Vital Signs) and the quarterly magazine (Cascade) that are
distributed to all staff.
IPC Administration Team Maggie Swale-Jarman, David Trapp and Roger Burnett have been
instrumental in supporting the clinical teams with electronic resources and designing posters to assist
teaching and directing colleagues to use different systems to achieve greater efficiency for example
the cubicle tracking facility of SALUS and the reporting functionality of the ICnet surveillance and
clinical monitoring system specifically during flu and the Novel coronavirus pandemic where frequent
‘SitReps’ are required by the trust.
The Infection Prevention and Control Website has been populated with current information we
continue working with the Communications Team for their expertise to improve communication with
patients and relatives to optimise electronic technology. The team is slowly embracing the digital age!
and you can follow us @ plymouthIPCT . We have delivered updates to volunteer staff and patient
groups as well as being available to discuss infections and controls with patients on a one-to-one basis
and supported our Hotel Service contractors when any changes are implemented and for refresher
training.
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Seasonal Outbreak Preparedness
“Are You Flu Ready? Educate and Communicate, Be Ready!”

The IPCT visited all wards and departments across the Trust during the week to deliver microteaching sessions on prevention and management of the seasonal illnesses. As part of that theme we
also launched new isolation signs for patients who are nursed in a side room with isolation
precautions in place. Wards and Departments were asked to produce a display promoting either one or
both of this year’s topics. The displays were judged and prizes have been given. Congratulations to
Clearbrook Ward for winning the Best Ward Display and congratulations to Main Outpatients
Department for winning the Best Department Display. Photos of all who took part and our winners
could be seen on our twitter page.
Since the launch in 2014 we continue to issue a ‘Patient Passport’ for patients with indwelling long
term bio-medical devices or those who are or have been colonised with MRSA or Clostridium difficile
or Multi Drug Resistant Organisms (MDRO). The aim was to improve communication between
patient, hospital and community, thus improving patient safety. The patient will be encouraged to take
the passport with then to hospital, GP and Outpatient appointments or show it to their
district/palliative or specialist nurse. Patients, carers and Healthcare professionals will be encouraged
to use and annotate the passport. Some patients have brought their Passport with them on return to the
hospital. The concept has been embraced by staff and is being sponsored by the Heads of Nursing
through the Bio-medical device group. The Passport has been included in the tool kit for the reduction
of Gram negative bacteraemia, and as such a re-launch was supported by providing a resource box file
to all wards, refresher training and order codes, when issuing a passport a register will be completed
and IPCT will monitor the issue, and intervene with further support to continue the promotion.
Encouragement of patient participation in infection prevention and control is endorsed by both the
Hygiene Code (2008) and the latest NICE Quality Improvement Guidance published in 2011. The
IPCT already publish patient information leaflets for Norovirus, MRSA, Clostridium difficile, and
Extended
Spectrum
Beta-lactamase
(ESBL)-producer
and
Carbapenemase-producing
Enterobacteriaceae (CPE) and have continued to provide teaching sessions to staff supported by
information posted on StaffNet. The patient leaflets are available on all wards and departments and
are given to individual patients when a diagnosis is made and are available electronically on the
website for patients or their relatives. The Patient Passport compliments the belief that reducing
infections requires the efforts of all healthcare participants, staff and patients alike.
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2. Design, construction and renovation (report by Claire Haill)
The IPCT continues to contribute to the design, construction and renovation projects across the Trust,
particularly the significant environmental initiatives across the Estate such as the replacement of taps
and clinical wash hand basins, and ward and department refurbishment project; advising on product
approval and room specifications. For each project, method statements have included dust control
measures as advised by IPCT and compliance has been monitored throughout the works. Surveys of
the clinical environment have been undertaken prior to works commencing and have been most
successful when performed together with clinical staff, the Estates Department and planning teams.
There have been several significant projects along with many smaller projects throughout the Trust;
Projects that came to fruition was the expansion of the Emergency Department, opening of the
Peninsula Heart Clinic, Extension to Bracken ward and the creation of the Discharge lounge.
Refurbishment projects included the Doctors mess, Eden unit, Torrington sluice, several ward
reception and storage room projects and the upgrade of the decontamination facility for NICU these
and many more were undertaken in occupied clinical areas with the risks managed well. The upgrade
of the theatre ventilation plant and replacement lights in the Dental unit. There has been early IPCT
involvement in works yet to be undertaken for larger projects in the Emergency Department, Hybrid
Theatre project and the installation of the Cardiac Catheter suite. These works were designed to
provide improved facilities and service to patients were completed without significant disruption to
the day-to-day running of co-located clinical areas, reflecting the effective working relationship with
the Project Team, which included Contractors, the Estates Department, relevant Matron and staff from
the Departments and Serco as well as the IPCT. Additionally advice has been provided on projects
that have yet to be approved or progressed.
The Estates and IPCT have continued a programme of Water Walkabouts accompanied by Matron or
clinical representative were possible. This incorporates all aspects of Safe Water management across
the UHPNT. This year each ward has been visited and all clinical departments including theatre areas
have been assessed. The water outlets in the theatres were included in the visual inspection during the
annual closures. The schematic drawings have been up-dated, under used water outlets have been
removed, remedial Estates works have been actioned, teaching with regards the correct method of use
for the Optotherm taps has been given, as well as correct cleaning and maintenance programmes for
water coolers, and promoting the Water Management policy.
The IPCT continued to advise on ventilation systems and are part of the annual re-commissioning
process of theatres. The IPCT performed visual inspection and smoke testing for 37 theatres,
including advice on dust controls and cleaning during additional theatre maintenance such as
replacement of operating lights.
The IPCT continues to advise and monitor dust controls during all building works across the Trust
working closely with the Design Teams and work with Estates on their pre-planned maintenance
programme.
3. Procurement
The IPCT is a core member of the newly established Clinical Procurement group that aims to
formalise the process of reviewing products and establish a measured approach to the introduction of
new products, or trials. IPCT has evaluated chairs, trollies, and operating tables and undertaken option
appraisals on larger clinical equipment for CT and interventional procedures. The Clinical
Procurement team requested a review of disinfectant products with was jointly undertaken with Hotel
Services and Decontamination Lead with the conclusion that the current product remains appropriate
and the Trust receives a good level of support for the training of the products. We have been involved
in a range of products from the introduction of safer sharps project, gowns and face masks to
furnishings for the wards, departments and offices.
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4. Water Safety Group (report by Bryan Kidger)
The Water Safety Group (WSG), chaired by Estates, is made up of multidisciplinary key stakeholders
who each play their part in delivering safe water systems within UHP Trust properties. The Group
reports monthly into the Infection Prevention Sub-Committee (IPSC) and quarterly into the Infection
Control Committee (ICC). Estates have built a strong, collaborative working relationship with the
IPCT with the sole common purpose of maintaining and improving water safety.
The Members of the WSG are:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Estates
Infection Prevention and Control
Planning (as required)
Medical microbiology
Nursing (as required)
Augmented Care (as required)
Facilities
Hotel services/support services
Authorising Engineer (as required)
Medical Technical Officers (as required)
Specialist users of water (such as renal and Hydrotherapy, as required)
Sterile Services (as required)
Local Security Management Specialist (as required)
Water Treatment Systems Specialist Contractor

Over the last 12 months the group has continued to work hard to improve water quality and strengthen
Legionella and Pseudomonas aeruginosa controls at the Trust. A continuous process of improved
system design and implementation of best practice installation methods have seen year on year
improvement to the overall water quality which is reflected in the monthly assurance testing results.
The Water Management Policy (2017 v.3) continues to be implemented alongside a written scheme of
control & action plan, with key work areas including:
•
•
•
•
•
•
•
•
•
•

Ongoing Implementation of the Trust’s Legionella Risk Assessment
Ongoing Implementation of the Trust’s Pseudomonas aeruginosa Risk Assessment
Delivery of actions arising from the Pseudomonas and Legionella action plan
Testing of all outlets in augmented care areas for P. aeruginosa (and subsequent 6-monthly
testing)
Continuing replacement tap and basin programme.
Programmed weekly water assurance walkabouts, performing condition checks on taps, sinks,
showers, sanitary ware and outlets and to review risk assessments, flushing, testing and
monitoring regimes for departments.
Continued implementation of safe water use on the Neonatal Intensive Care Unit
Surveillance of patients in augmented care areas for P. aeruginosa.
Testing and surveillance of heater cooler units.
Risk assessment & monitoring of new and existing water coolers and ice machines.

Capital investment upgrades delivered in the last 12 months include the following works:
•
•
•

Ongoing replacement tap and basin programme.
Bracken ward extension and CDU assessment alterations.
Lind PIU alterations.
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Other work delivered over the last 12 months which has directly contributed to increased water safety
& quality:
• Review and management of the water cooler supply & maintenance contract with
improvements to response times for breakdown and supply of new/replacement units
• Ongoing process of water storage tank cleaning throughout all Trust properties
• Allocation of dedicated Estates staff solely responsible for the maintenance and monitoring of
Trust water assets
• Full implementation of electronic flushing logs to replace the paper based system.
• Ongoing process of adding all Trust water assets onto the Planet FM system. This will allow
better management of current and historical maintenance records.
5. Ventilation Systems Action Groups (report by Bryan Kidger)
The Ventilation Safety Group (VSG), chaired by Estates, is made up of multidisciplinary key
stakeholders who each play their part in delivering safe ventilation systems within UHP Trust
properties. The Group reports monthly into the Infection Prevention Sub-Committee (IPSC), and
quarterly into the Infection Control Committee (ICC). Estates have built a strong, collaborative
working relationship with the IPCT with the sole common purpose of maintaining safe ventilation
systems.
The Members of the VSG are:
•
•
•
•
•
•

Estates
IPCT
Hotel Services (deep cleans)
Facilities
Estates
Health and Safety.

Specialist ventilation is provided to operating theatre departments due to the links between surgical
site infection and theatre air quality being well established. Other areas requiring specialist ventilation
include critical care areas, pharmacy production areas, laboratories, mortuaries and clean rooms (e.g.
SDU). Increased health risks to patients, staff or visitors will occur if ventilation systems do not
achieve and maintain the required standards.
Specialist Healthcare Ventilation also plays and important role in preventing the spread of infection
from patients who have communicable diseases (negative pressure patient isolation rooms) as well as
preventing harm to staff using hazardous substances as part of a work process (LEV’s) e.g.
laboratories, drug preparation & administration of volatile anaesthetic agents. For these examples the
ventilation plays and important part in providing compliance with the COSHH Regulations.
The Trust has a statutory duty to inspect service and maintain critical ventilation systems to ensure
that they are performing effectively and achieving the required air-change rates. In addition, the
Ventilation Safety Group oversees the annual Operating Theatre Maintenance Programme which
manages this process for operating theatre ventilation.
A change to procedure which saw the withdrawal of the requirement for microbial air sampling
following standard theatre maintenance was agreed by all members of the VSG on 20th March 2018.
Full ventilation verification and air sampling is still required where intrusive work would create
contamination of the theatre rooms or internal parts of the ventilation system e.g. work above theatre
ceilings or the air distribution duct work.
Over the past 12 months, this group has continued to report the successful delivery of essential
ventilation system maintenance and the delivery of a number of ventilation system capital upgrades
including the following:Page 61 of 66

•
•
•

CDU assessment area.
A full ventilation upgrade for Theatres 9,10,11 & 12, X-ray West, ENT & Recovery
commenced on site in April 2019 and projected to complete by June 2020.
Design, approval and funding secured for Mayflower, Freedom Minors, Chest Clinic and L12
paediatric ICU. To be completed in the 20/21 financial year.

7. Infection Control ward round
All new patients with MRSA, C. difficile, Norovirus, GRE, Serratia spp, Acinetobacter, Multi-Drug
Resistant Organisms and Carbapenemase–producing Enterobacteriaceae are visited individually. All
patients with MRSA are subsequently reviewed once a week and those with C. difficile regularly
throughout their admission. On a programme of monthly ward rounds the Specialist Infection Control
Practitioner is able to view the ward in terms of general infection control practices and review the
management of patients colonised with GRE, Serratia spp, Acinetobacter, ESBL-producing
coliforms, Multi-drug resistant organisms and Carbapenemase-Producing Enterobacteriaceae. This
approach has improved the management of these patients as well as compliance with infection control
policies and procedures. In addition, the enhanced presence of the IPCT in clinical areas greatly
increased their availability for advice and guidance and improved communication with patients and
relatives. The introduction of the Isolation Care Plan has reduced the variability of practice providing
clear and concise information which can be initiated by the ward staff or the IPCT.
The approval and implementation of a Patient Group Direction allows prescribing of MRSA
eradication therapy by the Infection Control Nurses since 2004, it has been extended to Lynher ward
and revised when the designation of a ward has been changed.
The IPCT and IM&T have worked collaboratively to achieve an electronic side-room tracking system
on SALUS. The ward staff continue to enter the reason a patient is in a single room and the
Operational team are able to access a real time report. This has assisted in the management of the
single-room allocation and IPCT are able to focus on specific wards in the risk assessment

8. Infection Control Nurse Service Line working
The IPCT maintains a clinically-orientated service, with each Service Line having a designated team
of Infection Prevention and Control Nurses. This system facilitates communication between the IPCT
and Service Lines and allows a ‘tailor-made’ service to be developed for each area. By working
closely with the ward manager and ICLP to improve practice and feedback of surveillance data, it is
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hoped that individual area will develop ‘ownership’ of infection control. The programme has been
extremely successful in improving practice and reducing rates of hospital-associated infection areas.
Infection control is a standing item on the Agendas of most Service Line meetings which can be
attended by the IPCT.
9. Research
The IPCT has been involved in a number of research projects and has also collaborated in various
national studies. The following articles have been published by the IPCT:
Rapid detection of extra-intestinal Pathogenic Escherichia coli multi-locus Sequence Type 127 using
a specific PCR assay. O'Hara RW, Jenks PJ, Emery M, Upton M. Journal of Medical Microbiology,
2019; 68: 188-96.
Guidance for the decontamination of intracavity medical devices: the report of a working group of the
Healthcare Infection Society. Bradley CR, Hoffman PR, Egan K, Jacobson SK, Colville A, Spencer
W, Larkin S, Jenks PJ. Journal of Hospital Infection 2019; 101: 1-10.
Humphreys H, Jenks PJ, Wilson J. Comparison of rates of drain-related ventricultits according to
definitions used. Infection Control and Hospital Epidemiology 2018; 38: 1268-69.
Jenks PJ, Bennett S, Haill CF, Keenan J. National surveillance of surgical site infection. Journal of
Hospital Infection 2018; 97: 100-101.
Gordon NC, Pichon B, Golubchik T, Wilson DJ, Paul J, Blanc DS, Cole K, Collins J, Cortes N,
Cubbon M, Gould FK, Jenks PJ, Llewelyn M, Nash JQ, Orendi JM, Paranthaman K, Price JR, Senn
L, Thomas HL, Wyllie S, Crook DW, Peto TE, Walker AS, Kearns AM. Whole-genome sequencing
reveals the contribution of long-term carriers in Staphylococcus aureus outbreak investigation.
Journal of Clinical Microbiology 2018; 55:2188-2197
Jenks PJ, Bennett S, Haill CF, Keenan J. National surveillance of surgical site infection. Journal of
Hospital Infection 2018; 96: 20-21.
Abernethy J, Guy R, Sheridan EA, Hopkins S, Kiernan M, Wilcox MH, Johnson AP, Hope R, on
behalf of the E. coli bacteraemia sentinel surveillance group. E. coli bacteraemia sentinel surveillance
group. Epidemiology of Escherichia coli bacteraemia in England: results of an enhanced sentinel
surveillance scheme. Journal of Hospital Infection 2018; 95:365-375. Member of the E. coli
bacteraemia sentinel surveillance group.
Humphreys H, Jenks P, Wilson J, Weston V, Bayston R, Waterhouse C, Moore A; Healthcare
Infection Society Working Party on Neurosurgical Infections. Surveillance of infection associated
with external ventricular drains: proposed methodology and results from a pilot study. Journal of
Hospital Infection 2018; 95: 154-160.
Brown C, Livermore DM, Otter JA, Warren RE, Jenks P, Enoch DA, Newsholme W, Oppenheim B,
Leanord A, McNulty C, Tanner G, Bennett S, Cann M, Bostock J, Collins E, Peckitt S, Ritchie L, Fry
C, Hawkey P, Wilson AP. Multidrug-resistant (MDR) Gram-negative bacteria information leaflets.
Journal of Hospital Infection 2016; 96: 86-7.
Wilson AP, Livermore DM, Otter JA, Warren RE, Jenks P, Enoch DA, Newsholme W, Oppenheim B,
Leanord A, McNulty C, Tanner G, Bennett S, Cann M, Bostock J, Collins E, Peckitt S, Ritchie L, Fry
C, Hawkey P. Guidelines: Prevention and control of multi-drug-resistant Gram-negative bacteria:
recommendations from a Joint Working Party. Journal of Hospital Infection 2016; 92:S1-S44.
Humphreys H, Jenks PJ. Surveillance and management of ventriculitis following surgery. Journal of
Hospital Infection 2015; 89:281-286.
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Jenks PJ, Laurent M, McQuarry S, Watkins R. Clinical and economic burden of surgical site infection
(SSI) and predicted financial consequences of elimination of SSI in an English hospital. Journal of
Hospital Infection 2014; 86: 24-33.
Haill C, Fletcher S, Archer R, Jones G, Jayarajah M, Frame J, Williams A, Kearns AM, Jenks PJ. A
prolonged outbreak of meticillin-resistant Staphylococcus aureus in a cardiac surgery unit linked to a
single colonized healthcare worker. Journal of Hospital Infection 2013; 83: 219-225.
Cox J, Haill CF, Jenks PJ. Patient narratives of surgical site infection: implications for practice.
Journal of Hospital Infection 2013; 84: 92.
Haill C, Jenks P. Norovirus Outbreaks: containment or closure? Nursing Times 2013; 109: 16-17.
Haill C, Newell P, Ford C, Whitley M, Cox, J, Wallis M, Best R, Jenks PJ. Compartmentalization of
wards to cohort symptomatic patients at the beginning and end of norovirus outbreaks. Journal of
Hospital Infection 2012; 82: 30-35.
Gray RA, Williams PL, Dubbins PA, Jenks PJ. Decontamination of transvaginal ultrasound probes:
review of national practice and need for national guidelines. Clinical Radiology 2012; 67:1069-1077.
Whitley M, Haill CF, Phillips N, Williams A, Jenks PJ. Screening of healthcare workers in response
to a group A streptococcal outbreak in a maternity setting. Journal of Infection 2012; 64: 636-637.
Fletcher S, Haill, C, Jenks PJ. Escherichia coli bacteraemia: how preventable is it? Journal of Hospital
Infection 2012; 80: 355-356.
Humphreys H, Coia JE, Stacey A, Thomas M, Belli A, Hoffmann P, Jenks P, Mackintosh C.
Guidelines on the facilities required for minor surgical procedures and minimal access interventions.
Journal of Hospital Infection 2012; 80: 103-109.
Haill C, Allwood A, Kearns AM, Jenks PJ. Staff-to-patient transmission of MRSA: do bacterial
factors play a role? Journal of Hospital Infection 2011; 79: 275-277.
Jones G, Matthews R, Cunningham R, Jenks P. Comparison of automated processing of flocked
swabs for the detection of nasal carriage of Staphylococcus aureus. Journal of Clinical Microbiology
2011; 49: 2717-18.
Jenks PJ. Nitroimidazoles. 2010. In R.G. Finch, D. Greenwood, S.R. Norrby and R.J. Whitley (ed.),
Antibiotic and Chemotherapy, 9th ed.. Elsevier Saunders, Edinburgh.
Jenks PJ. Nitroimidazoles: metronidazole, ornidazole and tinidazole. 2010. In J. Cohen, W.G.
Powderly and S.M. Opal. (ed.), Infectious Diseases, 3rd ed.. Mosby Elsevier, London.
Jog S, Cunningham R, Cooper S, Wallis M, Marchbank A, Vasco-Knight P, Jenks PJ. Impact of
preoperative screening for MRSA by real-time PCR in patients undergoing cardiac surgery. Journal of
Hospital Infection 2008; 69: 124-130.
Cunningham R, Dial S. Is over-use of proton pump inhibitors fuelling the current epidemic of
Clostridium difficile associated diarrhoea? Journal of Hospital Infection 2008; 70: 1-6.
Greig J, Edwards C, Wallis M, Jenks P, Cunningham R, Keenan J. Carriage of meticillin-resistant
Staphylococcus aureus among patients admitted with fractured neck of femur. Journal of Hospital
Infection 2007; 66: 187-189.
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Cunningham R, Jenks P, Northwood J, Wallis M, Ferguson S, Hunt S. Effect on MRSA transmission
of rapid PCR testing of patients admitted to critical care. Journal of Hospital Infection 2007; 65: 2428.
Brown NM, Lee SD, Duerden BI, Gillanders SA, Cookson B, Neville L, Jenks P, Catchpole C,
Wright P, Spencer RC. MRSA in non-clinical areas of hospitals. Journal of Hospital Infection 2006;
64: 402-403.
Greig J, Jenks P. Treatment of MRSA in community acquired pneumonia. British Medical Journal
2006; 332: 1334.
Cunningham R. Antibiotic prescribing in the ICU. Anaesthesia and Intensive Care Medicine 2006; 7:
147-8.
Cunningham R. Proton pump inhibitors and the risk of Clostridium difficile-associated disease: further
evidence from the community. Canadian Medical Association Journal 2006; 175: 757-8.
Conclusions and priorities for 2019-20
The infection prevention and control service at UHPT has made significant progress towards
modernising the service it offers and meeting the challenging new agenda being set at both local and
national levels. The IPCT has dramatically changed the way it has worked in order to deliver a more
clinically-orientated and relevant service.
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. Although the number of cases
has now fallen, it will be essential to retain the ability to continue to manage these cases as normal
(non-Covid-19) clinical activity is restored and also to be able to respond to any future surges of
Covid-19 activity.
Over the last 12 months, the Trust recorded its lowest ever number of hospital-apportioned MSSA
bacteraemias Infections due to MRSA remained at a low rate, with a fall in the number of
bacteraemias and new infections. Despite high standards in the management of outbreaks of both
vomiting and diarrhoea, the number of cases of C. difficle rose. Although there was also an increase in
the number of hospital-apportioned E. coli bacteraemias, the incidence of Carbapenemase-producing
Enterobacteriaceae remained low. While the number of bacteraemias secondary to peripheral venous
catheters fell by 50%, those secondary to central venous and urinary catheters both increased.
Considerable Trust-wide effort and a zero tolerance approach to preventable healthcare-associated
infections will be required to address these issues and to achieve the infection prevention and control
reduction objectives for 2020-21.
Priorities for the following year include:
•
•
•
•
•
•
•

Continue to manage patients with Covid-19 in an effective and safe way and retain the ability
to deal with any future surges in cases
Achieve the local and national targets as outlined in the Annual Programme of Work, April
2019-March 2020
Comply with national mandatory surveillance requirements
Continue to deliver a high-class Surgical Site Surveillance Programme
Ensure continued compliance with Code of Practice (July 2015), NICE guidance and quality
standards relevant to prevention and control of HCAIs, and the Care Quality Commission’s
key lines of enquiry for the Safe Care domain
Coordinate Post-Infection Reviews on all serious HCAIs
Sustain the use of the ‘Saving Lives’ HII across the Trust
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•
•
•
•
•
•

Continue the reduction of medical device-related infections across the Trust
Contribute to the reduction of MSSA bacteraemias across the Trust
Contribute to the reduction of E. coli and other Gram-negative bacteraemias across the Trust
Continue to implement appropriate strategies to limit the introduction and spread of
Carbapenemase-Producing Enterobacteriaceae
Continue to embed infection control at all levels across the Trust
To continue to provide up-to-date information available on the Infection Control website.
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Executive Summary Report
Item 9

Research & Development Annual Report 2019/20

25 September 2020
Gary Minto, Director of
Research &
Development

Purpose
The purpose of this report is to inform the Board on R&D activity to end 2019/20 & during the COVID 19 pandemic
Headline messages
 UHPs raw Research Recruitment metrics to end 19/20 were underwhelming , though with mitigating reasons , and a better financial performance
 UHP`s engagement and contribution to urgent public health COVID research has been exemplary
 Significant progress has been made in the clinical academic research environment in collaboration with University of Plymouth`s Faculty of Health
Impact assessment
Quality

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

Finance

Research potential for Gross Value Added to Trust.

Regulation

There are no direct regulatory issues associated with this report.

Equality & Diversity

There are no direct equality & diversity issues associated with this report.

Environment & Sustainability

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

Considerations for the Trust Board
The Board is asked to:
1. The Board is asked to note the Annual Report.

Look ahead and next steps
We will proceed with COVID Urgent Public Health Studies, including Vaccine Trials
Resumption of non COVID studies will continue to be significantly impacted by COVID-19 & by research capacity issues as we focus on Urgent Public Health Studies
A priority in the coming year is close collaboration with Faculty of Health , Medicine, Dentistry & Human sciences, University of Plymouth to realise mutual
ambitions
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RESEARCH AND DEVELOPMENT ANNUAL REPORT 2019/20

Introduction

University Hospitals Plymouth NHS Trust is the largest hospital in the south
west of England, at the centre of an integrated care system serving a
population of half a million people. Our mission is to offer cutting edge
healthcare through access to clinical research to any patients for whom we
have a treatment pathway.
In 2019/20 University Hospitals Plymouth NHS Trust (UHP) recruited ~ 2,900
participants into 207 actively recruiting studies on the National Institute for
Health Research (NIHR) portfolio. This was a ~20 % decrease in overall
numbers compared to the preceding year.

NIHR League tables for

benchmarking for the 2019/20 year have not been released at the time of
writing, but we estimate this would put us in the mid 20s of 153 acute Trusts
nationally for the number of NIHR portfolio studies open, and in the 40s for
the number of participants recruited into clinical trials. ( see Figure 1)
These league tables do not capture the full extent of our research activity: we
also have a large number of trials still in active follow up & we support a
broad portfolio of academic research, own account clinical trials which are
not on the NIHR national portfolio, and around fifty commercial clinical trials.
When all these are considered together, we hosted around 550 clinical studies
in 2019/20, recruiting ~ 3,500 patients in total.
This dip in recruitment was primarily in simple observational studies. We
remained strong in high quality interventional research, appropriate to our
status as a regional speciality centre, and due to a refreshed focus on
commercial trials were in a better financial position than in recent years.
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Moreover the challenge of the COVID-19 pandemic provided a reassuring
vision of the best of clinical research at Derriford. UHP was by some margin
the highest recruiting centre to Urgent Public Health COVID-19 studies in the
SW , our team contributed substantially to international trials establishing
corticosteroids & remdesivir as the only licenced treatments in the NHS and
US for COVID 19 and 2 home grown COVID studies went from concept to
starting recruitment in less than 6 weeks.

We have consolidated these

successes through being amongst the highest recruiting sites in the UK for
the SIREN study, observing COVID 19 prevalence & antibody responses in
health care workers, and through being site selected for a major COVID-19
vaccine trial which starts soon.

Figure 1 . Monthly Comparative Recruitment 2019/20 by recruits and number of
studies . UHP University Hospitals Plymouth
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Actions towards our Research Strategy 2019-2024
Delivering Tomorrow’s Treatments Today, the Trust’s research strategy for
2019-24, set out an ambitious plan for our development of clinical research
over the next five years. This strategy is summarised in the figure below.

Figure 2. Schematic of UHP`s 5 year research strategy
In 2019/20 we made progress towards these strategic enablers and intents as
follows:
Collaboration with local partners: NIHR Clinical Research Network
Our major annual renewable research contract is with the NIHR Clinical
Research Network South West (CRN SW), which provides the infrastructure
to run NIHR studies. In 2019/20 we fell short of our target NIHR recruitment
(High Level Objective, HLO 1) in part due to a renewed focus on
interventional, complex and commercial trials, but achieved all 8 of the other
NIHR high level objectives in the CRN contract. At CRN SW annual review our
detailed explanation of factors contributing to our performance on HLO 1,
and our remedy plan which was well received. The COVID pandemic has
overtaken our plans since: UHP is by some way the leading recruiting NHS
Trust in the Peninsula to COVID Urgent Public Health trials (see COVID section
below).
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Figure 3. Comparative & complexity weighted recruitment of SW Trusts to NIHR
portfolio studies. UHP University Hospitals Plymouth
Urgent Public Health COVID- 19 research
In March & April 2020 the Chief Medical Officer wrote to all NHS
organisations, asking them to prioritise COVID-19 studies. UHP responded to
this request. The majority of our research delivery staff were redeployed to
work clinically, or focussed on maintaining drug treatment in trials,
predominantly oncology & haematology where cessation of the study drug
might be harmful to participating patients.
We retained a small research nurse workforce for thirteen urgent public
health COVID 19 studies, working in collaboration with principal & coinvestigators across several service lines, many working collaboratively
outside of their base specialities. The surge in ICU clinical trials activity in
particular has been sustained post COVID.
Two local academic COVID studies went from concept to set up and
recruitment of first patients within less than 6 weeks.
COVID - 19 Prevalence Surveys
Derriford clinicians contributed to at least seven multicentre projects,
testifying to rapid approval process from our clinical audit department and
substantial national and local progress in electronic data capture and data
linkage, within a rapidly evolving national Information Governance
framework.
Several of these trials and audits led to publications with UHP contributors in
major high impact journals including New England Journal of Medicine and
The Lancet.
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Figure 4. CRN SW Recruitment to COVID 19 studies
UHP is by some way the leading site, have recruited 3 patients into each of the
RECOVERY RS and REMAP - CAP Intensive care studies - the first unit in the SW to
do so ; 7 pts in total into the Gilead study to establish Remdesivir as a treatment
for COVID- the only SW site, and over 500 UHP staff to the SIREN study.
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“RESTART” after COVID-19
After the acute pandemic, we have being working through the NIHR Restart
framework to re-open and resume recruitment to our portfolio of non COVID
research (See Figure 5) with some success. However safety restrictions on site
visits continue to have a major impact on resumption of “normal” activity.
During the months since June our predominant focus has been participation
of UHP staff in the SIREN study (see impact story box) and planning in
conjunction with CRN SW and the NIHR national vaccine task force for
upcoming COVID-19 vaccine trials. We will be the sole SW site for a major
commercial vaccine study, HORIZON, having been selected as a result of
strong support from the Trust Executive, and our prescient efforts to achieve
capability to run interventional trials with Genetically Modified (GMO)
vectors.
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Figure 5. Status of RESTART after COVID at UHP
Collaboration with local partners: University of Plymouth
There have been significant developments in the year for our closest higher
education partner, the University of Plymouth. The Faculty of Health:
Medicine, Dentistry & Human Sciences, under Executive Dean Professor Sube
Banerjee, a key national figure in dementia research, has successfully
established the Plymouth Institute of Health & Care Research, PIHR (see
impact story box), the NIHR Integrated Academic Training program has
grown and Plymouth School of Medicine under head of school Prof Hisham
Khalil has massively stepped up its first year intake, bringing challenges and
opportunities for clinical academics.
We continue together to make steady progress toward our Strategic intention
6: to work collaboratively with the Faculty of Health for our mutual benefit
including aspirations to make a successful case in 2021 for NIHR infrastructure
funding as a Clinical Research Facility within the hospital footprint to support
early phase clinical and translational research and to develop a Joint Clinical
Research Office, aligning processes and governance to support the research
ambitions of local chief investigators, foster academic development &
provide ready access for clinicians and healthcare practitioners to research
support.
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Impact Story: Plymouth Institute of Health & Care Research
PIHR is a supportive matrix with three interconnecting key research clusters :
Discovery, Translation & Community under the Directorship of Prof Sheena
Asthana, an expert in Health Care policy . Several new key clinical academics have
been appointed to the Faculty, along with substantial grant successes totalling
more than £11 million over the past year. The Peninsula Clinical Trials unit , PenCTU
has successfully renewed CRC accreditation . Brain Research Imaging Centre is
expected to be operational by January 2021. In tandem these are healthy
developments for local Chief Investigator led health care research
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High Standards of Governance
We have revised the oversight arrangements for research in line with the
refreshed corporate governance structure. We have established the
Operational Group for Research (OGRe) in effect a research oversight
committee to challenge and validate R&D’s strategic plans, support research
operations and provide representation of stakeholders from across the wider
Trust. The Associate Medical Director for Research will now also report
regularly to the monthly Trust Leadership Group as well as quarterly to Trust
Board. We report comparative Key Performance Indicators across a range of
research-related activities regularly to Finance Director.
UHP’s Five Year Research Strategy 2019-24 defines our research vision. Under
our new governance structure, our annual plan for delivery of the 6 key
strategic intents will be driven forward by a named manager and research
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nurse specialist, defining key objectives & reviewing progress towards these
with their executive lead OGRe member.
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OUR STRATEGIC INTENTS
1.

Reflecting the needs of the local population

Our Patient Engagement and Involvement events always highlight themes in
clinical and social care for the elderly, in mental health and in access to
research, which we will continue to address over the next few years. This
year UHP supported and contributed to bids with integrated partners for
funding from NIHR (Transformation in primary and community mental health
systems - Addressing the Gap), NIHRs reducing health inequalities in coastal
towns and communities call (working with Peninsula Dental Social Enterprise
and Plymouth Community Homes) and the Health Foundation’s Common
Ambition program (Supporting changes in behaviour for vulnerable
population groups during transitions in care)
We identified a gap in access to primary care research in the city and are
working with primary care network partners to establish a mobile research
unit to meet the need. These plans were paused with COVID but we have
built on the relationships established to work with primary care partners to
identify and refer participants for upcoming vaccine trials.
Impact Story
Our involvement in the “Be on The Team” study immunising
teenagers with vaccine against ‘Meningitis B’ in 2019 established
our link with the Oxford Chief Investigator and has led to UHP
being the only SW site for “Whats the story” an urgent public
health study of immunity to viral disease including COVID 19 in
young people as characterised by antibody prevalence . Our
links with sixth form colleges in the local area have helped us
identify participants for this study .
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2.

Reflecting Transformation in Healthcare Delivery

Key themes in the NHS 10 year plan are:
Preventative Medicine
Amongst successful bids from Plymouth clinical academics for major NIHR
grant funding in 2019/20 were projects researching life coaching approaches
in weight management (Progroup - £2.475m NIHR Programme Grant for
Applied Research; Professor Jonathan Pinkney and Dr Mark Tarrant)
reduction of non-alcoholic liver disease (The FIT trial - £300,000 from JP
Moulton Charitable Foundation, Dr Ashwin Dhanda & Professor Jackie
Andrade) and to improve recovery for liver transplant recipients (EXALT £1.364m NIHR Efficacy and Mechanism Evaluation award, Professor Dan
Martin).
Impact Story
Our Prehabilitation service offering targeted exercise and counselling to
help patients prepare for Major Cancer Surgery was commissioned in
2019. Through this we were a key recruiting centre to the Wesfit study,
winner of the Cancer Care Initiative of the Year category at the HSJ
Value Awards 2020
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Embracing Innovation and Technology
In common with the entire world, since the advent of COVID we have
embraced the virtual environment as much as possible for meetings, study
monitoring and study visits. UHP teams have published reflections on remote
specialist care. We continue to develop capability for data (“Real World”)
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research through our collaboration with TrinetX global, and through our
Trust IMT’s swift response during COVID-19 which now provides UHP
researchers with an anonymised multicentre audit database solution hosted
securely on an external server.
R&D administration and reporting is predominantly paperless through the
EDGE system. UHP sponsors Plymouth University statistician, Dr Adam
Streeter’s STOPFlu study - using big data to look at the interaction between
statins and influenza vaccination, which was successful in a bid for NIHR
Research for Patient Benefit funding this year.

Impact Story
Our ICU team`s #Rehablegend campaign led by Sister Kate
Tantam won the Patient Experience Network Award PENNA
2020 for Innovative use of technology , using a social media
to improve patient experience by sharing patient stories of
recovery after critical illness to innovate & empower . Kate
defines a rehab legend as “Anyone who has done anything
to enhance, support or facilitate rehabilitation” Online
reach of the #rehablegend campaign has been in excess of
40 million
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3.
6.

