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AGENDA

# Description Owner Time

1 Chairman’s welcome and apologies: Lesley Darke, P 
Lilley

For information

Chairman

2 Declaration of interests
To receive

Chairman

3 Minutes of the last meeting held on 14 December 2016 
(enc)

To approve

03 - 2016.12.14 DRAFT CoG minutes.pdf   7

Chairman 5

4 Chairman’s report (verbal)
To receive

Chairman 5

5 Appointment of the Lead Governor (enc) - to include 
compliance with the Constitution if post not filled

To approve

05 - Apointment of Lead Governor.pdf   13

Chairman 5

6 Chief Executive’s report (enc)
To receive

06 - 2017.04.26_CX_Report.pdf   17

CEO 20

7 Lead Governor’s report including constituency reports 
(enc)

To receive

07 - 2017.04.26_Lead_Governors_Report.pdf   127

Lead 
Governor

5

8 Governor strategy (verbal)
To receive

W Marshfield 5
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# Description Owner Time

9 Secretary’s report including Constitutional changes (enc)
To approve

09 - 2017.04.26_Secretarys_Report.pdf   135

CoSec 5

10 Review of Constitution (verbal)
To approve

Chairman 5

11 Quality and Compliance Committee Report (enc)
To receive

11 - 2017.04.26_QCC_Report.pdf   139

W Marshfield 5

12 Membership development report (enc)
To receive

12 - 
2017.04.26_Membership_Development_Report.pdf   147

L Hookings 5

13 Rotation of committees / group membership (enc / secret
ballot via NHSmail)

To elect

13 - 2017.04.26_Committee_Refresh.pdf   157

CoSec 5

14 Review the size, composition and the effectiveness of the
CoG (verbal)

To receive and discuss

Lead 
Governor / 
Chairman

5

15 Urgent motions or questions
To receive and action

Chairman

16 Motions or questions on notice
To receive and action

Chairman

17 Details of next meeting: 19 July 2017, 3pm - 5pm, Anna 
Dart Lecture Theatre, Horizon Centre

CLOSED SESSION – please leave the meeting at this point if you are 
not a governor / board member

For 
information

18 Private minutes of the last meeting held on the 14 
December 2016 (enc)

To approve

18 - 2016.12.14_DRAFT_CoG_minutes_PRIVATE.pdf 161

Chairman 1
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# Description Owner Time

19 Board matters (verbal) -opportunity for the board to 
advise governors on any new issues; sensitive and/or 
confidential

To receive

Chairman / 
CEO

5

20 Nominations Committee Update (enc)
To approve

20 - Nominations_Committee_Update.pdf   167

Chairman / 
Lead 

Governor

15

Overall Page 4 of 173



INDEX

03 - 2016.12.14 DRAFT CoG minutes.pdf......................................................................................7

05 - Apointment of Lead Governor.pdf...........................................................................................13

06 - 2017.04.26_CX_Report.pdf.....................................................................................................17

07 - 2017.04.26_Lead_Governors_Report.pdf...............................................................................127

09 - 2017.04.26_Secretarys_Report.pdf........................................................................................135

11 - 2017.04.26_QCC_Report.pdf..................................................................................................139

12 - 2017.04.26_Membership_Development_Report.pdf...............................................................147

13 - 2017.04.26_Committee_Refresh.pdf......................................................................................157

18 - 2016.12.14_DRAFT_CoG_minutes_PRIVATE.pdf.................................................................161

20 - Nominations_Committee_Update.pdf.....................................................................................167

Overall Page 5 of 173



Overall Page 6 of 173



 

Page 1 of 6 
 

 

MINUTES OF THE COUNCIL OF GOVERNORS MEETING 

HELD IN THE ANNA DART LECTURE THEATRE, HORIZON CENTRE,  

TORBAY HOSPITAL 

14TH DECEMBER 2016 

Governors 

  * Richard Ibbotson (Chair)   
* Lesley Archer * Terry Bannon * Nicola Barker 
* Christina Carpenter   Craig Davidson * Carol Day 
* Cathy French   Sylvia Gardner-Jones  * Diane Gater 
* April Gradwell * Carol Gray   * Annie Hall   
* Lynne Hookings   * Barbara Inger   * Mary Lewis  
* Wendy Marshfield * Catherine Micklethwaite  Julien Parrott 
* David Parsons  Mark Procter    Andy Proctor  
* Rosemary Rowe * Sylvia Russell  * Simon Slade 
* John Smith * Peter Welch * Simon Wright  

 
Directors 

 Mairead McAlinden Chief Executive 
* Paul Cooper Director of Finance 
 Lesley Darke Director of Estates and Commercial Development 

* Liz Davenport Chief Operating Officer 
* Rob Dyer Medical Director 
 Gary Hotine HIS Director 

* Judy Saunders Director of Workforce and Organisational Development 
* Jane Viner Chief Nurse 
* Ann Wagner Director of Strategy & Improvement 
* David Allen Non-Executive Director 
* James Furse  Non-Executive Director  
 Jacqui Lyttle  Non-Executive Director  
 Jacqui Marshall  Non-Executive Director  
 Robin Sutton Non-Executive Director 

* Sally Taylor Non-Executive Director 
* Jon Welch Non-Executive Director 

 
(* denotes member present) 
 

In Attendance:   
 Richard Scott Company/Corporate Secretary 
 Sarah Fox PA to Chief Executive/Chairman (minute taker) 
 

  Action 
1. Welcome and Apologies 

 
Apologies were received from: Craig Davidson, Sylvia Gardner-Jones, Julien Parrott, 
Mark Procter, Andy Proctor, Mairead McAlinden, Lesley Darke, Gary Hotine, Jacqui 
Lyttle, Jacqui Marshall, and Robin Sutton. 
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2. Declaration of Interests 
 
There were no declarations of interests. 
 

 

 Minutes of the Meeting held on the 23rd September 2016 
 
It was noted that Sylvia Russell was in attendance at the meeting on the 23rd 
September and so the minutes would need to be amended to reflect this, as they had 
recorded her as being absent. 
 
Taking into account the amendment detailed above, the minutes were then confirmed 
as an accurate record of the meeting held on the 23rd September 2016. 
 
The following actions were discussed: 
 
 Governor NHS Mail training – the training had been provided and had been 
 very well-received. 
 
 Feedback on amount of information presented to governors – the CS had 
 not received any formal feedback from governors on their views in respect of 
 the amount of information received.  Informally he had been informed that the 
 detail of information was now much better and the CS said that there was a 
 balance between issuing too much detail and information that might not be 
 relevant. 
 
 FT Membership – to be discussed later in the meeting. 
 

 
 
 
CS 

3. Chairman’s Report 
 
The Chairman reported on the following: 
 
 Christina Carpenter was not standing for re-election and this was therefore her 
 last formal meeting as a governor.  The Chairman wished to formally thank her 
 for her input into Trust activity during her time as a governor and for her 
 personal support and advice to him.   
 
 Governors would be aware of the Trust’s current financial situation and this 
 would be further discussed in the Private session later in the day. 
 
 Governors were informed that Jon Andrewes, Chair of the legacy Care Trust, 
 was appearing at Torbay Magistrates Court on charges of false representation 
 of qualifications and would be appearing at Exeter Crown Court in the New 
 Year. 
 

 

4. Chief Executive’s Report 
 
Governors noted the report of the Chief Executive and the following reports: 
 
  Acute Services Review 
  Wider Devon Sustainability and Transformation Plan (STP) 
  Integrated Quality, Performance and Finance 
  Referral to Treatment 
  Care Quality Commission Update 
  Chief Operating Officer’s Report 
  Funding Reduction from Public Health Report 
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Cathy French queried the fact that patient transport services were not provided after 
6pm in the evening and Liz Davenport explained that the Trust’s patient transport 
services worked seven days a week until about 10pm in the evening, however the 
volunteer service stopped earlier in the day. She added that a transport ‘hackathon’ 
was recently held to consider wider transport needs and the A&E Delivery Board had 
commissioned a piece of work to look at the range of transport provision available to 
make the service more responsive to patient needs. 
 
Sylvia Russell informed the meeting that she, along with the Teignbridge Council 
Business Lead for Health and Wellbeing (Sue Aggett), recently attended a Kings Fund 
event on the STP looking at how district councils were approaching the new regime. 
She reported that it was clear that Devon were ahead of many others and that Sue 
had been asked to take part in a workshop setting out the priorities of district councils 
in the new STPs. 
 

5. Lead Governor’s Report 
 
Cathy wished to add her thanks to that of the Chairman to Christina Carpenter for her 
support and input during her tenure as a governor. 
 
Cathy then presented her report and asked the meeting to note one amendment in her 
report in respect of 2.2 which should have stated that governors adopted the Trust’s 
development of a food strategy. 
 
Cathy also wished to thank the office of the Corporate Secretary for their support over 
the past year. 
 
Richard Scott informed the meeting that he would be analysing the constituency 
reports attached to the Lead Governor’s Report and would be working through them to 
answer all the queries/questions raised.  He thanked the Lead Governor for the list of 
key priorities following the ‘governor only’ meeting earlier in the day. 
 

 

6. Non-Executive Director’s Report 
 
Jon Welch presented the Non-Executive Director (NED) report to the meeting and as 
part of his presentation, wished to discuss some of the worries he had as a NED: 
 
 Prior to joining this Trust Jon had been a NED with Torbay Care Trust and as 
 part of that role had been a governor for this Trust for 10 years. 
 
 Jon felt that the Board of Directors was made up of very highly-qualified and 

privately successful NEDs and a team of Executive Directors who were high-
achievers and working with great energy to make the Integrated Care 
Organisation (ICO) work.  Due to this, and the superb leadership of Richard 
and Mairead, Jon was less fearful about the Trust’s future. 

 
 One of Jon’s dislikes as a NED was to hear that an unacceptable result was 
 explained away by saying that ‘it was just as bad as, say, 97 other Trusts’ and 
 also that encouragement was taken if a performance target ‘was just missed’. 
 
 The role of a NED was to critically examine not only what is going to be done 
 but also what had been done to achieve the strategic objectives of the Trust, 
 and Jon’s concern was that, when looking at the current very difficult financial 
 situation, reasonable plans had been made but external conditions had 
 impacted negatively on those plans which could feel like a form of failure. 
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 Jon’s first worry was, therefore, that the Board and in particular the Executive 
Team, were being forced to spend a disproportionate amount of time 
concentrating on finance thus reducing the Trust’s capacity to deal with the 
primary output; the care of patients and clients. 

 
 Added to this was the concern in respect of the lack of capacity in the current 
 climate and the possibility of burn out or overstress. 
 
 Jon stated that the Institute of Directors considers that the primary role of a 
 NED was to ‘ensure that the Executive Directors achieved the strategic aims of 
 the organisation’ – Jon said that he worried that he had started to use the 
 expression ‘we’ instead of ‘the Trust should consider’.  Jon added that he 
 believed in his shared corporate responsibility, but that he needed to revert 
 back to the role of constructive challenge rather than to find solutions. 
 
 Jon said he has found the safety walkarounds that he undertook to be very 
 valuable and have given him an opportunity to engage with patients and staff.  
 This brought him to another worry which was that he saw very little of the 
 Trust’s consultant body and their involvement in the Trust and its objectives. 
 
 Jon said that the hoped the Board would allocate sometime in the future to 
 review the topic of governance. He added that he understood that the Trust’s 
 current committee system was in place when the CQC undertook their 
 assessment and passed their inspection, but he worried about the unintended 
 error occurring and he wished to see a demonstrable separation of 
 ‘accountability’ and ‘holding to account’ to ensure it would withstood external 
 scrutiny. 
 
 Jon’s final worry lay in the area of social care for the future – the majority of 
 effort went into supporting those clients who had less than £23,000 disposal 
 income, but those how had above that had to self-fund and Jon said he was 
 concerned about who those clients were supported.  Jon added that he had in 
 fact been one of these individuals and had been very well supported. 
 
The Lead Governor suggested that it would be helpful that governors spent some time 
getting to know the NEDs better and ask Jon whether he felt there was a gap in the 
knowledge of governors around assurance that NEDs were holding Executive 
Directors to account.  Jon said he felt that the relationship between the governors and 
Board was now very good, and that at present, he did not feel there would be any 
benefit in putting energy into anything further. 
 

7. Quality and Compliance Committee Report 
 
Wendy Marshfield outlined the contents of the Quality and Compliance report. She 
also made a plea in respect of the timeliness of minute production so that meeting 
members had time to read the minutes in advance of meetings, which was noted and 
acknowledged. 
  
Wendy wished the Board to be aware, given the current financial climate, that 
governors would support the Board in any way they could to help the Trust move back 
to a balanced financial situation. She added that governors were very aware of the 
pressures that executives were under in terms of running the Trust and dealing with 
externals pressures at the same time. 
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The Council of Governors then approved the following recommendations: 
 
 Received the draft notes attached to the report and supported the current work 
 of the Quality and Compliance Committee. 
 
 Approved the updated protocol. 
 
 Acknowledged the need to circulate draft notes well in advance of the Council 
 of Governors meeting so they could be checked for accuracy. 
 

8. Membership Development Report 
 
Lynne Hookings presented the Membership Development Report and it was noted that 
the Trust had committed £1,000 to support publicity work to develop membership, 
recruitment and engagement.  Lynne asked whether, given the Trust’s current 
financial situation, the Trust still wished to commit to this funding.  The Chairman said 
that he felt that, more than ever, the need to include membership of the Trust and to 
use that membership to help the Trust gain the views of its members was very 
important. 
 
The Lead Governor said that she was hoping to set up governor drop in sessions for 
staff on a monthly basis from March. 
 

 

9. Secretary’s Report 
 
The meeting noted the report of the Corporate Secretary and the following was 
highlighted: 
 
 Governors would be asked for their views on the running of the self-
 assessment session in the New Year – if no feedback was received the 
 session would be run on the same basis as in previous years. 
 
 A paper was included in the report in respect of the travel expenses for 

governors.  Concerns were raised that governors received a lower rate than 
NEDs, however it was noted that the NEDs were aligned nationally to Agenda 
for Change set rates, and governors, as volunteers, were subject to rates set 
by the HMRC.  If governors wished to receive the same mileage rates as 
NEDs, there could be tax implications for them. 

 
The Council of Governors then approved the following: 
 
 The policy document in respect of reimbursement of expenses for governors 
 and members. 
 
 The document outlining the role of the Lead Governor. 
 
 The process to elect a new Lead Governor. 
 
 The schedule of meetings for Council of Governors. 
 

 

10. Urgent Motions or Questions 
 
Nil. 
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11. Motions or Questions on Notice
 
The following question  was received on notice: 
 
A lot of non-clinical staff, quite understandably are nervous about their jobs at the 
moment, particularly apprentices. However they also raise a valid point, which is the 
stopping of overtime and recruitment on all non-clinical posts can hamper the clinical 
staff. For example, where ward clerks aren’t in place then a Nurse or Healthcare 
Assistants (HCA) needs to let the patient in, book them onto the system and discharge 
them at the very least. So neither cost effective or clinically safe.  While we understand 
the need for dramatic cuts, where the non-clinical staff genuinely supports front line 
posts in this way – will there be any exception process? 
 
The following answer had been provided by the Director of Workforce and 
Organisational Development: 
 
The recruitment suspension for admin and clerical roles for 3 months will give us the 
opportunity to take stock.  Teams and departments will be asked to look at different 
ways of working to reduce inefficiencies in working practices, fully utilise technologies 
available and how teams are structured to provide cross cover and resilience.  In 
clinical areas we have undertaken to work with managers and teams to realign 
resources from non-clinical areas if necessary to ensure we maintain quality and 
patient/client safety standards. 
 
Wendy Marshfield queried the process in place to support clinical areas if they 
required additional administrative resource.  The Director of Workforce and 
Organisational Development explained that there was a robust process in place to risk 
assess any concerns. She added that the Trust Flexible Working Policy had recently 
been updated and would be used to ensure that staff were used flexibly across the 
Trust. 
 
The Medical Director informed the meeting that both he and the Chief Nurse had a 
role to ensure that any reduction in staff did not have a serious impact on service 
delivery. 
 
Catherine Micklethwaite raised a concern that there were a number of staff on 
temporary contracts who were very anxious about their future and said that more 
communication in terms of the actions being taken could be helpful for those staff and 
this was acknowledged. 
 

 

12. Details of 2017 Meetings 
 
Noted. 
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Council of Governors  
 

Wednesday 26 April 2017 
 

Agenda Item: 5 

Report Title: Appointment of the Lead Governor 

Report By: Company Secretary 

Open or Closed: Open under the Freedom of Information Act 

 

1.  Summary of Report 
 

1.1 This report sets out the constitutional requirement and new timescale for a new Lead 
Governor to be appointed. 

 

1.2 The report proposes a new process that will result in the election of a new Lead Governor 
at the Council of Governors (CoG) meeting on Wednesday 19 July 2017. 

 

2.  Background Information 
 

2.1 Cathy French (publicly-elected governor for Teignbridge) is due to stand down as Lead 
Governor on 26 April 2017. 

 
2.2 The process to find a new Lead Governor was agreed by the CoG in December 2016. 
 
2.3 The Company Secretary followed the agreed process and whilst several candidates 

expressed an interest in the position no publicly-elected governors had put their name 
forward by the closing date.  

 
2.4 The Committee/Group refresh that normally takes place in April each year is principally 

dependent on having a Lead Governor in place.  The Company Secretary was asked to 
consider deferring the annual Committee/Group refresh until July’s CoG meeting but 
having received a good level of interest in observer seats it was felt this process should 
progress as previously agreed.  Any observer vacancies post April’s meeting would 
become available in July and any seat(s) that become available following the 
appointment of a new Lead Governor will also be offered. 

 
2.5 It is accepted that having followed the agreed process, something needs to change.  The 
 Chairman and Chief Executive have therefore asked the Governor Strategy Working 
 Group to consider making reference to the Lead Governor role in their draft document. 
 
2.6 It is possible that the new Governor Strategy, once approved, may require a change to 

the Constitution in respect of the Lead Governor role, therefore item 10 on the agenda 
will make a proposal to set up a small working group to review the current Constitution 
and ensure it remains fit for purpose. 

 

2.7  Under the terms of the current Constitution the Trust is required to appoint one of the 
publicly-elected governors to be Lead Governor. 
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2.8  The role of the Lead Governor, as set out in the Constitution, is to:  
(a)  Act ex-officio on behalf of the Chair; 
(b) Chair part of the CoG meeting if the person presiding at any such meeting has a 

conflict of interest in relation to the business being discussed; 
(c)  Chair the Remuneration sub-committee and be a member of the Nominations sub-

committee. 
(d) Be a member of the Quality and Compliance Committee. 
 

2.9 The Company Secretary is proposing to start the new process as late as possible to take 
into consideration the new Governor Strategy and any future suggestions around 
changes to the Constitution.  If there are changes to the Constitution related to the Lead 
Governor role he will ensure this is discussed early on July’s CoG agenda to ensure that 
any changes can be approved before asking governors to appoint a new Lead Governor 
later in July’s meeting. 

 
2.10  The Constitution does not detail the process to be followed when appointing the Lead 

Governor. Neither does it specify the timescale for the appointment, however, it is 
proposed that the appointment is for two years as agreed by the CoG.   The local 
process in section 3 below is being put forward to governors by the Company Secretary. 

 

3.   Recommended Process and Timeline 

 
3.1 The process being proposed mirrors the process put forward in December 2016 and is in 

five stages: 
 

a) Company Secretary invites interested publicly-elected governors to put their name 
forward for the Lead Governor role. 

 

b) Short biography put forward by each candidate including background and 
experience, contributions to the governor role to-date, what they perceive to be the 
main challenges facing the NHS and how they will meet the Lead Governor role 
and responsibilities (as at attachment one) including the additional time 
commitment required. 

 

c) Candidate(s) submitting a response respond to the following six questions: 
 

1) Why do you want to become the Lead Governor? 
 

2) What experience do you have at chairing and facilitating meetings and/or 
working groups? 
 

3) If you were chosen as Lead Governor, what would you like to see as an 
achievement for this Council of Governors, over the next year? 
 

4) How would you challenge members of the Board and non-executive directors 
effectively, if the situation arises? 
 

5) How would you maintain independence with members of the Board and non-
executive directors? 
 

6) If you could change one thing about the Trust, what would this be? 
 

d) Five minute presentation at April’s Council of Governors meeting - topic to be 
announced nearer the time. 

 

e) Secret ballot at April’s Council of Governors meeting. 
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3.2 In support of 3.1 above it is suggested that the following timeline be followed for the 
election of the Lead Governor: 

 

Date Action 
 

21 Jun 17 Company Secretary invites interested publicly-elected governors to 
put their name forward for Lead Governor role. 
 

28 Jun 17 Candidate(s) invited to provide a short biography and answer the six 
questions by 12 July 2017 in support of their nomination. 
 

12 Jul 17 Prior to the CoG meeting, the biographies, candidate questions and 
responses are circulated to all governors as part of the CoG meeting 
papers. 
 

19 Jul 17 Short presentations by the candidate(s) at the Council of Governors 
meeting in support of their nomination. 
 

19 Jul 17 Ballot papers circulated immediately after the presentation(s) for 
immediate completion. 
 

19 Jul 17 Announcement of election by the Company Secretary at the end of 
the Council of Governors meeting. 
 

 

4. Proposal for Interim Lead Governor Arrangements 

 
4.1 Cathy French has been approached by the Company Secretary and would be willing to 
 continue as Lead Governor until July 2017 subject to CoG approval. 
 

5. Recommendations 
 

5.1 Council of Governors agrees to the process and timeline as set out in paragraphs 3.1 
and 3.2 for the election of a new Lead Governor from 19 July 2017. 

 
5.2 Council of Governors agrees for Cathy French to continue as Lead Governor until 19 July 
 2017. 
 

6.  Decisions Needed to be Taken 

 
6.1 Note and comment on the information outlined above. 
6.2 Approve the recommendations above. 
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Council of Governors 
 

Wednesday 26 April 2017 
 

Agenda Item: 6 

Report Title: Chief Executive’s Report 

Report By: Company Secretary 

Open or Closed: Open under the Freedom of Information Act 

 

1.  Summary of Report 
 

1.1 Topical areas of interest from the Chief Executive and Executive Team covering issues 
arising since the last Council of Governors meeting on 14 December 2016. 

 

1.2 Please note that the next Finance, Performance and Investment Committee is not due to 
take place until the 25 April 2017 therefore at the time of writing, this paper highlights the 
latest Trust position. 

 

1.3 The report as at attachment two shows February’s performance figures; all figures that 
were available as at 18 April 2017.  If an up-to-date dashboard is available, this will be 
presented on the day of the meeting. 

 

1.4  The majority of the information as at attachments one to nine was presented at the public 
Board of Directors in April hence this is an opportunity for governors to ask questions 
rather than be advised of the report’s content. 

 

2.  Decisions Needed to be Taken 
 

2.1 As the attached papers have been circulated as part of April’s public board reports, this is 
an opportunity for governors to ask questions rather than receive information from 
board members. Board members may be asked by the chairman to provide any 
new/appropriate information before seeking questions from the governors/audience.  
Please note that governor questions put forward in advance of the meeting may be taken 
first. 

 

3.  Attached to this Report 
 

 Attachments as presented at April’s public Board of Directors.  
  

 Attachment one  -  Chief Executive’s report. 
 Attachment two -  Integrated Finance, Performance, Quality and Workforce report. 
 Attachment three -  Workforce and Organisational Development report.   
 Attachment four -  National NHS Staff Survey report. 
 Attachment five -  Care Model Implementation - Inpatient changes report. 
 Attachment six -  Care Model Implementation - Community Services change   
        programme report. 
 Attachment seven -  Financial Recovery Plan report. 
 Attachment eight -  Estates and Facilities Management and Health and Safety report. 
 Attachment nine -  Chief Nurse report. 
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MAIN REPORT 

 

1 Trust Key Issues and Developments  
 
Safe Care, Best Experience 
 
Implementing our new care model   
 
As the Board is aware, in January the South Devon and Torbay Clinical Commissioning Group 
(CCG) Governing Body agreed to implement our new care model in full, approving the proposed 
closures of Ashburton and Buckfastleigh, Bovey Tracey (temporarily closed December 2015), 
Dartmouth and Paignton community hospitals and Midvale and Church Street Clinics.  The 
closures were subject to the CCG being satisfied that the required community services are in 
place to support more people at home and reduce unnecessary hospital admissions. The Chief 
Operating Officer has detailed in a paper for today’s Board that the CCG has confirmed it is that 
the requirements for closure have been met and, as a result, admissions have ceased to 
Ashburton Hospital on 8 March, to Dartmouth on 13 March and will cease for Paignton Hospital 
after 13 April.  
 
Our new model of care is successfully supporting more people at home or in their local 
communities, and we are also progressing with plans to reduce the number of acute inpatient 
beds at Torbay Hospital. Senior clinical and managerial staff across all hospital service delivery 
units were involved in developing proposals to reduce 32 beds in Torbay Hospital in 2017/18. The 
first phase of this bed reduction plan will commence from 1 April, when the breast and 
gynaecology in-patient and ambulatory service transfers from McCallum ward to Forrest ward, 
enabling the Trust to close the 14 beds on McCallum. I can confirm to the Board that this 
relocation will maintain the breast and gynaecology in-patient and ambulatory service - there is no 
service reduction - but unfortunately there has been media speculation that maternity is relocating 
to Plymouth as part of this bed reconfiguration and the COO and myself have met with staff to 
address the concerns about this relocation and to discuss their views on the conditions for 
satisfactory relocation of clinical services to support continuation and improvement of the quality 
of care these services have worked hard to develop and deliver. A further update will be provided 
by the Chief Operating Office and Medical Director at the Board meeting. 
 
Representatives of TSDFT and the CCG attended a meeting of the Devon Health and Wellbeing 
Scrutiny Committee on 7 March 2017 setting out the decisions made by the CCG governing body 
at its meeting on 26 January and providing information about the implementation of the care 
model process. Members drew attention to the report submitted to the Scrutiny Committee 
highlighting the extensive process of engagement and public consultation and the key areas of 

Report to Trust Board 

Date 5 April 2017 

Lead Director Mairead McAlinden,  Chief Executive 

Report Title Chief Executive Business Update  
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concern expressed by the public during the consultation period. Members confirmed that with 
some small variation to the original proposal the governing body approved the implementation of 
the care model as set out in the consultation documentation.  
 
The process of implementation was detailed to the committee, providing an overview of the 
parameters that have now been met and which give assurance to local communities that the new 
services would meet the needs of local people. The Scrutiny Committee noted the report and 
supported the implementation of the care model. The confidence and trust in our local care 
system to deliver these changes in a way that reflects the local needs of communities was 
notable and a testament to the efforts of our two organisations to engage key stakeholders in 
preparing our proposals and throughout the consultation process.  
 
Change of the scale we are undertaking is both exciting and challenging and attracts concerns 
from some local communities, stakeholders and staff, who value the current services and are 
anxious about the shift to a new service model. While there has been extensive engagement and 
consultation on the new model of care, Directors are looking at additional ways to further enhance 
our engagement and communication including with governors, local councillors, Leagues of 
Friends, Health Watch and MPs who are key opinion formers due to their positions of trust and 
influence with our population and local communities. 
 
  
Well Led 
 
Financial Progress 
 
 Month 11 and year end forecast: Thanks to the efforts of senior managers and staff, good 

progress has been made on the financial recovery plan for 2016/17.  The organisation has 
responded well to the Call to Action and the initial £4m target has been exceeded by a 
combination of saving schemes, revised divisional forecasts and accounting changes. As a 
result the revised year end forecast reported in December has been maintained, and the 
additional costs of exceptional items including the MARS scheme have been largely 
subsumed. Further details are included in the Director of Finance’s Recovery Plan update 
paper included in the Board agenda pack. Despite this improvement, the year end position is 
forecast to be rated ‘4’ under the use of resources risk rating by NHS Improvement under the 
Single Oversight Framework 

 
 Every Penny Counts: the staff initiative under the Chief Executive’s call to action has 

received over 450 ideas and suggestions to date, these are currently being evaluated and 
responded to.   

 
Operational Performance  
 
 Month 11: The Board will note from the Integrated performance report included in the Board 

papers that performance has improved from the January position against all four national 
operational standards under NHS Improvements Single Oversight Framework. This 
improvement has brought one of the indicators back to a Green RAG rating (62 day cancer 
waits), the  remaining three indicators – A&E 4 hour wait, RTT 18 weeks and diagnostics  < 6 
weeks wait  remain RAG rated RED in February.   
 
The challenges in the national performance on the 4 Hour ED target has been widely 
reported, and comparatively this Trust is regularly performing in the ‘top 40’ Trusts for this 
standard, ED/MIU performance for February was 89.3%, an improvement from January, and 
performance to 26 March was 94.3%.  This improvement is a reflection of the learning from 
the ‘Perfect Week’ initiative detailed in the COO report to the Board, and provides evidence of 
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the positive impact of the care model changes underway.   Improvements in patient flow 
through and out of our hospital system reflect the ‘system’ approach now well embedded, and 
is a tribute to the commitment and joined up working of staff across the Trust.  This 
improvement is critical to the wider performance of the Trust, given the impact on elective care 
and the advice from NHSE/NHSI that 30% of Service Transformation Funding will be linked to 
4 hour performance in 17/18 (see Section 4 of this report) 
 
Given the Board’s commitment to delivering high quality cancer care, it is reassuring that we 
are again achieving the standard for 62 day cancer waiting times, but there continue to be 
service fragilities and workforce challenges that the Executive Team are working hard to 
address both locally and with partners in the Devon STP system. 
 