Growing a Research Rich Climate &
Working towards a Clinical Research Facility

The Trust refurbished of our Lind Research Unit (completed June 2020) to
support a broader portfolio of clinical trials. Impact on trial delivery during the
building works but now the enhanced unit has positioned us well to restart
non COVID research such as the ORION 4 cardiology study. A revised staffing
model will provide for overnight admission and increased Phase 1 clinical trials
capability, and be a cornerstone of our bid for NIHR infrastructure funding to
become a Clinical Research Facility. The Lind has been the main delivery
locality for SIREN (see box)
Impact Story: SIREN , the Sarscov2 Immunity and Reinfection
Evaluation
UHP staff are participating in Public Health England`s SIREN study, which
investigates whether people who have antibodies to COVID-19 are protected
against future infections of the virus.. Health care workers are tested fortnightly
for COVID-19 infection which reduces their risk of transmission of the virus to
patients & others. The very first participant in this nationwide study was recruited
at our site, and we were the second Trust in the country to reach the target of 500
staff recruited .
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Between April 2019 and March 2020 >350 articles with UHP authors were
listed on Pubmed, the major healthcare literature database.

4.

Involving a multidisciplinary workforce

We continue to work in close partnership with the University of Plymouth and
the Clinical Research Network South West to realise our mutual research
ambitions for the South West, in particular the development of local early
career and non-medical researchers.
Around 10% of our PIs are nurses, Allied Health Professionals, Health Scientists
or Midwives.
Since 2019 we’ve hosted a dietitian on an NIHR Allied Health Professional
Research Fellowship, now Research Associate funding. She has submitted
her PhD proposal to NIHR and a bid to Crohns UK and continues to assist
recruitment to clinical trials in gastroenterology, including one as PI .
Between UoP and the Trust, the Integrated Academic Training Program
currently hosts fifteen NIHR Academic Clinical Fellows and three Clinical
Lecturers across twelve specialities, including primary care. The program has
grown substantially over the past few years under the able leadership of Dr
Camille Carroll. These posts provide substantial supervision, support and
protected research time for doctors in training to develop into future Chief
Investigators and academic leaders.
In 2020 we’ve appointed two post Core Medical Trainees to our clinical trials
fellow posts based in the Lind Research Unit and have worked with Service
Lines to host further research fellows in Dermatology, Oncology, Vascular
Surgery and Neurology to support clinical trials in these priority areas.
5.

Financial Stability

Our balanced portfolio of around 550 studies brings additional direct income
to the Trust and significant further benefits through improved clinical
outcomes and many further impacts as summarised in the figure below. We
continue to work closely with Service Line Managers and Leads to provide
research opportunities across all our clinical services. R&D is working in close
collaboration with the Director of Finance and her team on a detailed plan to
deliver a substantial research income to the Trust over the next 3 years.
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R&D income to Trust 2019/20
Service Line
Acute Med, Diabetic Med & Endocrinology
Acute Paediatrics & neonatology
Anaesthetics
Cardiology
Cardiothoracic & Vascular Surgery
Colorectal Surgery
Community Paediatrics
Critical Care Services
Dermatology
Emergency Department
ENT & Audiology
Gastroenterology Services
General and Upper GI Surgery
GU Medicine and PAC
Gynaecology & IVF
Haematology & Immunology
Healthcare of the Elderly
Hepatology
Hlthcare Science & Tech
Imaging
Information & Planning
Maternity Services
Neurology
Oesophago-gastric surgery
Oncology
Ophthalmology
Pathology
Pharmacy
Plastic Surgery & Breast Surgery
Renal & Transplantation
Research and Development
Theatres Central
Therapies
Thoracic Medicine
Trauma & Orthopaedics and
Rheumatology
Urology
Grand Total

16

Sum of (£)
24 000
3600
10500
111 000
6000
1800
1200
24 000
35000
19500
12000
20
450
3250
18300
106 000
16
52500
166 000
366 000
9000
200
46000
6000
86000
38600
300 000
90 000
62
1000
3 320 000
250
5200
40 000
7300
150
4 900 000
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Table 1 ; Research income per service line
Finances reported as a surrogate of research activity. Most of this is not profit - covers
salaries and research activities eg Allocation to Healthcare Science & Technology,
Pathology & Imaging is for service support costs for research, allocation to R&D is
predominantly for salaries etc. Funding is from a combination of sources : commercial ,
non commercial income & CRN funding and NIHR grant related sources. Does not
include “pass through” grants where UHP is the NHS sponsor and none of the research
activity actually happens at UHP. Drug Savings, estimated ~ £0.5m not included.

In conclusion
These are exciting times for clinical and translational research in Plymouth.
The challenges of the COVID-19 pandemic have highlighted the extra-ordinary
potential for multi-professional clinical research by UHP staff, but our
continued focus on Urgent Public Health research, as mandated by the Chief
Medical Officer, and COVID-19 itself will continue to impact our ability to
resume non COVID trials activity.
We have made strides towards our strategic focus on research which is
particularly relevant to the healthcare and wellbeing needs of the
communities we serve, and have embraced preventative approaches in line
with the NHS 10 year plan. As an anchor institution in a well-integrated
healthcare ecosystem, we continue to collaborate widely with local and
regional partners to promote Plymouth as preferred site for research and
innovation in Health & Life Sciences, and to increase access to research for
our patients and public.
Clinical researchers across all the healthcare and allied professions have
access to support from an NIHR Research Design Service, Clinical Trials Unit,
and Applied Research Collaborative, all of which have re-accredited or
renewed their long term contracts in the past year. Perhaps most excitingly,
we are ever more closely aligned with the University of Plymouth’s Faculty of
Health: Medicine, Dentistry & Human Sciences under the leadership of a new
Executive Dean, our gateway to a growing Integrated Academic Training
program, state of the art labs in the Derriford Research Facility and a new
Brain Research Imaging Centre. We now look forward to building even higher
on these foundations.
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Green Plan
Nick Thomas

Purpose
The purpose of the report is to seek approval from the Board for the Trust’s sustainability programme, including launch of the Sustainable
Development Green Plan (sustainability strategy) and public declaration of a “climate health emergency”.
Headline messages
 The Climate Change Act 2008 contains legally binding targets to achieve net zero carbon (scopes 1,2,3) by 2050 and implement a Climate
Change Adaption Plan.
 The Public Sector (Social Values) Act 2012 places a legal requirement on all public sector organisations to consider economic,
environmental and social impacts in all commissioning and procurement activities.
 In December 2019 the Trust publically committed to support Plymouth City Council in their ambitious target to be net zero carbon (scopes
1,2) by 2030.
 In January 2020 Sir Simon Steven’s amongst other healthcare leaders declared a “climate health emergency”.
 The NHS Operational Plan 2020-21 places a mandatory requirement for NHS organisations to have a Green Plan in place.
Considerations for the Trust Board
1. Approve the Trust’s sustainability programme, including the Sustainable Development Green Plan (sustainability strategy),
2. Agree to publically declare a “climate health emergency”, and
3. Ensure the appropriate resources are available to enable the programme to succeed.
Look ahead and next steps
1. Launch the Trust’s sustainability programme, including the Green Plan and public declaration of a “climate health emergency”,
2. Set up the Trust Sustainability Committee and Sustainability Action Groups, and
3. Develop & roll-out the Trust’s staff pledge & rewards scheme (Jump platform).
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Purpose
To seek approval from the Board for the Trust’s sustainability programme,
including launch of the Trust’s Sustainable Development Green Plan
(sustainability strategy) and public declaration of a “climate health emergency”.

Approval



Corporate Objectives
Improve Quality

Develop our Workforce


Executive Summary

Improve Financial Position





Create Sustainable Future



The Trust’s sustainability programme has been developed to enable the Trust to achieve its legal, mandatory
and other NHS sustainability requirements and targets.

Quality Impact Assessment
Working with partners and the local community as part of the Trust’s sustainability programme will help
improve the health of the local environment and reduce social inequalities. This programme is aligned to the
Trust’s Quality Academy service improvement programme.

Financial Impact Assessment
This programme will provide the platform for efficiency savings throughout the Trust, including reducing water,
energy, business travel and waste together with identification and implementation of LEAN processes /
workflows. This programme is aligned to the Trust’s Corporate Recovery Unit (CRU) savings programme.

Regulatory Impact Assessment
There are over 250 pieces of environmental and social legislation that affect the Trust, including the Climate
Change Act 2008 and the Public Services (Social Value) Act 2012.

Equality and Diversity Impact Assessment
There are no equality and diversity issues.

Environment & Sustainability Impact Assessment
The Trust’s sustainability programme has been development to improve the environmental, social and ethical
impacts of the Trust’s services and activities.

Key Recommendations
1. Approve the Trust’s sustainability programme, including the Sustainable Development Green Plan
(sustainability strategy),
2. Agree to publically declare a “climate health emergency”, and
3. Ensure the appropriate resources are available to enable the programme to succeed.

Next Steps
1. Launch the programme, including public declaration of a “climate health emergency” by the Trust,
2. Set up the Trust’s Sustainability Committee and Sustainability Action Groups, and
3. Develop and roll-out the Trust’s sustainability staff pledge & reward scheme (Jump platform).
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DETAILED REPORT
Trust Board (the Board)

25/09/2020

Subject

Trust sustainability programme

Prepared by

Dr Louise Sawyer - Head of Environmental Services

Approved by

Nick Thomas - Deputy Chief Executive and Director of Planning & Site Services

Presented by

Nick Thomas & Louise Sawyer

1. Purpose
1.1 To seek approval from the Board for the Trust’s sustainability programme, including launch of the
Trust’s Sustainable Development Green Plan (sustainability strategy) and public declaration of a
“climate health emergency”.

2. Background
2.1 Sustainable development (SD), sometimes shortened to sustainability, is based on the principle
that our actions today should not negatively impact on the future of our planet and its occupants.
SD is achieved by balancing economic, environmental and ethical / social considerations in
everything we do.
2.2 There are over 250 pieces of environmental legislation, which affect the Trust. Two primary
pieces of legislation are:
• The Climate Change Act 2008, which since June 2019 provides legal requirements to achieve
net zero carbon emissions by 2050 and implement a Climate Change Adaption Plan, and
• Public Services (Social Value) Act 2012, which places a requirement on commissioners and
public sector procurers to consider economic, social and environmental benefits when buying
goods and services.
2.3 In December 2019, the Trust publically committed to support Plymouth City Council in their
ambitious target to be net zero carbon (scopes 1 & 2) by 2030. The working definition of net zero
carbon is ‘achieving a state in which the activities within the value chain of a company result in no
net impact on the climate from greenhouse gas emissions. This is achieved by reducing value
chain greenhouse gas emissions, in line with 1.5°C pathways, and by balancing the impact of any
remaining greenhouse gas emissions with an appropriate amount of carbon removals’ SBTi,
2020.
2.4 In January 2020, Sir Simon Steven’s amongst other healthcare leaders declared a “climate health
emergency” and subsequently launched the “For a Greener NHS” campaign.
2.5 In June 2020, Dr Labib wrote to Ann James requesting the Trust Board declare a “climate
emergency”. The letter was endorsed by the Trust Environment Group, Climate Action Plymouth,
local MPs and a significant number of our clinicians. The letter eloquently highlighted that climate
breakdown is not only associated with planetary health but also human health. Heatwaves are
associated with increased excess deaths in the elderly and increased rates in infectious diseases.
Air pollution increases the rates of stroke, heart disease, lung cancer, asthma and COPD, and is
linked to around 36,000 deaths annually. It is therefore imperative that UHP plays its role in
meeting UK emission targets for the benefit of both people and planet.
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3. Details of the Trust’s sustainability programme
3.1 The Trust Sustainable Development (or Sustainability) programme provides assurance to the
Trust Board of compliance with all environmental legislation, including the Climate Change Act
2008 and Public Services (Social Value) Act 2012. It also provides the platform for efficiency
savings throughout the Trust, including reducing water, energy, business travel and waste;
together with identification and implementation of LEAN processes / workflows aligned to the
Trust’s CRU savings programme and Quality Academy’s service improvement programme.
3.2 The Trust sustainability programme comprises the following:
Climate Health
Emergency
declaration

Trust publically declares a “climate health emergency”
and publishes its Sustainable Development Green Plan
(the Green Plan).

Sustainable
Development Green
Plan

The Green Plan is the Trust’s strategy for managing
and implementing the Trust’s sustainability programme,
including the Trust’s sustainability goal and objectives,
governance structure and engagement plan.

Trust Sustainability Committee
is responsible for the delivery
of the Trust sustainability
programme.
Healthy &
Sustainable
Organisation

Sustainability
Committee

Healthy &
Sustainable
Care Services

Healthy &
Sustainable
Environment

The Sustainability Committee
will be supported by four
Sustainability Action Groups
listed below.

Healthy &
Sustainable
Communities

Each Sustainability Action Group will run the Trust’s sustainability improvement projects in four
impacts areas (1) non-clinical services (2) clinical services (3) natural environment & biodiversity
(4) community engagement & social change using the Quality Academy’s “Big Wall” improvement
approach.
Sustainability
Pledge & Rewards
Scheme

In addition staff
engagement will comprise
of a Jump pledge &
reward platform.

Staff input the sustainability improvements they are
personally undertaking together with photos and other proof
to gain points, which result in rewards that may be
exchanged for green goods and public transport tickets.

4. Trust sustainability objectives (targets)
4.1. The first sustainability objective for the Trust is to reduce its carbon emissions (scope 1 & 2) by
20% by 2025, from a 2019 baseline. In 2019, the Trust’s scope 1 & 2 emissions were 16,874
tonnes of carbon dioxide equivalent (tCO2e).
Page 3 of 5

Item 10
4.2. Scoping of potential improvement projects (scope 1 & 2) aligned to the 2020-22 CRU savings
programme, includes:
CO2e saving
(tonnes)

CO2e saving
(%)

unit saving
(kWh or km)

financial
saving (£)

Solar replacement

1063.829

6.30%

1,900,000

304,000

CHP upgrade

893.188

5.29%

1,595,235

50,000

LED replacement (phase 2)

636.318

3.77%

1,136,464

209,473

DWMS heat exchanger

412.789

2.45%

1,945,833

60,800

Behaviour change

264.424

1.57%

472,262

75,562

Housekeeping – removing non-essential
electrical equipment (toasters etc.)

69.989

0.41%

125,000

20,000

Optimise and electrify Trust pool vehicles

52.000

0.31%

228,252.9

250,000

Fix water leaks & reduce pressure in HTHW

40.966

0.24%

193,107

6,000

Total

3,434

20.35%

7,367,901

725,835

Description

4.3. All other targets within the Green Plan are legal or mandatory NHS targets, these include:
4.3.1 Legal targets:
• Net zero carbon (scopes 1, 2 & 3) by 2050 (Climate Change Act 2030)
• Net zero carbon (scopes 1 & 2) by 2030 (*not a legal target but UHP has publically
signed up to supporting this PCC city-wide target)
4.3.2 NHS Long Term Plan, NHS National Operation Plan 2020-21, NHS Standard Contract
2020/21, NHS SDU targets, NHS Plastics Pledge:
• 100% LED lighting across the estate
• Purchase 100% renewable electricity by April 2021
• Reduce the carbon impact of anaesthetics by at least 40% by 2028
• Reduce the carbon impact of inhalers by at least 50% by 2028
• Appropriately reduce the proportion of desflurane to sevoflurane used in surgery to less
than 20% by volume
• Reduce business mileage and NHS fleet air pollutant emissions by 20% by 2023/24
• At least 90% of the NHS fleet will be Ultra Low Emissions Vehicles by 2028
• Ensure 85% of NHS provider waste avoids going directly to landfill
• Eliminate single-use plastic stirrers and straws by April 2020, except where a person has
a specific need
• Eliminate single-use plastic cutlery, plates or single-use cups made of expanded
polystyrene or oxo-degradable plastics by April 2021

5. Recommendations
5.1 Approve the Trust’s sustainability programme, including the Sustainable Development Green
Plan (sustainability strategy),
5.2 Agree to publically declare a “climate health emergency”, and
5.3 Ensure the appropriate resources are available to enable the programme to succeed.

6. Next Steps
6.1 Launch the programme, including public declaration of a “climate health emergency” by the Trust,
6.2 Set up the Trust’s Sustainability Committee and Sustainability Action Groups, and
6.3 Develop and roll-out the Trust’s sustainability staff pledge & reward scheme (Jump platform).
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7. Appendix
7.1. Trust Sustainable Development Green Plan
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Climate change is globally
recognised as the greatest
environmental and economic
threat faced by national
governments and individuals.
In addition to the Climate Change
Act 2008, the UK Government
have passed a law mandating the
UK to be net zero carbon by 2050.

2 | University Hospitals Plymouth NHS Trust

Foreword
Acting responsibly and reducing the impact we have
on our environment is an important consideration for
the Trust, from the way we care for our patients to
ensuring we have financially viable and sustainable
systems in place. As a large acute healthcare
organisation, we are committed to delivering our
contribution to the international drive to reduce
carbon emissions, and to the broader principles of
sustainable development.
A Sustainable Development Green Plan (Green Plan) forms a key part of a sustainable healthcare
strategy to ensure services remain fit for purpose today and for the future. It helps us to identify
waste reduction opportunities, financial savings and address national priorities such as carbon
reduction.
Our Green Plan outlines the key work streams that will contribute to the continual improvement
in sustainability performance throughout the Trust. This covers a combination of quick wins and
carbon reduction initiatives. Underpinning this will be a Trust-wide staff awareness and
engagement campaign.
Richard Crompton
Chair

Ann James
Chief Executive

What is sustainable development?
Sustainable development (SD), sometimes shortened to sustainability, is based on the principle that
our actions today should not negatively impact on the future of people, wildlife and our planet. SD
is achieved by balancing economic, environmental, ethical and social considerations in everything
we do.
In 2015 the UN launched 17 Sustainable Development Goals, shown below, to achieving
sustainability.
In 2014 the Sustainable Development Unit (SDU) launched its Sustainability Strategy for the NHS,
Public Health and Social Care system. It describes the vision for a sustainable health and care system
by reducing carbon emissions, protecting natural resources, preparing communities for extreme
weather events and promoting healthy lifestyles and environments.

“Sustainable development is
development that meets the needs of the
present, without compromising the ability
of future generations to meet their own
needs.” - Bruntland Commission
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Our Trust sustainability programme

Our Trust Goal is:
Leading in sustainable health and care, in partnership with our community and planet
Our Trust objectives are:
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Our ‘Five for Twenty-Five’ modules
Our ‘Five for Twenty-five’
Sustainable Development
Green Plan 2020-2025 (our
Green Plan) comprises of
the following five modules:

Healthy &
Sustainable
Governance &
Engagement

Healthy &
Sustainable
Organisation

Healthy &
Sustainable
Environment
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Each of the ‘Five for Twentyfive’ modules is discussed in
more detail in the next five
pages of our Green Plan.

Healthy &
Sustainable
Care Services

Healthy &
Sustainable
Communities

Healthy & Sustainable
Governance & Engagement

Our sustainability governance structure
Our Trust Sustainability Committee comprises of a representative from targeted corporate
functions and clinical service lines with decision making authority, together with a
representative from each of our four Sustainability Action Groups.
Our four Sustainability Action Groups comprise a multi-disciplinary group of enthusiastic
volunteers, representatives with operational decision making authority and members of our
Trust’s Environment Group.
Our sustainability performance will be reported in our Trust Annual Report.
Our sustainability engagement & communications
Internally we will put regular information and articles into our internal Trust communications.
Staff can sign up for our Trust pledge and reward scheme and join our Green Champions
programme.
Externally we will work in partnership with external stakeholders and groups, including but not
limited to Plymouth Net Zero Action Group, third sector, not for profit organisations and local
community groups.
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Healthy &
Sustainable
Organisation
Our Trust facilities and activities have significant impacts on the health of our staff, patients,
visitors and wider stakeholders together with health of the local and global Environment.
For example, turning off artificial lights and making use of natural light has significant health
benefits for staff and patients. It also reduces energy use, which creates greenhouse gases that
lead to climate change. The impacts of climate change (heat waves,
severe cold periods and ﬂooding to name a few) have significant
physical and mental health impacts on our staff and patients.

Aim:
Embed sustainability into Trust facilities and non-clinical activities

Impact areas:
• Trust carbon footprint
• Built environment
• Travel and transport
• Waste and recycling
• Non clinical services and activities (governance, IM&T, site services, procurement, human
resources)
Impact targets (by 2025):
1. Reduce the carbon footprint of building energy by 20%
2. Deliver new building and refurbishment projects to net zero carbon standards
3. Reduce the carbon footprint of Trust ﬂeet by 20%
4. Phase out avoidable single use plastics in non-clinical services
5. Increase goods from sustainable sources (local, fair-traded & green certified)
Proposed actions to help achieve the impact targets:
•
•
•
•
•

Optimise our combined heat and power (CHP) system
Increase on-site energy generation from renewables, such as solar
Replace petrol and diesel fleet vehicles with ultra-low emission vehicles (ULEV)
Replace avoidable single use plastics in catering services
Work with suppliers to reduce packaging and increase green & ethically sourced goods
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Healthy & Sustainable
Care Services
A sustainable health and care system is achieved by delivering high quality care and improved public
health without exhausting natural resources or causing severe ecological damage.
By working in different ways service providers can deliver more sustainable health and care. This
is likely to involve designing services with patients and users, focusing on prevention and health
improvement, and working with health and social care staff to enhance
wellness and independence whilst reducing reliance on non-renewable
resources and seeking sustainable alternatives.

Aim:
Embed sustainability into Trust clinical services and activities
Impact areas:
• Patient and visitor travel
• Clinical care pathways
• Clinical environment
• Clinical waste
• Clinical procurement activities
Impact targets (by 2025):
1. Move care closer to home, with the expansion of outreach services and telehealth
2. Reduce use of diesel and petrol vehicles for the transport of patients, visitors and staff
3. Benchmark key care pathways using the SDU Sustainable Care Pathway Guidance
4. Phase out avoidable single use plastics in clinical services
5. Reduce the carbon impact of anaesthetic gases and metered dose inhalers
Proposed actions to help achieve the impact targets:
• Increase the use of technology enabled care services (TECS), such as telehealth
• Assist patients and visitors to travel to appointments and clinics in more sustainable ways
• Seek alternatives to top 5 high volume avoidable single use plastics in clinical activities
• Appropriately reduce the proportion of desflurane to sevoflurane used in surgery to less
than 20% by volume
• Assist patients to return spent metered dose inhalers for green disposal in pharmacy
medicines waste
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Healthy & Sustainable
Environment
Regardless of age or culture, there have been a number of academic studies that confirm exposure
to nature not only improves mental health and increases positive emotions, it contributes to
physical wellbeing, reducing blood pressure, heart rate, muscle tension and the production of stress
hormones.
In a study by Mind, 95% of those interviewed said their mood improved
after spending time outside, changing from depressed, stressed and
anxious to more calm and balanced. This module will be run by the Trust’s
Environment Group continuing their much valued contribution to our
natural healthcare environment.

Aim:
Embed social prescribing into clinical services and increase
access to nature in Trust activities
Impact areas:
• Wildlife and biodiversity
• Natural environment
• Forest hospital
• Social prescribing
• Health and wellbeing
Impact targets (by 2025):
1. Develop a Board approved Green Space and Biodiversity Action Plan
2. Increase net biodiversity by 10%
3. Increase outdoor wellbeing activities and gardening
4. Increase the use of social prescribing
5. Publish research on the impact of creating a “forest hospital”
Proposed actions to help achieve the impact targets:
• Improve hospital grounds to encourage staff and patients to go outside
• Increase trees, hedges and other habitats (bird, bat & insect boxes) to support local wildlife
• Work with local groups to put together a calendar of staff and patient outside wellbeing
activities (nature walks, picnics)
• Increase awareness and use of social prescribing
• Work with local partners to research the health benefits of creating a “forest hospital”
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Healthy & Sustainable
Communities
Health and social care organisations are at the forefront of action to address the health impacts of
climate change and need to adapt to, and prepare for these circumstances. Adverse weather events
and climate change are affecting people and services now and this is predicted to increase in the
future.
Climate change could have significant implications for the health and
wellbeing of the UK population. There are implications for public health,
the continuity of health and social care services, the resilience of local
emergency services and the impacts on the most socially vulnerable.

Aim:
Ensure the Trust is resilient to a changing climate and continues to
invest in adaptation and mitigation measures
Impact areas:
• Climate change adaptation
• Adapting health care impacts
• Partnerships and collaboration
• Corporate social responsibility
• Social change
Impact targets (by 2025):
1. Develop a Trust Climate Change Risk Assessment (CCRA) to highlight risks to continuity and
resilience of supply
2. Develop a climate change adaptation plan
3. Embed operational climate change resilience into clinical and non-clinical Trust activities
4. Develop collaborative working with other healthcare organisations
5. Develop a social change programme working with local stakeholders
Proposed actions to help achieve the impact targets:
•
•
•
•
•

Embed sustainability into the Trust’s Business Continuity, and Emergency, Preparedness,
Resilience and Response (EPRR) policies and processes
Set up collaborative sustainability projects with other healthcare organisations
Introduce staff volunteering days (beach cleans, local litter picks) in partnership with local
charities and environmental groups
Embed Green champions into teams
Develop a sustainability pledge and reward scheme for staff
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Reporting Success
We will measure the progress of our Green Plan using the following key reporting tools and will
benchmark our success using the NHS Model Hospital sustainability metrics.
NHS SDU Sustainability Reporting Portal (SRP)
The NHS SDU SRP is used to measure our Trust’s carbon emissions (scopes 1, 2 & 3) in order to
calculate our Trust’s annual carbon footprint. A carbon footprint comprises of the following:

Building
emissions

Travel
emissions

Waste
emissions

Medical gas
emissions

Procurement
emissions

NHS SDU Sustainable Development Assessment Tool (SDAT)
The NHS SDU SDAT is used to measure our Trust’s sustainability performance in the ten key impact
areas shown below:

Corporate
approach

Asset
Management

Travel &
Logistics

Adaption

Capital
Projects

Greenspace &
Biodiversity

Sustainable
Care Models

Our People

Sustainable
Resources

Carbon / GHC

The SDAT comprises of over 400 self-assessment questions that are aligned to the UN Sustainable
Development Goals.
NHS Model Hospital Sustainability Benchmarking Tool
The NHS Model Hospital is used to benchmark our sustainability metrics against other NHS
organisations in the five key impact areas shown below:

Energy

Waste

Water

EV parking

Medical gases

The results of our Trust’s SRP carbon footprint, SDAT sustainability performance and Model
Hospital sustainability benchmarks will be reported in the Sustainability Section of our Trust
Annual Report.
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Implementation timeline
•
•
•
•
•
•

Set up and launch our
sustainability programme
Embed sustainability into
relevant Trust objectives,
policies and procedures
Utilise the Sustainable Care
Pathways Guidance to
establish a baseline
Develop a Climate Change
Adaptation Plan
Embed net zero carbon
standards into new building
and refurbishment projects
Develop sustainability
partnerships and
collaborative working

2020 2021
•
•
•

2021 2022

•
•

•
•
•
•
•
•
•

•
•
•
•
•

Optimise business travel
and courier services
Increase use of TECS for
patients and tele
conferencing for staff
Work with suppliers to
increase green and ethically
sourced goods
Introduce sustainability into
staff inductions and training
Embed sustainability into
clinical care pathways
Roll out our green spaces and
biodiversity plan

Trust carbon footprint
reduced by 20%
10% net biodiversity gain
85% avoidance of waste
going to landfill
70% score in NHS SDAT
Sustainability embedded into
every Trust service and activity

•

2022 2023
•
•

2023 2024

•
•
•

Optimise our CHP system
Replace lighting with LEDs
Assist patients, visitors and
staff to travel in more
sustainable ways
Work with high impacting
suppliers to reduce packaging
and supply chain emissions
Benchmark and reduce
carbon impacts of
anaesthetic gases and
metered dose inhalers
Complete Trust climate
change risk assessment
Remove single use plastics
from catering services

Replace diesel and petrol
fleet vehicles with ULEVs
Embed processes to mitigate
the effects of climate change
on the Trust’s critical services
and activities
Remove high volume
avoidable single use plastics
from clinical services
Work with local community
on sustainability projects
Introduce staff volunteering
events

2024 2025
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Sustainability programme
Nick Thomas &
Dr Louise Sawyer

What is Sustainability?
“Sustainable development is
development that meets the needs of the
present, without compromising the ability
of future generations to meet their own
needs.”
Bruntland Commission

Sustainable development, sometimes shortened
to sustainability, is based on the principle that our
actions today should not negatively impact on the
future of our planet and its occupants.
Sustainability is achieved by balancing economic,
environmental and ethical /social considerations
in everything we do.

Sustainability Drivers
Mandatory targets:
•
•
•
•

Net zero carbon by 2050
Climate Change Adaption Plan
Triple bottom line on all
commissioning & procurement
activities
Reducing single use plastics &
anaesthetic gases

Efficiencies & improvements:
•
•
•
•
•
•
•

Lean processes
Reduce resources
Optimise travel & transport
Energy & water efficiency
Sustainable procurement
Healthy workforce
Community & partnerships

National Operational Plan

Carbon Footprint
Greenhouse (GHG) emissions are
reported in scopes:

Total = 44,518 tCO₂e
•
•
•

Scope 1 = 6,227
Scope 2 = 10,648
Scope 3 = 27,644

Net Zero Carbon
Definition
“achieving a state in
which the activities
within the value chain
of a company result in
no net impact on the
climate from
greenhouse gas
emissions. This is
achieved by reducing
value chain greenhouse
gas emissions, in line
with 1.5°C pathways,
and by balancing the
impact of any remaining
greenhouse gas
emissions with an
appropriate amount of
carbon removals”
SBTi

UHP Green Plan
Our Sustainable Development Green Plan has been developed
around five ‘Healthy & Sustainable’ modules:
1.
2.
3.
4.
5.

UHP declare a

“Climate health
emergency.”

Governance
Organisation
Care Services
Environment
Communities

And has the following goal and objectives (targets):
Our Trust Goal is:
Leading in sustainable health and care, in partnership with our community and planet
Our Trust objectives are:
1. Reduce the Trust’s carbon footprint by 20% by 2025 (net zero for scopes 1&2 by 2030)
2. 10% net biodiversity gain by 2025
3. 85% avoidance of waste going to landfill by 2025
4. 70% score in NHS Sustainable Development Assessment Tool (SDAT) by 2025
5. Embed sustainability into every Trust service and activity by 2025

Monitoring & reporting
Monitoring:
•
Sustainability
programme
Energy, waste,
water, single use
plastics, paper,
procurement,
travel
Corporate
Recovery Unit
Eliminating waste,
Procurement, Site
Services etc.

•
•

Reporting:
•
•

Quality Academy
‘Big Wall’ service
improvements

Financial (£), unit specific (kWh),
environmental (CO₂e, species)
Actual / normalised data
UHP targets, NHS target

•

NHS SDU Sustainability Reporting
Portal (SRP)
NHS SDU Sustainable Development
Tool (SDAT)
Sustainability section in Annual
Report

Benchmarking:
•
•

NHS Model Hospital sustainability
metrics
Industry standards (CIBSE)

Thank you
Any questions?

Executive Summary Report
Item 11

Equality Diversity & Inclusion

September 2020
Steven Keith

Purpose
The purpose of this report is to provide an update in relation to the workforce diversity and inclusion agenda. It also seeks support in principle for objectives
outlined in the paper, to reviewed and finalised through the People and Culture Committee in October 2020. The paper outlines the findings from our statutory
returns and activity that is working towards creating a culture of inclusion, compassion and fairness.
Headline messages
 The report highlights progress made, but also that there is still much to do to create a fully inclusive workplace. It recognises the challenges the Trust faces in
relation to the gender pay gap and how colleagues from protected groups have a lesser experience of the workplace.
 The BAME Staff Network was launched in June 2020, followed by the Disability network in July and the Women’s network in September. The LGBT+ and
Religion Networks will follow in October. The meetings that have been held have been incredibly useful in starting to talk openly about how staff feel in
relation to their protected characteristic and their lived work place experience. This, together with our data through our Pulse/Staff Surveys, WDES, WRES and
GPG findings will shape the equality, diversity and inclusion agenda in moving forward.
 The NHS People Plan states that organisations will need to have plans in place for staffing to reflect their local community, regional or national labour market.
UHP data shows a lack of diversity at all levels of the organisation with more diversity at entry level and less at senior level. Our data informs us there has
been an improvement in the perception of fairness in career progression for both BAME and Disabled colleagues, additionally there a.
 The Trust’s median Gender Pay Gap (GPG) is currently 18.3%, a worse position from the previous year at 17.8%. The UK’s overall median GPG is 14.2% for the
public sector and when compared to other Trusts within the Region, UHP have a higher GPG.
 In October 2019 UHP introduced a triage process for disciplinary/people management cases. This triage process reviews each case through a just and learning
approach and through the lens of equality and inclusion, prior to the decision to escalate to a formal process. This approach has actively supported the
Workforce Standard to bridge the gap between white and BAME colleagues entering the disciplinary process.
Impact assessment
Quality

Lack of oversight of the WRES and WDES data reduces the ability to close the gap on workplace inequalities which in turn, may
negatively impact our staff and patients’ experience.

Finance

There will be hidden costs associated to quality, morale, patient experience and organisational efficiency. Additionally failure to

report on time or provide accurate data with statutory reporting, such as the Gender Pay Gap, could result in legal action and
court fines.
Regulation

Progress with this work could impact on compliance with the Equality Act 2010 as well as failure to meet national NHS
requirements including the People Plan and CQC monitoring.

Equality & Diversity

Increasing the profile and focus of equality and diversity will enable us to maintain an inclusive hospital for both patients and
colleagues.

Environment & Sustainability

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

Considerations for the Trust Board
The Board is asked to:
1. To support in principle the objectives outlined in the report.
Look ahead and next steps
Equality, Diversity and Inclusion Metrics are currently being developed with specific alignment to the wider National and STP People Plan metrics. With support of
the Board the objectives presented within this paper, together with the overall EDI work plan will be presented and developed at the People and Culture
Committee in October 2020.
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SUMMARY REPORT
Trust Board

25th September 2020

Subject

Workforce Equality, Diversity and Inclusion Update

Prepared by

Assistant Director of People

Approved by

Director of People

Presented by
Chief Executive Officer
Purpose
The purpose of this report is to provide an update in relation to the workforce
diversity and inclusion agenda. It also seeks support in principle for objectives
outlined in the paper, to be reviewed and finalised through the People and
Culture Committee in October 2020. The paper will outline the findings from
our statutory returns and activity that is working towards creating a culture of
inclusion, compassion and fairness.
Corporate Objectives
Quality Care

Inspired People

Healthy Organisation

Decision
Approval
Information




Assurance



Innovate & Collaborate





Executive Summary
The report highlights the progress made, however there is still much to do to create a fully inclusive
workplace. It recognises the challenges the Trust faces in relation to the gender pay gap and how
colleagues from protected groups have a lesser experience of the workplace. Increasing
awareness of the cultural and discriminatory impact as well as promoting inclusive behaviours
requires a shift in mindset and we must continue to openly discuss inclusion and put listening into
action in order to support this.
Quality Impact Assessment
Lack of oversight of the WRES and WDES data reduces the ability to close the gap on workplace
inequalities which in turn, may negatively impact our staff and patients’ experience.
Financial Impact Assessment
There will be a hidden costs associated to quality, morale, patient experience and organisational
efficiency. Additionally failure to report on time or provide accurate data with statutory reporting,
such as the Gender Pay Gap, could result in legal action and court fines.
Regulatory Impact Assessment
Progress with this work could impact on compliance with the Equality Act 2010 as well as failure to
meet national NHS requirements including the People Plan and CQC monitoring.
Equality and Diversity Impact Assessment
Increasing the profile and focus of equality and diversity will enable us to maintain an inclusive
hospital for both patients and colleagues.
Environment & Sustainability Impact Assessment
None.