 
Look forward to 2017/18 
 
 Operational and Financial Plan: Within the Board pack Directors have included an update 

on the 2017-18 operational and financial plan including an update on progress with the 
£40.7m savings challenge and a re-profiling of savings delivery. The update and profiles were 
reviewed in detail at last week’s Finance and Investment Committee which was attended by 
representatives from NHS I who are currently reviewing our plan. Directors and their teams 
are driving and supporting the delivery of changes necessary to achieve a target that is 10% 
of our total income.  This requires a strengthening of accountability processes – both at 
individual and team level. The Director of Strategy and Improvement is working with Mark 
Hackett from NHS I on a revised Accountability Framework for 2017/18 to both embed 
accountability and provide additional support where needed. The high level framework, which 
has ‘earned autonomy’ as a principle, was endorsed at the March meeting of the Finance and 
Investment Committee.  

 
Improved Wellbeing through Partnership 
 
Devon STP:  Acute Services Review (ASR) 
 
Between December and March, workshops for the three agreed priority workstreams (stroke, 
maternity, neonatology and paediatrics, and urgent and emergency care) have been held, 
engaging clinicians, managers and user representatives. The workshops provide a forum to 
discuss current service standards, best practice service standards (national clinical guidelines) 
and any issues affecting the quality and sustainability of existing services. Each of the three 
reviews includes a number of patient representatives, recruited by Healthwatch, who have lived 
experience of the service being reviewed, making sure that the patient perspective informs these 
discussions. This work will continue into April. 
 
Reviews are also underway to tackle the challenges in a number of ‘vulnerable’ specialties listed 
below, where one or more of the hospitals in Devon are experiencing difficulties in providing the 
resilient, effective and timely specialist care our patients need. Resolving these challenges may 
require networks of care and different ways of working across our hospitals and clinical teams, 
and I can report good progress in identifying options for collaborative working. These reviews are 
ongoing and will follow a similar process, but at smaller scale, to that of the three major service 
reviews in the previous section.  
  
The ‘vulnerable’ services being reviewed are: 
 

• Ear Nose and Throat Services 
• Breast services 
• Histopathology 
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• Dermatology 
• Neurology  
• Interventional Radiology 
• Interventional Cardiology 
• Vascular Services 

 
In parallel with the work underway in the service- specific reviews, the NHS in Devon has been 
seeking people’s views on what is important to them when it comes to making decisions about 
how we change services for the future. As well as publishing an online survey, 12 public 
workshops were held across Devon during March, including local events in Totnes, Newton Abbot 
and Paignton.  Healthwatch supported the events by providing independent chairs. Attendees 
included MPs, Councillors and local Mayors as well as interested members of local communities. 
Those who attended engaged well and their feedback is now being collated and will inform the 
criteria used to develop the best options for the future model of care in these service areas.  
These criteria include workforce resilience, affordability and achievement of best practice 
standards of care.  
 
As yet there are no agreed proposals for changes to the configuration of any of the services being 
reviewed through the ASR.  It will take some time to develop proposals for change and it is likely 
to be summer before the workstreams have any recommendations to share. If proposals involve 
any significant service changes, the STP will carry out a formal public consultation. 
 
Valuing our Workforce Paid and Unpaid 
 
Staff Hero Awards Recognition Scheme 
 
At the end of March it was our pleasure to present the latest set of staff hero awards. This 
month’s  presentation included 39 individual awards and 7 team awards. The Awards are one 
way of recognising those staff and teams who we see working day in, day out beyond the call of 
duty for our patients.   
 
What was particularly gratifying at March’s event was the number of people nominated by other 
teams, who recognised and were grateful for the support they were receiving - especially from 
some of our support services that do not often get recognised for their impact on front line care. 
This was a chance to recognise the value of their contribution in supporting front line teams to 
deliver great care. Also of note this time was the number of nominations of people who had 
shown initiative to improve efficiency and effectiveness, reducing the costs of our care.   
 
Staff survey results 
 
The result of the annual NHS Staff survey, published in March, shows that our staff rate the Trust 
highly as a place to work and receive treatment. Our Trust was rated higher or on a par with other 
NHS organisations in 27 out of the 32 areas surveyed. This included recommending the Trust as 
a place to receive care and a place to work, the opportunities to work flexibly, and staff motivation 
at work. The Trust has also maintained or improved its position since last year in 30 out of 32 
indicators. Nearly 3,000 members of staff responded to the survey, which is approximately 50% 
of our workforce. 
 
The survey took place in October, one year after the creation of our new Integrated Care 
Organisation. We are still in a period of major change so it is particularly reassuring that so many 
of our staff responded positively about the Trust as a place to work or be treated, that our staff 
engagement is above the national average and that our staff remained committed, enthusiastic 
and are able to make a difference in the work they do, feeling supported by the organisation. 
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We will now work closely with our staff to develop a robust action plan to tackle areas for 
improvement identified in this year’s survey. For example, although there is a significant increase 
in staff confidence about raising concerns, there is still more work to do about staff reporting 
incidents or near misses, and the effectiveness of our reporting procedures.  
 
Further details are included in the Director of Workforce and Organisation Development’s report 
in this month’s Board pack. The detailed staff survey report, along with all other national results 
can be found at www.nhsstaffsurveys.com.   
 
Devon Studio School  
 
The governing bodies of South Devon College, Devon Studio School and the Devon Studio 
School Trust have announced a very exciting development for Devon Studio School. Governors 
have been considering best long term options for the school. They want to ensure that the unique 
vision of the school (located at Torbay Hospital’s Annexe site), could be sustained. The Health, 
Social Care and Early Years provision at the Devon Studio School premises as well as the 
progression pathways into good employment, particularly with Torbay and South Devon NHS 
Foundation Trust.  
 
A proposal has now been submitted to, and is being considered by, the Department for 
Education. The intention is to transfer pre-16, Year 11 Devon Studio School provision to South 
Devon College (South Devon High School), with curriculum delivery at the Vantage Point site, 
whilst maintaining sixth form delivery at the Devon Studio School premises on the Torbay 
Hospital Annexe site, together with some additional related provision being added. 
 
The Board should be aware that a group of students from Devon Studio School were in London 
on the day of the recent terrorist attacks and one group witnessed the terrorist attacks on 
Westminster Bridge. All students and staff were safe and accounted for and, once back safely in 
Torquay, the Principal  arranged for support through CAMHS for those affected by the incident.  
 
    
2 Local Health Economy Update 

NHS England South and South West separate 
NHS England in the South of England has settled on its proposed split between the South West 
and South East, with each patch covered by a regional director. 
  
Jennifer Howells will lead the South West, which will comprise the following STPs: 

• Cornwall & Isles of Scilly 
• Devon 
• Somerset 
• Bristol, North Somerset and South Gloucestershire 
• Dorset 
• Bath, Swindon and Wiltshire 
• Gloucestershire 

  
The remaining South STPs will sit within the portfolio of a South East regional director, who has 
yet to be appointed. Although this creates two regions of slightly different population size, it does 
provide a balance in terms of scale of challenge across the two portfolios. The aim is for existing 
regional functions to continue to operate across the South, providing support to both regional 
directors. There will be further work with directors of commissioning operations across the South 
to assess how best to realign their portfolios to maximise the effectiveness of delivery and 
transformation capability 
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Jennifer Howells will continue to lead across the entire region until a substantive appointment is 
made or a suitable interim is identified for the South East. 
 
CQC ratings  
 “Good’ rating for Devon Partnership Trust: Services inspected at Devon Partnership NHS 

Trust in December 2016 were rated as ‘good’ across the board by the CQC. The Secure 
Service, which is based at Langdon in Dawlish, received a rating of ‘outstanding’ for its 
responsiveness.  The CQC has highlighted the need for some further work to address ligature 
points and lines of sight on one of the organisation’s adult wards and this has already 
commenced.  The CQC has also commented on issues related to staffing and access to 
psychological therapies and the Trust will be working with its partners to address these. 

 “Requires Improvement” rating for Mount Stuart Hospital:  Mount Stuart is rated as 
requires improvement overall and inadequate for well-led, good for caring and responsive, 
with requires improvement for safe and effective. 

 
Mental health advice and guidance: new telephone service pilot 
A pilot project, giving GPs in the Torbay area direct access to their local psychiatrists, has now 
started. If successful, it will be extended to all GP practices in the South Devon and Torbay area. 
It has been launched in agreement with Devon Partnership Trust, after an audit of GP referrals to 
the mental health assessment team highlighted the lack of telephone advice available. Under the 
project, GPs will be able to get consultant psychiatrist advice on prescribing, referrals and general 
management, while improving the relationship between primary and secondary mental health 
care and reducing referrals to the mental health assessment team. 
 
NEW Devon CCG community consultation 
The NEW Devon CCG Governing Body ran a comprehensive consultation process between 
October 2016 and January 2017 to inform its proposals for changes to community hospitals in 
East Devon. The CCG report and Healthwatch independent observations were published in 
advance of the Governing Body meeting on 02 March. The Governing Body supported 
recommendations to retain community inpatients beds at Sidmouth, Exmouth and Tiverton 
community hospitals, and close those at Axminster, Seaton, Honiton, Ottery St Mary, Budleigh, 
Exeter, Crediton, Okehampton and Moretonhampstead. The changes will affect about 20 patients 
a week across the Eastern locality area – from Axminster, Tiverton, Exmouth and Okehampton.  
The Devon Health Overview and Scrutiny Committee raised some questions following NEW 
Devon CCG’s presentation to them on 7 March 2017.  Some of the questions relate to 
implementation of the decision and the CCG has been clear that no service changes will be made 
until the necessary assurances are in place to ensure a smooth and safe transition 
 
Local Authority Updates 
 
Pre-election purdah 
Local government elections will take place in some constituencies (including Devon but not 
Torquay) on 4 May. The pre-election ‘Purdah’ period started on 23 March. In the run-up to the 
local elections, public sector organisations have to exercise caution about engaging in 
communications that could be viewed as politically sensitive. NHSI has published guidance here.  
  

Page 7 of 10906 - 2017.04.26_CX_Report.pdf
Overall Page 23 of 173



Public  
 

3 Chief Executive Leadership Visibility 

Internal 
 Ward Managers Meeting 
 Patient Access Staff Meeting 
 Dieticians Team 
 Infection Control Committee 
 Staff Heroes Presentation 
 Staff Side meeting 
 Infection Control Lead 
 Local Negotiating Committee 
 Board to Council of Governors 
 Leadership Development Programme 
 Breast Screening QA 

 
External 

 NHSI/NHSE/CCG Joint meeting 
 NHSI Chair/Chief Executive Workshop 
 T&SD System Delivery Board 
 STP Collaborative Board 
 STP Chief Executive/Director of Finance Meeting 
 Lead Chief Executive, Your Future Care 
 STP Communications Lead 
 Chief Clinical Officer, CCG 
 Director of Adult Services, Torbay Council 
 Chief Officer, Adult Health and Care, Devon County Council 
 Director of Strategic Development, Plymouth Hospitals 
 Chief Executive, RD&E 
 Chair, Dartmouth Caring 

 
 
4 2017-18 Delivery: National Requirements 
Action to get A&E Performance back on track in 2017  
 
Appended to this paper (Appendix 1) is a copy of a gateway letter from Simon Stevens (NHS E) 
and Jim Mackay (NHS I) to all NHS Chief Executives setting out the actions now needed to turn 
around A&E performance in 2017. The letter follows the Chancellor’s budget statement and sets 
out NHS requirements to free up hospital bed capacity for the use of the additional £1bn made 
available for social care. It also sets out expectations around managing A&E demand including an 
additional £100m capital available to support expansion of front door streaming models and £30m 
to support the role out of 111 model to care homes.  
 
The letter also confirms the intention to simplify the focus of the 30% performance element of the 
Sustainability and Transformation Fund (STF) for 2017/18 so that it will focus on A&E rather than 
requiring providers to focus on multiple objectives. For individual trusts it will be linked to effective 
implementation of the actions set out above as well as achieving performance before or in 
September that is above 90%, sustaining this, and returning to 95% by March 2018. Providers 
and CCGs will be held accountable for delivery of the actions described through the local A&E 
Delivery Boards.  
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Directors are actively pursuing the opportunities and requirements presented by this 
gateway letter which is in line with our locally agreed trajectory. We are also in discussion 
with the CCG and Councils through the Joint Executive regarding the use of social care 
additional allocations.  The Chief Operating Officer chairs the local A&E Delivery Board 
which has representation of all key stakeholders. 
 
The Government’s Mandate to NHS England for 2017-18 
 
The mandate to NHS England sets the government’s objectives for NHS England, as well as its 
budget.  Every year the Secretary of State must publish a Mandate to ensure that NHS England’s 
objectives remain up to date.  The mandate for 2016-17 set out enduring objectives to 2020 and 
set NHS England’s budget for 5 years. The 2017-18 mandate continues the approach set out in 
2016-17, maintaining the direction set and defining annual deliverables for 2017-18. These 
include: 
 
 Rollout of 7 day services in hospitals four priority clinical standards 
 Delivery of 4 hour A&E performance - above 90% in Sept 2017 with majority of Trusts meeting 

95% by March 2018 
 Meet agreed standards on A&E, ambulances, diagnostics and referral to treatment (RTT)  
 Achieve 62 day cancer waiting times standards and maintain performance against the other 

cancer waiting times standards 
 Reduce NHS related delayed transfers of care (DTOC) in support of a total reduction of 

delayed transfers of care to 3.5% by Sept 2017 
 Support delivery of the 2017-18 Mental health 5YFV implementation plan recommendations  

The mandate is an important document as it drives the delivery framework then used by 
regulators to monitor provider performance. A copy of NHS Providers on the day briefing is 
attached (Appendix 2) which provides further detail of the requirements and expectations of 
health and social care. NHS Providers have responded on behalf of the provider sector 
expressing their view that without significant additional financial support, the NHS will not be able 
to meet the commitments required.  
 
Directors have reviewed the requirements with the CCG as part of the operational plan 
refresh and submitted trajectories for A&E to reflect the change in the national standard. 
The performance dashboard for 2017/18 which underpins the integrated performance 
report will be amended to reflect the changes.  
 
5 National Developments and Publications  
Details of the main national developments and publications since the March Board meeting have 
been circulated to the Board each week through the weekly Board developments update briefing.  
The Executive Team continues to review the implications of those national developments which 
particularly affect the Trust and the local health and care system, and will brief the Board and 
relevant Committees as appropriate including undertaking “could it happen here?” reviews where 
appropriate.   
Specific developments of interest from the past month to highlight for the Board include:  
 
Government  

  
Spring budget 2017 
Philip Hammond has delivered his first Budget as chancellor. Key points about the NHS and 
social care include: 
 Social care: £2 billion additional funding to social care in England over the next three years, 

with £1 billion available in 2017/18. We expect an extra £3m for Torbay, but do not yet have 
any details.  
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 Sustainability and Transformation Plans: The chancellor allocated an additional £325 million of 
capital to allow the first plans to proceed ahead of the next financial statement in the autumn. 

 A&E waiting times: £100 million of capital will be available immediately for up to 100 new GP 
triage projects in A&E departments at English hospitals in time for winter 2017. 

 
Five Year Forward View (5YYFV) refresh 
Simon Stevens and the other chief executives of NHS national bodies are expected to shortly 
publish an update of the 5YFV (NHS Providers briefing attached at Appendix 3). At the time of 
writing this paper, the document had been delayed by a number of days so was not available to 
summarise here. Copies will be circulated as soon as it is available.  
 
The refresh is expected to acknowledge that whilst there have been improvements in the past two 
years since the original  5YFV was published, there are also real pressures on the service as 
demand increases and we look after more people. It is expected to set out goals for the next two 
years to better target care in four areas:  
 improvements in treatment and diagnosis for those with cancer;  
 specific interventions to improve care for those with mental health conditions;  
 measures to stabilise and improve all parts of the Urgent and Emergency Care system;  and  
 Additional support for strengthening and transforming GP practices.  
 
The refresh is also expected to detail how Sustainability and Transformation Plans are being 
taken forward including an announcement regarding the development of Accountable Care 
Systems. 
 
Policy and guidance 
 
Evening and Weekend GP service set to come early 
Simon Stevens, chief executive of NHS England, wrote to Trusts setting out a five-point plan to 
help hospital trusts do more to keep patients needing social care out of hospital beds. He calls for 
the roll out of evening and weekend GP appointments to 50% of the public by March 2018 and 
100% by March 2019 – an advance on a previous target of spring 2020.   
 
Ensuring safe bed closures 
NHS England chief executive Simon Stevens has said hospitals will have to show bed number 
reductions are safe. He will introduce a new test designed to ensure this. Mr Stevens will ask that 
those proposing bed closures can meet one of three conditions:  
 Proof of sufficient alternative provision;  
 Demonstrate that specific new treatments or therapies will reduce particular categories of 

admissions; or  
 show that beds have been used less efficiently than the national average and that credible 

plans are in place to improve performance.  
 
This Trust is already demonstrating the criteria are being met before planning reduction of beds. 
 
 
Seven Day Services 
NHS England have now set out what is meant by a seven day service. They have said it is a 
programme designed to ensure patients that are admitted as an emergency, receive high quality 
consistent care, whatever day they enter hospital. NHSE have said that patients across England 
will see a revolution in hospital care with the introduction of seven day consultant-led services 
that are delivered consistently over the coming years. There are ten clinical standards that define 
the seven day services in hospitals that were developed in 2013 through the Seven Day Services 
Forum, chaired by Sir Bruce Keogh and involving a range of clinicians and patients. Of these ten, 
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four are considered were identified as priorities on the basis of their potential to positively affect 
patient outcomes. These are: 
 

 Standard 2 – Time to first consultant review 
 Standard 5 – Access to diagnostic tests 
 Standard 6 – Access to consultant-directed interventions 
 Standard 8 – Ongoing review by consultant twice daily if high dependency patients, daily 

for others 
 
New rules on agency spend 
Figures have been released to show that caps on pay for locum staff have saved the NHS £1bn 
since October 2015.  NHS Improvement have indicated that they will be tightening rules further 
from April, stopping all staff that take on extra shifts from using personal service companies 
(PSCs) to pay less tax. Up to 95% of medical locums and 90% of agency nurses are estimated to 
be using PSCs. Other changes will include hospitals not able to use staff already employed 
elsewhere in the NHS through an agency, and Trusts having to inform NHS Improvement weekly 
about how many agency shifts have cost more than £120 per hour.  
 
Performance 
 
National Performance  
Official figures for January show that just 85% of A&E cases were treated within four hours – 
down on December’s 86.2% and below a Government target of 95%. The number of patients 
waiting four hours or more from the decision to admit, through to admission, was 79,545, while 
988 people were left for longer than 12 hours. In January 2016 the corresponding figures were 
51,571 and 158 respectively. January saw 1.9m people attend A&E, with total attendances in the 
12 months to January up 4% year-on-year. NHS data also shows that the number of people 
waiting more than two months to start cancer treatment after an urgent referral reached 2,437, a 
new high. This marks 79.7% of those referred, short of the 85% target. It was also shown that 
delayed transfers of care were up 23% on a year ago, with 197,054 hospital days lost to bed 
blocking. Ambulance response times saw 66.7% of the most life-threatening situations seen to 
within eight minutes – missing a 75% target.   
 
Over half of trusts issued highest level alerts 
Over 60% of NHS trusts had to declare high-level alerts this winter. New data shows 37 trusts 
reported one or more Opel 4 alerts (an operational pressures escalation level also known as a 
black alert) between December and February, meaning they were so overcrowded safety could 
not be assured. About 62,000 beds were closed because of norovirus outbreaks, ambulances 
were turned away from hospitals 476 times. The figures show an 83% increase in agreed 
temporary diversions or "A&E diverts". Last week there were 45 temporary diverts - the highest 
ever. 
 
Think tank reports 
 
Kings Fund: Increased pressure on A&E caused by sicker patients 
80% of NHS finance directors surveyed by the King’s Fund believe a rise in severely ill patients 
and more complex needs are the main reasons for increased pressure on A&E departments. The 
latest Quarterly Monitoring Report (QMR) also found that 70% of respondents cited delays in 
discharging medically fit patients, while only 27% blamed poor access to GPs and 20% said staff 
shortages were a factor. The NHS’s already difficult finances face further difficulty after hospitals 
recently cancelled tens of thousands of operations in a bid to avert a full-blown winter crisis. The 
King’s Fund said handing large numbers of operations over to private providers and hiring extra 
staff to cope with higher demand in December and January has also dealt a major blow to efforts 
by NHS trusts to balance their books. 
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6 Local Media Update 
 
Media references to the Trust this month include: 
 Full coverage of the opening of the new critical care unit and main entrance at Torbay hospital 

and an article by Kevin Foster MP also relating to our new critical care unit here 
 The BBC show ‘Holding Back the Years’ featured Monica Bulman from Hutchings ward who, 

in her 80’s, is our eldest nurse.  
 Response to UNITE’s release on payments made to cleaners at Torbay Hospital here 
 Text reminder service – ‘get the message’ press release was issued to all local media 
 Formal closure of community hospitals was covered in several outlets here 
 An interview with Dr Rob Dyer and Liz Davenport was published in the Herald Express and is 

available on the Devon Live website ‘Why time is right to close 32 beds at Torbay Hospital’ 
here   
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High quality care for all, now and for future generations 

Dear colleague, 
 
Action to get A&E performance back on track  
 
We are writing to thank you and your staff for your work over what has been a 
highly pressurised winter, and - following the Chancellor’s Budget statement 
yesterday - to let you know about the action now needed to turnaround A&E 
performance in 2017. Further detail will be provided in the NHS Delivery Plan 
being published in three weeks’ time. 
 
Throughout this winter, there have been three consistent themes relating to 
urgent and emergency care: difficulties in discharging inpatients when they are 
ready to go home; rising demand at A&E departments, with the fragmented 
nature of out-of-hospital services unable to offer patients adequate alternatives; 
and complex oversight arrangements between trusts, CCGs and councils.  
 
To avoid a repeat next winter of this past winter, we need to make concrete 
changes on all three fronts. 
 
Freeing up hospital bed capacity 
 
First, we know that difficulties with discharging emergency inpatients has reduced 
the effective availability of beds in which to care for both emergency patients 
presenting in A&E, as well as patients needing planned surgery. It is therefore 
vital that, together with our partners in local government, we ensure that the extra 
£1 billion the Chancellor has made available for social care is in part used to free-
up in the region of 2000-3000 acute hospital beds. We would ask that you 
immediately now engage with the senior leadership of your local adult social care 
departments to discuss how those patients stuck in hospital needing home care 
or care home places can access those services.  
 
 
 
 

 
 
 
All NHS Provider Trust Chief Executives 
All CCG Accountable Officers 
All CCG Clinical Leaders  
Copy to Local Authority Chief Executives 
 
Gateway Reference: 06600 
 
 
 
 
 

 
 
 
 
 

 
 
 
 
 

9th March 2017    
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It is also, however, indisputable that there are places which have still not adopted 
best practice to enable appropriate flow, including better and more timely hand-
offs between A&E clinicians and acute physicians, discharge to assess, ‘trusted 
assessor’ arrangements, streamlined continuing healthcare processes, and seven 
day discharge capabilities. You now need to ensure these happen everywhere, 
and well before October 2017. 
 
Managing A&E demand 
 
Some estimates suggest that between 1.5 and 3 million people who come to A&E 
each year could have their needs addressed in other parts of the urgent care 
system. They turn to A&E because they are unclear about the alternatives or are 
unable to access them. 
 
You therefore now need to:  

 Ensure every hospital implements a comprehensive front-door streaming 
model by October 2017, so that A&E departments are free to care for the 
most urgent patients. Yesterday’s Budget has made available an extra 
£100 million of capital to be deployed in the next six months to support 
this. Proposals will need agreement with the Department of Health and we 
will be letting you know proposed allocations of this within the next six 
weeks. 

 Strengthen support to your Care Homes so as to ensure that they have 
direct access to clinical advice, including where appropriate on-site 
assessment. We are making available £30 million to support universal roll-
out of this model via 111, in order to reduce the risk of care home residents 
being admitted to hospital. 

 Implement the recommendations of the Ambulance Response Programme 
by October 2017, freeing up capacity for the service to increase their use 
of Hear & Treat and See & Treat, thereby conveying patients to hospital 
only when this is clinically necessary. 

 Proceed with the standardisation of Walk-In-Centres, Minor Injury Units 
and Urgent Care Centres, so that the current confusing array of options is 
replaced with a single type of centre which offers patients a consistent, 
high quality service. 

 Roll out evening and weekend GP appointments, to 50% of the public by 
March 2018 and 100% by March 2019. 

 Increase the number of 111 calls receiving clinical assessment by a third 
by March 2018, so that only patients who genuinely need to attend A&E, or 
use the ambulance service, are advised to do this.  

 
Aligned national support and oversight 
 
Given the national importance of improving NHS urgent and emergency care 
performance, we intend to simplify the focus of the 30% performance element of 
the Sustainability and Transformation Fund (STF) for 2017/18, so that it will focus 
on A&E rather than requiring providers to focus on multiple objectives. For 
individual trusts it will be linked to effective implementation of the actions set out 
above as well as achieving performance before or in September that is above 
90%, sustaining this, and returning to 95% by March 2018.  
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In order to ensure complete alignment between NHS England and NHS 
Improvement in supporting and overseeing urgent implementation of the above 
actions, we have appointed Pauline Philip as the single national leader 
accountable to us jointly.  
 
Furthermore, from 1st April we are nominating a single, named Regional Director 
drawn from NHSI and NHSE to support this implementation work and hold 
accountable both CCGs and trusts through their local STP’s A&E Delivery 
Boards. Each RD will therefore act with the delegated authority of both NHSI and 
NHSE in respect of urgent and emergency care.  
 
Thank you for your ongoing leadership on this critical part of what the NHS does 
for the people of this country. 
 
Yours sincerely  
 
 

    
 
 
Simon Stevens           Jim Mackey                                                                        
CEO, NHS England                      CEO, NHS Improvement                 
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NEXT STEPS ON THE FIVE YEAR FORWARD VIEW:                
NHS PROVIDERS ON THE DAY BRIEFING  
This briefing is a NHS Providers summary of the Next Steps on the NHS Five Year Forward View document 
(FYFVNS for the purposes of this briefing), published on 31 March 2017.  
 
 FYFVNS has been drafted by both NHS Improvement (NHSI) and NHS England (NHSE). It  outlines progress  on 
the ambitions set out in the Five year forward view since its original publication in October 2014, defines what 
still needs to be achieved over the next two years, and how this will be achieved.  It also outlines priorities for 
the service specifically in 2017/18 as follows:  

 Deliver financial balance across the NHS 

 Improve A&E performance  

 Strengthen access to GP & primary care services 

 Improve cancer and mental health services 
 

The document breaks down into 11  chapters covering a range of areas -  however this briefing focuses on the 
most  relevant points for NHS trusts and foundation trusts in particular  the “what still needs to be achieved” 
parts of the document and  new announcements. To see the full FYFVNS document please follow this link: 
https://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/. At the end of this 
briefing we have attached the NHS Providers press statement. If you have any questions about this briefing, 
please contact Edward.Cornick@nhsproviders.org.  
 

KEY AREAS OF INTEREST   

Urgent and emergency care and RTT waiting times 

Urgent and emergency care 

The document notes the progress made in urgent and emergency care over the past three years, then outlines the 
key deliverables for urgent and emergency care in both 2017/18 and 2018/19. These deliverables are a mix of 
actions for both for local organisations and national bodies to deliver. 
 
The key item to note here is the adjustment to the 95% A&E standard trusts will be required to meet. This is in line 
with what was announced in the Government’s 2017/18 mandate to the NHS. These changes are:  

 before September 2017 over 90% of emergency patients are treated, admitted or transferred within 4 hours 
(up from 85% currently being delivered) 

 the majority of trusts will have to meet the 95% standard in March 2018 

 the NHS overall returns to the 95% standard within the course of 2018  

 Also to note, the document confirms the previous standard contract fines for A&E have been dropped for 
those providers who have agreed control totals. From April 2017 the rules governing the performance 
element of the £1.8 billion sustainability and transformation fund (STF) for acute trusts that relates to A&E 
will be amended. The non-appealable rules expected for access to the STF are set out at the end of the 
FYFVNS document at reference 24.   
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The document also prescribes how the trusts should achieve these changes and improve their current A&E 
performance:  
By October 2017: 
 Every hospital must have “comprehensive front-door clinical streaming”. 

 Every hospital and its local health and social care partners must have “adopted good practice to enable 
appropriate patient flow”. This includes better hand-offs between A&E and acute physicians, ‘discharge to assess’, 
‘trusted assessor’ arrangements, streamlined continuing healthcare processes, and seven day service (7DS) 
discharge capabilities. 

 
By March 2018: 
 Trusts should work with local councils to ensure that the extra £1 billion provided in the March 2017 budget for 

adult social care is used in part to reduce delayed transfers of care (DTOC), thereby helping to free up 2000-3000 
acute hospital beds. Progress against this figure “will be regularly published” - the document does not say by 
whom or how frequently. 

 ensure that 85% of all assessments for continuing health care funding take place out of hospital in the 
community setting, 

 Implement the “High Impact Change Model” for reducing DTOCs.   
 
It also notes a range of actions that the national bodies will undertake: 
 Roll-out by spring 2018 of 150 standardised new ‘Urgent Treatment Centres’ which will open 12 hours a day, 

seven days a week, integrated with local urgent care services.  

 Implement the recommendations of the Ambulance Response Programme by October 2017, putting an end to 
long waits not covered by response targets.  

 
It also notes a range of actions that the national bodies will undertake regarding with NHS 111 and primary care: 
 Enhance NHS 111 by increasing from the proportion of 111 calls receiving clinical assessment by March 2018,  

 By 2019, NHS 111 will be able to book people into urgent face to face appointments  

 Roll out evening and weekend GP appointments, to 50% of the public by March 2018 and 100% by March 2019.  
 
To support these changes, the FVFVNS outlines the following support measures: 
 £100m in capital funding, as announced in the budget, to support modifications to A&Es to enable clinical 

streaming by October 2017.  

 Aligned national programme management. NHSI/NHSE will appoint a single national leader accountable for all 
of the above actions. Also from 1 April 2017 a single Regional Director drawn from either NHSI or NHSE will hold 
to account both CCGs and trusts in each STP area for the delivery of the local urgent care plan. 