Key Recommendations
Our aim is to reduce the variance in workplace opportunity and experience for colleagues within
protected groups and create a sustainable inclusive and compassionate workplace. The Board are
asked to continue to support the EDI agenda and to note the update set out in this paper.
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DETAILED REPORT
Trust Board

25th September 2020

Subject

Workforce Equality, Diversity and Inclusion Update

Prepared by

Assistant Director of People

Approved by

Director of People

Presented by

Director of People

1. Purpose
1.1. The purpose of this report is to provide an update on the activity relating to the
equality, diversity and inclusion agenda from a workforce perspective. It also seeks
support in principle for objectives outlined in the paper, to be reviewed and finalised
through the People and Culture Committee in October 2020The paper will outline the
key findings from our statutory returns and activity that is working towards creating a
culture of inclusion, compassion and fairness.

2. Background
2.1. UHP’s inclusion agenda is set against the NHS People Plan and an ethical and legal
framework. The Equality Act 2010 (EQA) provides the legal framework that all
organisations must comply with. It recognises people within protected groups as
defined by the Act (age, disability, gender reassignment, marriage or civil
partnership, pregnancy or maternity, race (including colour, nationality, ethnic and
national origin), religion or belief, sex, sexual orientation) experience less favourable
treatment within employment and seeks to remedy this as it works towards
eradicating discrimination by ensuring organisations identify and remove barriers to
enable people to join and stay in employment. This is reflected well within the Act in
the need to make reasonable adjustments for applicants and colleagues with a
disability.
2.2. The NHS People Plan 2020/21 aims to transform the NHS through continuing to look
after each other and fostering a culture of inclusion and belonging that enables
colleagues to work together differently to deliver the best possible patient care. The
Plan will move beyond 2021, recognising that inclusion is more than statistics and is
about connection, the extent to which colleagues feel included and supporting a
healthy and safe workplace culture.
2.3. The Trust’s Gender Pay Gap position, together with a progress update to reduce the
gap was presented to the People and Culture Committee on 20th August 2020. This
paper outlines the key headlines from this presentation, in section 7. Additionally, the
People and Culture Committee were provided with an overview of UHP’s response to
the 2020 Workforce Race Equality Standards (WRES) and Workforce Disability
Equality Standards (WDES) compliance framework. This is attached in Appendix 1.
2.4. The People and Culture Committee acknowledged the position and progress made
against the Trust’s Gender Pay Gap and it was agreed that Metrics would be shared
with the Committee. These are currently being worked on with specific alignment to
the wider National and STP People Plan metrics.
2
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3. Staff Networks
3.1. The BAME Staff Network was launched in June 2020, followed by the Disability
network in July and the Women’s network in September. The LGBT+ and Religion
Networks will follow in October. There has been a good level of engagement and
energy within the networks which is anticipated to increase as the networks establish
themselves, the conversations grow and develop and they become self-directed.
3.2. The purpose of the networks is to better understand the lived experience of
colleagues within protected groups as defined by the EQA. Alongside this the aim is
to ensure everyone has a voice that counts, as outlined in the people promise, to
enable all voices to be heard and to contribute to the way we work. The networks
will play an important part in enabling us to change the narrative around inclusion
and focus our efforts on what matters the most. Areas of work will include
consideration to the recruitment and selection process within UHP, career
development, wellbeing and facilitating inclusive decision making supported by
Quality Equality Impact Assessment methodology.
3.3. The networks are sponsored by an Executive Director, and each network will
appoint its own Chair. . There are similar themes emerging from the launched
networks which include education and awareness for managers and colleagues
particularly in unconscious bias, sharing people’s stories about their lived
experience, talking about the purpose of the networks, and to take action.
Summarised succinctly by one of our network colleagues as Listen, Learn and Act.
Other feedback focused on the importance of humanity and unity.
3.4 The Trust has successfully bid for £50k through NHS Charities Together. The money
will be used wisely to pump prime the networks and will include dedicated resource to
support the development of the networks and the Network Chairs. This resource will
work in partnership with the networks to increase their profile and reach through
social media, creation and maintenance of Staffnet pages, and promotional materials.
There will be a focus on developing the BAME network in recognition of the
disproportionate impact Covid-19 has had as well as supporting the global campaign
against racism within our society. We will listen with interest and take action to
encourage and reproduce behaviours that are inclusive and reflect our aim to be an
employer that values every one of us.

4. Increasing declaration rates and a representative workforce
4.1. ESR holds information of all employees in relation to their personal characteristics.
This is reliant on colleagues sharing their information either at the recruitment stage
or through the employee self-service element of ESR. We know that we have a gap
in declaration rates when related to protected characteristics including ethnicity,
sexual orientation, religion and disability. We also know from anecdotal feedback
the desire not to share this information may be driven by fear of what might happen
and potential disadvantage. This may be reflected in the fact that ESR indicates 4%
of the workforce have a disability whilst within the staff survey feedback around 12%
of the workforce indicate they have a disability.
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4.2. Mandatory training and induction include reference to how the Trust uses personal
data to encourage higher levels of declaration. An important aspect of increasing
confidence in what we do with personal information will be reflected in the regular
open and honest communication about where we are as Trust and what we are
doing to promote inclusion. The EDI Team will play a key role in this along with the
HR and OD teams who will enable managers to think differently, and demonstrate
inclusive behaviours which are role modelled by our most senior managers.
4.3. An action within the People Plan refers to a representative workforce at all levels
which has been an aspiration for UHP. The plan states that organisations will need
to reflect their local community, regional or national labour market. The workforce
standards show this will be a challenge for UHP in relation to ethnicity and disability
(ethnicity at UHP is 8.5%, Devon 5.3%). The workforce profile continues to show
greater diversity at entry levels within Agenda for Change (bands 2 for non-clinical
and band 5 clinical) which reduces as the pay scale increases. An important
element of achieving this hinges on fit for purpose recruitment and selection
practices, and an inclusive workplace culture to support retention, which is
recognised in the action within the NHS People Plan to overhaul selection
processes.
4.4. The way in which Trusts will be required to meet this goal has not yet been defined.
The equality standards monitor the workforce profile differently and use bandings as
well as groups of banding (clusters) which is aligned to quartiles.

5. Workforce Equality Standards
5.1. UHP has submitted this year’s data in relation to the WRES and WDES. The
standards use a combination of workforce profile data and staff survey feedback to
measure the gap in experience between BAME and white colleagues (WRES) and
Disabled and non-disabled colleagues (WDES). The purpose of the standards is to
enable organisations to identify and bridge the gap in workplace experience.
5.2. There are common themes within the feedback for both standards. As noted at
section 4 the workforce profile data shows a lack of diversity at all levels of the
organisation with more diversity at entry level. There has been an increase in the
number of Disabled and BAME colleagues with a 1% increase related to ethnicity
(8.5% of the workforce) although Disability remains unchanged at 4%.
5.3. The feedback from the staff survey indicates that for both standards the experience
of harassment, bullying and abuse from patients, relatives and the public is greater.
Alongside this the experience of discrimination from managers is also higher as is
harassment, bullying and abuse from colleagues.
5.4. The greatest disparity within the organisation is in relation to interactions between
colleagues and managers. Addressing this gap has been embedded in the actions
already taken and will continue to play a key role in the inclusion action plan through
increased awareness and education as well as supporting leaders to think and act in
an inclusive way.
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5.5. There has been an improvement in the perception of fairness in career progression
for both BAME and Disabled colleagues. Whilst encouraging, we are striving for
greater diversity at all levels and move from the position where currently the relative
likelihood of appointment is consistently in favour of white, able bodied applicants.
For these reasons, we need to satisfy ourselves that our selection processes
demonstrate fairness and reflects UHP as an inclusive employer. We know that there
is significantly less diversity amongst our most senior staff. Targeted action is
needed to change this through greater diversity on interview panels and enhanced
support and development for disadvantaged groups.
5.6. An action within the People Plan relates to the workforce standards and requires
Trusts to bridge the gap in terms of the relative likelihood of BAME colleagues
entering a formal disciplinary process. This year UHP have bridged the gap, with
evidence demonstrating that that white colleagues are now more likely to enter a
formal process than BAME colleagues. In October 2019 UHP introduced a triage
process for disciplinary/people management cases. This triage process reviews each
case through a just and learning approach and through the lens of equality and
inclusion, prior to the decision to escalate to a formal process. This has enabled
inclusive decision making and continues to support this workforce standard.
5.7. The findings of this year’s submissions are shown in the report at Appendix 1 which
has been shared with the People and Culture Committee for their approval and
oversight of the action plan.

6. Capacity
6.1. The workforce element of the inclusion agenda is vast and there is considerable
work to be done. In recognition of this and in line with the CQC ‘should do’
recommendation, UHP is in the process of exploring the recruitment of a Workforce
EDI Lead to focus solely on driving the inclusion agenda forward. This role will work
in partnership with the networks, build effective relationships within and external to
the Trust, support statutory returns, provide expert advice in relation to equality and
work towards ensuring our systems and processes are inclusive.

7. Gender Pay Gap
7.1. Gender Pay Gap (GDP) reporting was introduced nationally in 2017 to highlight the
imbalance and to focus on action for change. The Trust’s median Gender Pay Gap
(GPG) is currently 18.3%, a deteriorating position from the previous year at 17.8%.
The UK’s overall median GPG is 14.2% for the public sector and when compared to
other Trusts within the Region, UHP have a higher GPG..
7.2. The reasons behind the gap is multifactorial and includes generational differences
with people over 40, more men in higher paid roles and more women working less
than full time. The gender split within the top quartile of pay is 56% women and 44%
men although this is not representative of our workforce where 73% of our staff are
women. When broken down further, the proportion of women on Agenda for Change
terms and conditions in the top quartile of is 80% whereas the proportion of women
on Medical Terms and Conditions is just 27% compared to 73% of men.
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7.3. If GPG excluded medics our gap would be -7.10% meaning women would be
earning more than men. This reflects that the overall gap is driven by discretionary
pay associated to clinical excellence awards.
7.4. There has been some progress in addressing the gender balance for medics which
is reflected in more female consultant appointments over the previous year with 24
men and 19 women appointed. UHP reflect the national position of a male
dominated profession although UHP ratios are more challenged (national split for
consultants 63% men, 37% women; UHP 70.59% men, 29.41% women),
7.5. Across the Trust there are more women in less than full time roles than men which
applies also in consultant roles. This year all eligible consultants will be awarded an
equal bonus regarding of their contracted hours. The impact of this will be seen in
the 2021 GPG analysis.
7.6. We have some work to do to address the GPG and we recognise we have some
deep rooted male dominated departments that will take time to change. We will
continue to ensure we have gender balanced recruitment processes in terms of
shortlisting, panels and advertising roles in an inclusive way both internally and
externally.

8. Key progress in last 12 months
8.1. The NHS Health Passport was launched across UHP. This is designed to support
Disabled colleagues as they move through roles within the NHS, allowing individuals
to easily record information about their condition and support conversations with line
managers around their difficulties and reasonable adjustments for their role. This
was identified as an action within the recently published People Plan.
8.2. UHP was successful in its application to participate on the NHS Employers’ Diversity
and Inclusion Programme in 2021, which aims to nurture, support and guide
organisations.
8.3. Staff Networks with our BAME, Women and Disability networks were launched in
June, July and September of this year. The meetings that have been held have been
incredibly useful in starting to talk openly about how staff feel in relation to their
protected characteristic and their work place experience. This, together with our
data through our Pulse/Staff Surveys, WDES, WRES and GPG findings will shape
the equality, diversity and inclusion agenda in moving forward.
8.4. UHP launched Rainbow Badges across the Trust to support LGBT+ patients and
staff. We have received in excess of 1200 pledges from colleagues to show their
commitment to inclusion and the badge is a visible representation of this.
8.5. Progress has been made around greater gender balanced recruitment panels,
particularly for all senior posts (8C+). There is recognition that this needs to be
further strengthened.

9. Conclusion
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9.1. The most positive achievement in the last year is the introduction of Staff Networks
which commenced with the BAME, Women and Disability Networks. The ability to
work collaboratively with the networks, will bring with it the ability to better
understand the issues faced by our colleagues and to enable the networks to
influence and shape the EDI agenda to bridge the gaps in workplace experience,
supporting a sustainable inclusive and compassionate workplace.
9.2. BAME colleagues are now less likely to enter the formal disciplinary (conduct)
process than white colleagues. The reduction in cases entering the disciplinary
process is supported by the introduction of a triage process, where each case is
assessed through a Just and Learning and equality lens.
9.3. The Trust is well on the way to achieving the people promise of ensuring every
voice counts through our networks. Our recruitment and selection process is a
central focus for demonstrating inclusion in how we encourage applications from our
diverse community and how we enable all colleagues to progress internally, which is
fundamental to being able to achieve a representative workforce at all levels.
Reviewing our current process will be undertaken in partnership with our networks to
ensure we see what they see, to make the most effective changes and the changes
that matter the most.
9.4. There is still much to do to create a fully inclusive workplace and to address the
challenges in relation to the gender pay gap and workplace experience felt by
colleagues from protected groups. Equality, Diversity and Inclusion Metrics are
currently being developed with specific alignment to the wider National and STP
People Plan metrics and the Board are asked to support in principle the following
objectives which will be presented to and finalised at the People and Culture
Committee in October 2020:
•

Implement a Reverse Mentoring process for staff from disadvantaged groups
(such as BAME) with Trust Executives and Senior Medical and Nursing staff, with
an aim to increase exposure and opportunity for staff and provide learning
opportunities for senior colleagues through insightful conversations. By 31st July
2021.

•

Develop and provide a bespoke menu of support and development for Women
and those from BAME backgrounds to ensure the widest pool of internal
candidates are prepared, for when medical leadership opportunities arise. By 31st
July 2021.

•

Further strengthen gender balanced interview panels across the Trust with a
target of 80% of all interview panels being balanced by 1st January 2021 and 90%
by 31st March 2021.

•

Actively promote the Trust’s ‘Career Conversations’ development programme,
with the first cohort being prioritised for staff from disadvantaged groups, to
enable career progression. By 31st May 2021.

•

Mandate broader diversity on senior leader interview panels (8C+) to include
BAME representation at every panel. By 31st March 2021.

•

Appoint a dedicated resource to support the equality, diversity and inclusion
agenda. By 31st March 2021.

•

To appoint a nominated Chair for each Staff Network. By 31st January 2021.
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SUMMARY REPORT
People and Culture Committee

August 2020

Subject

Workforce Race Equality Standard (WRES) and Workforce Disability
Equality Standard (WDES) Update 2020

Prepared by

HR Business Partner

Approved by

Assistant Director of People

Presented by
HR Business Partner
Purpose
The purpose of this report is to provide an overview of UHP’s response to the Decision
2020 WRES and WDES compliance framework. This includes feedback on the Approval
National Staff Survey 2019 results which contribute to WRES and WDES along Information
with actions for improvement.
Assurance

Corporate Objectives
Quality Care

Inspired People

Healthy Organisation





Innovate & Collaborate





Executive Summary
WRES and WDES are mandated across the NHS and require organisations to use workforce data
and staff survey feedback to identify and take action to close the gap in the workplace experience of
Black, Asian, minority Ethnicity (BAME) and Disabled colleagues.
The diversity of the workforce remains challenged in higher banded roles although the medical
workforce continues to show higher levels of ethnic diversity. As the workforce has increased so has
the number of BAME and Disabled colleagues, although the overall workforce profile remains
broadly similar – 1% increase for BAME and Disability remains the same. Feedback from the NHS
Staff Survey shows that Disabled colleagues report lower levels of satisfaction across the majority of
areas when compared to non-disabled colleagues. In contrast BAME colleagues report more
favourably in some areas, although the main areas of concern remain consistent with experiences
of harassment and bullying and discrimination.
Quality Impact Assessment
Lack of oversight of the WRES and WDES data reduces the ability to close the gap on workplace
inequalities which in turn, may negatively impact our staff and patients’ experience.
Financial Impact Assessment
There will be a hidden costs associated to quality, morale, patient experience and organisational
efficiency.
Regulatory Impact Assessment
Progress with this work could impact on compliance with the Equalities Act 2010 as well as failure to
meet national NHS requirements including the People Plan and CQC monitoring.
Equality and Diversity Impact Assessment
Increasing the profile and focus of equality and diversity will enable us to maintain an inclusive
hospital for both patients and colleagues.
Environment & Sustainability Impact Assessment
None.

Key Recommendations
There remains to be considerable work to further develop a meaningful, robust and target driven
action plans. P&CC are asked to:
• Agree the action plan contained within the report
• Provide oversight and governance of delivery of the plan
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DETAILED REPORT
People and Culture Committee

August 2020

Subject

Workforce Race Equality Standard (WRES) and Workforce Disability
Equality Standard (WDES) Update

Prepared by

HR Business Partner

Approved by

Assistant Director of People

Presented by

HR Business Partner

1. Purpose
1.1. The purpose of this report is to provide an overview of the national 2020 WRES and
WDES submissions, along with actions that form part of the wider Equality, Diversity and
Inclusion (EDI) Improvement Plan. The standards consider information relating to the
workforce profile and the national NHS Staff Survey feedback.

2. Background
2.1 Covid has shone a harsh light on health inequalities across minority communities which
impacts on our workforce as we reflect the diversity of our local population. Coupled with
the death of George Floyd as a result of systemic racism in the Minneapolis Police
Department the focus on EDI has never been more important or more obvious. This is
evident in the national decision to reinstate the WRES and WDES which had been
placed on hold at the start of the pandemic.
2.2 In recognition that there continues to be a of lack diversity at all levels of the NHS
workforce, the target previously set through the Model Employer framework in ensuring
leadership is representative of the overall BAME workforce has been brought forward
from 2028 to 2025 I. UHP will be required to set out an action plan showing how, over the
next few years, its board and senior workforce will match the BAME composition of the
overall workforce or the local community, whichever is higher. According to the 2011
census 5.1% of the Devon population were BAME including white European II and UHP’s
diversity is 8.5%.
2.3 WRES was mandated in April 2015 and requires healthcare providers to undertake a
self-assessment which includes analysing workforce data and staff survey feedback to
identify and close the gap in workplace inequalities between BAME and white
colleagues. This also allows for comparison against other NHS organisations both
locally and nationally.
2.4 WDES was introduced in 2019 and also strives to identify and close the gap in workplace
inequalities between Disabled and non-disabled colleagues. Along with WRES there is a
self-assessment process based on workforce data and staff survey results. Whilst the
standards are broadly similar in terms of workforce measures, other criteria is specific to
each standard. A notable difference is that WDES measures staff engagement and the
extent to which organisations have taken action to facilitate the voice of Disabled
colleagues to be heard.

I
II

https://www.england.nhs.uk/publication/a-model-employer/
https://www.devon.gov.uk/equality/communities/race
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2.5 All employees at UHP are asked to respond to the NHS staff survey. There were 4602
respondents to the 2019 survey, which represented 63% of the workforce, an increase of
11% from the previous year. 297 BAME colleagues and 879 Disabled colleagues
responded to the survey which was an improvement from the 2018 position which was
199 and 641 respectively. Consistent with previous years, there are less colleagues
recorded on ESR as Disabled than the number who identify as having a disability in
response to the staff survey. There remains a 12% non-declaration rate for disabilities
compared to 6% for ethnicity, an increase from 3.7% the previous year.

3. NHS People Plan 2020/2021
3.1 The plan I sets out actions to help transform the NHS through fostering a culture of
inclusion and belonging that enables colleagues to work together differently to deliver
patient care. The principles of the plan are far reaching and go beyond 2021. The plan
recognises that inclusion is more than statistics and is about connection and the extent to
which colleagues feel included.
3.2 All actions work towards inclusion and underpin each other as well as having specific
actions against equality and diversity II, which have been incorporated into the actions set
out in this paper.
3.3 NHS England and NHS Improvement will support organisations to achieve some of the
goals which will include creating decision-tree checklists for managers, post-action audits
on disciplinary decisions, and pre-formal action checks as well as undertaking further
research to refresh the evidence base for action to ensure senior leadership represents
the diversity of the NHS covering all protected characteristics from September 2020.

4. Workforce Demographics
4.1. The representation of our BAME and Disabled colleagues is shown by pay band and
staff group at Appendix 1. Note: clinical apprentices are listed under band 1 clinical staff
to fall in line with the level of their pay.

5. National WRES and WDES (2019) Key Findings
5.1. The most recent national WRES report, published in February 2020, relating to data
taken from 31st March 2019, showed a continuous improvement in a number of
indicators whilst other indicators identify workplace inequalities III. According to the report
19.7% of colleagues working for the NHS have a BAME background. In our latest
reporting, as at 31st March 2020, 8.5% of UHP colleagues identify as BAME, an increase
of 1% from 2019..
5.2. The first WDES national report, published in March 2020, relating to data taken from 31st
March 2019, confirmed that workplace inequalities exist for Disabled colleagues IV. This
is succinctly reflected in this extract from the report :-

I

https://www.england.nhs.uk/wp-content/uploads/2020/07/We_Are_The_NHS_Action_For_us_allupdated-0608.pdf
II
https://www.nhsemployers.org/-/media/Employers/Documents/NHS-People-Plan-Actions-2020.pdf
III
https://www.england.nhs.uk/wp-content/uploads/2020/01/wres-2019-data-report.pdf - page 6
summary of key findings
IV
https://www.england.nhs.uk/wp-content/uploads/2020/03/nhs-wdes-annual-report-2019.pdf - page 5
summary of key findings
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“As at June 2019, there were 7.7 million Disabled people in employment in the UK aged
between 16-64. 52.6% of working age Disabled people were in employment, compared to
81.5% for working age non-disabled people. In relation to the unemployment rate, the
percentage for non-disabled people was over twice the percentage for Disabled people; 7.3%
vs 3.4%”.
5.3. As at 31st March 2020, 4% of UHP colleagues have declared that they have a disability
which remains the same as the previous year and above the national average of 3.1%
5.4. Reference to the national position for WRES and WDES will be made throughout the
report. A summary of the UHP findings for WRES is shown at Appendix 2 and
WDES at Appendix 3.

6.

UHP WRES FINDINGS
This section is summarised in data form on Appendix 2.
•

The workforce diversity in relation to ethnicity has improved by 1%, driven mainly by
changes at AfC non clinical band 2 level, AfC clinical band 5 level and consultant
numbers. The changes at band 2 level reflect the reintroduction of Hotel Services with an
increase of 50 BAME colleagues, although a greater number (134) is unknown. The band
5 changes reflect the increase in registered nursing roles which include overseas
recruitment and show an increase of 36 BAME colleagues although there has been a
greater increase in white colleagues (48). Again, the biggest increase of 67 is within
unknown/not specified. It is worth noting that the overall clinical workforce has increased by
406, of which only 48 were BAME and included overseas recruitment. 28% of medical roles
are held by BAME colleagues.

•

The relative likelihood of white applicants being appointed from shortlisting across all
posts compared to BAME applicants is 1.26 which is a notable improvement on the
previous years (1.91 and 2.68 respectively) and the national position of 1.46. The overall
number of applications has reduced this year with a lower number of white applicants
appointed and an increase in the number of BAME applicants appointed.

•

The medical workforce remains more diverse with this year seeing an increase in BAME
colleagues and a reduction of white colleagues, with the exception of consultants.

•

The number of BAME colleagues who have had access to CPD has increased since last
year (74% to 90%) and has improved at a greater rate than white colleagues (78% to
82%) reflected in the relative likelihood of white colleagues having access to nonmandatory training and CPD compared to BAME colleagues, 0.92 which is better than the
national position of 1.15.

•

Nationally BAME colleagues are 1.22 times relatively more likely to enter the formal
disciplinary (conduct) process than white colleagues. UHP’s position is more favourable
for BAME colleagues at 0.72 and reflects the reduction in the number of conduct cases
overall and the number of BAME colleagues involved. The reduction in cases reflects the
introduction of a triage process before a formal investigation commences, in order to
access cases through a Just and Learning and equality lens. Reducing the gap is a
target for all Trusts as part of the People Plan and will be monitored closely to ensure
UHP maintain the current position.
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2019 UHP WRES Staff Survey Results

5.1

This section is summarised in data form on Appendix 2.

7.

•

In 2018 the gap between white and BAME colleagues was bridged in relation to
experiencing harassment from patients, relatives and the public. Sadly, the gap has
widened according to the latest information. The 2019 survey feedback has seen an
increase overall with 26.9% of white colleagues reporting issues, remaining the same as
the previous year and BAME colleagues saw the position worsening to 29.2%, a 2.9%
increase. UHP white colleagues fair better than the national average (27.8%), whilst
BAME colleagues mirror the national picture (29.8%).

•

Percentage of staff experiencing harassment, bullying or abuse from colleagues in the
last 12 months has decreased by 2% for white colleagues, whilst BAME colleagues saw a
1.9% increase. UHP white colleagues respond better than the national average although
BAME colleagues are 1% lower than the national position (22.7% UHP white, 24.2%
national; 28% UHP BAME, national 29%)

•

The perception of fairness in career progression is better than the national average for
BAME and white colleagues. There has been a 1.8% increase for white colleagues
(85.8% to 87.6% UHP, 86.3% nationally) and a 10.6% increase for BAME colleagues,
70.1% to 80.7% which is 10.8% higher than the national average at 69.9%.

•

Discrimination from managers and colleagues has decreased for both BAME and white
colleagues with BAME colleagues seeing a decrease from 17.3% to 11.5% which is better
than the national position (15.3%). White colleagues respond very differently at 5.6%
(6.9% last year) for UHP and 6.4% nationally. A positive improvement although the gap
remains notable.

•

When compared against the Trust average, BAME colleagues respond more favourably
to 33 of the 90 staff survey questions than white colleagues. There are higher levels of
satisfaction relating to the respondent’s job and the appraisal process. Alongside this, the
feedback indicates BAME colleagues are less likely to ‘often think about leaving’ as well
as recommending the Trust as a place to work, 68% which is 7% higher than white
colleagues and similar to last year’s feedback.

•

In comparison to the Trust average BAME colleagues are less satisfied with 14 of the 90
questions than white colleagues. This relates mainly to the level of personal support
provided by their managers, ability to influence their work and the extent of harassment,
bullying and discrimination experienced from patients, colleagues and managers.
Although the feedback indicates BAME colleagues are less likely to ‘often think about
leaving’ compared to the white colleagues, there is a higher response rate when asked if
they are planning to leave.

UHP WDES FINDINGS
This section is summarised in data form on Appendix 3.

5

Item 11, Appendix 1
•

Disabled colleagues represent 4% of the workforce. Overall, 6.4% of the non-clinical and
3.6% of the clinical workforce (excluding medical and dental staff) had declared a
disability through the NHS Electronic Staff Record. This is notably higher than the
national position of 3.6% and 2.9% respectively. UHP workforce profile is broadly similar
to last year with less than 1% of medical trainee grades declaring a disability (1.94%
nationally), 2% of non-consultants career grade (1.2% nationally) and 1% of consultants
(0.8% nationally).

•

Disabled colleagues represent 7.2% in non-clinical AfC bands 1-4, an increase from 5%
in the previous year. There has been an increase of 2% (8%-10%) at AfC Band 2 level
which has been driven by the reintroduction of Hotel Services. Non-disclosure has also
increased at this level by just under 10% (135 colleagues).

•

Disabled colleagues representation across the remainder of the workforce is broadly
similar to last year with the number reducing as the banding increases which reflects a
lack of Disabled colleagues in AfC senior roles and medical roles. 12% of the workforce is
‘undeclared or unknown’.

•

The relative likelihood of non-disabled applicants compared to Disabled applicants being
appointed from shortlisting across all posts 1.86 which has worsened from last year’s
position of 1.43. UHP are notably higher than the national figure of 1.23.

•

In relation to formal performance related capability processes there were low numbers
across the Trust with one case relating to a Disabled colleague. The relative likelihood of
Disabled colleagues entering a formal capability process is 2.28. This was a voluntary
metric last year and there is no national comparison.

8. WDES Staff Survey Feedback 2019
The feedback relates to Disabled colleagues who responded to the 2019 NHS Staff Survey,
summarised in data form on Appendix 3. The findings indicate that the percentage of
Disabled staff compared to non-disabled staff experiencing harassment, bullying and abuse is
notably higher in relation to the following:•

Patients/service users, relatives or the public – 30.9% of Disabled colleagues
compared to 26.3% non-disabled colleagues. The responses are similar to last year
which was 31.4% for Disabled colleagues (33.9% national) and 25.7% for nondisabled colleagues. The national position is 33.8% and 26.8% respectively.

•

Managers – Disabled colleagues, 15.7% which is a 1.3% improvement on last year
and better than the national position at 19.8%. Non-disabled colleagues were 10% a
0.6% improvement and 3% lower than the national picture, 13%. Disabled staff
reporting harassment, bullying or abuse nationally ranged from 8.8% to a maximum
of 42.9%.

•

Colleagues – Disabled colleagues 26%; non-disabled colleagues 16.6%. Nondisabled colleagues have been a 1% improvement although Disabled colleagues
have seen lesser improvement at 0.6%. The national position reflects 26.8% for
disabled colleagues with the range of responses from NHS organisations reaching
47.47%

•

Positively 51.4% of cases relating to Disabled colleagues are reported either by the
individual or a colleague compared to 48% for non-disabled colleagues which is
notably better than the national average of 47.8% and 46.6% respectively. UHP
respond large in the middle of the range of responses. 28.2% to a maximum of
70.5%.
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•

81.1% (2.6% increase from last year) of Disabled colleagues believe the Trust provides
equal opportunities for career progression or promotion, which is better than the national
average at 75.3%. This compares to 88.4% for non-disabled colleagues (2.2%
improvement) which is also better than the national average.

•

26.7% of Disabled colleagues felt pressure from their manager to come to work when
unwell compared to 18.3% of non-disabled colleagues. The feedback for both Disabled
and non-disabled colleagues has improved by 1.7% and are better than the national
average (32% and 23% respectively)

•

There is a notable difference in the percentage of Disabled colleagues who are satisfied
with the extent to which the Trust values their work compared to non-disabled colleagues,
a 9.4% difference – 40% for Disabled colleagues compared to 49.4% non-disabled
colleagues. On a positive note the feedback from Disabled colleagues has improved by
3.4% compared to 1.7% for non-disabled colleagues. UHP respond more favourably than
the national position at 37.2% for Disabled colleagues and 47.9% non-disabled
colleagues.

•

77.6% of Disabled colleagues believe the Trust has made adequate adjustments to
enable them to carry out their duties. This is 0.8% increase on last year and better than
the national average of 72.4%.

•

The staff engagement score for Disabled colleagues is 6.7 (0.1% improvement from last
year) which is lower than non-disabled colleagues at 7.1 which remains the same as last
year and better than the national average at 6.64 and 7.01 respectively. UHP launched a
Disability network which has been set up for the benefit of its members offering a safe
space to share experiences, seek and offer support and ideas and receive helpful
information.

•

As mentioned 879 of the respondents to the Staff Survey identified themselves as
Disabled an increase of 238 from the previous year. Disabled colleagues who answered
the survey responded less favourably to the majority of questions particularly relating to
their job, managers and the organisation. 53% of responders would recommend the Trust
as a place to work compared to 63% for non-disabled responders (61% average across
the Trust).

9. Progress in last 12 months
•

The NHS Health Passport was launched across UHP. This is designed to support
disabled colleagues as they move through roles within the NHS, allowing individuals to
easily record information about their condition and support conversations with line
managers around their difficulties and reasonable adjustments for their role. This was
identified as an action within the recently published People Plan

•

UHP was successful in its application to participate on NHS Employers’ Diversity and
Inclusion Programme in 2021, which aims to nurture, support and guide organisations.

•

Introduction of Staff Networks with our BAME and Disability networks launched in June
and July of this year. The meetings that have been held have been incredibly useful in
staring to talk openly about our current position, previous WDES and WRES findings and
to listen to the views of the network. The Womens and LBGT+ networks will be launched
in September and the Religion network is in the planning stage.
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•

Launch of the Rainbow Badge to support LGBT+ patients. We have received in excess of
1200 pledges from colleagues to show their commitment to inclusion and the badge is a
visible representation of this.

10. Action Plan
The inclusion agenda is a complex process of changing mind-sets, assessing our policies and
processes to enable UHP to demonstrate its commitment to inclusion which is both visible and
tangible. This is a significant undertaking that requires dedicated resources as well as the
commitment of the wider organisation. As a result there is recognition that last year’s objectives
have not yet been fully completed although they continue to be an important element of bridging
the gap and remain part of the plan. We are also in a positive position to be able to engage with
our networks to seek their support to help formulate the action plan which will continue to evolve
over the next 12 months.
EDI campaign
to change the
conversation

•

Talk openly about our WRES and WDES challenges and
make EDI part of everyday conversations:o Create and share colleague stories to support a
change in mind-set in collaboration with the
networks
o Increase our website and social media activity
o Engage and work collaboratively with our local
community

Engagement

•

HRBP Lead
EDIWG

February
2021

Leadership
and
Education

•

Work collaboratively with our networks, commencing with
our BAME and Disabled networks to
o Listen, learn and work together to co-create,
develop and deliver the ongoing EDI
Improvement plan
o Foster better relationships with our community by
opening communication channels, encouraging
and welcoming their input into how we achieve
our aim and to uncover our blind spots.
Maintain a comprehensive EDI package for mandatory
training and induction in collaboration with the networks.
Enable people in leadership positions to measure (using
ESR data at varying levels including department, role,
band) and close the gap in their areas.
Targeted leadership development for BAME and
Disabled colleagues – ‘give up a seat’
Positive action in recruitment to increase applications
from protected groups.
Learn from Covid and facilitate collective leadership

HR&OD

September
2020
November
2020

Key HR policies to be reviewed through the lens of
inclusion in collaboration with the networks, ensuring
there is a robust QEIA process.
Cleanse the workforce data to increase declaration rates
by reminding colleagues of the purpose of gathering the
data.
Ensure reasonable adjustments are clearly outlined
within relevant policies

HRBPs/Networks
EDIWG

Overhaul recruitment and promotion practices to make
sure that staffing reflects the diversity of the community,
regional and national labour markets (the People Plan).
o Review of reliance on qualifications and

•
•
•
•

Governance
and QEIA

•
•
•

Recruitment

•
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HR Business
Partner (HRBP)

HRBPs
OD
Recruitment Lead
All managers

December
2020

November
2020
December
2020
January
2021
May 2021

Workforce Team

March
2021

Sickness
Manager/OH

October
2020

Assistant DOP
Networks/EDIWG

October
2020
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o
o
Wellbeing

Model
Employer

education balanced against evidence of
competence
Easy access to off line applications
Review of internal progression and processes.

•

Equality, diversity and inclusion action as part of the
health and wellbeing conversations described in the
People Plan health and wellbeing table

Occupational
Health, Sickness
manager

September
2020

•

Achieve Disability Confident 2

Sickness Manager

•

Publish progress against the Model Employer goals to
ensure that the workforce leadership is representative of
the overall BAME workforce.

Assistant DoP

December
2020
December
2020 and
ongoing

11. Overall Findings
11.1

The demographics of UHP’s workforce continues to be challenged in terms of diversity at
all levels. There remains greater diversity at bandings where people are more able to
enter the organisation – AfC band 2 and 5. Whilst some good progress has been made in
some areas, in general the satisfaction levels for Disabled and BAME colleagues taken
from the feedback from the 2019 NHS national Staff Survey in relation to the workforce
standard metrics, demonstrate a lesser experience of the workplace.

11.2

The NHS Staff Survey feedback continues to tell us that the main issue lies within the
organisation in the way colleagues interact with each other and where we see notable
differences in experience from BAME and Disabled colleagues. It is understood that the
organisation through the workforce reflects the community in terms of cultural acceptance
as well as inclusive actions and we must focus our efforts on how people are respected at
work. Harassment and bullying from patients and the public remains a consistent theme
for BAME colleagues and this year we have seen the gap widen. Disabled colleagues
have a very similar experience. Behaviours that lead to the negative feedback require
further exploration, to help to understand the best way to develop a shift in mind-set, both
within and external to the Trust in order to develop a sustainable change and
improvement.