 

RTT waiting times 

The document makes reference to the referral to treatment time 18 week 92% target. It says:  
 
“Looking out over the next two years we expect to continue to increase the number of NHS-funded elective 
operations. However given multiple calls on the constrained NHS funding growth over the next couple of years, 
elective volumes are likely to expand at a slower rate than implied by a 92% RTT incomplete pathway target. While 
the median wait for routine care may move marginally, this still represents strong performance compared both to 
the NHS’ history and comparable other countries.”  
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This has been taken as recognition by NHSI and NHSE that performance against the 92% constitutional standard is 
not likely to be achieved in 2017/8.   

 

Integrating care - STPs, ACOs and ACSs 

The FYFVNS document has a chapter dedicated to integrating care. This provides two main functions: 
1. Outlining key areas of clarification for STPs (now referred to in the document as Sustainability and 

Transformation Partnerships), accountable care system and accountable care organisation integration models 
2. Outlining new policy changes associated with  these models  
 
These areas are summarised in the two tables following below: 
 

Area of clarification Explanation  

Statutory role of STPs 
 The document says: “STPs are not new statutory bodies. They supplement rather 

than replace the accountabilities of individual organisations. It’s a case of ‘both 
the organisation and our partners’, as against ‘either/or” 

Uniformity and running of 
STPs 

 The document says: “The way STPs work will vary according to the needs of 
different parts of the country. Place-based health and care systems should be 
defined and assessed primarily by how they practically tackle their shared local 
health, quality and efficiency challenges. We do not want to be overly 
prescriptive about organisational form… [but] all STPs need a basic governance 
and implementation ‘support chassis’ to enable effective working ” 

What Accountable Care 
Systems (ACSs) are 

 Essentially what the most advanced STPs will aspire to be. The document says: 
“ACSs will be an ‘evolved’ version of an STP that is working as a locally integrated 
health system. They are systems in which NHS organisations (both commissioners 
and providers)…choose to take on clear collective responsibility for resources 
and population health …specifically, ACSs are STPs - or groups of organisations 

within an STP sub-area… that get far more control and freedom over the 
total operations of the health system in their area” 
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What ACS’s can or should 
do 

 Agree an “accountable performance contract” with NHSE and NHSI to commit to 
make faster improvements in the key deliverables set out in the FYFVNS  

 Manage funding for their defined population, committing to shared performance 
goals and a financial system ‘control total’ across CCGs and providers.  

 Effectively abolish the annual transactional contractual purchaser/provider 
negotiations within their area. 

 Create an effective collective decision making and governance structure 

 Demonstrate how their provider organisations will operate on a horizontally 
integrated basis 

 Demonstrate how they will simultaneously also operate as a vertically integrated 
care system, partnering with local GP practices. 

 Deploy rigorous population health management capabilities that improve 
prevention 

 Establish clear mechanisms by which residents within the ACS’ defined local 
population will still be able to exercise patient choice. 

What Accountable Care 
Organisations (ACOs) are 

 The document says: “In time some ACSs may lead to the establishment of an 
accountable care organisation. This is where the commissioners in that area have 
a contract with a single organisation for the great majority of health and care 
services and for population health in the area. A few areas in England are on the 
road to establishing an ACO, but this takes several years”  

 
 

Area of policy change Explanation  

Assessment of STPs 
 NHSI and NHSE will publish metrics at STP level in July that will “align” with the 

Single Oversight Framework for NHS provider trusts and NHSE’s annual CCG 
Improvement and Assessment Framework. 

Governance of STPs 

STPs must: 
 form an STP board drawn from constituent organisations and including 

appropriate non-executive participation, partners from general practice, and in 
local government wherever appropriate.  

 establish formal CCG Committees in Common or other appropriate decision 
making mechanisms where needed for “strategic decisions between NHS 
organisations.” 

 ensure the STP has the necessary programme management support by pooling 
expertise and people from across local trusts, CCGs, CSUs and other partners.  
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Communication of STPs 

 From 1 April 2017, NHS organisations will have to show that proposals for 
significant hospital bed closures, requiring formal public consultation, can meet 
one of three “common sense conditions”: 

 That sufficient alternative provision is being put in place alongside or ahead of 
bed closures, and that a new workforce can deliver it; and/or 

 That specific new treatments or therapies will reduce specific categories of 
admissions; and/or 

 Where a hospital has been using beds less efficiently than the national average, 
has a credible plan to improve performance without affecting patient care 

How to become an ACS 

 The document says: “We expect that candidates for ACS status to include 
successful vanguards, ‘devolution’ areas, and STPs that have been working towards 
the ACS goal. In Q1 2017/18, NHSE and NHSI will jointly run a light-touch process to 
encourage other STPs (or coherent parts of STPs) to come forward as potential 
ACSs. This is a complex transition which requires careful management, including of 
the financial framework so as to create opportunity while also reducing instability 
and managing risk.” 

Freedoms given to ACSs 
by the national bodies 

 The ability for the local commissioners in the ACS to have delegated decision rights 
in respect of commissioning of primary care and specialised services. 

 A devolved transformation funding package from 2018, potentially bundling 
together national funding for GPFV, mental health and cancer. 

 A single ‘one stop shop’ regulatory relationship with NHSE and NHSI with 
streamlined oversight arrangements, with an integrated CCG IAF and trust single 
oversight framework. 

 The ability to redeploy attributable contracting staff and related funding from NHSE 
and NHSI to support the work of the ACS. 

 

 

 

OTHER AREAS OF INTEREST   

Funding and efficiency  

The document outlines a 10 point plan for the next two years to increase efficiency for the NHS in England. This 
briefing picks out the key points of this plan below and the keys areas where they impact on providers. 
 
1. Free up 2000 to 3000 hospital beds  

 Using the extra £1bn awarded to adult social care in the last budget hospital trusts “must now work with their 
local authorities, primary and community services to reduce delayed transfers of care.” 

2. Further clamp down on temporary staffing costs and improve productivity 

 Trusts are set a target of cutting £150m in medical locum expenditure in 2017/18. NHSI will require public 
reporting of any locum costing over £150,000 per annum.   
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3. Use the NHS’ procurement clout  

 All trusts will be required to participate in the Carter Nationally Contracted Products programme, by 
submitting and sticking to their required volumes and using the procurement price comparison tool. 

4. Get best value out of medicines and pharmacy 

 NHSI support trusts to save £250m from medicines spend in 2017/18 by publishing the uptake of a list of the 
top ten medicines savings opportunities, and work with providers to consolidate pharmacy infrastructure  

5. Reduce avoidable demand and meet demand more appropriately 

 NHS provider trusts will have to screen, deliver brief advice and refer patients who smoke and/or have high 
alcohol consumption in order to qualify for applicable CQUIN payments in 2017/18 and 2018/19.   

6. Reduce unwarranted variation in clinical quality and efficiency  

 Trusts to improve theatre productivity in line with Get it right first time (GIRFT) benchmarks and implement 
STP proposals to split ‘hot’ emergency and urgent care from ‘cold’ planned surgery clinical facilities for 
efficient use of beds. 

7. Estates, infrastructure, capital, and clinical support services 

 The NHS and Department of Health are aiming to dispose of £2bn of surplus assets this parliament, following 
recommendations from the forthcoming Naylor review. 

8. Cut the costs of corporate services and administration 

 NHSI is targeting savings of over £100m in 2017/18, from trusts consolidating these services, where 
appropriate across STP areas. NHSI is also establishing a set of national benchmarks.  

9.  Collect income the NHS is owed 

 The Government has set the NHS the target of recovering up to £500m a year form overseas patients, Twenty 
trusts will now pilot new processes to improve the identification of chargeable patients   

10. Financial accountability and discipline for all trusts and CCGs 

 Outlines the operation of control totals - 70% of the STF will again be tied to delivery against control totals. 
Provider trusts not agreeing control totals will lose their exemption from contract fines. From August 2017 
CQC will begin incorporating trust efficiency in their inspection regime based on a Use of Resources rating. 
Trusts missing their control totals may be placed in the Special Measures regime.  

 

Mental Health 

What still needs to be achieved 

 An extra 35,000 children and young people being treated through NHS-commissioned community services next 
year compared to 2014/15 

 NHSE to fund 150-180 new CAMHS Tier 4 specialist inpatient beds, rebalancing beds from parts of the country 
where more local CAMHS services can reduce inpatient use. 

 74 24-hour mental health teams at the Core 24 standard, covering five times more A&Es by March 2019 

 An extra 140,000 physical health checks for people with severe mental illness in 2017/18. 
How it will be achieved 

 Expand the mental health workforce – 800 mental health therapists embedded in primary care by March 2018, 
rising to over 1500 by March 2019.  

 Reform of mental health commissioning so that local mental health providers control specialist referrals and 
redirect around £350m of funding. 

 Clear performance goals for CCGs and mental health providers, matched by unprecedented transparency using 
the new mental health dashboard.  
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Cancer 

What still needs to be achieved 

 Introduction of a new bowel cancer screening test for over 4m people from April 2018.  

 Introduce primary HPV testing for cervical screening from April 2019 to benefit 3m women per year. 

 Expand diagnostic capacity so that England is meeting all 8 of the cancer waiting standards. 

 Performance incentives to trusts for achievement of the cancer 62-day waiting standard will be applied to extra 
funding available to our cancer alliances.  

 23 hospitals have received new or upgraded radiotherapy equipment in early 2017, and over 50 new 
radiotherapy machines in at least 34 hospitals will be rolled out over the next 18 months. 

How it will be achieved 

 Targeted national investment, including £130m for a national radiotherapy modernisation fund. £36m has been 
spent so far, with a further £94m planned to be spent over the next 18 months. 

 Expand the cancer workforce: HEE to have trained 160 non-medical endoscopists by 2018, alongside 35 more 
places for ST1 clinical radiology training. 

 Performance goals for CCGs and cancer providers, and transparency using the new cancer dashboard.  

 Three cancer vanguards creating population cancer budgets so as to integrate commissioning of cancer surgery, 
radiotherapy and cancer drugs for 9.6m people., and 

 

Other areas of relevant interest the document says will be delivered in the next two years  

Workforce 

 A new nurse retention collaborative run by NHSI and NHS Employers will support 30 trusts with the highest 
turnover.  

 A consultation will be launched on creating a Nurse First route to nursing, similar to the Teach First programme.  

 NHSI will publish guidance on effective electronic rostering.  

 Undergraduate medical school places will grow by 25% adding an extra 1500 places, starting with 500 extra 
places in 2018 and a further 1000 from 2019.  

 
Technology 

 By summer of 2017 GPs will be able electronically to seek advice and guidance from a hospital specialist without 
the patient needing an outpatient appointment.  

 In the summer 2017 an updated online patient appointment system will be launched, providing patients with 
the ability to book their first outpatient appointment with access to waiting time information on a smartphone, 
tablet or computer. 

 The NHS e-Referral Service is currently used by patients to arrange just over half of all referrals into consultant-led 
first outpatient appointments. By October 2018 all referrals will be made via this route, improving patients’ 
experience and offering real financial and efficiency benefit 

 By December 2018 there will be a clear system in place across all STPs for booking appointments at particular GP 
practices and accessing records from NHS 111, A&Es and UTCs  
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NHS PROVIDERS PRESS STATEMENT 
NHS PROVIDERS COMMENTS ON THE NHS FIVE YEAR FORWARD VIEW DELIVERY PLAN 

Embargoed until 00.01 hours, Friday 31 March 2017 
 
Commenting on the NHS Five Year Forward View Delivery Plan published today, Chris Hopson, NHS Providers Chief 
Executive said: 
 
“We welcome the plan’s recognition of the scale of challenge the NHS faces - rapidly rising demand, the longest and 
deepest financial squeeze in NHS history and growing staff shortages.” 

 
On the task facing NHS trusts in 2017/18 and 2018/19 
“Two weeks ago, in our Mission Impossible? report, we set out how impossible the task was for NHS trusts in 
2017/18 and we called for greater realism. We therefore welcome the new performance trajectories for the key four 
hour A&E and 18 week elective surgery targets next year. But we do need to remember the impact on patients. 
More will have to wait longer in A&E and for routine surgery than they should. That’s why, in our report, we said that 
NHS trusts would much prefer to be properly funded to meet the NHS constitutional standards. 
 
“Trusts look forward to working with NHSE and NHSI to finalise two key details not covered in the plan. 
 
“First, we need to finalise the 2017/18 financial targets. Our recent survey of trust finance directors estimated a £1 
billion gap in the 2017/18 budget if trusts are to achieve the required financial balance. Given the new financial year 
starts tomorrow we need to rapidly work out how to fill this gap and what the overall provider sector financial target 
should be. We believe trusts will be doing well to reproduce this year's likely performance of an £800-900m deficit. 
 
“Second, we need to work out what can actually be delivered in 2018/19 given that NHS frontline funding increases 
drop even further from +3.6% in 2016/17 to +1.3% in 2017/18 and then to +0.4% in 2018/19. This means that NHS 
real terms spending per person (adjusting for age) will actually decrease in 2018/19 - a very rare occurrence. 
 
“We also welcome the explicit acknowledgement in the plan of the scale of risk facing NHS trusts in delivering all 
they are required to in 2017/18. We must not forget how difficult this winter was for staff and patients with 
unacceptable levels of patient safety risk. We need to ensure this risk is much better managed next winter. For 
example, the NHS needs between 2,000 and 3,000 beds freed up as a result of the extra £1 billion social care funding 
allocated in the Budget. Without this, or other extra capacity, the plan’s A&E performance trajectories in the second 
half of 2017/18 already look very difficult indeed – even though these are already below the NHS constitutional 
standard. 
 
“Trust leaders also recognise the importance of their role in delivering the new cancer and mental health 
improvements for patients and service users. It is important that we continue to make progress in these two areas.” 

 
On the development of Sustainability and Transformation Partnerships (STPs) 
“We welcome the pragmatic and flexible approach to developing STPs. The plan recognises that the 2012 Health 
and Social Care Act prevents the creation of a formal ‘mid level STP tier’ with statutory powers.  
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“The plan also recognises the importance of existing governance and accountability structures focussed on trusts, 
but also the opportunity for shared decision making at the STP level.  
 
“Finally, it allows different STPs to move at different speeds: enabling the fastest to progress without delay but not 
forcing others to adopt a single uniform approach they neither want nor are ready for. 
 
“We look forward to working with NHSI and NHSE on the details of how STPs will develop in future over the next few 
weeks.” 
 
On workforce 
“Trust leaders tell us that concerns over workforce are now at the top of their worry list. This includes concerns about 
growing staff shortages, the unsustainable pressure on staff and the viability of maintaining a 1% pay cap. We note 
the workforce proposals in the plan and will want to test with NHS trusts whether these really do represent a viable 
and sustainable solution.” 
 
On the future strategic direction of the NHS 
“We welcome the restatement of the Five Year Forward View vision of closing the health, care and financial gaps and 
the move to new care models, which we strongly support. 
 
“We also welcome recognition that transformation at the required speed can only occur with capital investment and 
by growing capacity closer to people’s homes in the community. The Chancellor’s commitment to address these 
needs in the Autumn Statement is welcome but the detail of how that commitment is met will be important. Trust 
leaders tell us they are very worried by the current approach to capital – it is short sighted and unsustainable to carry 
on robbing capital budgets to prop up daily running costs 
 
“Transformation also requires the right leadership capacity that is in desperately short supply given the increasing 
fragility of services and the leadership time required to keep them stable.” 
 
Summary 
“The plan reinforces a simple, stark, truth: that you get what you pay for. Trusts will do all they can to transform and 
realise efficiencies as quickly as possible. But if NHS funding increases fall way behind demand and cost increases 
NHS services inevitably deteriorate. That is clearly now happening.” 

 
ENDS 
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REPORT SUMMARY SHEET 

Meeting Date 5th April 2017 

Report Title Month 11 Integrated Finance, Performance, Quality and Workforce Report 

Lead Directors Director of Strategy & Improvement  
Director of Finance/Deputy Chief Executive 

Corporate Objective 

 

 Safe, quality care and best experience  
 Valuing our workforce 
 Well led 

Corporate Risk/ 
Theme 

 

 Failure to achieve key performance standards 
 Inability to recruit/retain staff in sufficient number/quality to maintain 

service provision 
 Lack of available Care Home/Domiciliary Care capacity of the right 

specification/ quality. 
 Failure to achieve financial plan 
 Delayed delivery of integrated care organisation (ICO) care model 
 Capacity in neurology leading to lack of new patient appointments, 

leading to long delay to initial assessment, threat of Referral to 
Treatment breach. 

Purpose 

 

Information Assurance Decision 

   

Summary of Key Issues for Finance, Performance and Investment Committee 

Strategic Context 

 

 

 

 

 

 

 

 

 

Financial Plan, Control Totals and Sustainability and Transformation Fund 

Having originally submitted a Payment by Results (PBR) plan for 2016/17 to 
deliver a financial Control Total of £1.7m and secure national Sustainability and 
Transformation Fund monies for financial delivery, the Trust subsequently 
submitted a revised forecast having been encouraged to reinstate a Risk Share 
Agreement (RSA) based plan. This moved the year-end forecast from £1.7m 
surplus to £8.6m deficit as the Trust picked up a share of system risk. Since 
month 9 the Trust has reported a further revision and is forecasting £11.6m 
deficit after RSA applied. (£11.04m as reflected in NHS I reporting 
requirements). The Trust has been in dialogue with NHS I since month 1 
regarding the revised RSA plan and has been reporting delivery against both the 
PbR and RSA based plans to the Board and Finance and Investment 
Committee.  

In addition to financial performance, access to a proportion of SFT funding for 
2016/17 is also dependent on delivery of national operational standards relating 
to ED 4 hour waits, Cancer 62 day waits, diagnostic 6 week waits and Referral 
to Treatment (RTT) 18 week waits.      

Regulatory Context: The Single Oversight Framework 

The Single Oversight Framework was introduced from Oct 2016 and replaced 
Monitor’s Risk Assessment Framework and the NHS Trust Development 
Authority’s Accountability Framework and applies to all NHS providers including 
the ICO. The framework is being used by NHS I to identify NHS providers’ 
potential support needs across the 5 themes of quality of care, finance and use 
of resources, operational performance, strategic change and leadership and 
improvement capability.   Providers have been segmented into one of four 
categories ranging from Segment 1 - maximum autonomy with no support needs 
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identified - to Segment 4 for providers in special measures. The Trust has been 
assessed overall as being in Segment 2 which attracts an offer of targeted 
support in response to concerns in relation to one or more of the 5 themes. Mark 
Hackett’s support has been secured through this process to help improve the 
Trust’s financial sustainability, efficiency and compliance with sector controls 
such as agency costs.    

Key Issues/Risks 

 

At month 11 the forecast rating for ‘use of resources’ is projected as 4 (the same 
as last month) against a plan of 3.  

Performance has improved from the January position against all four national 
operational standards under the Single Oversight Framework. This improvement 
has brought one of the indicators back to a Green RAG rating (62 day cancer 
waits), the  remaining three indicators – A&E 4 hour wait, RTT 18 weeks and 
diagnostics  < 6 weeks wait  remain RAG rated RED in February (an 
improvement on the 4 RAG rated RED in January).  Given the national position 
for 4 Hour performance, the Trust is regularly performing in the ‘top 40’ of 
hospital performance in England and NHSI have indicated they recognise our 
relative performance as ‘good’.  

Key issues, and overall Trust performance to the end of February 2017, are 
summarised in section 2 (pages 1 – 4) of the attached report.  The detail behind 
this summary is then set out in the remainder of the report. The Appendices that 
sit behind this report (data book, schedules and benchmarking reports) were 
reviewed by the Finance and Investment Committee (28th March).  

As agreed at last month’s Board, the detailed Appendices will no longer be 
included in the Board pack as the operational detail has been assessed and 
challenged at the Finance and Investment Committee review and any matters of 
concern will be reported to Board in the report of the Finance and Investment 
Committee Chair.  A revised format and approach to integrated performance 
reporting will be developed for month 1 of 2017/18, with a full review being 
completed by month 7.   

Recommendations 

 

The Board is asked to: 

 Consider the assurance provided in the contents of the report and 
challenge the performance achieved/summarised in this report. 

 

Summary of ED 
Challenge/Discussion 

Executive Directors: Directors considered the Month 11 position at their 
meetings on 14th, 21st and 28th March 2017.  The financial position was reviewed 
and the impact of the Call to Action on performance and the year end forecast 
was assessed for further action required. Directors confirmed their commitment 
to all available actions to deliver the revised deficit plan, thus absorbing 
additional exceptional items. With reference to performance, the continued rise 
in the number of patients waiting over 52 weeks was specifically reviewed 
following challenge at the February Board meeting and options discussed.  

SDU Quality & Performance Review Meetings:   Executive Directors held the 
service delivery units’ quality and performance review meetings on 23 March 
2017. These meetings form a key element of the Trust’s accountability 
framework and provide the opportunity for detailed scrutiny of delivery, 
escalation of new/emerging risks and identification and sharing of good practice. 
In addition to focussing on Month 11 and year-end forecast financial, 
performance, quality and workforce position, this month’s meetings also included 
an update on 2017/18 planning for cost, service and system wide improvement 
plans. Whilst there has been considerable progress in developing robust plans 

Page 35 of 10906 - 2017.04.26_CX_Report.pdf
Overall Page 51 of 173



   

Public 
 

to deliver the 17/18 financial plan, plans to deliver the full amount are not yet in 
place and urgent work is underway to identify further opportunities, with 
assistance from NHSI special advisor to identify evidence based for same.   

Finance, Performance and Investment Committee:  

Directors presented the Month 11 financial and performance headlines, year-end 
forecast and areas for priority review to the Finance and Investment Committee 
on 28 March.   

Internal/External 
Engagement inc. 
Public, Patient & 
Governor 
Involvement 

 

N/A 

 

Equality & Diversity 
Implications 

N/A 
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MAIN REPORT 

1. Introduction  

This report provides commentary on performance at the end of February 2017 (Month 11).  
Commentary on key variances and improvements is set out in the report and highlighted in the 
performance dashboard (attached Appendix 1). The report has been informed by the outcomes and 
actions from: 

 Efficiency Delivery Group meeting (held 20 March),  

 Service Delivery Unit Quality and Performance Review meetings (held 23 March) 

 Executive Director meetings (held 14, 21 and 28 March).   
 

Feedback and further action following scrutiny at the Finance, Performance and Investment 
Committee of 28th March will be reflected in the Committee Chairman’s report to the Trust Board. 

A separate report updating on progress from the ‘Call to Action’ is included in the Board pack to 
provide further assurance on financial recovery.  

2. Performance Summary  

2.1 Financial Performance Summary 
 

Key financial headlines for month 11 to draw to the Committee’s attention are as follows:  

 £4m Recovery Plan: Against the initial £3.82m recovery plan, delivery of £3.74m is now forecast 
including the addition of some new schemes.  Forecast cost pressures have reduced, and there 
has been an improvement in divisional forecasts of a further £0.75m.   

 Exceptional Cost Pressure: As reported to the February Board meeting, additional pressures 
totalling £1.19m have arisen, principally from implementing the agreed MARS scheme (£0.767m) 
and an unanticipated adjustment to Treasury rules affecting the level of provisions all Trusts have 
to charge to their accounts (£0.425m). 

 Forecast Deficit: As a consequence to achieve the forecast deficit position of £11.6m (equating 
to £11.04m as measured against NHSI requirements and reported since month 9) at M11 there is 
a £0.579m gap in addition to the recovery plan which needs to be closed. This is an improvement 
from M10 reporting where the forecast gap at was £0.932m.  Further mitigating actions have been 
identified to close the gap of £0.579m to ensure that the year-end forecast deficit is achieved.  
These are described in the Financial Recovery Plan paper as included on both the Finance, 
Performance and Investment Committee and Board agendas this month. 

 EBITDA: For the period to 28 February 2017 EBITDA is £3.10m. This is showing an adverse 
position against the PBR plan by £12.93m. Measured against the Risk Share arrangement this 
would result in an EBITDA adverse variance of £4.65m. 

 Income and Expenditure: The year to date income and expenditure position is a £9.67m deficit 
which is £11.77m adverse against the PBR plan, and £3.49m adverse against the RSA plan. The 
Trust has a £0.3m surplus in month. This reflects a reduction in depreciation costs of £1.2m due 

Report to Board of Directors  

Date 5 April 2017 

Lead Director 
Director of Strategy and Improvement and  
Director of Finance/Deputy Chief Executive 

Report Title 
Integrated Finance, Performance, Quality and Workforce Report 

(Month 11: February 2017) 
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to a reassessment of asset lives and is after STF income and risk share income has been 
applied.   

 CIP Programme: At the close of Month 11, the Trust has cumulatively delivered £8.3m of CIP 
savings, against a pro-rata target of £11.36m, resulting in a £3.06m cumulative shortfall. The full 
year forecast has improved to £11.73m, reducing the shortfall to £2.73m by the year end – an 
improvement of £300k on last month’s forecast. Of the full year forecast, £8.1m has been 
delivered recurrently in 2016/17 with a full year effect of £11.8m.   

 Risk Rating: The NHS I Single Oversight Framework came into effect from the 1 October 2016, 
and at month 11 the Trust has delivered a rating of 4 under the “Use of Resource” (UOR) rating 
(Scoring: Rating of 1 = best, Rating of 4 = poorest).  In terms of overall ranking, at this stage the 
Trust remains in Segment 2 in the most recent NHSI classification published earlier in March 
2017. 

 Cash position: Cash balance at month 11 is £10.89m which is lower than PBR plan by £9.41m, 
and RSA plan £8.33m mainly due to debtors.   

 Capital: Capital expenditure is £18.25m behind PBR plan at month 11, largely reflecting the 
Board’s decision to hold capital investment following the agreement of the RSA based forecast.   

 Agency Spend: At month 11, the YTD position of agency spend is at 4.30%, 1.28% over the 
NHSI cap target of 3.03%.The projected full year spend for Agency in FY 2016/17 is £9.7m which 
will give the Trust a metric of ‘3’ on Agency use under the ‘Use of Resource’ risk rating.  This is an 
improvement on the Month 10 forecast of a metric of ‘4’.  

2.2 NHS I Single Oversight  Framework - Operational Performance Indicators 

Key operational performance headlines for month 11 are as follows: 
 Performance has improved from the January position against all four indicators which form our 

Regulator’s national assessment of performance under the Single Oversight Framework.  
 However whilst this improvement has brought one of the indicators back to a Green RAG rating 

(62 day cancer waits), the  remaining three indicators – A&E 4 hr wait, RTT 18 weeks and 
diagnostics  < 6 weeks wait  remain RAG rated RED in February (an improvement on the 4 RAG 
rated RED in January).  Given the national position for 4 Hour performance, the Trust is regularly 
performing in the ‘top 40’ of hospital performance in England and NHSI have indicated they 
recognise our relative performance as ‘good’.  

2.3  Local Performance Indicators 

In addition to the SOF indicators there are a further 22 indicators agreed locally with the CCG, of 
which 8 were RAG rated RED in February (an improvement on the 10 RAG rated RED in January) 
as follows: 

 RTT waits over 52 weeks:   17 (15 last month) against standard of zero  

 Ambulance handover > 60 minutes:  10 (22 last month)  

 Ambulance handovers > 30 minutes:  71 delays against trajectory of 30 (last month 123)  

 A&E patients (ED only):   84.3% (81.4% last month) against 95% target.   

 Care plan summaries % completed    
within 24 hrs of discharge weekdays:  65.3% (62.8% last month) against 77% target      

 Care plan summaries % completed  
within 24 hrs discharge weekend:  28.7% (30.3% last month) against 60% target 

 Clinic letters timeliness % specialties  
Sent within 4 working days:   72% in February against 80% target  

Of the remaining indicators, 13 were rated GREEN and one AMBER. 
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2.4 Local Quality Framework  

There are 19 Local Quality Framework indicators in total of which 2 were RAG rated RED for 
February as follows: 

 Fractured Neck of femur:    84.6% against 90% target 

 Follow ups past to be seen date:   7,050 (7,028 last month) 

Of the remaining 17 indicators, 11 were rated GREEN, five AMBER and one is not RAG rated. 

2.5 Community and Social Care Framework 

There are 14 Community and Social Care indicators in total of which 2 were RAG rated RED in 
February (an improvement from 3 in January) as follows:   

 Delayed discharges community hospitals:  223 (Last month 179).   

 Number of care home placements against trajectory: 636 against trajectory of 619 (reducing 
trajectory) permanent placements. Last month 636. 

Of the remaining 12 indicators, 9 were rated GREEN, and the remaining 3 no RAG rating.  

2.6 Change Framework 

There are a total of 3 indicators attached to the change framework, these are not yet RAG rated 
pending agreement on tolerances. 

2.7 Workforce Framework   

4  indicators in total of which 2 RAG rated RED as follows: 

 Staff sickness/absence: The annual rolling sickness absence rate of 4.40% at the end of January 
2017 represents a continuing upward trend.  The target the Trust set itself was 3.90% for the end 
of January 2017.   

The Workforce and OD Group have a view that more robust reporting and validation has 
contributed to the increase in the reported sickness absence rate.  A continued drive to reduce 
sickness absence levels is continuing and has again been included as an enabling efficiency 
scheme in the 2017/2018 Operations Plan. 

 Appraisal rate for the end of February 79% is an increase from the 78% of January, but below the 
target of 90%.   

The overall decrease from the levels of the end of last year is an anticipated outcome of the “Call 
to Action” activity including managers in clinical areas increasing their clinical input.  Managers 
continue to receive monthly workforce reports detailing compliance. In addition workforce KPIs, 
which include appraisal rates, are a standard agenda item for discussion at senior manager 
meetings in the Trust and incorporated into Divisional/Directorate performance reports. 

1 indicator at risk of becoming AMBER 

 Statutory and mandatory training compliance:  The current rate of 85% which is at target level has 
remained the same from the January level but due to the “Call to Action” deferral of some face to 
face statutory and mandatory training this may reduce through March.  Staff are encouraged to do 
their training digitally but there are some modules that require face to face input for clinical staff.    
 