11.3

There has been an improvement in the perception of fairness in career progression for
both BAME and Disabled colleagues. Whilst encouraging we have not seen and need to
see more diversity at all levels and reflect on the reasons behind the relative likelihood of
appointment remaining in favour of white, able bodied applicants. For these reasons, we
need to satisfy ourselves that our selection processes demonstrate fairness and reflects
UHP as an inclusive employer, as well as enabling us to meet our target within the Model
Employer framework and the ultimate aim to have a representative workforce at all levels.

11.4

The most positive achievement in the last year is the introduction of Staff Networks which
commenced with the BAME and Disability Networks. The ability to work collaboratively
with the networks, will bring with it the ability to better understand the issues faced by our
colleagues and to enable the networks to influence and shape how we move forward
together, to create a sustainable inclusive and compassionate workplace.

12. Conclusion and recommendations
12.1

Our aim is to bridge the gaps identified through the workplace standards, in order and to
do so we need to better understand the lived experience of our BAME and Disabled
colleagues, by working alongside our networks to co-create and develop our inclusion
strategy. P&CC are asked to:
9
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•
•

Agree the above action plan
Provide oversight and governance of delivery of the plan.
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Appendix 1
Workforce Demographics (31st March 2020)
WHITE
Non Clinical
workforce

ESR
figures

Verified
figures

BAME
ESR
figures

Verified
figures

ESR
figures

Verified
figures

1

2.17%

2

4.35%

4
56
9
7
4
2
0
0
0
0
0
0
0

6.56%
5.54%
2.13%
2.19%
2.17%
1.56%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%

25
134
13
3
7
7
1
1
0
1
0
0
1

40.98%
13.27%
3.07%
0.94%
3.80%
5.47%
1.22%
1.89%
0.00%
3.45%
0.00%
0.00%
9.09%

Under
43
93.48%
Band 1
Band 1
32
52.46%
Band 2
820
81.19%
Band 3
401
94.80%
Band 4
310
96.88%
Band 5
173
94.02%
Band 6
119
92.97%
Band 7
81
98.78%
Band 8A
52
98.11%
Band 8B
21
100.00%
Band 8C
28
96.55%
Band 8D
7
100.00%
Band 9
9
100.00%
VSM
10
90.91%
Clinical workforce (non medical)
Under Band 1
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8A
Band 8B
Band 8C
Band 8D
Band 9
VSM
Medical & Dental
Consultants
of which Senior
medical manager
Non-consultant
career grade
Trainee grades
Other

ETHNICITY
UNKNOWN/NULL

3
9
1095
410
196
1192
979
492
115
41
13
8
4
0

100.00%
75.00%
92.88%
93.61%
94.23%
78.73%
92.45%
94.98%
93.50%
97.62%
100.00%
100.00%
100.00%
0.00%

0
2
60
20
6
164
54
16
3
0
0
0
0
0

0.00%
16.67%
5.09%
4.57%
2.88%
10.83%
5.10%
3.09%
2.44%
0.00%
0.00%
0.00%
0.00%
0.00%

0
1
24
8
6
158
26
10
5
1
0
0
0
0

0.00%
8.33%
2.04%
1.83%
2.88%
10.44%
2.46%
1.93%
4.07%
2.38%
0.00%
0.00%
0.00%
0.00%

344

76.44%

88

19.56%

18

4.00%

1

100.00%

0

0.00%

0

0.00%

96

49.74%

76

39.38%

21

10.88%

300
0

59.06%
0.00%

161
0

31.69%
0.00%

47
0

9.25%
0.00%
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Disabled staff

Non Disabled Staff

Disability Not Known

Non Clinical
workforce

ESR
figures

Verified
figures

ESR
figures

Verified
figures

Disability
Not Known

Verified
figures

Under Band 1

3

6.52%

42

91.30%

1

2.17%

Band 1

4

6.56%

28

45.90%

29

47.54%

Band 2

101

10.00%

743

73.56%

166

16.44%

Band 3

16

3.78%

372

87.94%

35

8.27%

Band 4

10

3.13%

284

88.75%

26

8.13%

Band 5

11

5.98%

154

83.70%

19

10.33%

Band 6

3

2.34%

115

89.84%

10

7.81%

Band 7

4

4.88%

72

87.80%

6

7.32%

Band 8A

1

1.89%

47

88.68%

5

9.43%

Band 8B

0

0.00%

20

95.24%

1

4.76%

Band 8C

1

3.45%

27

93.10%

1

3.45%

Band 8D

0

0.00%

6

85.71%

1

14.29%

Band 9

0

0.00%

7

77.78%

2

22.22%

VSM

0

0.00%

6

54.55%

5

45.45%

1b) Clinical workforce (non medical)
Under Band 1

0

0.00%

3

100.00%

0

0.00%

Band 1

2

16.67%

8

66.67%

2

16.67%

Band 2

58

4.92%

1002

84.99%

119

10.09%

Band 3

18

4.11%

373

85.16%

47

10.73%

Band 4

8

3.85%

170

81.73%

30

14.42%

Band 5

51

3.37%

1183

78.14%

280

18.49%

Band 6

31

2.93%

930

87.82%

98

9.25%

Band 7

16

3.09%

439

84.75%

63

12.16%

Band 8A

2

1.63%

99

80.49%

22

17.89%

Band 8B

0

0.00%

36

85.71%

6

14.29%

Band 8C

0

0.00%

12

92.31%

1

7.69%

Band 8D

0

0.00%

8

100.00%

0

0.00%

Band 9

0

0.00%

4

100.00%

0

0.00%

VSM
Medical & Dental

0

0.00%

0

0.00%

0

0.00%

Consultants
Nonconsultant
career grade
Trainee
grades
Other

5

1.11%

380

84.44%

65

14.44%

4

2.07%

174

90.16%

15

7.77%

3

0.59%

481

94.69%

24

4.72%

0

0

0

0

0

0
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Appendix 2
WRES Summary Findings
UHP
2019

UHP
2020

National

Board

5.6%

5.9%

8.4%

Overall
total
Workforce

7.5%

8.5%

19.7%

1.91

1.26

1.46

1.20

0.72

1.22

1.06

0.92

1.15

2018

2019

National

BAME
White

26.3%
26.9%

29.2%
26.9%

29.8%
27.8%

BAME
White

26.1%
24.7%

28.0%
22.7%

29.0%
24.2%

BAME
White

70.1%
85.8%

80.7%
87.6%

69.9%
86.3%

BAME
White

17.3%
6.9%

11.5%
5.6%

15.3%
6.4%

Workforce Metrics
Percentage of staff in each of the Agenda for Change
(AfC) bands 1 – 9 and VSM (including executive board
members) compared with the percentage of staff in the
overall workforce. (See Appendix 1 in relation to AfC
bands 1-9 and VSM).
Relative likelihood of white applicants being appointed
from shortlisting across all posts compared to BAME
applicants
Relative likelihood of BAME staff entering the formal
disciplinary process, compared to that of White staff
entering the formal disciplinary process, as measured by
entry into a formal disciplinary investigation (2 year
average)
Relative likelihood of white colleagues accessing nonmandatory training and CPD when compared to BAME
colleagues

BAME %

Staff Survey Metric
Percentage of staff experiencing harassment, bullying or
abuse from patients, relatives or the public in the last 12
months
Percentage of staff experiencing harassment, bullying or
abuse from staff in the last 12 months
Percentage of staff believing that the organisation
provides equal opportunities for career progression or
promotion.
Percentage of staff experiencing discrimination at work
from managers/team leaders or other colleagues in the
last 12 months.

National data source: https://www.england.nhs.uk/wp-content/uploads/2020/01/wres-

2019-data-report.pdf
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Appendix 3
WDES Summary of Findings
Disabled
/non
Disabled

UHP
2019

UHP
2020

National
(2019)

Disabled

5%
5%
3%
2%

7.2%
4.6%
1.4%
1.8%

3.65%
3.67%
2.84%
2.19%

Disabled

5%
4%
1%
0
1%

4.67%
3.17%
1.21%
0
1.11%

3.11%
3.28%
2.38%
1.81%
0.80%

3%

2.07%

1.20%

2%

0.59%

1.94%

1.43

1.86

1.23

0

2.28

Voluntary
1st yr.

2018

2019

National

Disabled
Non

31.4%
25.7%

30.9%
26.3%

33.8%
26.8%

ii. Managers

Disabled
Non

17%
10.4%

15.7%
10%

19.8%
13%

iii. Other colleagues

Disabled
Non

26.6%
17.6%

26%
16.6%

26.8%
18.1%

b) Percentage of Disabled staff compared to non-disabled
staff saying that the last time they experienced harassment,
bullying or abuse at work, they or a colleague reported it

Disabled
Non

50.2%
48.1%

51.4%
48%

47.8%
46.6%

Percentage of Disabled staff compared to non-disabled
staff believing that the Trust provides equal opportunities
for career progression or promotion.

Disabled
Non

78.5%
86.2%

81.1%
88.4%

75.3%
82.7%

Percentage of Disabled staff compared to non-disabled
staff saying that they have felt pressure from their manager
to come to work, despite not feeling well enough to perform
their duties.
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Disabled
Non

28.4%
20%

26.7%
18.3%

32%
23%

Workforce Metrics
Percentage of staff in AfC pay-bands or medical and dental
subgroups and very senior managers (including Executive
Board members) compared with the percentage of staff in
the overall workforce.
Non Clinical
Cluster 1: AfC Band 1, 2, 3 and 4
Cluster 2: AfC Band 5, 6 and 7
Cluster 3: Ac Band 8a and 8b
Cluster 4: Band 8c, 8d, 9 and VSM (including Executive
Board members)
Clinical
Cluster 1: AfC Band 1, 2, 3 and 4
Cluster 2: AfC Band 5, 6 and 7
Cluster 3: Ac Band 8a and 8b
Cluster 4: Band 8c, 8d, 9 and VSM (including
Cluster 5: Medical and Dental Staff, Consultants
Cluster 6: Medical and Dental Staff Non Consultant career
grade
Cluster 7: Medical and Dental Staff, Medical and dental
trainee grades.
Relative likelihood of non-disabled staff compared to
Disabled staff being appointed from shortlisting across all
posts
Relative likelihood of Disabled staff compared to nondisabled staff entering the formal capability process, as
measured by entry into the formal capability procedure.
Staff Survey Metrics
a) Percentage of Disabled staff compared to non-disabled
staff experiencing harassment, bullying or abuse from:
i. Patients/Service users, their relatives or other members
of the public

Item 11, Appendix 1
Percentage of Disabled staff compared to non-disabled
staff saying that they are satisfied with the extent to which
their organisation values their work.
Percentage of Disabled staff saying that their employer has
made adequate adjustment(s) to enable them to carry out
their work.
The staff engagement score for Disabled staff, compared to
non-disabled staff.
b) Has your Trust taken action to facilitate the voices of
Disabled staff in your organisation to be heard? (Yes) or
(No)
Percentage difference between the organisation’s Board
voting membership and its organisation’s overall workforce,
disaggregated:
• By voting membership of the Board.
• By Executive membership of the Board.
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Disabled
Non

36.6%
47.7%

40%
49.4%

37.2%
47.9%

Disabled

76.8%

77.6%

72.4%

Disabled
Non

6.6
7.1

6.7
7.1

6.64
7.01

Yes

Disabled
Non
Disabled
No

-4%
-24%
-4%
-9%

-4%
-50%
6%
-23%

1.8%
70.1%
1.7%
71.2%
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September 2020

Devon Integrated Care System: proposed structure and governance

Ann James

Purpose
The purpose of this report is to invite the Board to approve the proposed structure and governance for an Integrated Care System for Devon.
Headline messages
 The attached document sets out the proposed structure and governance of a Devon Integrated Care System (ICS). It was discussed and agreed at the first
meeting of the Shadow ICS Partnership Board. This Partnership Board includes the Chairs, Council Leaders and Accountable Officers of all the partner
organisations.
 The document has been shared informally with the Board prior to this meeting and is now presented, at the Devon STP’s request, for approval by the Board.
The Devon STP has requested that the governing bodies of all partner organisations agree these proposals.
Impact assessment
Quality

There are no direct quality implications associated with this report.

Finance

There are no direct financial implications associated with this report.

Regulation

The Devon STP is currently going through the Integrated Care System (ICS) development process with the expectation that it will
be approved as an ICS from 1 April 2021.

Equality & Diversity

There are no direct equality & diversity issues associated with this report.

Environment & Sustainability

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

Considerations for the Trust Board
The Board is asked to approve the proposed structure and governance proposals set out in the accompanying paper. [Note that the document is marked ‘draft’ at
the request of Devon CCG].
Look ahead and next steps
The Chair/Chief Executive will inform the Shadow ICS Partnership Board of this Board’s decision.
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Proposed Structure and Governance Arrangement for
Devon Integrated Care System
1. Introduction and Context
The NHS Long-Term Plan set the ambition that every part of the country should be an
integrated care system (ICS) by 2021. It encourages all organisations in each health
and care system to join forces, so they are better able to improve the health of their
populations and offer well-coordinated efficient services to those who need them.
NHS England and NHS Improvement (NHSE/I) set out a consistent approach to how
systems are designed highlighting three levels at which decisions are made and
described the broad functions to be undertaken at each level:
•

Neighbourhoods (populations circa 30,000 to 50,000 people) -served by
groups of GP practices working with NHS community services, social care and
other providers to deliver more coordinated and proactive services through
primary care networks (PCNs).

•

Places (populations circa 250,000 to 500,000 people) -served by a set of
health and care providers in a town or district, connecting PCNs to broader
services including those provided by local councils, community hospitals or
voluntary organisations.

•

Systems (populations circa 1 million to 3 million people) -in which the whole
area’s health and care partners in different sectors come together to set strategic
direction and to develop economies of scale. An ICS is not a legal entity and has
no authority and powers other than those afforded it by its constituent sovereign
organisations that are the NHS and Local Authority (LA) organisations in the
area.
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More recently, “the Phase 3 letter” from NHSE/I received on 31st July 2020 set out the
following requirements for systems:

“Working across systems, including NHS, local authority and voluntary sector partners,
has been essential for dealing with the pandemic and the same is true in recovery. As
we move towards comprehensive ICS coverage by April 2021, all ICSs and STPs should
embed and accelerate this joint working through a development plan, agreed with their
NHSE/I regional director, that includes:
• Collaborative leadership arrangements, agreed by all partners, that support joint
working and quick, effective decision-making. This should include a single STP/ICS
leader and a non-executive chair, appointed in line with NHSE/I guidance, and clearly
defined arrangements for provider collaboration, place leadership and integrated care
partnerships.
• Organisations within the system coming together to serve communities through a
Partnership Board, underpinned by agreed governance and decision-making
arrangements including high standards of transparency – in which providers and
commissioners can agree actions in the best interests of their populations, based on coproduction, engagement and evidence.
• Plans to streamline commissioning through a single ICS/STP approach. This will
typically lead to a single CCG across the system. Formal written applications to merge
CCGs on 1 April 2021 needed to give effect to this expectation should be submitted by
30 September 2020.
• A plan for developing and implementing a full shared care record, allowing the safe
flow of patient data between care settings, and the aggregation of data for population
health.”
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2. Current position in Devon
In Devon this new mechanism for setting strategies and developing and implementing
plans to improve the health of a whole population is in the early stages of evolution. At
system level Devon is currently a Sustainability and Transformation Partnership (STP),
the precursor to an ICS, and has been since 2016.
There is an ICS “maturity matrix”. The matrix outlines the core capabilities expected of
emerging ICSs, developing ICSs, maturing ICSs and thriving ICSs. For a system to be
formally named an ICS, they will need to meet the attributes of a maturing ICS 1,
assessed by the regional office of NHSE/I, that will include delivering performance and
financial outcomes that meet plans agreed with NHSE/I. We are anticipating meeting the
deadline of April 2021.
The development of informal structures for working “at place” is also at early stage with
different approaches and levels of progress in each of the 5 LCP areas. There is a clear
commitment across the county that place arrangements need to be suited to the
circumstances and priorities of each place and there will be no centrally imposed
governance structure. However it is important that each place is able to demonstrate that
it has the capacity and capability to deliver on its objectives before it’s accountability and
budgetary responsibility can be increased. Each LCP has a Development Lead who is
co-ordinating and supporting this work.
From the 1 July 2019, 31 PCNs came into being so creating the “neighbourhood” tier.

1

https://www.england.nhs.uk/wp-content/uploads/2019/06/designing-integrated-care-systems-inengland.pdf
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Each PCN has a Clinical Director and within each LCP there is a Primary Care
Collaborative Board that brings together all the PCN Clinical Directors in the area to
provide an opportunity for collective consideration of issues as required. In the early
stages the priority for PCNs is to offer a way of stabilising primary care and improve
access for the population.
3. Developing the Governance and Accountability Arrangements
It is the role of the ICS to set the governance and accountability arrangements across
the system that support each level to fulfil it’s function. Consultation with all partners in
the ICS has identified a number of principles for these arrangements as set out below:
•
•
•
•
•
•

•

System governance needs to be light touch with minimal bureaucracy
Arrangements need to be flexible, responsive and emergent
The ICS recognises existing and continuing statutory roles and responsibilities
The ICS, engaging with all system partners is responsible for setting strategy,
direction and policy. The ICS will make recommendations to statutory
organisations where required.
There is an imperative to establish new arrangements but recognition that initial
arrangements may be subject to change pending future NHSE guidance/
gateway criteria. This is an evolutionary process
The principle of subsidiarity is accepted and all partners will hold each other to
account for working to this principle. Subsidiarity means that the delivery of
integration is happens as close to the citizen as possible - at Place or
Neighbourhood. System activity is reserved for when the objectives of an action
can be better achieved at system level by reason of the scale and effects of the
proposed action or when an action is required by regulators.
System and place will work together to drive transformation at all levels
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•

Meetings will be held virtually whenever possible

The overall structure, delivery architecture and governance of an ICS is currently not
mandated, and nationally each system is developing its own model. It is possible that
there may be some mandated national alignment about the nature and structure of an
ICS and all associated governance at a future date but, as outlined in the principles
above, the Devon system partners are keen to establish new arrangements to ensure
that the momentum and engagement are not lost. Discussions with NHSE/I suggest that
the arrangements proposed within this document will be in line with any future
requirements.
Interim governance arrangements were established in 2019 but this way of working was
put on hold during the COVID incident. A review of these previous arrangements has
been undertaken in light of new approaches to partnership working across health and
social care during the COVID incident and there has been an opportunity to learn from
past experience, both in Devon and more widely.
Discussions with individual organisations and their leaders were used to develop a draft
structure which was also shaped by a review of arrangements in other systems. This
structure was refined through further discussions and two system-wide meetings
involving Chairs, Council Leaders, CEOs and place development leaders to produce this
document. On 31st July 2020 this group agreed that a Shadow Partnership Board should
meet for the first time early in September 2020. Following discussion with NHSE/I this
document will be socialised more widely with other system stakeholders for feedback
before the first Shadow Partnership Board meeting. Subject to approval it will then be
shared with organisational Boards and Cabinets for formal approval.

(A more detailed structure is shown at Appendix B)
3.1

The ICS Partnership Board will consist of
•
•
•
•

Health Chairs / Council Leaders,
Health CEOs /Council CEOs
System CEO
Chair Clinical and Professional Cabinet

It will be responsible for:
• Setting system strategy, direction and policy and oversight of strategy
development
• Strategic planning and consideration of the proposed resource allocation
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•
•
•
•
•
•

Holding itself to account for system performance.
Sharing, scaling and spreading good practice
Solving wicked system issues (such as system infrastructure, competing
priorities etc) and enabling development at place
Influencing and strengthening Regional and National links
Championing Equality and Challenging Inequality
Citizen Engagement working with Place and individual organisations to prevent
duplication of effort.

The Partnership Board will work closely with the following groups to ensure delivery of
system wide objectives and ensure a robust framework for planning and performance
management:
•
•
•

System Leadership Executive
Clinical and Professional Cabinet
Strategic Commissioner

The Partnership will not replicate the Boards or Cabinets of the Health and Social care
organisations as its role is not to provide or commission services. There were concerns
that if it did in any way replicate those structures that it may start “doing” as opposed to
setting a framework for others to “do” within and create a conflict with the function of
LCPs and at neighbourhood with Primary Care Networks (PCNs).
The Terms of Reference for the Partnership Board are at Appendix A
3.2

Working at Place

Local Care Partnerships (LCPs)will lead the delivery and development of services at
place level. Their constituent organisations will take responsibility for a range of
functions, previously assigned to providers and commissioners to ensure that services
meet the needs of the local population and population health is improved.
The LCP is an arrangement for joint leadership of multifunctional teams, integrated by a
shared plan and objectives, common processes and deployment of joint resources.
The aims of the LCPs are to
•
•
•
•
•
•

Deliver Devon system strategies at local level
Improve health and wellbeing outcomes for the local population
Reduce inequalities
Improve people’s experience of care
Improve the sustainability of the health and care system
Support local engagement including with PCNs

In order to achieve these outcomes the LCPs will
•
•

Co-produce plans with ICS Partnership Board which will deliver improved health
and care services at population level
Develop integrated services
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•
•
•
•

Create the conditions for healthy living
Manage resources within available budget
Plan services through engagement with citizens
Develop community assets

It is recognised that the success of LCPs will be dependent on a wide network of
relationships within a local area. Culture and the approach to working together will be as
important as the formal structures. Therefore the membership of the LCP leadership
team will be based on local circumstances but should include at a minimum:
• Local Provider Organisations (Health and Care)
• PCN Clinical Directors
• Local Authorities (officers and elected members) to include social care provision,
housing, employment and communities
• Public Health leadership
• Community, Voluntary and Social Enterprise Sector
• Independent Sector
LCPs should also be able to demonstrate clearly how they will work with Health and
Wellbeing Boards and Scrutiny Committees
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Appendix A

Devon Shadow Integrated Care System Partnership Board
Terms of Reference
Introduction and Purpose
The Integrated Care System (ICS) Partnership Board will be responsible for setting the
overarching vision and plan for the Devon Health and Care system and for holding the
system accountable for delivery

Aims and Responsibilities
•

To agree the Devon Health and Care System strategic vision, ambitions and priorities
in line with the Long Term Plan.

•

To set the framework within which the system will operate. This will support flexibility
for working at place and local decision making whilst having standardised
approaches to improving efficiency.

•

To consider commissioning intentions , set by the strategic commissioner seeking to
influence and align them with system strategic plans and see they are reflected in
local Place based plans

•

To inform and engage patients, the public and staff and their representatives in the
work of the ICS

•

To consider and give a view on the proposed Capital and Investment Strategy and
funding allocations and criteria where required.

•

To receive regular update reports from the System Leadership Executive on the
ongoing process of delivery of the Long Term Plan and associated delivery plans

•

To agree the Devon ICS Outcomes Framework as developed by the Strategic
Commissioner.

•

To oversee an annual review of the Long Term Plan and the development of annual
delivery plans

•

To hold the system to account for quality and performance

•

To develop strong relationship with Regulators and wider Health and Social Care
System and ensure that the system complies with regulatory duties and assurance
reporting requirements.

•

To develop and maintain relationships with organisations outside Devon where this is
appropriate to support delivery of objectives.

•

To work across system to promote provider resilience and to co-ordinate response in
the event of failure
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•

To advise and act upon key strategic issues and risks on performance delivery and
transformation of the Devon System

•

To share good practice and promote its spread

•

To provide a forum for solving “wicked issues”

•

To act as the Devon Champion for Equality and Diversity
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Membership
System Independent Chair
System Chief Executive
Chief Executive and Chair of all health organisations in the ICS
Council Leader and CEO of each of the Local Authorities in the ICS
Chair of the Clinical and Professional Cabinet

Frequency - Monthly
Meetings will be held monthly and will be planned for the calendar year ahead.

Meeting Review
A review of the efficiency of the ICS Board and delivery of its responsibilities will be
undertaken at least annually in line with annual refresh of system governance
arrangements. A review of the membership of the Partnership Board will take place
roughly six months from the first meeting of the Board.

Reporting
The ICS Partnership Board is accountable to NHSE and NHSI on regulatory and
oversight functions currently exercised outside of the system and will report accordingly.
The ICS Partnership Board is the system’s principal governance forum but it is not a
statutory body.
The ICS Partnership Board will operate on the basis of consensus decision making. The
Independent Chair will promote this model of working.
The ICS Partnership Board will work closely with the following groups to ensure delivery
of system wide objectives and ensure a robust framework for planning and performance
management:
•
•
•

System Leadership Executive
Clinical and Professional Cabinet
Strategic Commissioner
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1

Principles for Development of System Working in Devon
•
•
•
•
•
•
•
•

System governance needs to be light touch with minimal bureaucracy
Arrangements need to be flexible, responsive and emergent
The ICS recognises existing and continuing statutory roles and responsibilities
The ICS, working with all system partners is responsible for setting strategy,
direction and policy. The ICS will make recommendations to statutory
organisations where required.
There is an imperative to establish new arrangements but recognition that initial
arrangements may be subject to change pending future NHSE guidance/ gateway
criteria. This is an evolutionary process
The principle of subsidiarity is accepted and all partners will hold each other to
account for working to this principle.
System and place will work together to drive transformation at all levels
Meetings will be held virtually whenever possible

2

SHADOW ICS GOVERNANCE STRUCTURE

Whole System Engagement

NHSE / I

Cornwall ICS

Strategic Commissioner
North

South

East

West

Plymouth

ICS Partnership Board

Clinical and Professional Cabinet

Locality Care Partnerships (LCPs)
System Leadership Exec

Whole System Engagement

• 6 monthly Forum meeting for wider stakeholders
on Devon footprint
• Ongoing engagement with Virtual Voices Panel, FT
members, Devonwide providers, Health and
Wellbeing Boards, Community and Voluntary
Sector, Healthwatch, Local Economic Partnerships

Cornwall ICS

Coproduce plan with ICS Partnership Board which
will :
• Deliver Devon system strategies
• Improve health and wellbeing outcomes for the
local population
• Reduce inequalities
• Improve people’s experience of care
• Improve the sustainability of the health and care
system
• Support local engagement incl with PCNs
(see slide 3 for further detail)

THE SYSTEM WORKS IN PARTNERSHIP

Plymouth
North
East
West
South

LCP WORKS WITH LOCAL POPULATIONS TO IMPROVE
HEALTH .
LCP MANAGES PERFORMANCE AND HOLDS ITSELF TO
ACCOUNT FOR DELIVERING CHANGE.

ICS Partnership Board (monthly)

Chairs / Council Leaders, System and
organisational Chief Execs, Chair C+P
Cabinet
Responsible for:
• Setting system strategy, direction and
policy and oversight of strategy
development
• Strategic planning and resource allocation
• Holding itself to account for managing
system performance.
• Sharing, scaling and spreading good
practice
• Solving wicked issues and enabling
development at place.
• Influencing and strengthening Regional
and National links
• Champion for Equality and Diversity
• Citizen Engagement

THE SYSTEM SETS STRATEGY,
DIRECTION AND POLICY
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NHSE/I

Strategic Commissioner

CCG working in partnership with other commissioner incl
LAs, DPHs, Spec Comm and MH Provider Coll.
Responsible for Health and Care needs assessment,
priority setting, strategy development, outcomes
framework, developing specifications and contracts,
market development, impact assessment.

Clinical and Professional Cabinet

Wide representation of clinicians and professionals
Provides Clinical and Professional Leadership to the ICS

System Leadership Executive Team
Chief Execs ,DASSs and Place Leads
(as required DoFs, DCSs) (fortnightly)

System Finance Group
System Performance Group
Quality Surveillance Group
System Planning Group
System Programme Delivery Group
System Comms and Engagement Group

THE SYSTEM MANAGES PERFORMANCE AND
HOLDS ITSELF TO ACCOUNT FOR DELIVERING
CHANGE

LCPs will lead the delivery and development of services at place level. Their constituent organisations will take responsibility for a range of functions,
previously assigned to providers and commissioners to ensure that services meet the needs of the local population and population health is improved.
The LCP is an arrangement for joint leadership of multifunctional teams, integrated by a shared plan and objectives, common processes and deployment of
joint resources.
The aims of the LCPs are to
• Deliver Devon system strategies at local level
• Improve health and wellbeing outcomes for the local population
• Reduce inequalities
• Improve people’s experience of care
• Improve the sustainability of the health and care system
• Support local engagement including with PCNs
In order to achieve these outcomes the LCPs will
• Coproduce plan with ICS Partnership Board which will deliver improved health and care services at population level
• Develop integrated services
• Create conditions for healthy living
• Manage resources within available budget
• Plan services through engagement with citizens
• Develop community assets

4
South
North

East
West
Plymouth

It is recognised that the success of LCPs will be dependent on a wide network of relationships within a local area and that the culture and approach to
working together is as important as the formal structures. Therefore the membership of the LCP leadership team will be based on local circumstances but
should include at a minimum:
• Local Provider Organisations (Health and Care)
• PCN Clinical Directors
• Local Authorities (officers and elected members) to include social care provision, housing, employment and communities
• Public Health leadership
• Community, Voluntary and Social Enterprise Sector
• Independent Sector
LCPs should also be able to demonstrate clearly how they will work with Health and Wellbeing Boards and Scrutiny Committees

THE SYSTEM WORKS WITH LOCAL POPULATIONS TO IMPROVE HEALTH THROUGH RAPID TRANSFORMATION

Executive Summary Report
Item 13

Board Assurance Framework

September 2020
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 has recognised that it needs to improve its understanding and use of the BAF. We are, therefore, going through a development process to refresh
the BAF and improve the Board’s skills and diligence in its use.
 On 4th September 2020, the Board was updated on the latest position and agreed an action plan to finalise our refresh of the Board Assurance Framework.
 The Board must now ensure that the momentum gathered in the past couple of months is maintained with a view to ensuring that it has a refreshed Board
Assurance Framework which is owned and understood by us all from early 2021.
Impact assessment
Quality

‘Quality’ risks are directly relevant to the quality of care provided to our patients.

Finance

‘Sustainability’ risks are relevant to our financial performance.

Regulation

Some of the identified risks are relevant to our compliance with mandated requirements.

Equality & Diversity

There are no direct equality & diversity issues associated with this report.

Environment & Sustainability

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

Considerations for the Trust Board
The Board is asked to note the work of its Committees, note the progress being made in developing the updated Board Assurance Framework and ensure that
momentum is maintained in refreshing the Board Assurance Framework
Look ahead and next steps
The Board and its committees will continue to be provided with regular updates on the Board Assurance Framework.
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The purpose of this report is to ensure that the Board is aware of the key risks to Decision
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the achievement of the Trust’s objectives and determine whether appropriate
and timely action is being taken to effectively mitigate these risks.
Information
Assurance
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Background
Boards of all NHS organisations must ensure there is an effective and comprehensive process in
place to identify, understand, monitor and address current and future risks. A Board Assurance
Framework (BAF) brings together in one place all of the relevant information on risks which
enables the Board to demonstrate how it has identified and met its assurance needs in relation to
the delivery of the Trust’s objectives. Failure to effectively identify and address issues at an early
stage can lead to unnecessary adverse events affecting delivery of our aims and objectives
relating to patient safety, staff welfare and/or the Trust’s performance. As such, it is an essential
tool for boards which needs to be used with skill and diligence.

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

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

•

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

•

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

•

Key strategic themes identified from a variety of sources are added to the Board Assurance
Framework and actions to mitigate these risks are monitored at the relevant level of the
Trust.

Each ‘Assurance Group’ is required to agree an ‘Assurance Rating’ based on its view on the plans
in place to mitigate the risk and current outcomes. Notwithstanding this, the Board has recognised
that it needs to improve its understanding and use of the BAF, we are, therefore, going through a
1
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development process to refresh the BAF and improve the Board’s skills and diligence in its use.

Key activities of the Board’s assurance committees
The following table summarises the key activities of each of the Board’s committees in
considering the risks and assurances for which they are responsible.
Committee

Summary of key activities

Safety & Quality
Committee

The Safety & Quality Committee had previously agreed to establish a
small working group to update the Board Assurance Framework for
the ‘Quality’ risks. The Safety & Quality Committee last met on 17th
August 2020 at which it covered the following specific areas:
•

Revised quality governance arrangements.

•

CQC action plan update.

•

Independent Medicines and Medical Devices Safety Review.

The ‘Quality’ risks set out in the BAF were considered by the
Committee together with the key actions for the S&QC to address in
order to improve assurance to the Board. The Committee agreed that
the Chair and Executive Lead would construct a narrative in response
to the key actions detailed in the existing BAF.
A facilitated discussion was held with Committee Chair and Executive
Lead on 18th August 2020. Further work is now required to finalise
and define the key risks for this objective so that the controls and
assurances can then be recorded.
People & Culture
Committee

The refreshed workforce risks were reviewed in detail by the
Committee on 20th August 2020. The Committee will, as part of its
final steps in agreeing the refreshed risks, ensure risk narrative for
each risk area is informed by the recently introduced staff networks
with this step assisting the setting of current risk ratings that resonate
with staff experience. Final drafts of the four workforce risks are to be
reviewed at October’s meeting.

Finance & Investment
Committee

A facilitated discussion was held with the Committee Chair and
Executive Lead on 19th August 2020. The focus of this discussion
was to take a step back and consider whether the current risks for the
‘sustainability’ objective were appropriate and complete. This has
resulted in the risks being redefined. Work is now required to record
the controls and assurances associated with these risks.

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

A detailed self-assessment of our existing arrangements.

•

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

•

An analysis of the proposed BAF template and the limitations of this.
2
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•

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

•

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

•

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

•

Common challenges facing Boards in seeking to improve their assurance.

•

Key messages and proposed actions.

Since this time, the focus has been on identifying and managing risks specific to the COVID-19
pandemic as evidenced by the work of the Board’s committees over the past 6 months.
On 7th August, the Board participated in a development session on the key principles of the Board
Assurance Framework. This covered the following:
•

What is a Board Assurance Framework?

•

Why is it important?

•

Role of the Trust Board.

•

Our risk management framework.

•

External views on our arrangements.

•

What does good assurance look like?

•

Suggested key lines of enquiry.
Challenges we must address.

•
th

On 4 September 2020, the Board was updated on the latest position and agreed the following
action plan to finalise our refresh of the Board Assurance Framework.
Date
2 Oct 2020

Action
Facilitated discussion to consider the Trust’s Risk Appetite.

Executive Lead
Lee Budge

19 Oct 2020

Discuss and agree key risks to the achievement of the
Trust’s quality objective.

Lenny Byrne

20 Oct 2020

Agree BAF for ‘People’ risks before presenting to the
Board in October 2020.

Steven Keith

21 Oct 2020

Agree BAF for ‘Sustainability’ risks before presenting to the
Board in November 2020.

Sarah Brampton

30 Oct 2020

Review updated BAF for ‘People’ risks.

Steven Keith

30 Oct 2020

Determine approach to refreshing risks associated with our
partnerships objective in discussion with the Chairman,
Chief Executive and Director of Integrated Care &
Partnerships.

Lee Budge

6 Nov 2020

Review and approve the Trust’s Risk Appetite.

Lee Budge

27 Nov 2020

Review updated BAF for ‘Sustainability’ risks.

Sarah Brampton

14 Dec 2020

Agree BAF for ‘Quality’ risks before presenting to the
Board in January 2021.

Lenny Byrne

The Board must now ensure that the momentum gathered in the past couple of months is
maintained with a view to ensuring that it has a refreshed Board Assurance Framework which is
owned and understood by us all from early 2021.
Quality Impact Assessment
‘Quality’ risks are directly relevant to the quality of care provided to our patients.
Financial Impact Assessment
‘Sustainability’ risks are relevant to our financial performance.
Regulatory Impact Assessment
3
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Some of the identified risks are relevant to our compliance with mandated requirements.
Equality and Diversity Impact Assessment
There are no direct equality or diversity implications associated with this report.
Environment & Sustainability Impact Assessment
There are no direct environmental or sustainability issues associated with this report.
Key Recommendations
The Board is asked to:
•

Note the work of its Committees.

•

Note the progress being made in developing the updated Board Assurance Framework.