Of the remaining 2 indicators both were rated GREEN 
  

Page 39 of 10906 - 2017.04.26_CX_Report.pdf
Overall Page 55 of 173



   

Public 
 

3. Financial Summary  

3.1 Summary of Financial Performance 

 

As at 28th February 2017, the Trust is reporting a £9.67m deficit; £11.77m behind the original PbR 
based plan and £4.65m behind RSA plan. EBITDA, at £3.10m is £12.93m below PbR planned level.  
and behind the revised RSA based plan by £4.65m at EBITDA level and £3.49m in respect of the 
overall deficit.  

Within this position, income is ahead of plan by £7.70m based on the PbR plan, and £4.56m based 
on the RSA plan. Under the terms of the RSA an additional £8.64m has been accrued to reflect the 
contribution expected from commissioning organisations. The achievement of the financial control 
total and performance standards, other than RTT in months up to month 4, resulted in an additional 
£1.535m of STF funding that was not predicted in the RSA plan being achieved in Quarter 2 and 
reflected in this position above. Total STF income received to date is £3.21m. 

Operating expenses are showing an adverse position against PBR plan (which included 
Commissioner QIPP reductions) of £20.63m, and £9.20m against the RSA plan. 

3.2 Income 

 

Other than the £1.535m favourable variance in respect of the STF funding, Healthcare Income is 
behind the RSA plan by £0.3m.  This is an adverse movement of £0.2m in month reflecting reduced 
acute income of £0.2m, the largest element of which is £0.1m relating to the claim on the Cancer 
Drugs Fund (CDF) being lower than planned this month. The Public Health / Dental element of the 
NHSE contract is £0.06m behind plan this month as a result of small variances in all settings. The 
other commissioners account for the remaining c£0.04m under performance. 
 
The Trust’s local CCG block adjustment stands at £9.5m (£9.8m at M10), which is £2.6m above the 
expected adjustment (see Appendix 1). This is mainly as a result of over performance of Non 
Electives (£3.7m offset by £0.8m increase in the Emergency Adjustment). The remaining over 
performance is within adult critical care (£0.6m) and pass through drugs (£0.4m), offset by under 
performance in Elective (£1.2m), A&E (£0.1m) and excluded devices (£0.2m). 
 
STF funding of £3.21m in total has been received and included in the year to date figures. A total of 
£6.7m is planned under the PbR arrangements for the full year, but was reset at £1.675m in the RSA 
plan after publication of the rules for receipt by NHS Improvement, with this phased into quarter one 
to reflect expected achievement. An additional £1.535m has been achieved at Quarter 2 as the 
financial control total and performance targets, other than RTT in months 5 and 6, have been met.  

PbR Plan Actual Variance

Changes 

PbR to RSA 

Plan

Variance to 

RSA Plan

Variance to 

RSA Plan
Change

£m £m £m £m £m £m

Income 360.18  367.88  7.70  3.14  4.56  4.61  ↓

Operating expenses (344.15) (364.78) (20.63) (11.43) (9.20) (7.17) ↑

EBITDA 16.03  3.10  (12.93) (8.29) (4.65) (2.55) ↑

Non‐operating revenue 2.09  1.16  (0.93) 0.00  (0.93) (0.97) ↓

Non‐operating expenses (16.02) (13.93) 2.09  0.00  2.09  0.37  ↑

Surplus / (Deficit) 2.10  (9.67) (11.77) (8.29) (3.49) (3.15) ↑

Year to Date ‐ Month 11 Plan Changes Previous Month YTD

Income & Expenditure
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3.4  Non-operating Expenses 

 

 Donations & Grants is £1.1m adverse, primarily due to the delayed receipt of donated assets 
relating to the CCU. 

 Depreciation is £2.8m favourable, primarily due to the review and extension of asset lives, 
reduction in 2016/17 capital expenditure and the delay in bringing the new TP facility into use. 

 Restructuring costs are £1.1m adverse, due to MARS costs incurred (February 2017 MARS costs 
£767k) 

 Gains/losses on Asset Disposals is £0.3m favourable, primarily due to the income from the sale of 
the surgical robot. 

 PDC dividend payable costs are £0.3m favourable to Plan, primarily due to reduced capital 
expenditure (net of reduced loan drawdown). 

3.5  Cost Improvement Programme  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Plan Actual Variance

Changes 

PbR to RSA 

Plan

Variance to 

RSA Plan

Variance to 

RSA Plan
Change

£m £m £m £m £m £m

Donations & Grants 1.94  0.84  (1.10) 0.00  (1.10) (1.15) ↓

Depreciation & Amortisation (10.45) (7.68) 2.77  0.00  2.77  1.12  ↑

Impairments 0.00  0.00  0.00  0.00  0.00  0.00  ↔

Restructuring Costs 0.00  (1.05) (1.05) 0.00  (1.05) (1.07) ↓

Finance Income 0.15  0.07  (0.08) 0.00  (0.08) (0.07) ↑

Gains / (Losses) on Asset Disposals 0.00  0.25  0.25  0.00  0.25  0.25  ↔

Interest cost (2.89) (2.75) 0.14  0.00  0.14  0.11  ↑

Public Dividend Capitals (2.37) (2.09) 0.28  0.00  0.28  0.26  ↑

PFI Contingent Rent (0.29) (0.34) (0.05) 0.00  (0.05) (0.04) ↑

Corporation Tax expense (0.02) (0.02) 0.00  0.00  0.00  0.00  ↔

Total (13.93) (12.77) 1.16  0.00  1.16  (0.60) ↑

Year to Date ‐ Month 11 Plan Changes Previous Month YTD

Non‐Operating Expenses

Plan Actual Variance Variance Change

£m £m £m £m

Delivered Schemes : Recurrent 11.35 5.00 6.35 4.74 ↓

Delivered Schemes : Non-Recurrent 0.00 3.30 (3.30) (2.85) ↑
Delivered Schemes : Total 11.35 8.30 3.06 1.89 ↓

Plan Actual Variance Variance Change
£m £m £m £m

Forecast Schemes Delivery : Recurrent 16/17 (See 13.90 6.59 7.31 8.10 ↑
Forecast Schemes Delivery : (Balance to Full Yr 
effect of 16/17)- See note below

0.00 0 0 0 -

Forecast Schemes Delivery : Non-Recurrent 16/17 0.00 5.14 (5.14) (5.57) ↑

Total Full Year End forecast Delivery 13.90 11.73

2.17 2.53 ↑

Note: Further Savings associated with 16-17 
recurrent schemes.  

Full Year (Month 1 to 12 ) Forecast Delivery

Forecast 2016-17 Yr end delivery variance

Forecast delivery variance of 2016-17 schemes in 2017-18

Many of our recurrent schemes start part way into 
the financial year; the Forecast recurrent delivery 
shown above therefore shows 16-17 benefit. In 
addition a further £3.7m of recurrent savings, 

associated with these schemes, will be delivered 
in 2017-18.  

2016-17 Position

Cumulative Year to Date Previous Month YTD

Schemes Delivered to Date M1 to M11

Month 1 to 12 Yr end Forecast Previous Month 
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 Other Current Assets are £9.1m higher than Plan.  Significant variances include: NHS England 
income paid in arrears £4.1m; M10-11 RSA debtor £1.1m; community debtors £1.6m; stock 
£0.7m. 

 Trade and other payables are £5.1m higher than Plan.  Significant elements include: payments 
not collected by NHSLA £2.6m and community creditors £1.9m. 

 Loans (non-current) are £1.3m lower than Plan, due to the delay in obtaining approval for new 
loans. 

 The forecast year end cash position for 2016/17 and a comparison of this forecast against the 
2017/18 operational plan assumptions submitted to NHSI in December 2016 is set out in the 
table below: - 

 

A separate report is being prepared for the consideration of the finance committee and Trust Board 
to describe the actions required from the Trust to maintain its liquidity position during 2017/18.  The 
paper will consider the balance of risk between cash and capital expenditure, and will consider the 
merits of utilising the Trust’s committed working capital facility. 

  

Operational 

Plan ‐ to NHSI 

Dec 16

Latest 

Forecast Movement

£m £m £m

1. Planned position and Current forecast

(16/17 values being fixed & based upon the forecast submitted to NHSI as at month 7)

a. Opening cash position 23.60 23.60 0.00

b. I&E (deficit) / surplus – excld. donated asset income. (11.20) (13.90) (2.70)

c. Add Donated asset income  2.60 1.80 (0.80)

d. Sub‐total  15.00 11.50 (3.50)

e. Add: back depreciation / amortisation 10.90 8.90 (2.00)

f. Add: back impairments 2.50 2.50 0.00

g. Less: capital expenditure  (22.20) (22.00) 0.20

h. Add: capital disposal receipts ‐ See Appendix A for more details 0.30 0.30 0.00

i. Add: loan financing – secured 10.90 9.50 (1.40)

j. Add: PDC Capital receipt for Linear Accelerator 0.00 1.90 1.90

k. Add: loan financing – unsecured 2.30 0.00 (2.30)

l. Less: Repayment of loans – secured (6.00) (6.00) 0.00

m. Less: Repayment of loans unsecured 0.00 0.00 0.00

n. Repayment of PFI Debt (0.60) (0.60) 0.00

o. Increase in Adult Social Care debt (0.30) (0.30) 0.00

p. Anticipated increase in level of debt re RSA  0.00 (2.00) (2.00)

q. Increase in Stock held ‐ mostly TP 0.00 (0.80) (0.80)

r. Other working capital movements 3.60 0.00 (3.60)

s. Planned / Forecast closing cash position 16.40 2.90 (13.50)

2016/17

Page 46 of 10906 - 2017.04.26_CX_Report.pdf
Overall Page 62 of 173



   

Public 
 

3.7  Capital 

 

The Trust submitted an Annual Plan to NHS I in April 2016.  The Annual Plan assumed that the Trust 
would produce a small Income and Expenditure surplus in year.  That projected surplus, coupled 
with planned loans was to fund a planned capital program totalling £36.9m during 2016/17. 

Capital expenditure projects are approved in line with the Trust's Investment policy.  The capital 
prioritisation process takes place at the Senior Business Management Team meetings and is 
overseen by the Trust's Executive Directors.  Capital schemes are prioritised based upon Risk 
Scores and financial payback opportunities. 

Since the preparation of the April 2016 Plan, the contractual position of the Trust changed and the 
forecast Income and Expenditure position of the Trust deteriorated by circa £10m.  In addition to this, 
further cost pressures have emerged during the course of this year, the net impact of which after 
applying additional risk share agreement income is £3m.   

This financial performance deterioration has had an adverse impact upon the Trust's available cash 
reserves and has also had a detrimental impact upon the Trust's loan borrowing capability.   

To protect the Trust's cash position over a forecast 5 year period a revised capital program has been 
developed.  Two loan applications for the Emergency Department and Theatres Phase 1 schemes 
have been submitted to the Independent Trust Financing Facility (ITFF).  Initial feedback from the 
ITFF was positive, i.e. that the merits of the loan applications were strong but concern has been 
expressed over the Trust’s ability to repay these loans given the current financial position.  A third 
loan application for the Electronic Document Management System has also been discussed with the 
ITFF, with the formal loan application to follow shortly.  These loan applications were planned to 
support elements of the planned 2016/17 capital program as well as future years’ cash requirements.  
In parallel with the loan application process, 'downside' plans have been developed in the event that 
these loan applications are unsuccessful using a Quality Impact Assessment process.   

During January 2017, NHSI advised Trust’s that no further new loan applications would be approved 
for capital schemes before 31st March 2017.  Consequently the 2016/17 capital expenditure forecast 
has been further adjusted to reflect this.  

The financial challenge during 2017/18 for the Trust and NHSI is likely to be even greater than that 
faced in 2016/17, and capital budgets will need to be tightly controlled. Consequently liquidity is 
likely to become a pressing issue for the Trust to address.  Liquidity plans are currently being 
reviewed by the finance department.  The outcome of this review will be reported as soon as 
possible at a future Board meeting. 

3.8   Activity against Contracted Levels  

Admitted patient care (APC) and key variances from plan are elective inpatients 12% under plan, 
which is higher than the 10% last month, Non-electives are 7% over plan, which is the same as last 
month.  The main specialties underperforming in inpatients are T&O, colorectal, upper GI, 
gynaecology and clinical oncology.  The position on non-electives reflects the additional pressure the 
system has been under as well as the additional capacity now available on the EAU4 ward since the 
Acute Medical Unit (AMU) was moved to level 2.   
 
With regard to out patients, the biggest variance is on first attendances which are 1.2% over plan 
(1.3% last month).  This over performance is despite continued underperformance in certain 
specialties, specifically vascular, neurology and respiratory.  The main areas of over performance 

Plan Actual Variance F'cast Actual Variance Plan ‐ Apr 16 Forecast ‐ Jan 17 Latest Forecast

£m £m £m £m £m £m £m £m £m

Capital Programme 34.19  15.94  (18.25) 20.21  15.94  (4.27) 36.90  23.81  22.01 

Year to date ‐ Based upon Annual Plan 

(April 16) Full year Annual Plan versus Revised Forecasts

Year to date ‐ Based upon adjusted 

forecast submitted to NHSI ‐ Jan 17
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are ophthalmology, orthopaedics and dermatology.  Follow ups are basically on plan (the same as 
last month), although there are variances within several specialties.  Despite this position, the Board 
will be aware that there are still some significant waits for patients on the follow up lists.  A&E activity 
is close to plan at around 2.1% under plan (1.6% last month).   
 
Payment by results (PBR) activity is contracted on the basis of locally agreed prices.  These are all 
the clinical activity areas where a PBR tariff does not exist or it has been agreed with commissioners 
that local pathways and tariffs are more appropriate than the application of a PBR tariff, or national 
tariffs have not been set.  Acute Medical Unit (AMU) and Clinical Decision Unit (CDU) activity is 
included here.  Whilst AMU activity is very close to the planned levels the activity in the CDU is 
significantly over plan In common with the additional activity on EAU4, in part this will be a reflection 
of pressures in the system.  However the CDU model was under development at the point that the 
plan was being set and therefore the historical or baseline level of activity may have been 
understated in the plan. 
  
 

4. NHS Improvement (NHS I) Operational Performance Indicators 

This report for Month 11 reflects the National Single Oversight Framework (SOF) Operational 
Performance standards introduced in year (from October 2016). Performance against these 
standards is reported monthly to NHSI as part of the overall performance assessment. These same 
standards are also used by NHS I in the assessment of the Sustainability Transformation Fund 
(STF) operational performance.  

To ensure in year consistency the indicators not now used, and previously incorporated in the 
Monitor ‘risk assurance framework’, are still being monitored in the local performance indicator 
section of the dashboard (Appendix 1).  

At month 11 performance has improved against all four national operational standards. However 
whilst this improvement has brought one of the indicators back to a Green RAG rating, three of the 
four remain RAG rated RED in February (an improvement on the 4 RAG rated RED in January).  
Trust performance is set out in the following table: 

 

 Indicator  National Standard  STF Trajectory  Trust Position 
(all Feb data) 

A&E 4hr waits  95%  92%  89.29% 

RTT 18 week waits  92%  93.1%  87.82% 

62 day Cancer waits  85%  91%  91.88% 

Diagnostics waits < 6 weeks  99%  99.2%  98.4% 

 

4.1 Service Transformation Fund (STF) Performance Trajectories 

The NHSI indicators / STF trajectories are summarised below. These are RAG rated with actual 
performance.  The trajectories have been agreed with the CCG and submitted to NHS I in 
accordance with the requirement to access the STF.  