•

Ensure that momentum is maintained in refreshing the Board Assurance Framework.

Next Steps
The Board and its committees will continue to be provided with regular updates on the Board
Assurance Framework.

4

Executive Summary Report

September 2020

Executive Summary Report

September 2020

Item 14

Sarah Brampton

Scheme of Reservation & Delegation etc.

Purpose
The purpose of this report is to set out recommendations for amendments to the Trust’s Scheme of Reservation and Delegation and Detailed Scheme of Delegation, last
amended in November 2015.
Headline messages





Amend delegated approval limit for capital schemes to match delegated limit for revenue expenditure at £1 million.
Amend delegated approval limit for contracts from £1million over the life of the contract to £ 1m p.a. or £5m over the life of the contract.
Amend Trust delegated limit from NHSTDA of £1m to NHSE/I delegated limit of £15m.
General amendments to reflect change of nomenclature internally and externally, including the replacement of NHS TDA with NHS England/NHS Improvement and
NHSLA with NHS Resolution.

 Clarification that the Deputy Chief Executive assumes the delegated authority of the Chief Executive Officer in their absence.
 Amend delegated approval limit for release of contingency funds and variations to capital schemes to £1m.
 Amend delegated approval limit for Authority for single tender action (STA) or Authority to accept other than the lowest tender/quotation to £500k to Director of
Finance and to £250k to Associate Director of Finance.
 Amend delegated approval limit for changes to establishment and temporary staffing to £1m, with Director of Finance approval to £250k.
 Considered consistent with comparable Trusts by Internal Audit.
 Reviewed and supported by Audit Committee 22 July 2020.
 Internal processes for approval of STAs reviewed and reinforced.
Impact assessment
There are no direct quality, financial, regulatory, equality & diversity environmental or sustainability implications associated with this report.
Considerations for the Trust Board
The Board is asked to consider the balance between efficiency of financial processes and senior management focus vs rigour of financial controls and degree of senior
management oversight.
Look ahead and next steps
1. Publish revised documents and publicise revised delegated limits to staff with financial responsibilities.
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Executive Summary
In a recent Internal Audit review of Single Tender Action (STA) approvals, questions were raised
around delegated approvals for Single Tender Action forms, including the requirement set out in the
Trust’s Detailed Scheme of Delegation for personal approval by the Director of Finance of all STAs
under £100,000 and by the Chief Executive Officer of all STAs over £100,000 in value. Internal
Procedures have been tightened and re-inforced within the Finance and Procurement Teams to
ensure that proper approvals are being documented, including by e-mail. However, the Internal
Audit investigation has highlighted the requirement to review the entirety of the Trust’s Scheme of
Reservation and Delegation (SRD) and Detailed Scheme of Delegation (DSoD) to ensure that they
reflect changes to internal and external governance arrangements and remain appropriate in the
current environment.
A summary of the proposed changes is set out below and further details are provided in the
Detailed Report attached. Copies of the proposed documents are attached at Appendices 1 and 2.
Scheme of Reservation and Delegation
1. Amend delegated approval limit for capital schemes to match delegated limit for revenue
expenditure at £1 million.
2. Amend delegated approval limit for contracts from £1million over the life of the contract to £
1m p.a. or £5m over the life of the contract.
3. Amend Trust delegated limit from NHSTDA of £1m to NHSE/I delegated limit of £15m.
4. General amendments to reflect change of nomenclature internally and externally, including
the replacement of NHS TDA with NHS England/NHS Improvement and NHSLA with NHS
Resolution.
Detailed Scheme of Delegation

5. Clarification that the Deputy Chief Executive assumes the delegated authority of

the Chief Executive Officer in their absence.

6. Amend delegated approval limit for contracts from £1million over the life of the contract to
£1m p.a. or £5m over the life of the contract.
7. Amend Trust delegated limit from NHSTDA of £1m to NHSE/I delegated limit of £15m.
8. Amend delegated approval limit for capital schemes and contracts to match delegated limit
for revenue expenditure at £1 million.
9. Amend delegated approval limit for urgent items to CSG to £150k and Investment Panel to
1
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10.
11.
12.
13.
14.
15.
16.

£1m.
Amend delegated approval limit for release of contingency funds and variations to capital
schemes to £1m.
Amend delegated approval limit for authorisation of capital contract spend on approved
scheme to Associate Director of Finance of £250k.
Amend delegated approval limit for Granting and termination of capital leases to £1m.
Amend delegated approval limit for Approval of Tender Evaluation Framework to £1m to
Director of Finance and £250k to Chief Procurement Officer/Commercial Services Manager
Amend delegated limits for opening of tenders.
Amend delegated approval limit for Authority for single tender action (STA) or Authority to
accept other than the lowest tender/quotation to £500k to Director of Finance and to £250k
to Associate Director of Finance.
Amend delegated approval limit for changes to establishment and temporary staffing to
£1m, with Director of Finance approval to £250k

Quality Impact Assessment
No adverse impact on quality is anticipated.
Financial Impact Assessment
The proposals set out revised governance arrangements for the approval of financial commitments.
They do not of themselves impact on the Trust’s finances.
Regulatory Impact Assessment
The proposals aim to ensure the Trust’s governance framework is up to date and consistent with the
current regulatory framework.
Equality and Diversity Impact Assessment
No impact on equality or diversity issues is anticipated. Gender specific language has been
removed.
Environment & Sustainability Impact Assessment
No direct impacts on environmental, sustainability, or carbon reduction issues are anticipated.
Key Recommendations
The Trust Board is asked to:
1. Note that improvements to internal procedures to evidence compliance with the Schemes of
Delegation have been implemented.
2. Approve the adoption of the attached Scheme of Reservation and Delegation and Detailed
Scheme of Delegation by the Trust.
Next Steps
Once adopted by the Trust the documents will be published on the Trust’s public website and
promulgated to staff with financial responsibilities.
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DETAILED REPORT
Trust Board

25th September 2020

Subject

Review of Scheme of Delegation

Prepared by

Associate Director of Finance

Approved by

Director of Finance

Presented by

Director of Finance

Scheme of Reservation and Delegation
Page 5, The Board. Strategy, Plans and Budgets.

Original
4. Approve Outline and Final Business Cases for Capital Investment projects in
excess of £500,000 or that exceed the Board’s risk appetite score.
Proposed
5. Approve Outline and Final Business Cases for Capital Investment projects in
excess of £1,000,000 or that exceed the Board’s risk appetite score.
Aim: Amend reserved limit for Capital investment to be consistent with the
reserved limit for revenue expenditure.
Original
10. Approve proposals on individual contracts (other than NHS contracts) of a capital
or revenue nature amounting to, or likely to amount to over £1,000,000 over a three
year period or the period of the contract if longer.
Proposed
10. Approve proposals on individual contracts (other than NHS contracts) of a capital
or revenue nature amounting to, or likely to amount to over £1,000,000 in any 12
month period or over £5,000,000 for the period of the contract.
Aim: To reflect the nature of contracts that involve longer commitments than
hitherto in order to deliver best value for money, whilst retaining appropriate
Board oversight over the most significant contracts.
Page 6, The Board. Strategy, Plans and Budgets

Original
13. Review the use of NHSLA risk pooling schemes (LPST/CNST/RPST).
Proposed
13. Review the use of NHS Resolution risk pooling schemes (CNST/LTPS/PES).
Aim: To reflect current terminology.
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Page 6, The Board. Strategy

Original
1. Approve the appointment (and where necessary dismissal) of External Auditors
and advise Public Sector Audit Appointments Limited (this Body replaced the
Audit Commission in April 2015) on the appointment. Approval of external
auditors’ arrangements for the separate audit of funds held on trust, and the
submission of reports to the Audit Committee meetings who will take
appropriate action.
Proposed
1. Approve the appointment (and where necessary dismissal) of External Auditors
and advise Public Sector Audit Appointments Limited. Approval of external
auditors’ arrangements for the separate audit of funds held on trust, and the
submission of reports to the Audit Committee meetings who will take
appropriate action.
Aim: Removal of redundant historical reference.
Page 9, Charitable Funds Committee. Amend to read Charitable Funds Strategic
Committee

Original

Aim: Reflect current title of Committee.

4. Appoint investment advisors (if required) and oversee and monitor their
performance.
5. Approve the annual accounts and annual report.
14. Consider and approve the annual accounts and report.
17. Appoint investment advisors (if applicable) and review every three years.
18. Oversee and monitor the performance of the advisors (if applicable).
Proposed
4. Appoint investment advisors (if required) and oversee and monitor their
performance. Review their appointment every three years.
5. Approve the annual accounts and annual report
17. Appoint investment advisors (if applicable) and review every three years.
18.Oversee and monitor the performance of the advisors (if applicable).
14. Consider and approve the annual accounts and report.
Aim: Removal of duplication.
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Page 12.
Original
19
Chief Executive
(CEO)

Proposed
19
Chief Executive
(CEO)

1. If the CEO considers the Board or Chairman
is doing something that might infringe probity
or regularity, he should set this out in writing
to the Chairman and the Board. If the matter
is unresolved, he/she should ask the Audit
Committee to inquire and if necessary the
Trust
Development
Authority
and
Department of Health.

1. If the CEO considers the Board or Chair is
doing something that might infringe probity or
regularity, they should set this out in writing
to the Chair and the Board. If the matter is
unresolved, they should ask the Audit
Committee to inquire and if necessary NHS
England/NHS Improvement and Department
of Health and Social Care.

Aim: To reflect current nomenclature.
Original
21
Chief Executive
(CEO)

21

Chief Executive
(CEO)

1. If the Board is contemplating a course of
action that raises an issue not of formal
propriety or regularity but affects the CEO’s
responsibility for value for money, the CEO
should draw the relevant factors to the
attention of the Board. If the outcome is that
the CEO is overruled it is normally sufficient
to ensure that their advice and the overruling
of it are clearly apparent from the papers.
Exceptionally, the CEO should inform the
National Trust Development Authority and
the Department of Health. In such cases,
and in those described in paragraph 24 of
the Memorandum, the CEO should as a
member of the Board vote against the course
of action rather than merely abstain from
voting.
1. If the Board is contemplating a course of
action that raises an issue not of formal
propriety or regularity but affects the CEO’s
responsibility for value for money, the CEO
should draw the relevant factors to the
attention of the Board. If the outcome is that
the CEO is overruled it is normally sufficient
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to ensure that their advice and the overruling
of it are clearly apparent from the papers.
Exceptionally, the CEO should inform the
NHS England/NHS Improvement and the
Department of Health and Social Care. In
such cases, and in those described in
paragraph 24 of the Memorandum, the CEO
should as a member of the Board vote
against the course of action rather than
merely abstain from voting.
Page 15
Original
1.3.2.6
Non Executive
Directors

Proposed
1.3.2.6
Non Executive
Directors

1. Non-Executive Directors are appointed by
the Trust Development Authority to bring
independent judgement to bear on issues of
strategy, performance, key appointments
and accountability through the Department
of Health to Ministers and to the local
community.

1. Non-Executive Directors are appointed by
NHS England/NHS Improvement to bring
independent judgement to bear on issues of
strategy, performance, key appointments and
accountability through the Department of
Health and Social Care to Ministers and to the
local community.

Aim: To reflect current nomenclature.
Page 15 1.3.2.9 Board - Amend ‘Department of Health’ to read ‘Department of
Health and Social Care’.
Page 25 10.2.1 Requisitioner - Amend ‘Head of Procurement and Logistics’ to read
‘Chief Procurement Officer’.
Page 28 13.3.8 Director of Finance – Amend ‘Department of Health’ to read
‘Department of Health and Social Care’.
Page 29 15.2.4 Board – Amend ‘DH’ to read ‘DHSC’.
Page 32 21.2 Board / 21.4 Director of Finance – Amend ‘NHS Litigation Authority’ to
read ‘NHS Resolution’.
Aim: To reflect current nomenclature.
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Detailed Scheme of Delegation
Page 1 Introduction
Original
Delegation to lower levels or to other offices is not permitted without the specific
authority of the Chief Executive or Executive Director of Finance. Levels of Delegated
authority are expressed as follows:
Proposed
Delegation to lower levels or to other officers is not permitted without the specific
authority of the Chief Executive or Director of Finance. In accordance with the
Scheme of Reservation and Delegation, if the Chief Executive is absent, powers
delegated to them may be exercised by the nominated Deputy Chief Executive.
Levels of Delegated authority are expressed as follows:
Aim: Clarification that the Deputy Chief Executive assumes the delegated
authority of the Chief Executive Officer in their absence.
Table B Amend ‘Charitable Funds Committee’ to read ‘Charitable Funds Strategic
Committee’.
Aim: To reflect current nomenclature.

Page 4. 1.2 Adjustments to Budgets
1.2

Adjustments to Budgets
Within
≤£50,000 Service Line
Service Lines
Director/
Service Line
Manager
>£50,000 Director of
Finance or
Deputy

G

Add ‘Within overall resources
allocated’.

D

Aim: To clarify scope of delegated authority.
Amend ‘Head of Finance’ to ‘Deputy Director of Finance’.
Aim: To reflect current structure.
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Page 5 3.1 Non Pay Expenditure Covered by Delegated Budgets or within overall
financial plan.
3.1

Covered by Delegated Budgets or within overall financial plan
Entering New Contracts
<£1,000 Budget
H All contracts must be entered
(Covering Stock, NonHolder
into in line with Trust SFIs
Stock, Maintenance,
(delegated
(SFI section 7).
Leases, Managed
budgets
Services and other items)
only)
Delete: Limits are applicable to
the value of the whole life of the
contract.
Insert: Limits are applicable to
the annual value of the contract.
*Contracts of <£1 million annual
value but that have a whole life
value >£5 million will require
Trust Board approval.
Delete: For managed equipment
services and leases over £1m
TDA oversight and approval is
required.
Insert: For managed equipment
services and leases over £15
million whole life value NHSI/E
approval is required.
Some items are subject to
further approval as per the
Trust’s Financial Controls
Guidance. This guidance
supplements the formal SFIs
and Scheme of Delegation.

3.3

Aim: Reflect proposed changes to the Scheme of Reservation and Delegation
and changes to the Trust’s external governance arrangements and delegated
limits.
Not Covered by Delegated Budgets and outside overall financial plan
New Contracts
<£100,000*
Director of
D
(Covering Stock,
Finance
All contracts must be
Non-Stock,
entered into in line with
Delete:
Trust
C
Maintenance,
Trust SFIs (SFI section 7).
<500,000
Leadership
Leases , Managed
Insert:
Group (TLG)
Services and other
Delete: Limits are applicable
<£1,000,000*
items)
to the value of the whole life
Delete:
Trust Board
of the contract.
<500,000
Insert:
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≥£1,000,000

Insert: Limits are applicable
to the annual value of the
contract.
*Contracts of <£1 million
annual value but that have a
whole life value >£5 million
will require Trust Board
approval.
Delete: For managed
equipment services and
leases over £1m TDA
oversight and approval is
required.

Spend on Existing
contracts (Covering
Stock, Non-Stock,
Maintenance,
Leases , Managed
Services and other
items)

<£100,000
Delete:
<500,000
Insert:
<£1,000,000
Delete:
>500,000
Insert:
≥£1,000,000

Director of
Finance
Trust
Leadership
Group (TLG)
Trust Board

D
C

Insert: For managed
equipment services and
leases over £15 million
whole life value NHSI/E
approval is required.
All contracts must be
entered into in line with
Trust SFIs (SFI section 7).
Delete: Limits are applicable
to the value of the whole life
of the contract.
Insert: Limits are applicable
to the annual value of the
contract.
*Contracts of <£1 million
annual value but that have a
whole life value >£5 million
will require Trust Board
approval.
Delete: For managed
equipment services and
leases over £1m TDA
oversight and approval is
required.
Insert: For managed
equipment services and
leases over £15 million
whole life value NHSI/E
approval is required.
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Aim: Reflect proposed changes to the Scheme of Reservation and Delegation
and changes to the Trust’s external governance arrangements and delegated
limits.

4

CAPITAL EXPENDITURE AND INVESTMENT PROPOSALS
Approval of
Outline Capital
Programme
Authorisation
of capital
schemes within
the approved
outline capital
programme

Urgent
replacement
items

Release of
contingency
funds

Trust Board
<£100,000
Delete:
<500,000
Insert:
<£1,000,000
Delete:
>500,000
Insert:
>£1,000,000
Delete
:>£1,000,00
Insert:
>£15,000,000
Delete:
<120,000
Insert:
<£150,000
Delete:
<500,000
Insert;
<£1,000,000
Delete:
>500,000
Insert:
>£1,000,000
<£100,000
Delete:
<500,000
Insert:
<£1,000,000
Delete:
>500,000
Insert:
>£1,000,000

Capital Steering
Group/ Director
of Finance
Investment
Panel

D
C

Trust Board

Delete: TDA,
Insert: NHSE/I
oversight and
approval
required
Capital Steering
Group/ Director
of Finance

N/A

Following review
and approval by
Investment Panel
and ‘Finance and
Investment
Committee’ (FIC)

D

Investment
Panel

C

Trust Board

B

Capital Steering
Group/ Director
of Finance
Investment
Panel

D
C

Trust Board

10

Item 14
Authorisation
of capital
contract spend
on approved
scheme

<£50,000
Delete:
<100,000
Insert:
<£250,000
<£1,000,000
≥£1,000,000

Authorisation
of variations to
schemes in the
outline capital
programme
and approved
schemes

Granting and
termination of
capital leases

<£10,000
<£100,000
Delete:
<500,000
Insert:
<£1,000,000
Delete:
>500,000
Insert:
>£1,000,000
Delete:
<500,000
Insert:
<£1,000,000
Delete:
>500,000
Insert:
>£1,000,000

Project Manager
Associate
Director of
Finance/ Chief
Procurement
Officer
Director of
Finance
Trust Board

F
E

All contracts
must be entered
into in line with
Trust SFIs (SFI
section 7)

D

Limits are
applicable to the
value of the whole
life of the contract.

Project Manager
Capital Steering
Group/ Director
of Finance
Investment
Panel

F
D

Trust Board

B

Investment
Panel

C

C

Delete: TDA
oversight and
approval is also
required for values
over £1m.
Insert: NHSE/I
oversight and
approval is also
required for values
over £15m.

Trust Board

Aim: Reflect proposed changes to the Scheme of Reservation and Delegation
and changes to the Trust’s external governance arrangements and delegated
limits.
Section 5 Tenders
≤1,000 Amend
recommended’.
Approval of
Tender
Evaluation
Framework

Opening of

‘3

Quotations

Delete:
<100,000
Insert:
<£250,000
Delete:
<500,000
Insert:
<£1,000,000
≥£1,000,000
Delete:

minimum’

to

read

‘3

Quotations

Chief Procurement
Officer/Commercial
Services Manager

G

Director of Finance

D

Chief Executive Officer
Two members of the

A
F

minimum

Whole Life Cost
element should
constitute at least
60% of award
criteria, except
where approved
by the Director of
Finance

11

Item 14
Tenders - Paper

<100,000
Insert:
<£250,000
<£1,000,000
> £1,000,000

Opening of
Tenders Electronic

Delete:
<250,000
Insert:
<£500,000
≥ £500,000

Authority for single
tender action
(STA) or Authority
to accept other
than the lowest
tender/quotation

Insert:
<£250,000
Delete:
<100,000
Insert:
<£500,000
≥ £500,000

procurement
department including
the Chief Procurement
Officer / Head of
Procurement
Two members of the
Trust’s Executive Team
One member of the
Trust’s Executive team
and one member of the
Board
Two members of the
procurement
department nominated
by the Chief
Procurement Officer /
Head of Procurement
Two members of the
procurement
department including
the Chief Procurement
Officer or Head of
Procurement

E
C

G

F

Insert: Associate
Director of Finance
Director of Finance

E
D

Insert: Report to
Trust Board

Chief Executive

A

Report to Trust
Board

Aim: Provide increased flexibility for approval of urgent schemes, whilst
retaining appropriate Board oversight of significant commitments.
6. Personnel and Pay
Outside Funded
Delete:
Manpower Level
<100,000
(New Posts)
Insert:
<£250,000
Delete:
<500,000
Insert:
<£1,000,000
Delete:
>500,000
Insert:

Director of
Finance

D

Trust Leadership
Group (TLG)

C

Trust Board

B

12

Item 14

Temporary staffing
(e.g. overtime, WLI,
bank, agency,
locums) outside
Funded manpower
level (agreed shifts
and rotas)

>£1,000,000
Delete:
<100,000
Insert:
<£250,000
annual
commitment
Delete:
≥100,000
Insert:
≥£250,000
annual
commitment

Director of
Finance

D

Trust Leadership
Group (TLG)

C

Aim: Provide increased flexibility for approval of urgent staffing requirements,
whilst retaining appropriate Board oversight of significant commitments.
6.3/6.4/6.7 Amend ‘Director of Workforce’ to read ‘Director of People’.
6.8/7.1 Amend ‘Director of Operational Finance to read ‘Deputy Director of Finance’.
7.2

Aim: To reflect current structure.
≤£5,000
Fund Manager Insert: and
Submission of
Director of Finance
bid to outside
funding agency
>£5,000
Delete: Charitable Funds
Committee
Insert:
Charitable Funds Strategic
Committee and Director of
Finance

D
B

Delete
Procurement
regulations
and
procedures
also apply.
See also
Section 5
(Tenders)

Delete 7.3 Submission of bid to outside funding agency – Included in 7.2.
<£100 Budget
H
Insert Payments >£100 should not
9
PETTY
Holder
be made via Petty Cash but
CASH
through a Payment Request form.
PAYMENTS
Aim: Clarification of delegated limit.
15

DISPOSAL OF ASSETS
<£5,000
Service Line
Manager/Director
<£100,000
Delete: Director
of Operational
Finance
Insert Director of
Finance
<£1,000,000 Chief Executive

G
D

Delete:
Disposals over £1m also need
TDA approval
Insert:
Disposals over £15m also
need NHSE/I approval.

A
13

Item 14
Insert:
Insert: Trust
>£1,000,000 Board

14
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Introduction
Under the Standing Order relating to the Arrangements for the Exercise of Functions the
Trust is given powers to "make arrangements for the exercise, on behalf of the Trust, of
any of its functions by a committee or sub-committee, appointed by virtue of Standing
Order 4 or by a Director or an Officer of the Trust or by another body as defined in
Standing Order 5.1.1, in each case subject to such restrictions and conditions as the
Board of Directors thinks fit.”
Furthermore the Code of Accountability for NHS Board of Directors requires the Board of
Directors to draw up a schedule of decisions reserved to itself and to ensure that
management arrangements are in place to enable the clear delegation of its other
responsibilities. This document sets out the powers reserved to the Board of Directors and
the Scheme of Delegation including financial limits and approval thresholds. However, the
Board of Directors remains accountable for all of its functions, including those which have
been delegated, and would therefore expect to receive information about the exercise of
delegated functions to enable it to maintain a monitoring role.
The Chief Executive shall exercise all powers of the Trust, which have not been retained
as reserved by the Board of Directors or delegated to an executive committee or subcommittee, on behalf of the Board of Directors. The Chief Executive shall prepare a
Scheme of Delegation identifying which functions they shall perform personally and which
functions have been delegated to other Directors and Officers.
All powers delegated by the Chief Executive can be re-assumed by them should the need
arise. As Accountable Officer the Chief Executive is accountable to DH for the funds
entrusted to the Trust.
a) Caution Over the Use of Delegated Powers
Powers are delegated to Directors and Officers on the understanding that they
would not exercise delegated powers in a matter, which in their judgment was
likely to be a cause for public concern.
b) Directors’ Ability to Delegate their own Delegated Powers
The Scheme of Delegation shows only the “top level” of delegation within the
Trust. The Scheme is to be used in conjunction with the system of budgetary
control and other established procedures within the Trust.
c) Absence of Directors or Officers to Whom Powers have been Delegated
In the absence of a Director or Officer to whom powers have been delegated
that Director or Officer’s superior shall exercise those powers unless alternative
arrangements have been approved by the Board of Directors. If the Chief
Executive is absent, powers delegated to them may be exercised by the
nominated Deputy Chief Executive.
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1. Decisions Reserved to the Board
The Board

General Enabling Provision
1.

The Board

The Board may determine any matter, for which it has
delegated or statutory authority, it wishes in full session within its
statutory powers.

Regulations and Control
1.

Approve Standing Orders (SOs), a schedule of matters reserved
to the Board and Standing Financial Instructions for the
regulation of its proceedings and business.

2.

Suspend Standing Orders.

3.

Vary or amend the Standing Orders.

4.

Ratify any urgent decisions taken by the Chair and Chief
Executive in public session in accordance with SO 5.2.

5.

Approve a scheme of delegation of powers from the Board to
committees.

6.

Require and receive the declaration of Board members’ interests
that may conflict with those of the Trust and determining the
extent to which that member may remain involved with the matter
under consideration.

7.

Require and receive the declaration of officers’ interests that may
conflict with those of the Trust.

8.

Approve arrangements for dealing with complaints.

9.

Adopt the organisation structures, processes and procedures to
facilitate the discharge of business by the Trust and to agree
modifications thereto.

10. Receive reports from committees including those that the Trust is
required by the Secretary of State or other regulation to establish
and to take appropriate action thereon.
11. Take appropriate action on the recommendations of the Trust’s
committees where the committees do not have executive powers.
12. Approve arrangements relating to the discharge of the Trust’s
responsibilities as a corporate trustee for funds held on trust.
13. Establish terms of reference and reporting arrangements of all
committees and sub-committees that are established by the
Board.
14. Approve arrangements relating to the discharge of the Trust’s
responsibilities as a bailer for patients’ property.
15. Authorise use of the seal.
Scheme of Reservation and Delegation: September 2020

Page 4 of 32

University Hospitals Plymouth
NHS Trust

16. Ratify or otherwise instances of failure to comply with Standing
Orders brought to the Chief Executive’s attention in accordance
with SO 5.6.

The Board

Chair

17. Discipline members of the Board or employees who are in breach
of statutory requirements or SOs.
Decisions Reserved to the Board
Appointments / Dismissal
1.

Appoint the Vice Chair of the Board.

2.

Appoint and dismiss committees (and individual members) that
are directly accountable to the Board.

3.

Appoint, appraise, discipline and dismiss Executive Directors
(subject to SO 2.2).

4.

Confirm the appointment of members of any committee of the
Trust as representatives on outside bodies.

1.

Appoint, appraise, discipline and dismiss the Secretary (if the
appointment of a Secretary is required under Standing Orders).

2.

The Board

Approve proposals of the Remuneration Committee regarding
directors and senior employees and those of the Chief Executive
for staff not covered by the Remuneration Committee.
Strategy, Plans and Budgets
1.

Define the strategic aims and objectives of the Trust.

2.

Approve proposals for ensuring quality and developing clinical
governance in services provided by the Trust, having regard to
any guidance issued by the Secretary of State.

3.

Approve the Trust’s policies and procedures for the management
of risk.

4.

Approve Outline and Final Business Cases for Capital
Investment projects in excess of £1,000,000 or that exceed the
Board’s risk appetite score.

5.

Approve the Trust’s annual business plan, revenue budgets and
capital investment programme.

6.

Approve annually
proposals.

7.

Ratify proposals for acquisition, disposal or change of use of land
and/or buildings, other than short term leases for use of land and
buildings, authority for approval of which is delegated to the
Director of Finance.

8.

Approve PFI proposals.

9.

Approve the opening of bank accounts.

the

Trust’s

organisational

development

10. Approve proposals on individual contracts (other than NHS
Scheme of Reservation and Delegation: September 2020
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contracts) of a capital or revenue nature amounting to, or likely to
amount to over £1,000,000 in any 12 month period or over
£5,000,000 for the period of the contract.
11.

Approve proposals in individual cases for the write off of losses
or making of special payments and/or compensation payments
above the limits of delegation to the Chief Executive and Director
of Finance (for losses and special payments) previously
approved by the Board.

12.

Approve proposals for action on litigation against or on behalf of
the Trust above the limits of delegation to the Chief Executive
and Director of Finance.

13. Review the use of NHS Resolution risk pooling schemes
(CNST/LTPS/PES).
14. Approve final Business Cases for the exploitation of intellectual
property.

The Board

15. Approve all applications for loans from the National Loans Fund
to finance the Trust’s capital investment programme.
Policy Determination
1. Approve management policies including personnel policies
incorporating the arrangements for the appointment, removal and
remuneration of staff.

The Board

Audit

Policies so adopted shall be listed and appended to this
document.

1. Approve the appointment (and where necessary dismissal) of
External Auditors and advise Public Sector Audit Appointments
Limited on the appointment. Approval of external auditors’
arrangements for the separate audit of funds held on trust, and
the submission of reports to the Audit Committee meetings who
will take appropriate action.
2.

Receive the annual management letter from the external auditor
and agreement of proposed action, taking account of the
advice, where appropriate, of the Audit Committee.

3.

The Board

Receive an annual report from the Internal Auditor and agree
action on recommendations where appropriate of the Audit
Committee.
Annual Reports and Accounts
1.

Receipt and approval of the Trust's Annual Report and Annual
Accounts.

2.

Receipt and approval of the Annual Report and Accounts for
funds held on trust.
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The Board

Monitoring
1.

Receive such reports as the Board sees fit from committees and
Executive Directors in respect of their exercise of powers
delegated.

2.

Continuous appraisal of the affairs of the Trust by means of the
provision to the Board as the Board may require of reports from
directors, committees, and officers of the Trust as set out in
management policy statements. All monitoring returns required
by the Department of Health and the Charity Commission shall
be reported, at least in summary, to the Board.

3.

Receive reports from the Director of Finance on financial
performance against budget and on actual and forecast income
from Service Level Agreements

4.

Receive reports of all risks that exceed the Board’s risk appetite
score including progress in implementing mitigating actions.

5.

Receive quarterly reports on the use of the Trust's seal.
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2. Decisions / Duties Delegated by the Board to Committees
Committee
Audit
Committee

Duties delegated by the Board to Committees
The Committee will:
1.

Advise the Board of Directors on all internal and external audit
services and matters;

2.

Discuss problems and reservations arising from any audit work
and any matters arising which the Auditor’s may wish to discuss
(in the absence of Executive Directors and other management
where necessary);

3.

Review the establishment and maintenance of an effective
system of integrated governance, risk management and internal
control, across the whole of the organisation’s activities (both
clinical and non-clinical), that supports the achievement of the
organisation’s objectives;

4.

Monitor compliance with Standing Orders and Standing Financial
Instructions;

5.

Periodically review the assurance gained through the
development of the Assurance Framework and to consider the
gaps in control and gaps in assurance and to report the results
to the Board of Directors;

6.

Monitor the implementation of policy on standards of business
conduct for members and staff, thus offering assurance to the
Board of Directors that strict ethical standards are maintained in
the conduct of business;

7.

Reviewing financial and information systems and monitoring the
integrity of the financial statements and review significant
financial reporting judgments;

8.

Review policies and procedures in respect of fraud, bribery and
corruption and to receive the Counter Fraud Annual Report and
Plan of the Local Counter Fraud Specialist;

9.

Review schedules of losses, compensations and waivers and
make recommendations to the Board of Directors;

10. Review the annual financial statements, annual report and
calculation of the Trust’s Reference Costs prior to submission to
the Board of Directors.
11. Contribute independently to the Board’s overall process for
ensuring that an effective internal control system is maintained.
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Remuneration
And
Terms of
Service
Committee

The Committee will:
1. Advise the Board about appropriate remuneration and terms of
service for the Chief Executive, other Executive Directors and
other senior employees including:
I. All aspects of salary (including any performance-related
elements/bonuses);
II. Provisions for other benefits, including pensions and cars;
III. Arrangements for termination of employment and other
contractual terms;
2.

Make recommendations to the Board on the remuneration and
terms of service of executive directors and senior employees to
ensure they are fairly rewarded for their individual contribution to
the Trust - having proper regard to the Trust's circumstances
and performance and to the provisions of any national
arrangements for such staff;

3.

Undertake proper calculation and scrutiny of termination
payments taking account of such national guidance as is
appropriate; advise on and oversee appropriate contractual
arrangements for such staff;

4.

Charitable
Funds
Strategic
Committee

The Committee shall report in writing to the Board the basis for
its recommendations.
The Committee will:
1.

Ensure the effective management and governance of the Trust’s
charitable funds in accordance with the Charities Acts, and
Charity Commission and Department of Health guidance.

2.

Maximise the potential of the funds’ charitable status for the
improvement of services to the Trust’s patients.

3.

Oversee fundraising activity.

4.

Appoint investment advisors (if required) and oversee and
monitor their performance. Review their appointment every three
years.

5.

Ensure that systems are in place to provide appropriate and
effective financial controls and procedures in order that the funds
are operated correctly, that money is used for the appropriate
purpose and that funds are not overspent.

6.

Regularly review the investment objectives of the fund and
advise the funds’ investment advisors (if applicable).

7.

Receive interim reports and advice regarding market condition
and performance from the investment advisors (if applicable).

8.

Receive, consider and approve annual expenditure plans
submitted by fund managers.
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9.

Consider and approve major expenditure proposals arising
during the year i.e. proposals having a value in excess of £5,000
for any one item or scheme to be financed either from funds held
within a charitable fund or as a rechargeable item.

10. Receive reports every half year in November and May/June on
the actual expenditure incurred in comparison with plans.
11. Receive reports quarterly on the performance of the funds’
investments.
12. Encourage the use of funds for the benefit of those that access
Trust services and for staff welfare.
13. Determine and approve financial strategy
performance against agreed objectives.

and

monitor

14. Consider and approve the annual accounts and report.
15. Review changes in legislation and approve plans for their
implementation.
Finance &
Investment
Committee

The Committee will review and provide assurance to the Board on the
more detailed aspects of financial planning, reporting and delivery,
investments, treasury management, procurement, estates and IM&T.

Safety &
Quality
Committee

The Committee will review and provide assurance to the Board on the
arrangements for ensuring safety and quality, compliance with
regulatory requirements and reporting the Trust’s performance in these
areas.

Human
Resources &
Organisational
Development
Committee

The Committee will review and provide assurance to the Board on the
development and delivery of appropriate workforce and organisational
development strategies.
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3. Scheme of Delegation Derived from the Accountable Officer
Memorandum
REF.

7

Delegated to

Chief Executive
(CEO)

9

Chief Executive
(CEO) and
Director of
Finance (DoF)

10

Chief Executive
(CEO)

Duties Delegated

1.

Accountable through the NHS Accounting
Officer to Parliament for stewardship of Trust
resources

1.

Ensure the accounts of the Trust are prepared
under principles and in a format directed by the
Secretary of State. Accounts must disclose a
true and fair view of the Trust’s income and
expenditure and its state of affairs.

2.

Sign the accounts on behalf of the Board.

1.

Sign a statement in the accounts outlining their
responsibilities as the Accountable Officer.

2.

12 &13

Sign a statement in the accounts outlining their
responsibilities in respect of Internal Control.
1. Ensure effective management systems that
safeguard public funds and assist the Trust Chair
to implement the requirements of corporate
governance including ensuring managers:

Chief Executive
(CEO)

• “have a clear view of their objectives
and the means to assess achievements
in relation to those objectives
• be assigned well defined responsibilities
for making best use of resources

12

Chair

13

Chief Executive
(CEO)

REF.

Delegated to

3.

have the information, training and access to
the expert advice they need to exercise their
responsibilities effectively.”

1.

Implement the
governance.

1.

Achieve value for money from the resources
available to the Trust and avoid waste and
extravagance in the organisation's activities.

2.

Follow through the implementation of any
recommendations affecting good practice as set
out on reports from such bodies as the Audit
Commission and the National Audit Office
(NAO).

requirements

of

Duties Delegated
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15
15

Director of Finance
(DoF)
Chief Executive
(CEO)

1. Operational responsibility for effective and
sound financial management and information.
1.

Primary duty to see that the DoF discharges the
above function.

1.

Ensuring that expenditure by the Trust complies
with Parliamentary requirements.

1.

The Chief Executive, supported by the Director
of Finance is to ensure appropriate advice is
given to the Board on all matters of probity,
regularity,
prudent
and
economical
administration, efficiency and effectiveness.

16

Chief Executive
(CEO)

18

Chief Executive
(CEO)
and Director of
Finance

19

Chief Executive
(CEO)

1.

21

Chief Executive
(CEO)

If the CEO considers the Board or Chair is
doing something that might infringe probity or
regularity, they should set this out in writing to
the Chair and the Board. If the matter is
unresolved, they should ask the Audit
Committee to inquire and if necessary NHS
England/NHS Improvement and Department of
Health and Social Care.

1.

If the Board is contemplating a course of action
that raises an issue not of formal propriety or
regularity but affects the CEO’s responsibility for
value for money, the CEO should draw the
relevant factors to the attention of the Board. If
the outcome is that the CEO is overruled it is
normally sufficient to ensure that their advice
and the overruling of it are clearly apparent from
the papers. Exceptionally, the CEO should
inform the NHS England/NHS Improvement and
the Department of Health and Social Care. In
such cases, and in those described in
paragraph 24 of the Memorandum, the CEO
should as a member of the Board vote against
the course of action rather than merely abstain
from voting.
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4. Scheme of Delegation Derived from the Codes of Conduct
and Accountability
REF.

1.3.1.7

Delegated
to/Reserved

Authorities/Duties delegated or Reserved

Board

1.3.1.8

Board

1.31.9
&
1.3.2.2
1.3.2.4

All Board
members

1.3.2.4

Chair and non
Executive / officer
members

1.3.2.4

Board

Board

1.

Approve the procedure for the declaration of
hospitality and sponsorship in compliance with
the Bribery Act 2010.

1.

Ensure proper and widely publicised procedures
for voicing complaints, concerns about
misadministration, breaches of Code of
Conduct, and other ethical concerns.

1.

Subscribe to the Code of Conduct.

1.

Board members share corporate responsibility
for all decisions of the Board.

1.

The Chair and non-officer members are
responsible for monitoring the executive
management of the organisation and are
responsible to the Secretary of State for the
discharge of those responsibilities.
The Board has six key functions for which it is held
accountable by the Department of Health on behalf of
the Secretary of State:
1. to ensure effective financial stewardship through
value for money, financial control and financial
planning and strategy;
2. to ensure that high standards of corporate
governance and personal behaviour are
maintained in the conduct of the business of the
whole organisation;
3. to appoint, appraise and remunerate senior
executives;
4. to ratify the strategic direction of the
organisation within the overall policies and
priorities of the Government and the NHS,
define its annual and longer term objectives and
agree plans to achieve them;
5. to oversee the delivery of planned results
by monitoring performance against objectives
and ensuring corrective action is taken when
necessary;
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REF.

1.3.2.4

1.3.2.5

Delegated
to/Reserved

6. to ensure effective dialogue between the
organisation and the local community on its
plans and performance and that these are
responsive to the community's needs.

Authorities/Duties delegated or Reserved

Board

It is the Board’s duty to:

Chair

1. act within statutory financial and other
constraints;
2. be clear what decisions and information are
appropriate to the Board and draw up
Standing Orders, a schedule of decisions
reserved to the Board and Standing Financial
Instructions to reflect these,
3. ensure that management arrangements are in
place to enable responsibility to be clearly
delegated to senior executives for the main
programmes of action and for performance
against programmes to be monitored and senior
executives held to account;
4. establish performance and quality measures
that maintain the effective use of resources and
provide value for money;
5. specify its requirements in organising and
presenting financial and
other
information
succinctly
and efficiently to ensure the Board
can fully undertake its responsibilities;
6. establish Audit and Remuneration Committees
on the basis of formally agreed terms of
reference that set out the membership of the
committee, the limit to their powers, and the
arrangements for reporting back to the main
Board.
It is the Chair's role to:
1. provide leadership to the Board;
2. enable all Board members to make a full
contribution to the Board's affairs and ensure
that the Board acts as a team;
3. ensure that key and appropriate issues are
discussed by the Board in a timely manner,
4. ensure the Board has adequate support and
is provided efficiently with all the necessary
data on which to base informed decisions;
5. lead
Non-Executive
Board
members
through
a formally-appointed Remuneration
Committee of the main Board on the
appointment, appraisal and remuneration of
the Chief Executive and (with the latter) other
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REF.

1.3.2.5

Delegated
to/Reserved

Executive Board members;
6. appoint Non-Executive Board members to an
Audit Committee of the main Board;
7. advise the Secretary of State on the
performance of Non-Executive Board members.

Authorities/Duties delegated or Reserved

Chief Executive
(CEO)

1. The Chief Executive is accountable to the Chair
and Non-Executive members of the Board for
ensuring that its decisions are implemented, that
the organisation works effectively, in accordance
with Government policy and public service
values and for the maintenance of proper
financial stewardship.
2. The Chief Executive should be allowed full
scope, within clearly defined delegated powers,
for action in fulfilling the decisions of the Board.

1.3.2.6

Non Executive
Directors

1.3.2.8

Chair and Directors

1.3.2.9

Board

Scheme of Reservation and Delegation: September 2020

3. The other duties of the Chief Executive as
Accountable Officer are laid out in the
Accountable Officer Memorandum.
1. Non-Executive Directors are appointed by NHS
England/NHS Improvement to bring independent
judgement to bear on issues of strategy,
performance,
key
appointments
and
accountability through the Department of Health
and Social Care to Ministers and to the local
community.
1. Declaration of conflict of interests in compliance
with the Bribery Act 2010.
1. NHS Boards must comply with legislation and
guidance issued by the Department of Health
and Social Care on behalf of the Secretary of
State, respect agreements entered into by
themselves or on their behalf and establish
terms and conditions of service that are fair to
the staff and represent good value for taxpayers'
money.
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5. Scheme of Delegation Derived from Standing Orders

REF.

Delegated
to/Reserved

Authorities/Duties delegated or Reserved

3.10

Chair

2.4

Board

3.1

Chair

3.9

Chair

1. Chair all Board meetings and associated
responsibilities.

3.10

Chair

1. Give final ruling in questions of order,
r e l e v a n c y a n d regularity of meetings.

3.12

Chair

3.13

Board

3.13

Audit
Committee

1. Final authority in interpretation of Standing
Orders (SOs).
1. Appointment of Vice Chair.
1. Call meetings.

1. Having a second or casting vote.
1. Suspension of Standing Orders.
1. To review every decision to suspend
Standing Orders (power to suspend Standing
Orders is reserved to the Board).
1. Variation or amendment of Standing Orders.

3.14

Board

4.1

Board

1. Formal delegation of powers to sub
committees or joint committees and approval
of their constitution and terms of reference.
(Constitution and terms of reference of sub
committees may be approved by the Chief
Executive.)

5.2

Chair & Chief
Executive

1. The powers which the Board has retained to
itself within these Standing Orders may in
emergency be exercised by the Chair and
Chief Executive after having consulted at
least two Non-Executive members.

5.4

Chief Executive
(CEO)

1. The Chief Executive shall prepare a Scheme
of Delegation identifying their proposals that
shall be considered and approved by the
Board, subject to any amendment agreed
during the discussion.*

5.6

All

7.1

Board Members

Scheme of Reservation and Delegation: September 2020

1. Disclosure of non-compliance with Standing
Orders to the Chief Executive as soon as
possible.
1. Declare relevant and material interests.
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REF.

7.2

Delegated
to/Reserved

Authorities/Duties delegated or Reserved

1. Maintain Register(s) of Interests.

7.4

Chief Executive
(CEO)
All staff

7.4

All

1. Disclose relationship between self and
candidate for staff appointment. (CEO to
report the disclosure to the Board.)

8.1/8.3

Chief Executive
(CEO)

1. Keep seal in safe place and maintain a
register of sealing.

1. Comply with national guidance contained
in HSG 1993/5 “Standards of Business
Conduct for NHS Staff”.

8.4

Chief Executive /
1. Approve and sign all documents which will be
necessary in legal proceedings.
Executive
Directors
* Nominated officers and the areas for which they are responsible are
incorporated into the Trust’s Detailed Scheme of Delegation document.

Scheme of Reservation and Delegation: September 2020
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6. Scheme of Delegation from Standing Financial
Instructions
REF.

Delegated
to/Reserved

Authorities/Duties delegated or Reserved

1.1.4

Director of Finance

1.1.6

All members of
the Board and
employees
Chief Executive
(CEO)

1. Advice on the interpretation or application of
SFIs.
1. Have a duty to disclose any non-compliance
with these Standing Financial Instructions to
the Director of Finance as soon as possible.
1. Responsible as the Accountable Officer to
ensure financial targets and obligations are
met and has overall responsibility for the
System of Internal Control.
1. Accountable for financial control but will, as
far as possible, delegate their detailed
responsibilities.
1. To ensure all Board members, officers and
employees, present and future, are notified
of and understand Standing Financial
Instructions.
Responsible for:

1.1.3

1.3.3

1.3.3
1.3.4

1.3.5

1.3.6

Director of Finance

Chief Executive
(CEO) &
Director of Finance
Chief Executive
(CEO)
Director of Finance

All members of
the Board and
employees

Scheme of Reservation and Delegation: September 2020

1. Approval of all financial procedures.

1. Implementing the Trust's financial policies
and coordinating corrective action;
2. Maintaining an effective system of financial
control including ensuring detailed financial
procedures and systems are prepared and
documented;
3. Ensuring that sufficient records are
maintained to explain the Trust’s transactions
and financial position;
4. Providing financial advice to members of
Board and staff;
5. Maintaining such accounts, certificates etc.
as are required for the Trust to carry out its
statutory duties.
1. Responsible for security of the Trust's
property, avoiding loss, exercising economy
and efficiency in using resources and
conforming to Standing Orders, Financial
Instructions and financial procedures.
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REF.

1.3.7

2.1.1
2.1.2

Delegated
to/Reserved

Chief Executive
(CEO)

Audit
Committee
Chair

2.1.3
&
2.2.1

Director of Finance

2.2.1

Director of Finance

2.3

Head of
Internal Audit

2.4

Audit
Committee
Chief Executive
(CEO)
&
Director of Finance

2.5

Authorities/Duties delegated or Reserved

Scheme of Reservation and Delegation: September 2020

1. Ensure that any contractor or employee of a
contractor who is empowered by the Trust to
commit the Trust to expenditure or who is
authorised to obtain income are made aware
of these instructions and their requirement to
comply.
1. Provide a n independent and objective view
on internal control and probity.
1. Raise the matter at the Board meeting
where Audit Committee considers there
is evidence of ultra vires transactions or
improper acts.
1. Ensure an adequate internal audit service,
for which they are accountable, is provided
(and involve the Audit Committee in the
selection process when/if an internal audit
service provider is changed.)
1. Decide at what stage to involve the police in
cases of misappropriation and other
irregularities
not
involving
fraud or
corruption.
1. Review,
appraise
and
report
in
a c c o r d a n c e w i t h the NHS Internal
Audit Manual and best practice.
1. Ensure cost-effective External Audit.
1. Monitor and ensure compliance with
Secretary of State Directions on fraud and
corruption including the appointment of the
Local Counter Fraud Specialist.
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REF.

2.6

3.1.1

Delegated
to/Reserved

Authorities/Duties delegated or Reserved

Chief Executive
(CEO)

1. Monitor and ensure compliance with
Directions issued by the Secretary of State
for Health on NHS security management
including appointment of the Local Security
Management Specialist.
1. Compile and submit to the Board an Annual
Business Plan which takes into account
financial targets and forecast limits of
available resources. The Annual Plan will
contain:

Chief Executive
(CEO)

•

a statement of the significant
assumptions on which the plan is based;

•

Details o f m a j o r c h a n g e s i n
w o r k l o a d , d e l i v e r y of services or
resources required to achieve the plan.

An assessment of risks and plans for their
management
1. Submit budgets to the Board for approval.
•

3.1.2
&
3.1.3

Director of Finance

3.1.6

Director of Finance

3.2.1

3.3.1

Chief Executive
(CEO)
Chief Executive
(CEO)
&
Budget Holders
Director of Finance

3.3.2

Budget Holders

3.2.2

2. Monitor
performance
against
budget;
submit to the Board financial estimates and
forecasts.
1. Ensure adequate training is delivered on an
ongoing basis to budget holders.
1. Delegate budget to budget holders.
1. Must not exceed the budgetary total or
virement limits set by the Board.
1. Devise and maintain systems of budgetary
control.
Ensure that:
1. no overspend or reduction of income that
cannot be met from virement is incurred
without prior consent of Board;
2. approved budget is not used for any
other than specified purpose subject to the
rules of virement;
3. no permanent employees are appointed
without the approval of the CEO other than
those provided for within available resources
and the manpower establishment.

Scheme of Reservation and Delegation: September 2020
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REF.

3.3.3
3.5.1
4.1
5.1

Delegated
to/Reserved

Chief Executive
(CEO)

Chief Executive
(CEO)
Director of Finance
Director of Finance

6

Director of Finance

6.2.3

All employees

7

Chief Executive
(CEO)
Chief Executive
(CEO)
Chief Executive
(CEO)
Chief Executive
(CEO)
Chief Executive
(CEO)

7.4.4
7.4.4
7.5.2
7.5.3
7.5.4

7.5.6

Authorities/Duties delegated or Reserved

Chief Executive
(CEO)
and
Director of
Finance
Chief Executive
(CEO)

Scheme of Reservation and Delegation: September 2020

1. Identify and implement cost improvements
and income generation activities in line with
the Annual Business Plan.
1. Submit monitoring returns.
1. Preparation of annual accounts and reports.
1. Managing banking arrangements, including
provision of banking services, operation of
accounts, preparation of instructions and list
of cheque signatories.
(The Board approves arrangements)
1. Income systems, including system design,
prompt banking, review and approval of fees
and charges, debt recovery arrangements,
design and control of receipts, provision of
adequate
facilities
and
systems
for
employees whose duties include collecting or
holding cash.
1. Duty to inform DoF of money due from
transactions which they initiate/deal with.
1. Tendering and contract procedures.
1. Waive formal tendering procedures where
permitted by SFIs.
1. Report waivers of tendering procedures to the
Audit Committee.
1. Responsible for the receipt, endorsement and
safe custody of tenders received.
1. Shall maintain registers to show each set of
competitive tender invitations despatched by
paper or electronic means.
1. Where one tender is received will assess for
value for money and fair price.

1. No tender shall be accepted which will
commit expenditure in excess of that which
has been allocated by the Trust and which is
not in accordance with these Instructions
except with the authorisation of the Chief
Executive.
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REF.

7.5.6

Delegated
to/Reserved

Authorities/Duties delegated or Reserved

Chief Executive
(CEO)

7.6.1

Chief Executive
(CEO)

7.6.3

Chief Executive
(CEO)
or
Director of
Finance

7.8

Chief Executive
(CEO)

7.8

Board

7.9

Chief Executive
(CEO)

Scheme of Reservation and Delegation: September 2020

1. Shall ensure that appropriate checks are
carried out b y t h e r e l e v a n t D i r e c t o r
as to the technical and financial capability of
those firms that are invited to tender or quote.
1. The Chief Executive or their nominated
officer
should evaluate the quotation and
select the quote which gives the best value
for money.
1. No quotation shall be accepted which will
commit expenditure in excess of that which
has been allocated by the Trust and which is
not in accordance with these Instructions
except with the authorisation of the Chief
Executive or Director of Finance.
1. The Chief Executive shall demonstrate that
the use of private finance represents value for
money and genuinely transfers risk to the
private sector.
1. All PFI proposals must be agreed by the
Board.
1. The Chief Executive shall nominate an officer
who shall oversee and manage each contract
on behalf of the Trust.
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REF.

7.10

Delegated
to/Reserved

Chief Executive
(CEO)

7.13

Chief Executive
(CEO)

7.13.5

Chief Executive
(CEO)
Chief Executive
(CEO)

8.1.1

Authorities/Duties delegated or Reserved

8.3

Chief Executive
(CEO)

9.1.1

Board

9.1.2

Remuneration
Committee

9.1.3

Remuneration
Committee

Scheme of Reservation and Delegation: September 2020

1. Shall nominate officers with delegated
authority to enter into contracts of
employment, regarding staff, agency staff or
temporary staff service contracts.
1. Shall be responsible for ensuring that best
value for money can be demonstrated for all
services provided on an in-house basis.
1. Shall nominate an officer to oversee and
manage the contract on behalf of the Trust.
1. Must ensure the Trust enters into suitable
Service Level Agreements (SLAs) with
service commissioners for the provision of
NHS services.
1. As the Accountable Officer, ensure that
regular reports are provided to the Board
detailing actual and forecast income from the
SLA.
1. Establish a Remuneration & Terms of Service
Committee.
1. Advise
the
Board
on
and
make
recommendations on the remuneration and
terms of service of the CEO, other officer
members and senior employees to ensure
they are fairly rewarded having proper regard
to the Trust’s circumstances and any national
agreements;
2. Monitor and evaluate the performance of
individual senior employees;
3. Advise on and oversee appropriate
contractual arrangements for such staff,
including proper calculation and scrutiny of
termination payments.
1. Report in writing to the Board its advice and
its basis about remuneration and terms of
service of directors and senior employees.
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REF.

9.1.4

9.2.2
9.3
9.4.1
and
9.4.2

Delegated
to/Reserved

Board

Chief Executive
(CEO)
Chief Executive
(CEO)
Director of Finance

9.4.3

Nominated
Managers*

9.4.4

Director of Finance

9.5.1

Director of
Human Resources

Authorities/Duties delegated or Reserved

1. Approve proposals presented by the Chief
Executive for setting of remuneration and
conditions of service for those employees and
officers not covered by the Remuneration
Committee.
1. Approval of variation to funded establishment
of any department.
1. Staff, including agency staff, appointments
and re-grading.
Payroll:
1. Specifying timetables for the submission of
properly authorised time records and other
notifications;
2. final determination of pay and allowances;
3. making payments on agreed dates;
4. agreeing the method of payment;
5. issuing instructions (as listed in SFI 9.4.2).
1. Submit time records in line with the timetable.
2. Complete time records and other notifications
in the required form.
3. Submitting termination forms in the
prescribed form and on time.
1. Ensure that the chosen method for payroll
processing is supported by appropriate
(contracted) terms and conditions, adequate
internal controls and audit review procedures
and that suitable arrangements are made for
the collection of payroll deductions and
payment of these to appropriate bodies.
1. Ensure that all employees are issued with a
Contract of Employment in a form approved
by the Board and which complies with
employment legislation; and
2. Deal with variations to, or termination of,
contracts of employment.

* Nominated officers and the areas for which they are responsible should be
incorporated into the Trust’s Scheme of Delegation document.

Scheme of Reservation and Delegation: September 2020
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REF.

10.1

Delegated
to/Reserved

Chief Executive
(CEO)

10.2.1

Requisitioner *

10.2.

Director of Finance

10.2.3

Director of Finance

10.2.4

Appropriate
Executive Director
Director of Finance

10.2.4

Authorities/Duties delegated or Reserved

1. Determine, and set out, levels of delegation
of non-pay expenditure
to
budget
managers, including a list of managers
authorised to place requisitions, the
maximum level of each requisition and the
system for authorisation above that level.
1. In choosing the item to be supplied (or the
service to be performed) shall always obtain
the best value for money for the Trust. In so
doing, the advice of the Trust's Chief
Procurement Officer shall be sought.
1. Shall be responsible for the prompt
payment of accounts and claims.
1. Advise the Board regarding the setting of
thresholds
above
which
quotations
(competitive or otherwise) or formal tenders
must be obtained; and, once approved, the
thresholds should be incorporated in standing
orders and regularly reviewed;
2. Prepare procedures on the obtaining of
goods, works and services incorporating the
thresholds;
3. Be responsible for the prompt payment of all
properly authorised accounts and claims;
4. Be responsible for designing and maintaining
a system of verification, recording and
payment of all amounts payable;
5. Devise a timetable and system for
submission to the Director of Finance of
accounts for payment; provision shall be
made for the early submission of accounts
subject to cash discounts or otherwise
requiring early payment;
6. Issue instructions to employees regarding the
handling and payment of accounts within the
Finance Department;
7. Be responsible for ensuring that payment for
goods and services is only made once the
goods and services are received.
1. Make a written case to support the need for a
prepayment.
1. Approve proposed prepayment
arrangements.

* Nominated officers and the areas for which they are responsible should be
incorporated into the Trust’s Scheme of Delegation document.
Scheme of Reservation and Delegation: September 2020
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REF.

10.2.4
10.2.5
10.2.6

Delegated
to/Reserved

Authorities/Duties delegated or Reserved

Budget holder
Chief Executive
(CEO)
Managers and
officers

10.2.7

Chief Executive
(CEO)
and
Director of
Finance

10.3

Director of Finance

11.1.1

Director of Finance

11.1.2

Board

11.1.3

Director of Finance

11.1.5
11.2.2

Chief Executive
(CEO) or Director
of Finance
Director of Finance

11.2.3

Director of Finance

Scheme of Reservation and Delegation: September 2020

1. Ensure that all items due under a prepayment
contract are received (and immediately inform
the DoF if problems are encountered).
1. Authorise who may use and be issued with
official orders.
1. Ensure that they comply fully with the
guidance and limits specified by the Director
of Finance.
1. Shall ensure that the arrangements are in
place for financial control and financial audit
of building and engineering contracts and
property transactions. The technical audit of
these contracts shall be the responsibility of
the relevant Director.
1. Lay down procedures for payments to local
authorities and voluntary organisations made
under the powers of section 28A of the NHS
Act.
1. The DoF will advise the Board on the Trust’s
ability to pay dividends on PDC and report,
periodically, concerning the PDC debt and all
loans and overdrafts.
1. Approve a list of employees authorised to
make short term borrowings on behalf of the
Trust. (This must include the CEO and DoF).
1. Prepare detailed procedural instructions
concerning applications for loans and
overdrafts.
1. Be on an authorising panel comprising one
other member for short term borrowing
approval.
1. Will advise the Board on investments and
report, periodically, on performance of the
same.
1. Prepare detailed procedural instructions on
the operation of investments held.
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REF.

12

Delegated
to/Reserved

Authorities/Duties delegated or Reserved

Director of Finance

13.1.1&
13.1.2

Chief Executive
(CEO)

13.1.2

Director of Finance

13.1.3
13.1.4

Chief Executive
(CEO)
Director of Finance

13.1.5

Director of Finance

13.1.6

Chief Executive
(CEO)

13.1.7

Director of Finance

13.2.1

Director of Finance

Scheme of Reservation and Delegation: September 2020

1. Ensure that Board members are aware of the
Financial Framework and ensure compliance.
1. Responsible for the capital investment
programme:
2. ensure that there is an adequate appraisal
and approval process for determining capital
expenditure priorities and the effect that each
has on plans
3. responsible for the management of capital
schemes and for ensuring that they are
delivered on time and within cost;
4. ensure that capital investment is not
undertaken without availability of resources to
finance all revenue consequences;
5. ensure that a business case is produced for
each proposal.
1. Certify professionally the costs and revenue
consequences detailed in the business case
for capital investment.
1. Issue procedures for the management of
contracts involving stage payments.
1. Assess the requirement for the operation of
the construction industry taxation deduction
scheme.
1. Issue procedures for the regular reporting of
expenditure
and
commitment
against
authorised capital expenditure.
1. Issue the manager responsible for any capital
scheme with authority to commit expenditure,
authority to proceed to tender and approval to
accept a successful tender.
2. Issue a
scheme
of
delegation
for
capital investment management.
1. Issue
procedures
governing
financial
management, including variation to contract,
of capital investment projects and valuation
for accounting purposes.
1. Demonstrate that the use of private finance
represents value for money and genuinely
transfers significant risk to the private sector.
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13.2.1
13.3.1

Delegated
to/Reserved

Board

13.3.5

Chief Executive
(CEO)
Director of Finance

13.3.8

Director of Finance

13.4.1

Chief Executive
(CEO)
Director of Finance
Board, Executive
Members and All
senior staff

13.4.2
13.4.4

14.2

Chief Executive
(CEO)

14.2

Director of Finance

14.2

14.2.2

Designated
Pharmaceutical
officer
Designated
Estates Manager
Nominated
Officers*
Director of Finance

14.2.3

Director of Finance

14.2
14.2.1

Authorities/Duties delegated or Reserved

1. A proposal to use PFI must be specifically
agreed by the Board.
1. Maintenance of asset registers (on advice
from the DoF).
1. Approve procedures for reconciling balances
on fixed assets accounts in ledgers against
balances on fixed asset registers.
1. Calculate and pay capital charges in
accordance with Department of Health and
Social Care requirements.
1. Overall responsibility for fixed assets.
1. Approval of fixed asset control procedures.
1. Responsibility for the security of Trust assets
including notifying discrepancies to DoF, and
reporting losses in accordance with Trust
procedures.
1. Delegate overall responsibility for control of
stores (subject to DoF responsibility for
systems of control). Further delegation for
day-to-day responsibility is permitted subject
to such delegation being recorded.
1. Responsible for systems of control over
stores and receipt of goods.
1. Responsible for controls of pharmaceutical
stocks.
1. Responsible for control of stocks of fuel oil.
1. Security arrangements and custody of keys.
1. Set out procedures and systems to regulate
the stores.
1. Agree stocktaking arrangements.

* Nominated officers and the areas for which they are responsible should be
incorporated into the Trust’s Scheme of Delegation document.

Scheme of Reservation and Delegation: September 2020
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REF.

14.2.4

Delegated
to/Reserved

Authorities/Duties delegated or Reserved

Director of Finance

14.2.5

Director of Finance

14.2.5

Nominated
Officers*

14.3
15.1.1

Chief Executive
(CEO)
Director of Finance

15.2.1

Director of Finance

15.2.2

All Staff

15.2.2

Director of Finance

15.2.2

Director of Finance

15.2.3

Director of Finance

15.2.4

Board

15.2.6

Director of Finance

1. Approve alternative arrangements where a
complete system of stores control is not
justified.
1. Approve a system for review of slow moving
and obsolete items and for condemnation,
disposal and replacement of all unserviceable
items.
1. Operate a system for slow moving and
obsolete stock, and report to DoF evidence of
significant overstocking.
1. Identify persons authorised to requisition and
accept goods from NHS Supplies stores.
1. Prepare detailed procedures for the disposal
of assets including condemnations and
ensure that these are notified to managers.
1. Prepare procedures for recording and
accounting for losses, special
payments
and informing the police in cases of
suspected arson or theft.
1. Discovery or suspicion of loss of any kind
must be reported immediately to either head
of department or nominated officer. The head
of department / nominated officer should then
inform the CEO and DoF.
1. Where a criminal offence is suspected, DoF
must inform the police if theft or arson is
involved. In cases of fraud and corruption
DoF must inform the relevant LCFS and
CFSMS Regional Team in line with SoS
directions.
1. Notify CFSMS and External Audit of all
frauds.
1. Notify Board and External Auditor of losses
caused by theft, arson, neglect of duty or
gross carelessness (unless trivial).
1. Approve write off of losses (within limits
delegated by DHSC).
1. Consider whether any insurance claim can be
made.

* Nominated officers and the areas for which they are responsible should be
incorporated into the Trust’s Scheme of Delegation document.

Scheme of Reservation and Delegation: September 2020
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15.2.7

Delegated
to/Reserved

Director of Finance

16.1.2

Director of Finance

16.1.3

Director of
Corporate Business

16.2.1

Relevant
officers
Director of Finance

16.4
16.5

1. Maintain a losses and special payments
register.
1. Responsible for the accuracy and security of
computerised financial data.
1. Satisfy themselves that new financial systems
and amendments to current financial systems
are developed in a controlled manner and
thoroughly tested prior to implementation.
Where this is undertaken by another
organisation, assurances of adequacy must
be
obtained
from
them
prior
to
implementation.
1. Shall publish and maintain a Freedom of
Information Scheme.

Director of Finance

16.1.1

16.3

Authorities/Duties delegated or Reserved

Director of Site
Services, Planning
and Information
Director of Finance

1. Send proposals for general computer
systems to the DoF.
1. Ensure that contracts with other bodies for
the provision of computer services for
financial applications clearly define the
responsibility of all parties for the security,
privacy,
accuracy,
completeness
and
timeliness of data during processing,
transmission and storage, and allow for audit
review.
2. Seek periodic assurances from the provider
that adequate controls are in operation.
1. Ensure that risks to the Trust from the use of
IT are identified and considered and that
disaster recovery plans are in place.
Where computer systems have an impact on
corporate financial systems satisfy themselves that:
1. systems acquisition, development and
maintenance are in line with corporate
policies;
2. data assembled for processing by financial
systems is adequate, accurate, complete and
timely, and that an audit trail exists;
3. DoF staff have access to such data;
4. Such computer audit reviews are being
carried out as are considered necessary.

Scheme of Reservation and Delegation: September 2020
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17.2

Delegated
to/Reserved

Chief Executive
(CEO)

17.3

Director of Finance

17.6

Departmental
Managers

18.1.3

Director of Finance

19.1

Director of Finance

20

Chief Executive
(CEO)

21.1

Chief Executive
(CEO)
Board

21.1

Authorities/Duties delegated or Reserved

Scheme of Reservation and Delegation: September 2020

1. Responsible for ensuring patients and
guardians are informed about patients'
money and property procedures on
admission.
1. Provide detailed written instructions on the
collection, custody, investment, recording,
safekeeping, and disposal of patients'
property (including instructions on the
disposal of the property of deceased patients
and of patients transferred to other premises)
for all staff whose duty is to administer, in any
way, the property of patients.
1. Inform staff of their responsibilities and duties
for the administration of the property of
patients.
1. Shall ensure that each trust fund which
the Trust is responsible for managing is
managed appropriately.
1. Ensure all staff are made aware of the
provisions of the Bribery Act 2010 and Trust
policy on the acceptance of gifts and other
benefits in kind by staff.
1. Responsible for retention of document
procedures
in
accordance
with
the
Department of Health Records Management
NHS Code of Practice 30 March 2006.
1. Risk management arrangements.
1. Approve and monitor the risk management
programme.
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21.2

21.4

Delegated
to/Reserved

Authorities/Duties delegated or Reserved

Board

1. Decide whether the Trust will use the risk
pooling schemes administered by NHS
Resolution or self-insure for some or all of the
risks (where discretion is allowed). Decisions
to self-insure should be reviewed annually.

Director of Finance

1. Where the Board decides to use the risk
pooling schemes administered by NHS
Resolution the Director of Finance shall
ensure that the arrangements entered into
are appropriate and complementary to the
risk management programme. The Director of
Finance shall ensure that documented
procedures cover these arrangements.
2. Where the Board decides not to use the risk
pooling schemes administered by NHS
Resolution for any one or other of the risks
covered by the schemes, the Director of
Finance shall ensure that the Board is
informed of the nature and extent of the risks
that are self insured as a result of this
decision. The Director of Finance will draw up
formal documented procedures for the
management of any claims arising from third
parties and payments in respect of losses
that will not be reimbursed.

21.4

Director of Finance

Scheme of Reservation and Delegation: September 2020

1. Ensure documented procedures cover
management of claims and payments below
the policy excess.
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INTRODUCTION
The Detailed Delegation Limits outlined below should be read in conjunction with the Standing Orders of the Trust, Standing Financial
Instructions and particularly, the Scheme of Reservation and Delegation of Authority and of Powers to the Trust Board. Where applicable,
staff should also note the provisions of the Bribery Act 2010.
The Limits outlined below represent the lowest level to which authority within the Trust is delegated. Items outside of the delegated limits
are reserved to the Trust Board.
Delegated duties must be carried out in accordance with the Standing Orders of the Trust.
Delegation to lower levels or to other officers is not permitted without the specific authority of the Chief Executive or Director of Finance. In
accordance with the Scheme of Reservation and Delegation, if the Chief Executive is absent, powers delegated to them may be exercised
by the nominated Deputy Chief Executive. Levels of Delegated authority are expressed as follows:
Level
A
B
C
D
E
F
G
H
I

Delegated to:
Chief Executive
Board Committee (E.G. Charitable Funds Strategic Committee/Finance and
Investment Committee)
Executive Committee (Investment Panel or Trust Leadership Group)
Director of Finance/ Nominated Deputy
Executive Director
Care Group Director/Manager
Service Line Director/Manager/Corporate Service Lead
Budget Holder
Team Leader

Higher levels of delegated authority have delegated authority for all lower levels of delegation.
In the absence of the relevant delegated officer, authorisation should revert up to the next level.
The Detailed Scheme of Delegation is as follows:

3

Area of Delegation
1
1.1

1.2

Delegated Limit

Level

Comments

DELEGATED BUDGETS
Responsibility to keep expenditure within budget
Individual Budget level
Budget Holder.

H

Service Line Level

Service Line Director/
Service Line
Manager/Corporate Service
Leads.

G

Care Group Level

Care Group
Director/Manager.

F

All other areas

Director of Finance.

D

Budget Holders to prepare annual
budget in accordance with budget
setting parameters and seek
approval of the Service Line
Management Team.
Service Line Management Team
to ensure that budgets meet
service line objectives and seek
approval of the Care Group
Management Team.
Care Group Management Team to
ensure that budgets meet Care
Group objectives and seek
approval of the Trust Leadership
Group.

Overall Financial Plan

Chief Executive.

A

TLG to review Financial plan and
Care Group budgets and
recommend approval to Finance
Committee and Board.

Service Line Director/
Service Line Manager.
Director of Finance or
Deputy.
Director of Finance.

G

Within overall resources allocated.

Adjustments to Budgets
Within Service Lines
≤£50,000
>£50,000
From Reserves/Additional
Income

All

Authority delegated to:

4

D
D

Area of Delegation

Delegated Limit

Authority delegated to:

Level

Chief Financial Accountant.

G

2

MAINTENANCE OF
BANK ACCOUNTS

3
3.1

NON-PAY EXPENDITURE
Covered by Delegated Budgets or within overall financial plan
Entering New Contracts
<£1,000
Budget Holder (delegated
(Covering Stock, Nonbudgets only).
Stock, Maintenance,
<£10,000
Service Line Director/
Leases, Managed
Service Line Manager.
Services and other items) <£50,000
Care Group
Director/Manager.
<£500,000*
Director of Finance.
<£1,000,000*

Trust Leadership Group.

≥£1,000,000

Trust Board.

H
G
F
D
C

Comments

All contracts must be entered
into in line with Trust SFIs (SFI
section 7).
Limits are applicable to the annual
value of the contract.
*Contracts of <£1 million annual
value but that have a whole life
value >£5 million will require
Trust Board approval.
For managed equipment
services and leases over £15
million whole life value NHSI/E
approval is required.

Spend on Existing
contracts (Covering
Stock, Non-Stock,
Maintenance, Leases ,
Managed Services and
other items)

All

<£10,000

In accordance with Finance
system (Oracle and E-Proc)
Delegated limits.
Broadly in line with:
Budget Holder (as
delegated by their Service
5

Various

H

Some items are subject to further
approval as per the Trust’s
Financial Controls Guidance. This
guidance supplements the formal
SFIs and Scheme of Delegation.
As approved by the Director of
Finance.
Standing orders should not be
used for stock items.

Area of Delegation

Delegated Limit

Authority delegated to:

Level

Comments

Line manager).
<£50,000

3.3

Service Line Manager (as
delegated by their Care
Group manager).
<£100,000
Care Group Manager (as
delegated by the Director of
Finance).
>£100,000
Executive Director and
approved Finance Staff.
Not Covered by Delegated Budgets and outside overall financial plan
New Contracts (Covering <£100,000*
Director of Finance.
Stock, Non-Stock,
<£1,000,000*
Trust Leadership Group.
Maintenance, Leases ,
≥£1,000,000
Trust Board.
Managed Services and
other items)

G
F
E

D
C

All contracts must be entered
into in line with Trust SFIs (SFI
section 7).
Limits are applicable to the annual
value of the contract.
*Contracts of <£1 million annual
value but that have a whole life
value >£5 million will require
Trust Board approval.

Spend on Existing
contracts (Covering
Stock, Non-Stock,
Maintenance, Leases ,

<£100,000
<£1,000,000
≥£1,000,000

Director of Finance.
Trust Leadership Group.
Trust Board.
6

D
C

For managed equipment
services and leases over £15
million whole life value NHSI/E
approval is required.
All contracts must be entered
into in line with Trust SFIs (SFI
section 7).

Area of Delegation

Delegated Limit

Authority delegated to:

Level

Managed Services and
other items)

Comments
Limits are applicable to the annual
value of the contract.
*Contracts of <£1 million annual
value but that have a whole life
value >£5 million will require
Trust Board approval.

4

For managed equipment
services and leases over £15
million whole life value NHSI/E
approval is required.

CAPITAL EXPENDITURE AND INVESTMENT PROPOSALS
Approval of Outline
Capital Programme

Trust Board.

Authorisation of capital
schemes within the
approved outline capital
programme

<£100,000

Urgent replacement items

<£150,000

<£1,000,000
>£1,000,000
>£15,000,000

<1,000,000
Release of contingency
funds

>1,000,000
<£100,000
<£1,000,000
>1,000,000

Capital Steering Group/
Director of Finance.
Investment Panel.
Trust Board.
NHSE/I oversight and
approval required.

D
C
N/A

Capital Steering Group/
Director of Finance.
Investment Panel.

D

Trust Board.
Capital Steering Group/
Director of Finance.
Investment Panel.
Trust Board.

B
D

7

C

C

Following review and approval by
Investment Panel and ‘Finance
and Investment Committee’ (FIC)

Area of Delegation
Authorisation of capital
contract spend on
approved scheme

Delegated Limit
<£50,000
<£250,000
<£1,000,000

Authorisation of variations
to schemes in the outline
capital programme and
approved schemes
Granting and termination
of capital leases
5

≥£1,000,000
<£10,000
<£100,000
<£1,000,000
≥ £1,000,000
<£1,000,000
≥ £1,000,000

TENDERS
Purchases not covered by ≤£1,000
NHS Supplies contracts
≤£10,000

Level

Project Manager.
Associate Director of
Finance/ Chief Procurement
Officer.
Director of Finance.

F
E

All contracts must be entered
into in line with Trust SFIs (SFI
section 7)

D

Limits are applicable to the value
of the whole life of the contract.

Trust Board.
Project Manager.
Capital Steering Group/
Director of Finance.
Investment Panel.
Trust Board.
Investment Panel.
Trust Board.

Comments

F
D
C
B
C

NHSE/I oversight and approval is
also required for values over
£15m.

Budget Holder.

H
G
F

3 Quotations minimum.

<£1,000,000

Service Line
manager/Capital project.
Care Group
manager/Capital project
manager.
Director of Finance.

3 Quotations minimum
recommended.
3 Quotations minimum.

D

≥£1,000,000

Trust Board.

Formal Tender
Including adherence to OJEU
regulations and procedures and
the Bribery Act 2010 where
applicable.

<£250,000

Chief Procurement
Officer/Commercial
Services Manager.

G

Whole Life Cost element should
constitute at least 60% of award
criteria, except where approved by

≤£50,000

Approval of Tender

Authority delegated to:

8

Area of Delegation

Delegated Limit

Authority delegated to:

Level

Evaluation Framework

<£1,000,000
≥£1,000,000

Director of Finance
Chief Executive Officer

D
A

Opening of Tenders Paper

<£500,000

F

<£500,000

Two members of the
procurement department
including the Chief
Procurement Officer / Head
of Procurement.
Two members of the Trust’s
Executive Team.
One member of the Trust’s
Executive team and one
member of the Board.
Two members of the
procurement department
nominated by the Chief
Procurement Officer / Head
of Procurement.
Two members of the
procurement department
including the Chief
Procurement Officer or
Head of Procurement.
Associate Director of
Finance.
Director of Finance.

≥ £500,000

Chief Executive.

<£1,000,000
> £1,000,000
Opening of Tenders Electronic

<£500,000

≥ £500,000

Authority for single tender
action (STA) or Authority
to accept other than the
lowest tender/quotation

<£250,000

9

Comments
the Director of Finance

E
C
G

F

E
D

Report to Trust Board

A

Report to Trust Board

Area of Delegation

6
6.1

Authority delegated to:

Level

Comments

Tenders made under NHS Supply Chain, Crown Commercial Service or other existing public body contract rules or through
National or Regional leads will be delegated according to the arrangements for each tender on a case by case basis, managed
through the Procurement Department. Additional requirements may be imposed from time to time. Please refer to the latest
guidance available online.
PERSONNEL AND PAY
Appointment of Staff
Funded Manpower Level
(within existing budget)
Outside Funded
Manpower Level (New
Posts)
Temporary staffing (e.g.
overtime, additional
sessions/WLI, bank,
agency, locums) within
Funded manpower level
(agreed shifts and rotas)

6.2

Delegated Limit

Temporary staffing (e.g.
overtime, WLI, bank,
agency, locums) outside
Funded manpower level
(agreed shifts and rotas)
Pay and Expenses

Service Line Manager.

G

<£250,000

Director of Finance.

D

<£1,000,000

Trust Leadership Group
(TLG).
Trust Board.
Budget Holder.

C

Service Line
Manager/Director.
Care Group
Manager/Director.
Director of Finance.

G

Trust Leadership Group
(TLG).
Director of Finance.

C

Trust Leadership Group
(TLG).

C

≥£1,000,000
<£10,000 annual
commitment
<£50,000 annual
commitment
<£100,000 annual
commitment
<£500,000 annual
commitment
≥£500,000 annual
commitment
<£250,000 annual
commitment
≥£250,000 annual
commitment

10

B
H

F
D

D

In accordance with the current
workforce approval process and
procedures outlined in the
Financial Controls Document.

In accordance with the current
approval process and procedures
outlined in the Financial Controls
Document.

Area of Delegation

Delegated Limit

Regrading

6.3

Standing data forms
(where there is a financial
effect) e g Grade Change
Standing data forms
(where there is no
financial effect) e g
change of address)
Time/Attendance Records
Travel and Subsistence
Claims
<£50,000
Redundancy
<£100,000
≥£100,000

6.4

Ill-Health Retirement

6.5

Dismissal

6.6

Leave/Absence
Approval of carry forward

≤5 days

Approval of carry forward

>5 days

Special Leave
arrangements

Authority delegated to:

Level

Relevant Executive Director
on the advice of the Agenda
for Change panel.
Service Line
Manager/Director.

E
G

Team Leader.

I

Team Leader.
Budget Holder.

I
H

Director of People and
Director of Finance.
Chief Executive.
Chief Executive and
Remuneration Committee.
Director of People.

D

Service Line
Manager/Director with
advice from Senior Manager
— Human Resources.

G

Service Line
Manager/Director.
Care Group
Manager/Director/Trust
Director.
Service Line
Manager/Director.

G

11

A
A
F

F
G

Comments

In accordance with the current
workforce approval process and
procedures.
In accordance with the current
workforce approval process and
procedures.

NHSE/I approval may be required
for Board members
Pensions Agency approval is also
required
In accordance with the Trust’s
Performance and Conduct Policy

In exceptional circumstances only.
All staff should take all leave in the
financial year due.
In very exceptional circumstances
only

Area of Delegation

Delegated Limit

Study Leave - Medical
(UK)
Study Leave - Medical
outside UK
Study Leave - Non
Medical
Training Courses
6.7

Removal Expenses

6.8

Granting/Renewal of
Lease Cars
Mobile Telephone user

6.9

7.2

8

Fund raising
Expenditure
Submission of bid to
outside funding agency

Level

Comments

Service Line
Manager/Director.
Executive Director.

G

Service Line
Manager/Director.
Service Line
Manager/Director.
Director of People.
Chief Executive.
Deputy Director of Finance.

G

Service Line
Manager/Director.
Service Line
Manager/Director.

G

In line with IMT usage polices

G

In line with IMT usage polices

All

Deputy Director of Finance.

D

≤£5,000

Fund Manager and Director
of Finance.
Charitable Funds Strategic
Committee and Director of
Finance.

D

Director of Nursing.
Director of Finance.
Trust Board.

E
D

≤£8,000
>£8,000

6.10 Personal Telephone
Allowance
7
CHARITABLE FUNDS
7.1

Authority delegated to:

>£5,000

E

G
F
A
D

B

LOSSES AND COMPENSATION
Ex Gratia Payments
All other losses, writeoffs, compensation

All
<£1,000,000
>£1,000,000

12

Notification to Trust Board

Area of Delegation

9
10

payments and special
payments
PETTY CASH
PAYMENTS
PATIENTS’ MONIES

Delegated Limit

Comments

Budget Holder.

H

Payments >£100 should not be
made via Petty Cash but through a
Payment Request form.

<£200
<£5,000

Budget Holder.
Service Line
Manager/Director.
Director of Finance.
To be registered with the
Board Secretary and due to
the exceptional nature of
this, approval sought in
advance from the relevant
Director.

H
G

(No cash will be held by the Trust
over £10,000)

≥£5,000
>£25

HOSPITALITY
RECEIVED

12

RELATIONSHIPS WITH THE MEDIA
Within Hours
Outside Hours
VARIATION OF PATIENT SERVICES
<£500,000
<£1,000,000
≥£1,000,000
SEALING DOCUMENTS
Contracts for the
All
purchase/lease of land
and/or buildings
Any contract/agreement
>£1,000,000
with non-NHS bodies
Contracts for Capital
>£1,000,000
works

14

Level

<£100

11

13

Authority delegated to:

D
N/A

Head of Communications.
On Call Director.

G
F

Director of Finance.
Chief Executive.
Trust Board.

D
A

Two Directors including
Director of Finance.

D

Two Directors including
Director of Finance.
Two Directors including
Director of Finance.

D

13

D

As permitted within the provisions
of the Bribery Act 2010. Recorded
in the Trust's Hospitality Register
Further details can be found on the
Trust’s Standards of Business
Conduct Guidance.

15

Area of Delegation

Delegated Limit

Lease Agreements

Total payable over life
of lease >£1,000,000
or lease life > 5 years

Director of Finance.

D

<£5,000

G

<£100,000

Service Line
Manager/Director.
Director of Finance.

<£1,000,000

Chief Executive.

>£1,000,000

Trust Board.

DISPOSAL OF ASSETS

Authority delegated to:

14

Level

D
A

Comments

Quotation or sealed bid process to
be used where possible.
Disposals over £15m also need
NHSE/I approval.

Executive Summary Report
Item 15

Safety & Quality Committee Terms of Reference

September 2020
Jacky Hayden

Purpose
The purpose of this report is to invite the Board to approve the Safety & Quality Committee’s Terms of Reference.
Headline messages
 In line with established good practise, the Safety & Quality Committee reviews its Terms of Reference on an annual basis. The Committee undertook this
review at its August meeting and made a number of minor updates and amendments, following which it recommended the Terms of Reference to the Trust
Board for approval.
 The updated Terms of Reference are attached at Annex A. The Board is invited to approve them.
Impact assessment
Quality

Updated Terms of Reference allow the Committee to discharge its responsibilities appropriately.

Finance

There are no direct financial implications associated with this report.

Regulation

There are no direct regulatory issues associated with this report.

Equality & Diversity

There are no direct equality and diversity issues associated with this report.

Environment & Sustainability

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

Considerations for the Trust Board
The Board is asked to approve the Terms of Reference attached.
Look ahead and next steps
Once approved, the Terms of Reference will be formally adopted by the Safety & Quality Committee.

Annex A

Terms of Reference
Safety & Quality Committee
Constitution
The Trust’s Board resolves to establish a Committee of the Board to be known as the Safety and Quality
Committee (S&QC). The S&QC will be required to adhere to the constitution of University Hospitals
Plymouth NHS Trust. As a committee of the Board, the Standing Orders of the Trust shall apply to the
workings of the Committee.
Conduct of Business
The Committee shall meet six times a year to carry out its responsibilities. The Chair of the Committee
may call for additional meetings should the need arise.
The Committee shall adopt a forward work programme that reflects the priorities agreed by the Board.
The Committee is authorised by the Board to investigate any activity within its Terms of Reference.
The Committee is authorised to request the attendance of individuals from outside the Trust with
relevant experience and expertise if it considers this necessary.
Duties

Membership

Safety & Quality
 Monitoring the effectiveness of the Trust’s
quality governance processes, including the
systems of risk and incident management and
the quality and timeliness in dealing with
complaints.
 Reviewing key issues highlighted in the
corporate risk register and assessing the
degree of assurance on actions being taken to
reduce key clinical risks.
 Ensuring high quality clinical policies and
procedures are in place and adhered to.
 Ensuring that appropriate action is taken in
response to national reports.
 Maintaining oversight of the clinical audit
programme.
Compliance
 Monitoring compliance with national quality of
care standards as identified by NICE,
Confidential
Enquiries,
NHS
England/Improvement,
National
Service
Frameworks, National Patient Safety Alerts and
NHS Resolution.
 Reviewing the adequacy of the declaration of
compliance with the CQC fundamental
standards for quality and safety and supporting
assurances prior to endorsement by the Trust
Board.
 Monitoring compliance with the Trust’s

Membership of the Committee shall comprise the
following members of the Board:
 Two Non-Executive Directors
 Chief Operating Officer
 Medical Director
 Chief Nurse & Director of Integrated Clinical
Professions
 Associate Medical Director for Quality
The following shall also be expected to attend the
Committee on a regular basis:
 Deputy Chief Nurses
 Associate Directors of Nursing
 Director of Healthcare Science & Technology
 Head of Quality Governance
 Head of Audit, Assurance and Effectiveness
 Lay
representation
from
Healthwatch
Plymouth
 Lay Chair of the Patient Experience Committee
 Senior representation from the Trust’s
Commissioners
A representative from the Joint Hospital Group
(South West) shall be invited to attend meetings.
Other managers and staff may be invited to attend
meetings as and when required.
The Committee shall be chaired by a Non-Executive

Annex A
responses to the findings of HM Coroner.
Reporting
 Reviewing annual reports related to safety and
quality governance prior to publication and/or
receipt by the Trust Board.
 Reviewing the adequacy of arrangements for
monitoring and reporting the quality and safety
of services provided for, or delivered to,
patients, visitors and staff.
In discharging these duties, the Committee will
maintain the Board Assurance Framework for the
objectives and risks associated with patient safety
and service quality.

Director.
A quorum shall be three members, one of whom
must be a Non-Executive Director.
All members to attend at least four scheduled
meetings within a twelve month period.
Deputies may be sent when members are unable to
attend.
All members of the Trust Board shall be entitled to
attend and receive papers to be considered by the
Committee.
The Board Secretary will ensure that an efficient
support service is provided to the Committee.

Accountability
The Chair of the Committee shall prepare a brief summary of the key issues arising from each meeting
and assess assurances against Safety and Quality risks in the Board Assurance Framework and present
this to the Trust Board.
The detailed minutes of all meetings shall be formally recorded and submitted to the Trust Board.
The Committee will periodically review the composition and performance of feeder committees and
receive regular reports from them.
Review Arrangements
The Terms of Reference and performance of the Committee shall be reviewed by the Trust Board at
least annually.
Reporting Arrangements
The SQC will require regular reports from the following:
 Quality Assurance Committee
 Clinical Effectiveness Group (includes Clinical Audit)
 Mortality Review Group
 Quality Improvement Committee
TORs last approved by SQC

TORs approved by Trust Board

August 2020

September 2020

Item A

University Hospitals Plymouth NHS Trust
Draft minutes of the Audit Committee meeting
1.30 pm on Wednesday 19 August 2020
Virtual via Microsoft Teams
Chair’s Summary of Meeting for Trust Board
The Audit Committee:
•

Received a welcome presentation from the Chief Nurse and Director of
Integrated Clinical Professions in response to the two consecutive ‘limited
assurance’ internal audit reports for Business Continuity and Emergency
Planning noting the extremely good progress that had been made in resolving
the issues raised. A follow up internal audit would be conducted in February
2021 to provide the necessary assurances to close the outstanding
recommendations. However, in the course of the discussion it was clear that
there was an overall training gap and that the training records needed to be
complete and comprehensive throughout the organisation; an issue to be
highlighted on the Board Assurance Framework.

•

Received an update on Counter Fraud including the introduction of the Cabinet
Office’s Counter Fraud Functional Standards across the NHS (self review
scheduled for April 2021), a greater awareness of potential fraud activity due to
the COVID-19 pandemic and the potential, as part of the National Fraud
Initiative, to have access to DWP/LA data.

•

Received regular updates from both the External and Internal Auditors on
their work to date and for the coming months. Both organisations were
confident of delivering to plan.

•

Discussed the closure of the 2019/20 financial accounts, especially focussed on
the annual stock-take, that had resulted in a ‘qualified’ opinion, that this would
be likely for 2020/21 and 2021/22 and the attempts, at all levels, being made to
resolve the issues.

•

Received a presentation from the external auditors, Grant Thornton, followed
by a discussion, on the new Value for Money audit arrangements which would
give a greater focus on the narrative/commentary. This was welcomed but did
appear to have the potential to duplicate some of the work currently being
done by the regulators.

•

Received an update on the delayed introduction of International Financial
Reporting Standard 16 and the treatment of leases in the financial accounts
and its resultant impact on UHP’s accounts; in essence adding some £88m to
UHP’s capital asset base.
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Present:

Graham Raikes, Non-Executive Director, Committee Chairman
Bill Boa, Associate Non-Executive Director
Jacky Hayden, Non-Executive Director
Helen Teague, Non-Executive Director
Henry Warren, Associate Non-Executive Director

In attendance: Sarah Brampton, Director of Finance
David Bray, Senior Manager, Grant Thornton
Lee Budge, Director of Corporate Business
Gill Hunt, Board Secretary
Alex Keast, Deputy Director of Finance [part meeting]
Jenny McCall, Director of Audit and Assurance Services, ASW Assurance
Jon Roberts, Engagement Lead, Grant Thornton
Paul Thomas, Assistant Director of Audit and Assurance Services,
ASW Assurance
Tracy Wheeler, Counter Fraud Specialist [part meeting]
Apologies:

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

This meeting of the Audit Committee took place via Microsoft Teams to comply with
public health advice on social distancing during the COVID-19 pandemic.
Action
48/20

Welcome, apologies and declarations of interest
The Chair welcomed those present and apologies were noted. There
were no declarations of interest.
The Chairman took items in a different order to that set out on the
agenda.

49/20

Audit South West Assurance (ASWA): Business Continuity and
Emergency Planning - Limited Assurance Follow-Up Report
Lenny Byrne, Chief Nurse and Director of Integrated Clinical
Professions, attended for this item.
The Chair invited Mr Thomas to present the context for ASWA’s followup review. Mr Thomas stated that the initial review in April 2019 had
reported a rating of limited assurance in respect of the Trust’s business
critical systems and business continuity plans (BCPs). ASWA routinely
undertook follow-ups of all limited assurance reviews in the following
year. The follow-up review, completed in February 2020, had identified
limited progress. Earlier in 2020, Mr Byrne had been appointed as the
Trust’s Emergency Preparedness, Resilience and Response (EPRR)
2

Item A
Executive lead and through the establishment of an EPRR Committee,
reasonable progress had been made. The Chair invited Mr Byrne to
respond.
Mr Byrne stated that the COVID-19 pandemic had driven BCPs. Whilst
these were a key component of national requirements, limited BCPs
had not meant that the hospital was unable to respond. All BCPs were
now complete and Mr Byrne was reviewing their quality. There was
much learning to be extracted from the COVID-19 experience and it
was Mr Byrne’s view that whilst the Trust was now in a good position
in respect of EPRR, further learning would flow via the EPRR
Committee.
The Chair invited questions.
Professor Hayden noted the identified training gap and stated that
training records must be comprehensive and complete. Professor
Hayden suggested this issue should be flagged in the Board Assurance
Framework. Mr Byrne described the levels of training he would expect
at Service Line/Care Group Manager level and how this might be
achieved with external support. Ms Teague, Chair of the People &
Culture Committee, stated that the issue was assurance of a
systematic approach to recording training and identifying the gaps.
This was a timely discussion and she would raise it at the People &
Culture Committee meeting the next day.

HT

Mr Boa welcomed Mr Byrne’s update. However, between April 2019
and February 2020 a recommendation on a serious issue had not been
addressed. He stated that the Audit Committee should expect clearer
oversight of progress against such recommendations. Mr Boa asked
whether ASWA would follow this up. Mrs McCall stated that her firm
would follow up in February 2021.
Finally, Mr Byrne stated that he welcomed the response of staff during
recent months and he expressed confidence that assurance of BCP
would be resolved. The development of a training plan for key EPRR
requirements, overseen by the EPRR Committee, would ensure that
the organisation’s Business Continuity Planning was robust.
There were no further questions.
The Chair thanked Mr Byrne for attending and Mr Byrne left the
meeting.
50/20

Minutes of the previous meeting, matters arising and review of
actions
Minutes of the previous meeting and matters arising
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The minutes of the previous meeting, held on 22 June 2020, were
approved as an accurate record. There were no matters arising.
Review of Executive Actions Register
Action 1770 External Audit Contract review
Action not completed. The Chair, Mrs Brampton and Mr Budge would
discuss post-meeting.
Action 1885 Re-casting of internal audit Plan
The re-cast Plan was on the agenda for the Committee’s review. If
approved, the action would be marked as complete.
Action 1907 Volunteers
Mrs Brampton stated that the Deputy Chief Nurse had liaised with Mr
Thomas on this action. Recommendations from ASWA’s review of
Volunteers now had a revised target date for completion of
September 2020. The delay had arisen from the requirement to
develop a strategy for volunteering. The Chair noted the position and
asked Mr Budge to check that the actions proposed would resolve the
recommendations originally made.

LJB

Actions 1908 and 1909 were covered on the agenda.
51/20

Counter Fraud Report
Tracy Wheeler presented her report, drawing the Committee’s
attention to the following:
Self-Review Tool
The results of a regional benchmarking exercise, in which the Trust
compared favourably. Mrs Wheeler explained a RAG rating of amber
in respect of standards 2.1, 2.4 and 4.2. The RAG rating of red in for
standard 1.5, the reason for which was previously known to the
Committee, and which most other organisations had also attracted,
was noted.
Cabinet Office Counter Fraud Functional Standards
Piloted in 2018, initially for government departments, these Standards
were now being extended to public bodies, including the NHS. The
process would be overseen by the Director of Finance and the Chair of
the Audit Committee, with a self-review to be submitted in April 2021.
NHS Counter Fraud Authority Manual
A digitised manual would be launched in September 2020.
Inform and Involve activities
Mrs Wheeler highlighted:
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•

The issue of counter fraud COVID-19 briefings to staff. A COVID19 risk assessment to be brought to the next meeting.

•

Mrs Wheeler was working with the Trust in relation to fraud
awareness at induction and on virtual training. Mrs Teague
asked Mrs Wheeler to consider how Non-Executive Directors
might be included in this training.

•

In the light of the increase in donations and fundraising activity
during the COVID-19 pandemic, a review of charitable funds
policies to identify counter fraud best practice in the context of
recently issued HFMA guidance.

•

Fraud Prevention Notice: hospital mortality process. The issue
concerned clarity of existing procedures by pathologists who
undertook private post mortems on NHS premises. Responses
to Mrs Wheeler’s enquiries were awaited.

Prevent and Deter
Referrals to Counter Fraud were at a low level and Mrs Wheeler would
be proactively working to raise her profile. Mrs Wheeler invited the
Committee to note the circumstances of Case Reference 84519 in the
context of the ongoing COVID-19 pandemic. Mrs Wheeler would liaise
with Medical Staffing to ensure that the incident was appropriately
documented and brought to the attention of the individual’s
Responsible Officer.
The Chair noted Mrs Wheeler’s update on the Trust’s participation in
the National Fraud Initiative and queried the implications of the
proposal to extend a type of data match to the NHS currently only
available to the Department for Work and Pensions and Local
Authorities. Mrs Wheeler explained how this may benefit the Trust.
The proposal had data protection implications which would require
national resolution. Mrs Wheeler then gave further details of the
Trust’s regular involvement in the National Fraud Initiative and
suggested certain groups who may be of high risk. Mr Boa noted the
arrangements to notify staff that their data would be processed for
this exercise and queried whether these were sufficient. Mrs Wheeler
explained the arrangements in more detail.
Mr Boa noted the issue of private pathology work and suggested it
linked with a recent report to the Trust Board on the
recommendations arising from the Paterson Inquiry. It was agreed
that Mrs Wheeler would liaise with the Medical Director in the first
instance.

TW

Mr Boa noted the professional briefings included with Mrs Wheeler’s
report and sought assurance that the actions detailed were addressed
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by management. Mrs Wheeler would cover this in her COVID-19 risk
briefing to the next meeting.
There were no further questions.
The Committee noted the Counter Fraud Report.
The Chair thanked Mrs Wheeler for attending and she left the meeting.
52/20

Annual Accounts Follow Up Recommendations
Alex Keast, Deputy Director of Finance, attended to present the Trust’s
response to a recommendation from external audit that the Trust
should review its arrangements for the review and approval of manual
journals.
Mr Roberts stated that in making this recommendation, his firm had
considered the incentive for management to seek to override controls
in particular areas and targeted these as part of their audit. As it was a
presumed significant risk, his firm was required to report it to those
charged with governance. Mr Keast’s report detailed processes
considered to be both practical and adequate for control purposes
with the aim of giving the Committee assurance of the Trust’s stance
on this recommendation.
Mr Boa and Mr Keast discussed in some detail the average value of
monthly journals and the technical arrangements for their review and
approval.
The Chair asked Mr Roberts whether the Trust’s response had assured
him. Mr Roberts responded positively and stated that although any
deficiency would be reported to the Audit Committee for
completeness, it would not have a bearing on his firm’s audit opinion.
Mrs Brampton asked the Committee whether it was satisfied with the
response to external audit’s recommendation.
Mr Warren stated that there was a balance to be struck that allowed
staff to get the job done. If Mr Keast found that numerous
adjustments were required then the Audit Committee should be aware
of this but in general this was not the case. All levels of management
were reviewing outputs and this gave Mr Keast good assurance. Mr
Warren was satisfied with the Trust’s response.
The Chair queried the views of Committee colleagues.
Mr Boa was satisfied. However, he suggested a sense check of
accruals and prepayments later each month for timeliness as well as
6
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accuracy.
No queries were raised by Professor Hayden or Mrs Teague.
The Committee noted Mr Keast’s report and agreed that the process
described therein was an adequate response to external audit’s
recommendation.
53/20

International Financial Reporting Standard 16 (IFRS16)
Mr Keast’s report set out the implications of the adoption of IFRS16 in
the NHS from 1 April 2021. From this date all leases and ‘right of use
assets’ would be shown on the Statement of Financial Position. This
was likely to add c£88m to the Trust’s capital asset value. The Trust’s
capital planning and procurement processes would be required to
adapt to take account of the requirements of the new standard.
Mr Keast’s report covered:
•
•
•

Current leases.
Definition of a lease under IFRS16.
Accounting, budgetary and practical considerations.

An update on these issues would be reported to the April 2021
meeting, with further details of the disclosure set out in the 2020/21
accounts.
The main point of discussion concerned the procurement of software
to calculate and produce monthly journals to account for depreciation
and interest charges to avoid a manual process. The procurement
process had commenced. However, the list of new leases was
significant.
Mr Keast thanked Mr Boa for the questions he had raised outside the
meeting and he would review these.
Mrs Brampton was interested to understand how other trusts had
responded and whether this Trust might be an outlier due to the lack
of access to capital.
The Chair requested an update at next meeting.

AK

The Chair thanked Mr Keast for attending and Mr Keast left the
meeting.
There was a break between 2.25 pm and 2.30 pm.

7

Item A
54/20

Messages from the Trust Board and Chair’s expectations for the
meeting
This item was not discussed.

55/20

ASW Assurance Report
Mrs McCall stated that two reports had been issued since previous
meeting:
•

Business Continuity: limited assurance – as discussed under
Minute 49/20.

•

Single Tender Actions:
assurance rating N/A - with a
recommendation to update approval thresholds in the Trust’s
Scheme of Reservation & Delegation (SORD). See Minute
56/20.

Single Tender Actions Report
Mr Thomas stated that the report covered the period October 2019 to
June 2020 and he explained the methodology employed in ASWA’s
approach. The period October 2019 to March 2020 had identified
seven cases where approval had been authorised in contravention of
the SORD. These examples had driven a recommendation to review
SORD limits and the Committee would have an opportunity to do so
later in the meeting.
Mrs Brampton queried how other organisations were responding to
the impact of restricted time limits resulting from national changes in
the capital financial funding regime. Mr Thomas was unable to
comment on this, but could say that his firm had reviewed other
organisations’ limits and in most cases, not all, the referral limit to the
Chief Executive was higher. Mrs Brampton stated that the number of
STAs was increasing in response to time considerations and she would
not wish this to drive the Trust’s delegated limits. Mr Boa gave an
example from another trust. As far as this Trust was concerned, Mr
Boa stated that the 60% compliance rate of CAP4 forms between
October 2019 and March 2020 was a concern, particularly as this period
was pre-COVID-19. It was his view that limits were too low to facilitate
efficiency although clearly the most significant items should still
require Chief Executive approval. The Chief Procurement Officer
authorising STAs was, in his view, inappropriate.
Mr Warren was of the view that STAs were in themselves
inappropriate and that tendering secured best value for money. He
would be concerned by, and uncomfortable with, any increase in the
frequency of STAs.
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ASWA Work in Progress
Noted by the Committee.
Recommendations update
There were none that Mr Thomas wished to draw to the Committee’s
attention.
Mr Boa referred to comments he made earlier regarding the tracking
of ASWA recommendations. He suggested a report detailing
outstanding ‘serious’ recommendations so that the Committee could
gain a better understanding of the related risks. Mr Boa suggested
that such oversight would have enabled timelier tracking of the issues
associated with the Business Continuity report discussed earlier.
Mr Thomas would provide this in future reporting. His firm’s report
would also include Counter Fraud recommendations.
TIAN reports for July and August
These were noted without comment.
Audit and Assurance Plan 2020/21
Mrs McCall stated that, as requested, the Plan to March 2021 had been
re-cast and the version before the Committee had been approved by
the Executive team. Mrs McCall expressed confidence that the Plan
would enable ASWA to deliver a balanced Head of Internal Audit
Opinion and to continue focus on areas of limited assurance.
The Chair invited comments on the Plan.
Reflecting on the stocktake issue arising from the audit of the Trust’s
2019/20 accounts, Mr Warren suggested requesting ASWA to review
perpetual stocktaking, particularly in relation to pharmacy.
Mrs Brampton would welcome this.
Mr Warren suggested the inclusion of work on capital planning, his
suggestion arising from the scheduling of capital projects and their
budgeting. The Chair and Mrs Brampton supported this and it was
agreed that the scope of ASWA’s approach would be determined in
the first instance.

SB/LJB

As contingency in the Plan was tight, it was suggested that following
clarity of the scope of the work proposed, the Plan may require
amendment to accommodate it. Mr Budge was of the view that as
the Plan could be interpreted as a two year framework, there was
sufficiently flexibility to suit revised priorities.
Subject to the resolution of the two items raised, the Committee
approved the 2020/21 Internal Audit Plan presented.
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56/20

Revisions to the Scheme of Reservation and Delegation and Detailed
Scheme of Delegation
Mrs Brampton stated that a review of these two documents had been
completed with particular focus on approval limits for STAs and capital
business cases. The revisions now presented were in line with other
organisations in the region and allowed for speedier processes.
Mrs Teague asked how the Committee could be assured that when
changes were made they were understood by the organisation.
Mrs Brampton explained communications to senior managers and
budget holders; adherence to Standing Financial Instructions (SFIs)
was obligatory by budget holders. She was confident in levels of
understanding and adherence.
The potential for an electronic system for staff to confirm their
understanding or knowledge of Trust-wide documents, such as policies
and SFIs, was discussed. The Trust did not have such a system.
Mrs Teague would raise it at the next People & Culture Committee to
establish whether a system linked to ESR might be a solution.

HT

Mr Boa queried accountability. How were breaches of SFIs
prosecuted? The Trust was an organisation in financial distress but
was raising financial thresholds. Was this wise? This context must
feature, Mr Boa suggested, in communications to staff.
Mr Warren suggested that the wider issue was responsibility and
communicating the importance of this to staff.
Subject to ensuring that both documents were gender neutral, the
Committee approved them and recommended their approval by the
Trust Board.
57/20

Single Tender Actions (STAs)
Mrs Brampton’s report set out STAs transacted between 1 April 2020
and 30 June 2020. The role of the Audit Committee was to scrutinise
the STAs and to agree whether those taken were appropriate.
There were no questions.
The Committee agreed that the STAs taken were appropriate.

58/20

Reflection on 2019/20 accounts and implications for 2020/21 and
2021/22
The Chair invited Mr Roberts to give his reflections.
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Mr Roberts stated that it was important to consider the unique
context in which Grant Thornton’s 2019/20 audit had taken place. His
firm’s audit letters should reassure the Committee that the audit was
substantial and thorough and that good, constructive relationships
were maintained with the Trust’s team. Mr Roberts stated that there
had not been much time for the Committee to reflect on the issues
raised and discussed at the June meeting and he accepted that his firm
must, in future, communicate areas of change to Non-Executive
Directors at an earlier stage to ensure a ‘no surprises’ approach.
More widely, potential arrangements for stocktakes next year and the
treatment of the limitation of scope as it related to the 2020/21
opening position were under discussion by the auditing community via
the National Audit Office and NHS Improvement. It was expected that
the issue of going concern would be rationalised going forward.
Mrs Brampton reported on discussions with other trusts which had
found themselves in a similar position at 2019/20 year end, including
exploring arrangements made outside the public sector regarding
independent assurance of stock levels. Both the NHS and external
audit were pulling in the same direction.
Mr Budge argued for a sense of perspective and proportionality and to
look to the future. Mr Warren agreed about proportionality. The key
issue for him was to be able to demonstrate there was no material
error in stock. He was also concerned about the valuation of property
issue which was not, in his view, as transparent as it could be.
The Chair agreed that auditors and regulators had taken a view on the
2019/20 accounts and that Non-Executive Directors had not been
aware of this until late in the day. He looked forward to the outcome
of the discussions regarding 2020/21.
59/20

External Audit update
Audit Committee update
Mr Bray stated that the draft Audit Letter had been issued to the Trust.
All deliverables in the 2019/20 audit were now complete with the
exception of the charitable funds audit. The results of this would be
reported to the Committee in December in advance of the Charity
Commission filing deadline of 31 January 2021.
Draft Annual Audit Letter
The Chair invited comments on the Letter.
Mr Boa referred to the repetitive wording on page 3 regarding the
issue of a qualified audit opinion. As this document would be
published on the Trust’s website, he asked whether the duplication
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could be removed. Mr Bray confirmed that he would adjust the
wording.
[Post meeting note: text adjusted and document published on Trust’s
website].
Proposed Fee Variation 2019/20
Grant Thornton’s letter of 10 August 2020 set out in detail their
rationale for a proposed fee variation for their 2019/20 audit work.
The additional time expended on the audit amounted to £29,500.
However, the proposal was to cap this at £8,000, the amount the Trust
would have paid for Grant Thornton’s now aborted Quality Account
work. It was understood that the Trust was establishing whether
there was scope to recoup the £8,000 as part of COVID-19 related
costs; however, this was not the point at issue.
Mr Budge and Mr Keast had discussed the proposal with Mr Bray and
Mr Roberts and had agreed that the circumstances had been
exceptional. Mrs Brampton reminded colleagues that the Trust had
accepted a fixed fee arrangement. Mr Budge agreed this as a point of
principle.
No further comments were made.
The Committee approved the fee arrangement proposed by Grant
Thornton.
The Committee noted that discussion of the 2020/21 audit fee would
be required when the new Code of Audit Practice Value for Money
guidance was finalised.
60/20

Code of Audit Practice Value for Money (VFM) Consultation
Mr Budge’s report set out for the Committee the headline messages
from the National Audit Office’s Auditor Guidance Note 3, Auditors’
Work on Value for Money Arrangements.
Following discussion with Mr Keast, Mr Bray and Mr Roberts, it was
understood that the proposed new arrangements would give greater
focus on auditors providing a commentary on VFM arrangements,
rather than the current restricted narrative. It was expected that the
new arrangements would attract a 10-20% increase in the audit fee.
This was national approach but it did not take into account that NHS
organisations were already subject to regulators’ assessments of their
value for money arrangements. Further, Mr Budge suggested that
auditors should not take regulators’ views into account when making
their own VFM judgements.
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The consultation invited comment and the text of the Trust’s proposed
response was set out in the report.
Mr Boa supported Mr Budge’s view. These proposals suggested that
the NHS was being asked to pay for multiple regulation. Mr Boa
suggested that the National Audit Office appeared to be blurring the
boundaries between audit and advisory work in their desire to split
VFM work and audit. What impact would such a split have on Grant
Thornton as a provider of audit services? Mr Roberts did not believe it
would have an impact; auditors may invite or buy in these services.
Mr Bray stated that the new guidance would inform his firm’s audit
plan and therefore Audit Committees would have early sight of
auditors’ approaches. The Chair welcomed this.
The Committee agreed the consultation response proposed and
requested Mr Budge to submit it.
61/20

LJB

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

62/20

Review and Learning
This item was not discussed.

63/20

Any Other Business
There was no further business and the meeting closed at 3.55 pm.

64/20

Date of next meeting
Wednesday 21 October 2020.
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University Hospitals Plymouth NHS Trust
Minutes of the People and Culture Committee
1.00 pm on Thursday 20 August 2020
Virtual meeting held via Microsoft Teams
Chair’s summary of assurances for the Trust Board
Board Assurance Framework (BAF) Risk
Board Assurance Framework review

Risk W1 Safe Staffing

Core Requirements
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Status and assurance report

The refreshed workforce risk drafts were reviewed in detail by
the Committee and further input was secured. Feedback from
the NHS Staff Survey indicates that BAME and disabled staff
reported lower levels of satisfaction across the majority of
areas. The Committee will, as part of its final steps in agreeing
the refreshed risks, ensure risk narrative for each risk area is
informed by the recently introduced staff networks with this
step assisting the setting of current risk ratings that resonate
with staff experience. Final drafts of the four workforce risks
to be reviewed at October’s committee meeting.
Centralisation of junior doctors’ rotas and introduction of
electronic rostering: The Committee was assured that the
project group were working to bring matters to decision point
by the new Trust Leadership Group in December 2020, with a
view to implementation in the final quarter of 2020/21 to
enable revised systems to be in place for April 2021. There was
a detailed project plan that dovetailed with the procurement
of suitable rota management software. The Committee will
receive an update on progress against the action plan at each
committee meeting until the successful conclusion of this
critical piece of work.
Medical staff workforce planning underway evidences a step
change in approach. This important work is a key component
of the wider Developing Workforce Standards imperative. An
update will come to the Committee’s December meeting. This
work links clearly with actions articulated on the refreshed W1
Safe Staffing risk and progress underway will provide much
greater clarity by Services Lines and Care Groups of the
medical workforce required to deliver core services and to
have forward visibility.
The development of a focused SMART action plan to close the
identified gender pay gap is the next important step in order
to progress this vital area of work. The committee received an
informative presentation and agreed the value of setting out
targets and metrics to evidence progress towards closing the
identified gap. Action plan to be developed during September
and included in next Board Gender Pay update.
A comprehensive and focused report on the Trust’s position
in relation to the Workforce Race and Disability Equality
Standards was discussed. It was agreed that six monthly
reports would be made to the People & Culture Committee,
timed to coincide with gender pay gap reporting.
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Present:

Helen Teague, Non-Executive Director, Committee Chair
Phil Hughes, Medical Director
Elizabeth Kay, Non-Executive Director
Steven Keith, Director of People

In attendance:

Bev Allingham, Deputy Chief Nurse
Jenny Birchall, HR Business Partner
Bill Chapman Head of Workforce
Jacky Hayden, Non-Executive Director
Gill Hunt, Board Secretary
Allan Speirs, Microbiology Lab Manager
Ray Stewart, GMB Staff Side Representative
Claire Underdown, Assistant Director of People
Lisa White, Assistant Director of People

Apologies:

Martin Bamber, Assistant Director of People
Steve Boumphrey, Guardian of Safe Working Hours
Vicky Brotherton, RCN Staff Side Representative
Lenny Byrne, Chief Nurse and Director of Integrated Clinical Professions
Jemma Edge, Care Group Manager
Pippa Jephcott, Freedom to Speak up Guardian
Catherine Lemsalu, Freedom to Speak up Guardian
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This meeting of the People & Culture Committee took place via Microsoft Teams to comply
with public health advice on social distancing during the COVID-19 pandemic.

42/20

Action

Welcome, apologies and declarations of interest
The Chair welcomed colleagues, introductions were effected and apologies
noted. There were no declarations of interest.
The Chair encouraged all staff to contribute to the important matters on the
Committee’s agenda; their views were important.
The Chair took items in a different order to that set out on the agenda.

43/20

Minutes of the previous meeting, matters arising, review of actions
The minutes of the previous meeting, held on 24 June 2020, were agreed as
an accurate record. There were no matters arising.
Review of Actions
Action 36/20 had been completed.
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Actions 51/19 and 38/20 were on the agenda for consideration.
44/20

Messages from the Trust Board
The Chair stated that two of the Board’s points of discussion at its July
meeting – workforce risks and the Guardian of Safe Working Hours Report,
the latter going to the Board in advance of its usual presentation to this
Committee – were included on today’s agenda. In view of the Board’s
discussion on junior doctors’ rotas and following Dr Boumphrey’s
comments at the June meeting (Minute 38/20 referred) this Committee
must continue to maintain close oversight of progress in order to discharge
its responsibility to provide assurance to the Board.

45/20
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Board Assurance Framework (BAF)
As part of the Board’s engagement with the BAF, Committee Chairs and
Executive leads had been requested to review those risks relevant to their
respective Committees. Accordingly, updated versions of risks W1 to W4
were presented for review, the content now reflecting discussions at the
June meeting. The Chair wished to devote adequate time to this discussion
to enable final versions of the risks to be developed.
Mr Keith thanked his team for their work, particularly in identifying controls
and desired outcomes. There were three overarching areas of agreement
he wanted the Committee to reach as part of its risk review:
•

The risk description, with clearly defined controls and mitigations.

•

The proposed risk scores and their method of calculation.

•

The Committee’s aspiration for each risk score twelve months hence,
as a signal of the Committee’s focus and for communication to the
wider organisation.

The Committee viewed Risks W1 to W4 in turn.
Risk 1 Safe Staffing

Dr Hughes suggested that added to the outcomes should be seven day
working, balanced medical staffing at weekends and reference to GMC
survey outcomes. He would discuss this with Mr Keith post-meeting.
Professor Hayden suggested reference to safe supervision. Whilst staffing
numbers could be appropriate, skills mix and covering complex activity
were complicating factors. Dr Hughes stated that safe supervision was
mitigated via job plans but he would discuss this with Mr Keith postmeeting.
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Ms Allingham had given feedback outside the meeting. She welcomed the
improved narrative to this risk but it was, in her view, still overly nursing
focused. Ms Allingham suggested referencing under outcomes staffing
incidents across all professions, vacancy rates and staff feedback. She also
felt that narrative reflecting compliance with national guidance should be
included as an outcome. She would add to her feedback already given and
forward to Mr Keith.
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Mr Speirs suggested reference to flexible and remote working to support
capacity improvement.
The Chair stressed the importance of compliance with NHS Improvement’s
Developing Workforce Safeguards as an outcome. It was important to have
the same oversight of other professional groups as was available for
nursing. Ms Allingham agreed and explained the process for 24/7
monitoring and direct feedback from learner placements and of learner
experiences, all of which were reflected in the Nursing Establishment
Review paper for the Trust Board.
There was agreement on the following:
•

The BAF re-frame must be linked to the Board’s strategic
imperatives.

•

The new dashboard must link to the outcome metrics in the BAF.

•

Policies were not controls; the control lay in the application of the
policy.

•

The proposed scoring for this risk at 16 (4 impact x 4 likelihood), a
reduction from the current maximum 25 (5 impact x 5 likelihood).

•

The aspiration for the future scoring of this risk was less than 10.

Risk W2 Positive and Inclusive Workforce Culture (previously Culture and Staff
Experience)
Ms Underdown stated that the controls and outcomes for this risk had
proved difficult to articulate and she welcomed the Committee’s feedback.
The Chair agreed that controls were challenging to identify. Bulleted points
4 and 5 were insufficiently developed and required further consideration.
She suggested the inclusion of COVID-19 risk assessments for staff although
Mr Keith suggested this may sit more appropriate under re-framed risk W3.
Ms Allingham suggested that the staff PULSE survey was a useful real time
indicator of staff mood. The current COVID-19 context restricted leadership
visibility and interaction with staff and with it the ability to gain soft
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intelligence. Mr Keith agreed and explained work to make more visible to
the organisation the cultural data currently available to the Trust Board.
The following was agreed as required:
•

Further work to develop the controls, outcome and action plan
sections of this risk.

•

Consideration as to how the newly formed staff networks would
inform the risk’s narrative.

•

Clarity on how the proposed score of 8 had been reached. In any
case, a score of 8 was felt overly positive and was not supported.
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Risk 3 Staff Health and Wellbeing (formerly Core Requirements)
In inviting comment, Mr Keith acknowledged that this risk was not yet as
well developed as he would wish.
The Chair stated that in re-framing this risk, a focus on core requirements
must not been lost. The Chair asked whether colleagues were comfortable
with this, particularly given the focus on them by the Care Quality
Commission (CQC). Mr Keith stated that the CQC’s challenge to the Board
was that the Trust was not meeting its own internal targets for compliance.
Whilst the Chair accepted that this issue may be appropriately addressed in
the re-framed risk W4, Mr Keith suggested that it could be covered
discretely if colleagues wished. This suggestion was not supported.
Ms Allingham stated that there were obvious links between this risk and W1
Safe Staffing and therefore that they should be explicit. In considering
their feedback, particularly with regard to policies, Ms Allingham asked
colleagues to consider what evidence might be used to support an assertion
that everyone was treated fairly.
Professor Kay agreed with Ms Allingham on policies. The issue was
assurance of their fair application. Ms Underdown stated that some people
may feel unfairly treated by policies that were in fact applied fairly. There
was no easy solution to this issue but soft intelligence gained through close
interaction between leaders and staff was vital.
Mr Speirs made a link between regional, local and national reputation if the
Trust had a culture of not looking after staff.
The proposed revised scoring of this risk was 9 (3 likelihood x 3 impact) and
had been based on what were considered to be good sources of assurance.
A score of 9 was not supported by the Committee; it was felt to be too low.
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Risk W4 Learning, Education, Training and Development (formerly Education
and Training)
As with risk W2, the Chair had given feedback to Mr Keith outside the
meeting.
There were no comments on the narrative, only on the proposed scoring of
15. The likelihood and impact scores were not shown and the importance of
being clear on these was raised by Professors Hayden and Kay in order to
inform a view on whether the total score proposed was appropriate.
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In bringing the Committee’s review of the re-framed workforce risks in the
BAF to a close, the Chair requested Mr Keith to identify the next steps.
Mr Keith stated that the risks would be reviewed again in the light of the
Committee’s feedback, with a focus on risks W2 and W4 as these were less
well developed. Updated versions of all risks would be brought to the
October meeting, together with the first cut of the new dashboard.

SK

All Committee members and attendees were invited to give further
feedback outside the meeting.
46/20

All

Workforce Race Equality Standard (WRES) and Workforce Disability
Equality Standard (WDES) Report
Jenny Birchall stated that NHS organisations were mandated to use
workforce data and staff survey feedback to identify actions to close gaps in
the workplace experience of black, Asian and minority ethnic (BAME) and
disabled colleagues. Ms Birchall’s report set out an overview of the Trust’s
response to the WRES and WDES compliance framework and feedback
from the NHS National Staff Survey 2019 which contributed to the actions
for improvement.
The key points were:
•

The data was complex and required close scrutiny to develop a
nuanced understanding of the make up of the workforce across a
wide range of roles and job bandings.

•

The diversity of the workforce remained challenged at all levels,
although less so at entry level.

•

The medical workforce continued to show higher levels of ethnic
diversity.

•

NHS Staff Survey feedback indicated that BAME and disabled staff
reported lower levels of satisfaction across the majority of areas.

•

BAME and disabled staff reported similar experiences of harassment,
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bullying and discrimination by patients and the public.
•

NHS Staff Survey feedback suggested that the main issue was the
way colleagues interacted with each other, with a greater focus
required on how people are respected at work.

•

An improved perception of fairness in career progression by BAME
and disabled colleagues.

D
R
A
F
T

The detail in Ms Birchall’s report covered:
•
•
•
•
•
•

Context.
NHS People Plan 2020/21.
Workforce demographics.
National and Trust-specific WRES and WDES key findings.
An inclusion action plan with leads and completion dates.
Workforce demographics data and metrics.

Mrs Birchall guided the Committee through the detail of the action plan,
paying particular attention to the refreshed People Strategy, the
requirements of the NHS People Plan, actions to address perceptions of
inequalities in Trust processes and how the newly established staff
networks might contribute to this.
The Chair invited discussion.

Professor Kay thanked Mrs Birchall for her paper and suggested that the
focus must be on outcomes and results not on numbers. The wider issue
was culture and attitude; in short, equality in the application of policies did
not in itself create equality. Mr Keith supported this view. Whilst much of
the Trust’s response concerned actions by management, colleagues must
also focus on their personal behaviours and interactions. The wider issue
was addressing the variance in the staff experience.
The Chair queried how progress with the action plan would be overseen. It
was agreed that six monthly reports would be made to the People & Culture
Committee, timed to co-incide with gender pay gap reporting.
Mr Keith stated that a summary of WRES and WDES outcomes would be
included in his report to the September Trust Board.
47/20

Gender Pay Gap
Lisa White gave a presentation (not circulated prior to the meeting) the
main points of which were:
•

The Trust’s 2019 overall median pay gap was 18.3%, an increase from
17.8% in 2018.
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•

The Trust’s 2019 bonus median pay gap was 37.5%, a decrease from
50.4% in 2018.

•

The UK median pay gap for 2019 for the public sector was 14.2%.

•

Factors influencing the Trust’s pay gap. These included the lowest
proportion of women in the top pay quartile compared with other
trusts across the region, despite a workforce split of 73% female to
27% male.

•

Consultant bonus pay was the main contributor to the gap.

•

Other factors, including the requirement for more gender balanced
recruitment panels, the impact of hotel services staff joining the
Trust’s payroll and Clinical Excellence Awards (CEAs).

•

Actions to close the pay gap, including engagement with the new
women’s staff network, review of recruitment practices,
strengthening diversity leadership development, supporting flexible
working and job development matching reviews.

•

A snapshot of next report due 31 March 2021 (using 2020 data): early
indications were of positive progress.

D
R
A
F
T

[Professor Hayden left the meeting].
The main point of the Committee’s discussion concerned the medical
workforce:
•

There was evidence of gender bias in the allocation of CEAs,
although women were less likely to apply.

•

Noting that encouragement given to female consultants to apply for
CEAs had resulted in an increased response. However, CEAs
operated local and nationally; local encouragement to apply must be
maintained.

•

Efforts to improve the gender balance on recruitment panels,
although this was difficult in male dominated specialties.

•

The Trust’s benchmarked performance as a tertiary centre. The
Trust was not as well placed as others locally.

Mr Keith would include an update on the gender pay gap as part of his
wider report to the September Trust Board.
The Chair and Professor Kay requested a detailed, SMART action plan
8
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against which improvement could be evidenced. Mr Keith would agree
metrics with the Chair and Ms Kay prior to the September Trust Board so
that a SMART action plan could be included in his Board paper.

SK

[Ms White left the meeting].
48/20

Emerging Stronger: People Strategy

D
R
A
F
T

Due to time constraints the report from the first meeting of the Appraisal
Working Group was not discussed and was noted by the Committee.
49/20

Apprenticeships Briefing

Due to time constraints this report was not discussed and was noted by the
Committee.
[Mr Speirs left the meeting].
50/20

Guardian of Safe Working Hours Report
Mr Keith stated that, at the request of himself and Dr Boumphrey, this
paper had been taken to the Trust Board in July in advance of review by this
Committee. It had been presented to the Board with a management
response. For the benefit of Committee members not present at the Board,
Mr Keith stated that a project group had been established to take forward
the centralisation of junior doctors’ rotas and the introduction of electronic
rostering. One of the issues raised by the Board had been assurance that
the project group had a well-defined and resourced project plan with
Executive leadership.
Mr Keith stated that the group, now led by
Dr Richard Struthers, had had its first meeting in July. The Guardian had
attended. The group were working to bring matters to decision point by
the new Trust Leadership Group in December 2020, with a view to
implementation in the final quarter of 2020/21 to enable revised systems to
be in place for April 2021. There was a detailed project plan that dovetailed
with the procurement of suitable rota management software.
The Committee noted the update.

The Chair requested a progress review at the October meeting to inform
assurance to the Board that this project was on track.

SK

[Ms Birchall and Mr Speirs left the meeting].
51/20

Emerging Stronger: People Strategy
Ms Underdown gave a presentation (not circulated prior to the meeting) on
the approach to undertake this refresh in the light of the drivers from the
NHS People Plan 2020/21 and organisational learning from the Emerging
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Stronger work. Her presentation highlighted the synergies between
national thinking and feedback from staff during organisational
development work pre-COVID-19 and during the current ‘pause and
reflection’ phase.
The timetable proposed for completion of the refreshed People Strategy
did not include an opportunity for this Committee to review it prior to the
planned presentation to the Trust Board in December 2020. It was
therefore agreed that the Committee would review the Strategy at its
December meeting, prior to presentation to the Board in January 2021.

D
R
A
F
T

SK/CU

Ms Allingham welcomed the approach set out and stated that staff
feedback and the refreshed People Strategy would inform the Trust’s
workforce and education strategies.
There were no further comments.

[Ms Allingham and Professor Kay left the meeting].
52/20

CQC Topic Compliance Assessment: Induction/Training
Due to time pressures, and to the grading of ‘major’ concern for this
assessment, it was agreed that review would be deferred to the October
meeting. At that meeting the Chair requested details of the actions being
taken to address the identified gaps in assurance.

53/20

CQC Topic Compliance Assessment:
Revalidation

SK

Professional Registration and

Compliance against this assessment was judged as ‘fully met’. Mr Keith felt
that there were good sources of assurance.
The Committee supported the assessment of ‘fully met’.
54/20

Developing Workforce Safeguards
The Chair had requested a report on progress since the Board had last
reviewed the Trust’s position in July 2019 and identification of the additional
actions required to achieve compliance with NHS Improvement’s
requirements.
Mr Chapman gave a presentation on his work on medical staffing, including:
•

The current context: significant reductions in medical vacancies
resulting in a medical vacancy level of 3.38%.

•

The workforce planning process with Care Groups and Service Lines
to inform their plans for seven day working, forward look and
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recruitment strategies.
•

The plan to ensure workforce planning informed business planning,
culminating in Board approval by March 2021.

•

Initial first cut findings, including increases in substantive medical
staffing necessary to meet current demand, winter pressures and
seven day working.

•

Change initiatives, including the role of Physicians Associates and a
pilot project in Pharmacy.

•

Next steps.

D
R
A
F
T

[Ms Underdown left the meeting].

The Chair noted the step change that this work facilitated, enabling
workforce planning to feed directly into the Trust’s business planning
process and that that workforce plans would be ‘live’, so giving far greater
support to Service Lines.
Dr Hughes agreed, Mr Chapman’s work provided much greater clarity by
Services Lines and Care Groups of the workforce required to deliver core
services and to have forward visibility. Physicians Assistants were an undermanaged group and the Trust must give them better support.
The Chair thanked Mr Chapman for his work, which was a key component of
the wider Developing Workforce Standards imperative. It was agreed that
an update would come to the Committee’s December meeting.

BC

[Dr Hughes left the meeting].
55/20

Chair’s summary of assurances for the Board and expectations for the next
meeting
The Chair would consider these post-meeting.

56/20

Any Other Business
There was no other business and the meeting closed at 3.55 pm.

57/20

Date of next meeting
Tuesday 20 October 2020 (calendar invitations issued).
(Note: previously Thursday 29 October 2020).
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University Hospitals Plymouth NHS Trust
Minutes of the Safety and Quality Committee meeting
12.30 pm on Monday 17 August 2020
Virtual meeting held via Microsoft Teams
Chair’s Summary of Assurances for the Trust Board

Subject

Status and assurance report

Quality Governance

S&Q received a report from the Chief Nurse and Director of
Clinical Professions on the revised structure and processes for
the Quality Assurance Committee. S&Q commended the revised
structure and the mechanisms to ensure that there will be a
robust link between the Service Lines, Care Groups and S&Q
through QAC. S&Q noted the potential overlaps between the
remit of S&Q in assurance and that of the other committees for
example safe staffing impacted on patient safety. S&Q advised
that the new arrangements for quality governance merits a
presentation to the Board. S&Q also noted the intention to
provide a heat map of concern/good practice and also noted the
resource implication involved in preparing and maintaining the
information.
Response to the CQC
S&Q noted the action in response to the CQC report and
Report
commended the proposed action which will flow from the
revised quality governance arrangements whereby each Service
line and care group will report to QAC using the CQC framework
Board Assurance
S&Q continues the work to revise the BAF to document the risks
Framework
and their level of arssurance more accurately
Independent Medicines S&Q received an assessment of the recommendations in the
and Medical Devices report in the context of UHP and noted that there are robust
Safety Review First Do processes to report and respond to national alerts. The three
No Harm
issues in the report: Hormone Pregnancy Test – these are no
longer in use. Sodium Valproate in Pregnancy – S&Q were
reassured that there are robust mechanisms to only prescribe to
women of child bearing age with adequate advice and guidance.
Use of mesh – S&Q was advised that the Trust is participating in a
national study of the use of mesh. The CCG representative was
supportive of a Devon-wide approach to the issues raised in the
report. S&Q expressed a high degree of confidence in the
process of implementing patient safety alerts.
Terms of Reference
S&Q agreed revised ToRs with a slight amendment.

Present:

Jacky Hayden, Non-Executive Director, Committee Chair
Kevin Baber, Chief Operating Officer
Lenny Byrne, Chief Nurse & Director of Clinical Profession
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Phil Hughes, Medical Director
Henry Warren, Associate Non-Executive Director
In attendance:

Bev Allingham, Deputy Chief Nurse
Rose Goodwin, Deputy Chief Nurse
Anthony Gravett, Healthwatch Representative
Paul Highton, Associate Chief Nursing Officer, Surgery
Gill Hunt, Board Secretary
Paul McArdle, Deputy Medical Director
Julie Morgan, Head of Audit, Assurance and Effectiveness
Steve Mumford, Head of Quality Governance
Di Sheppard, Associate Chief Nursing Officer, Medicine
Lorraine Webber, Interim Director of Nursing, NHS Devon CCG
Sue Wilkins, Associate Chief Nurse, Director of Maternity Services
Peter Wright, Director of Healthcare Science & Technology

Apologies:

Alison Burgess, Officer Command Nursing, Defence Medical Group SW
Helen Teague, Non-Executive Director

This meeting of the Safety & Quality Committee took place via Microsoft Teams to comply with
public health advice on social distancing during the COVID-19 pandemic. It observed Department
of Health and Social Care guidance requiring trusts to continue to hold Board quality committee
meetings during the pandemic.
40/20

Welcome, apologies and declarations of interest
The Committee Chair welcomed those present and apologies were noted.
There were no declarations of interest.
The Chair took items in a different order to that stated on the agenda.

41/20

Minutes of previous meeting, matters arising and review of Action List
The minutes of the previous meeting, held on 15 June 2020, were agreed
as a true and accurate record. There were no matters arising.
Review of Action List
Action 1780 Board Assurance Framework: review of quality risks
Not completed. A review was planned for 18 August 2020.
Actions 1819 and 1912 Risk Q7 Clinical Admin: identification of metric to
assess harm to patients
Mr Byrne suggested, and the Chair agreed, that assurance on this issue
would now be sought by the Quality Assurance Committee (QAC) in the
first instance with, if necessary, an exception report from QAC to this
Committee. The action should be marked as completed.
1910 Medical Devices: Mr Byrne to consider whether the Medical Devices
Steering Group should report progress with risk mitigation arising from
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staff training and competencies in the use of medical devices to the QAC or
the Safety & Quality Committee (S&QC)
There was no update on this action; Mr Byrne, Mr Wright and
Ms Allingham had not yet met to discuss reporting arrangements.
42/20

Quality Governance: increasing surveillance, improving assurance and
strengthening lines of accountability
Mr Byrne gave a presentation setting out the Trust’s new arrangements
for quality governance, with the aim to:
Ensure the provision of adequate assurance to the Board through a more
aligned quality governance framework, while providing clearer channels of
two-way communication from board to ward to board.
Mr Byrne’s presentation included the context for the review, which had
commenced mid-2019, and the key organisational changes made,
including:
•
•

•
•
•
•
•

Review of the quality governance structure below the S&QC.
The development of, and appointment to, new senior quality
governance management roles to facilitate the alignment of
managerial responsibility/accountability for quality governance
across Care Groups and Service Lines and to give corporate
visibility.
The development of a framework which provided clear visibility of
safety and quality metrics across the Trust.
Improving the depth of understanding of, and clearer visibility of,
Care Quality Commission (CQC) compliance.
The development of a new style QAC, with revised Terms of
Reference and membership, to improve assurance for the S&QC
and the Trust Board.
The establishment of quality governance groups at Care Group
and Service Line level.
A quarterly reporting cycle to QAC, giving corporate oversight of
quality governance issues (Month 1), Care Group quality
governance (Month 2) and Specialist Committee reports (Month
3). Month 3 reports would include external reviews and national
reports.

Mr Byrne stated that the expected outcomes of the new arrangements
were clearer accountability and ownership, and improved visibility and
assurance, all achieved via a triangulated approach to quality governance.
Work on the production of a new dashboard, a heat map of the Trust, for
inclusion in the Integrated Performance Report to the Board, was work in
progress. Mr Byrne referred the Committee to the example of the new
dashboard included at agenda item 3.
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Mr Warren welcomed the new arrangements. He queried reporting
routes for mortality. Mr McArdle suggested that this should be to QAC,
although final arrangements had yet to be agreed. Dr Hughes stated that
the Trust Board must review mortality on a quarterly basis and agreed
that an in-depth discussion on mortality should take place prior to the
Board.
[Post meeting note: the S&QC’s Terms of Reference, agreed later in the
meeting, showed the Mortality Review Group reporting to the S&QC, as
agreed by the Trust Board in June 2020, Board minute 64/20 refers].
Mr Warren stated that, in his view, there was a degree of oversight
overlap between Committees for some risks in the Board Assurance
Framework (BAF). He cited Risk W1 Safe Staffing as an example of this
and asked how might this be dealt with under the new structure?
Mr Byrne stated that safety and quality issues associated with safe
staffing were directed to the Nursing & Midwifery Operational
Committee. Ms Allingham stated that Risk S1 was overseen by the People
& Culture Committee as it was a people risk associated with workforce
planning. Mr Warren welcomed this clarity, but argued that safe staffing
was fundamental to quality and concerned more than staff numbers. He
was not suggesting that this risk should transfer to S&QC and although he
felt reassured that QAC would review related quality issues under its
revised Terms of Reference, there remained doubt in his mind. Mr Byrne
stated that Risk 1 Safe Staffing concerned, primarily, strategic workforce
planning risks but he acknowledged that there were elements of
crossover between Committees. Mr Byrne stated that QAC would review
relevant performance indicators to determine any escalation of risk.
Mr Warren queried whether the new arrangements in place following
Mr Byrne’s review of quality governance should be reviewed against best
practise. The main points of the subsequent discussion were:
•

How the CQC might view the new arrangements; it was important
that they had oversight of the Trust’s improvement journey.

•

The potential for a peer to peer review.

•

The requirement for the new arrangements to embed prior to any
review taking place.

•

A welcome from Commissioners of more forward looking data for
quality assurance purposes and support for a review of the Trust’s
choice, preferably out of county.

The Chair echoed Mr Warren’s positive response to the new
arrangements described by Mr Byrne.
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43/20

Report from the Chair of the Quality Assurance Committee, including
Care Quality Commission (CQC) Action Plan update
QAC exception report on process for closing overdue serious incidents
actions
Mr Byrne’s report described the actions taken by the Ass0ciate Chief
Nursing Officers, including the approach adopted, to clear historical
actions and new monitoring arrangements via the QAC. He drew the
Committee’s attention to the actions relating to radiology
acknowledgements and to the Trust-wide project led by Mr McArdle to
systemically work through these. It was anticipated that a report on this
matter would be made to the S&QC in October 2020.

PM

The following issues arose from Mr Byrne’s report:
•

The Chair stated that serious incidents often identified training
issues. How did this track across to the People & Culture
Committee to ensure training was completed? Mr Byrne stated
that the Associate Chief Nursing Officers oversaw issues such as
this with Care Groups. He gave an example, using Mental Capacity
Act training, to describe how this would be addressed. In the
broader context of training, Mr Byrne reminded colleagues of the
triumvirate Care Group leadership structure of managerial, nursing
and clinical leadership.

•

Mr Mumford stated that there were currently nil overdue incident
investigations which, in his view, reflected the quality and
timeliness of the new arrangements.

•

Mr Warren felt that the issues were much broader than training.
However, the arrangements that Mr Byrne had described gave him
confidence of an appropriate response to them.

•

Ms Goodwin stated that Mr Byrne had requested her to review the
Terms of Reference for the Harm Free Care Group, to include
shared learning across Care Groups. The Harm Free Care Group
would report into QAC.

The Chair welcomed Mr Byrne’s report and thanked him and his team for
the significant changes already effected.
Care Quality Commission Action Plan
Mr Byrne stated that good progress continued. Actions on hold due to
COVID-19 were now starting to pick up again. The aim was to dovetail
progress against the CQC Action Plan with the Integrated Performance
Report to the Board. The Chair supported this approach. Mr Byrne did
not propose to go through the Action Plan in detail unless there were any
specific concerns. The Chair agreed. No concerns were raised.
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QAC Chair’s Report
Mr Bryne invited the Committee to comment on the first new-style QAC
Chair’s report. The following issues were raised:
•

Mr Warren noted the Care Group CQC self-assessments and stated
that at some point the assessments must be brought together to
give a Trust-wide perspective. Mr Byrne agreed; the selfassessments would evolve over time, giving this Committee and
the Board assurance that the Trust had met all CQC requirements.
He noted, however, that some issues were not within the Trust’s
control.

•

Ms Webber asked whether the issue of the maternity IT system,
highlighted on page 13 of Mr Byrne’s report, had been pursued via
the Local Maternity Systems (LMS) Board. Ms Wilkins confirmed it
had; there was an IT lead on the LMS.

In concluding this item, the Chair welcomed the introduction of the new
heatmap included in Mr Byrne’s report and looked forward to its next
iteration.
The Committee noted the report from the Chair of the Quality Assurance
Committee.
44/20

Board Assurance Framework (BAF)
The Chair stated that the Board, via its Committees, was reviewing the
BAF and its use of it as part of Board development. However, the Quality
risks had not yet been reviewed (outstanding action 1780 referred) by
herself and Mr Byrne. When the review had taken place, it was the
Chair’s wish that the Committee considered and agreed the actions
required to move risks from a RAG rating of red to a RAG rating of green.
It was her view that risks RAG rated green may not need to be included
on the BAF, although she acknowledged that their inclusion may be valid
due to the potential impact of the risk materialising. The Board must also
review its risk appetite and this would be discussed at tomorrow’s
meeting.
The quality section of the BAF, as presented to the Trust Board in June
2020, was included with the meeting papers. There followed a discussion
on the BAF in general terms.
Using Risk Q5 Infection Control as an example, Mr Byrne stated that the
Infection Control Committee would inform the BAF rating for this risk. It
was his view that each committee that fed the QAC should have a risk
register of its own to inform the BAF and he would suggest this at
tomorrow’s scheduled review.
Mr Warren stated that the narrative on the Quality Risks referred, in
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several instances, to external validation as a control. He struggled with
this concept because it was the Board’s role to assure regulators, not the
other way around. The Chair agreed. Mr Warren referred to his earlier
comments regarding the overlap between Risk Q1 Patient Safety and Risk
S1 Safe Staffing; the Board must understand the different scoring of these
risks and why this was so. Broader still, Mr Warren suggested a review of
the overall objectives: were they still appropriate? The Chair stated that
this was perhaps an issue for the Trust Board and she would raise it at
tomorrow’s meeting.
Mrs Hunt referred the Committee to the section of the BAF which set out
the key actions for the S&QC to address in order to improve assurance to
the Board and invited the Committee to note them and to agree how
they wished to take forward these actions and the timetable for so doing.
After some discussion it was agreed that the Chair and Mr Byrne would
construct a narrative in response to the key actions detailed in the BAF.
45/20

Chair/LB

Independent Medicines and Medical Devices Safety Review First Do No
Harm
This review, chaired by Baroness Cumberledge, had published its report in
July 2020. Dr Hughes stated that the review had been asked to consider
three areas of avoidable harm to patients: Primodos, a hormone based
pregnancy test used until the 1970s; sodium valproate use during
pregnancy and the use of pelvis mesh in response to pelvic organ
prolapse and stress urinary incontinence.
Dr Hughes stated that the Trust had received two national alerts on
related issues two years ago and that these alerts were addressed at that
time. Following the publication of this report, assurance had been sought
from one of the Trust’s consultant Obstetricians and Gynaecologists that
all requirements had been closed, and to cross reference the actions in
the original alerts to the recommendations in Baroness Cumberledge’s
report. Mr McArdle referred to actions in place within Pharmacy to
ensure that all women were given appropriate information and consent;
he was assured that this was currently the case. The Trust was
participating in a national study for the use of mesh.
Mr Mumford has discussed with Mr Byrne the process for responding to
national reports and reviews such as this, and to ensure that an ‘owner’
was allocated. He supported Dr Hughes comments regarding the actions
taken since 2017 and the seeking of assurance that all actions had now
been covered.
Ms Webber described Devon CCG’s approach to this review and
suggested that when a recommendation had been received from NHS
England, there may be scope for Devon-wide approach.
The Chair stated that, from her perspective in general practice, there
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were two other important aspects to the report. Firstly, it had taken
considerable time before national notice was taken of the issues that
women had raised, and adherence to good practise in terms of
prescribing for women of potential child bearing years.
The Chair noted that the QAC would be the first responder to national
reviews and reports as part of its new Terms of Reference. She queried
the assurance that this Committee could give to the Board on this matter.
She suggested that there was confidence that patient safety alerts had
been followed up, that a gap analysis was being undertaken to ensure no
issues had been missed and that the Committee was confident that no
outstanding issues were likely to emerge. Did the Committee agree? Dr
Hughes supported this view.
46/20

Safety & Quality Report
The Committee noted that the dashboard in the Quality Assurance
Committee’s Chair’s Report was being developed to supercede the Safety
& Quality Report, which was now discontinued.

47/20

Terms of Reference
The Committee’s Terms of Reference were overdue for review and the
Chair presented an updated draft for consideration.
Dr Hughes suggested including the Deputy Medical Director for Quality as
a member of the Committee rather than a required attendee.
There were no other comments.
Subject to the amendment suggested by Dr Hughes, the Committee
approved the Terms of Reference and recommended them to the Trust
Board for approval.

48/20

Summary of assurances for the Trust Board – what was the Committee’s
view?
The Chair and Mr Warren expressed positive responses to the new
arrangements for the QAC. Mr Warren stated that the process Mr Byrne
had described reassured him that the Trust would be better placed when
the next CQC inspection took place. The Chair queried how she would let
the Board know of the step change that she and Mr Warren felt had
taken place? It was agreed that Mr Byrne would update his presentation
to include examples of how structures had changed and report it at a
Board Development Session ahead of the Trust Board.

49/20

LB

Any Other Business
There was no other business and the meeting closed at 2.05 pm.
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50/20

Date of next meeting
Monday 19 October 2020 (calendar invitations issued).
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