Three of the four monitored standards have not been achieved in February.  

The cancer 62 day performance remains provisional until tertiary referral results have been validated 
and final National submissions confirmed in early April. 
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 Quality of care - Compliance against the key quality metrics for ED has been maintained 
throughout this period. This includes time to assessment / time to see clinician and meeting the 
early treatment of patients presenting with the most urgent clinical needs. 

 The emergency department breach analysis shows main reason for delays as access to ward 
beds and delayed clinical decisions for patients requiring emergency admission. It is noted 
however that patient flow was maintained albeit with delays at peak times. The escalation status 
remained at OPEL 3 or below and did not escalate into OPEL 4 (the most severe) at any stage in 
February.  

4.2.2 Escalation Plans  
 

Perfect week -  During the 7 day period 22nd to 28th February the Trust operated what is known as a 
‘Perfect Week’ test of change. This is a national initiative to challenge Trusts to provide additional 
support and focus on rapid assessment, removing delays and promoting earlier discharge.  
 
In our ‘Perfect week’ we concentrated on the following areas: 

 Drugs on discharge - Increase the completion of discharge drug prescription packs at ward level 
and not sending prescriptions to the dispensary. 

 Long length of stay – Audit of all patients who have been in hospital over 7 days to establish 
why they are still in hospital and cause of any delay to discharge. 

 Transport pre-booking - booking of patient transport the day before planned discharge. 

 Transport timeliness - Patient transport timeliness to achieve 80% of all discharges by patient 
transport within 1 hour of scheduled pick up time. 

 Care plans on day of discharge - Increase the number of patients provided with a care planning 
summary on discharge 

 Ward level RED and GREEN days - Test the concept of having RED and Green days on two 
wards and review with ward teams for learning opportunities. 

A small team coordinated the initiatives with excellent support achieved across the teams involved in 
these pathways of care. Initial findings have identified some good areas of improvement and 
potential to develop longer term plans to make these sustainable. Encouragingly, the audit of longer 
stay patients confirmed that very few patients are delayed in hospital without valid medical reasons 
although some reasons i.e waiting for patients choice of nursing home and awaiting senior medical 
assessment or further investigation were identified.  
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4.2.3 Urgent Care Improvement and Assurance Group (UCIAG). 

In February, In accordance to the on-going assurance process described in the last report and the 
standing down of the UCIAG, the ‘flash report’ for Urgent Care Improvement and assurance was 
presented by the emergency department clinical leadership team to the Patient Flow Board. The 
report demonstrated continued focus on all of the current actions to maintain flow and quality of 
patients care. 

 
4.2.4 Summary 

During February, performance overall has improved. There has been a very positive impact during 
the ‘Perfect Week’ seeing improved performance against the 4 hour standard to the month end. This 
level of performance has continued into March and at the time of drafting this report (13 March) the 
Trust is achieving the STF target standard of 92%. 

The continued focus on service improvement across the emergency pathway of care, through 
increasing operational resilience to prevent unnecessary admissions, maintain short length of stay 
and timely discharge 7 days a week remains a priority to support continued improvement against this 
standard.  

Longer term plans to support increased capacity for ambulatory assessment across both medical 
and surgical pathways thus preventing unnecessary admission continue to be developed and are 
being designed with the oversight of the Patient flow board. 

 

4.3 Referral to Treatment Incomplete Pathways RAG RATING: RED 

At the end of February, 87.8% of patients waiting for treatment have waited 18 weeks or less at the 
Trust.  This is below the agreed STF trajectory and the 92% standard. 

The Trust’s position first deteriorated below the 92% standard and the STF trajectory in July. This 
was initially due to the workforce challenges and associated reduction in capacity faced by the 
Neurology department.  Further workforce challenges in Cardiology, Respiratory, Orthopaedics, Pain 
Management and Endoscopy are now compounding this and impacting significantly on the 
aggregate position and recovery forecast.   

Between now and March 2018 some specialties have plans in place to reduce the number of 
patients waiting over 18 weeks, however due to the forecast deterioration in other specialties the 
aggregate position is now not forecast to be delivered by March 2018 without further plans to 
increase capacity and or reduce demand.  The STF trajectory is to achieve 92% by March 2018.   

Assumptions in the original STF plan included: 

 Outsourcing orthopaedics and General Surgery 15 cases per month. – Not implemented in 
agreement with CCG due to financial position) 

 Saturday lists for Urology running Oct – Dec – Lists stood down and no plans to recommence  

 Extended trauma Lists 4 cases per month running  Nov – Mar – Temporarily suspended due to 
bed pressures and reduced elective activity – No current plan to recommence.  

 Foot and ankle Saturday lists 12 cases per month running Oct-Dec – Not started as unsuccessful 
in recruiting F&A Fellow 

 Continuation of locum doctor in Neurology & Respiratory – On-going 

Governance and monitoring:  All RTT delivery plans are reviewed at the biweekly RTT and 
Diagnostics Assurance meeting chaired by the Deputy Chief Operating Officer (DCOO) with the 
CCG commissioning lead in attendance. 
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month number at 
month end 

carried forward 
from previous 
month 

Carried forward 
for 3rd month 

Carried forward 
for 4th month 

October 11    

November 13 8 (Oct)   

December 12 10 (Nov) 6 (Oct)  

January 15 5 (Dec) 4(Nov) 2 (Oct) 

February 17 5 (Jan) 2 (Dec) 2 (Nov) 

 

The analysis does show that we are treating the longest waiting patients albeit with a significant 
carry forward with some new patients tipping into the > 52 week band each month (8 in February). 

A ‘No cancellation’ policy for >52 week waiters introduced in October has had some impact with a 
number of cases not cancelled who previously may have been, clearly when the pressure on beds is 
extreme this cannot be sustained at all times, although does require exec on call decision to cancel. 

Of the 17 patients being reported at the end of February (13) are Upper GI, (1) Colorectal, (1) T&O, 
(1) Respiratory Medicine, (1) Neurology): 

 5 have dates in March and 2 have dates in April. 

 4 have had dates in December, January or February but either cancelled the appointments 
themselves (2) or did not attend for their appointment (2), 4 have not had an offered date. 

 2 patients awaiting future outpatient appointments 
 
Service capacity 
 Outsourcing - there are no outsourcing arrangements in place due to on-going financial 

constraints.  

 Change to setting of care - We have agreed to transfer a number of Upper GI surgery cases to 
day surgery treatment. This will remove the conflict with inpatient beds and main theatre 
scheduling. The Business case for General surgery to support the emergency ‘on call’ and UGI 
elective capacity has been approved with the recruitment of an additional consultant. Likely 
commencement Q3 2017. 

Looking further ahead there is an increased number of pathways approaching 40+weeks requiring 
foot and ankle (F+A) surgery.  The current plan is to recruit a locum consultant and is a result of a 
resignation of F+A surgeon earlier in the year.  

The forecast is that we are unlikely to see a reduction in 52 week waiters until additional capacity is 
available for Upper GI surgery. 

5.2 Clostridium Difficile (c-diff) RAG RATING GREEN 

The 2016/17 National threshold for the number of C.diff cases is 18 cases. For NHS I compliance 
reporting, the target is also 18 cases measured as the number of cases agreed with commissioners 
being due to a "lapse in care".   

In February, there are two new cases (acute 1 case, community hospitals 1 case) with assessment 
of ‘No lapse in care’ confirmed. The cumulative number of cases to the end of February 2016/17 is 
25 cases in total and 8 confirmed as a lapse in care. This remains within the target trajectory.  
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In February one patient requiring admission following cancellation was not re-admitted within 28 
days of cancellation.   

5.6 A+E 12 hour Trolley waits RAG RATING : GREEN 

In February, no 12 hour Trolley waits were recorded.  

5.7 Care Planning Summary (CPS) Timeliness RAG RATING: RED 

There remain challenges with the time it takes to complete CPS conflicting with Junior Doctor clinical 
commitments. In February further improvement was achieved with 65.3% of CPSs sent to GPs 
within 24 hours on weekdays (target 77%).  A small improvement was also achieved against 
weekends discharges, increasing to 28.7% (target 60%). 

5.8 Clinic letter timeliness % specialties within 4 working days RAG RATING: RED 

In February, clinic letter timeliness deteriorated to 72% achieving the 4 working day standard. Teams 
are closely monitoring these clinic letter times. The current constraints of backfilling secretarial 
sickness and vacancies is producing an improvement in flexible working across areas but is also 
challenging teams’ ability to maintain these timeliness standards. 

 
6. Quality Framework Indicators 

6.1 Stroke patients spending 90% of time on the stroke ward  RAG RATING: GREEN 

In February, 90.9% of patients are reported as spending 90% of more of their time on the dedicated 
stroke ward. The target is 80%.  This is a significant improvement and is coupled with an overall 
upgrading of our performance in the National stroke audit with our overall rating improving to B from 
D. 

6.2 VTE Assessments on Admission  RAG RATING: GREEN 

The reported performance for VTE assessment on admission has maintained improvement in 
February with 94.7% recorded in acute settings and 100% in community settings against the 
standard of 95%. Consistent improvement has been seen against this standard and is a credit to the 
hard work of ward leadership and staff. 

6.3 Fractured Neck of Femur: Time to Theatre   RAG RATING: RED 

 In February, 84.6% of patients requiring surgery reached theatre within 36 hours of admission, 
against the standard of 90%, an improvement from last month when performance was 79.6%.  

The pilot of extended trauma lists commenced in October was halted in mid-December due staffing 
constraints and this continued throughout January with the “call to action” restrictions on additional 
staff payments. We are therefore currently managing to maintain performance without this additional 
capacity. 

6.4 Completion of Dementia ‘Find’ Assessments   RAG RATING: AMBER 

The standard of completing a dementia assessment for 90% of emergency patients admitted to 
hospital over 75 years continues to be a challenge. In February there has been further improvement 
with 63.8% recorded (January 57.4%) as having assessments completed.   
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This is improving performance reflects an improvement initiative to prioritise these assessments and 
ensure accurate recording of same which is being led by the Deputy Director of Nursing and 
Professional practice.  

Further work will be undertaken to ensure daily ward meetings include highlighting to medical 
colleagues the patients that require completion of the dementia case finding assessments. 

It is expected that improved performance will continue to be seen with significant improvement in the 
spring with roll out of the ‘Nerve Centre’ clinical system. 

6.5 Follow-up Appointment Waiting Times    RAG RATING: RED 

The number of patients waiting for an outpatient follow up appointment and waiting six or more 
weeks beyond their clinically recommended 'see by date' has remained static in February with 7050 
patients recorded (last month 7028). Teams have previously provided assurance that appropriate 
prioritisation is in place and made quality of care impact assessments. This remains a risk and teams 
are being challenged to bring these waits into line with clinical expectations, and monitored by the 
RTT risk and assurance group. The latest position by team is that there has been a reduction in the 
number of specialties with over 400 beyond to be seen by dates (threshold for assurance escalation) 
however a number of areas have seen further increases and include: 

 Audiology  
 Rheumatology  
 Ophthalmology  
 Orthoptics  
 Paediatrics 

These teams are reviewing their plans to reduce these backlogs and reporting back to the RTT risk 
and assurance group. 

7. Community and Social Care Framework 

7.1 Community Hospital Admission and Activity   RAG RATING: GREEN 

Community hospital admissions - The cumulative number of community hospital admission is 6% 
below last year’s position with an average of 262 admissions per month 

Bed days – There has been an overall reduction in the number of community bed days used with 
forecast outturn of 49,142 against the 2015/16 position of 52,613 

The length of stay in community hospitals remains stable at 14 days. 

Bed occupancy has increased from 85.5% in 2015/16 to 90.7% year to date in 2016/17 

7.2 Urgent Intermediate Care referrals  (unplanned within 5 hours) RAG RATING: GREEN 

In line with the ICO plan the number of intermediate care placements has been increasing. The 
monthly average April to end September 2016 was 112 and from October to the end of February 
2017 149 reflecting the impact of the care model investment in this service and extended working. 
This is a clear increasing trend in line with ICO plan which is to increase further to 243 per month. 

7.3 Adult Social Care Assessments RAG RATING: GREEN 

In February, 70% of patients referred received social care assessments within 28 days against the 
standard of 70%. Performance is monitored and issues escalated through the community SDU 
board. 
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7.4 Delayed Discharges  RAG RATING: RED 

In February, the number of community hospital bed days lost due to patients being delayed in their 
discharge was higher than the previous month with 223 days lost (last month 179 days). Acute 
delays have remained low with 41 days delay recorded in February. 

Month (2016/17) Acute Non-Acute Total 

APRIL 2016 8 351 359 

MAY 58 166 224 

JUNE 52 355 407 

JULY 70 422 492 

AUGUST 92 425 517 

SEPTEMBER 52 110 162 

OCTOBER 61 180 241 

NOVEMBER 93 441 534 

DECEMBER 2016 59 375 434 

JANUARY 2017 39 179 218 

FEBRUARY 2017 41 223 264 

 

8. Workforce Key Performance Indicators 

Performance against a wide range of workforce key performance indicators is reported at service 
delivery unit and department level to all managers.  These key performance indicators are subject to 
review at the Trusts performance review meetings and with HR Managers.   

The following highlights progress at trust level against four workforce key performance indicators 
regularly included in Board reports.   

8.1  Staff Sickness Absence Rate RAG RATING: RED 

The following graph shows that the annual rolling sickness absence rate of 4.40% at the end of 
January 2017 represents a continuing upward trend.  The target the Trust set itself was 3.90% for 
the end of January 2017.  The Workforce and OD Group have discussed that more robust reporting 
and validating has contributed to the increase in the sickness absence rate.  Continued activity to 
reduce sickness absence levels hase been included in an enabling efficiency scheme in the 
2017/2018 Operations Plan including:    

 Revised, streamlined attendance policy 

 Earlier identification/intervention in long term sickness 

 Return to work initiatives  

 Management refresher training 

 Wellbeing initiatives  
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8.2  Turnover (excluding Junior Doctors) RAG RATING: GREEN 

The following graph shows that the Trusts turnover rate was 12.39% for the year to February 2017. 
This shows an increase from last month due to MARS leavers but still within the target range of 10% 
to 14%.  The recruitment challenge to replace leavers from key staff groups remains significant.  

 

This recruitment challenge includes Registered Nurses due to the supply shortage as reported 
elsewhere and for which the Trust has a long term capacity plan to address, which maximises the 
use of all supply routes including overseas recruitment, return to nursing, growing our own etc.  The 
turnover rate for this staff group, as shown in the following graph, indicates that it is a supply issue 
rather than one of retention.   
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8.3 Appraisal Rate RAG RATING: RED 

The following graph shows the appraisal rate of 79%, a slight increase from the 78% of January, is 
below the target of 90%. This overall decrease from the levels of the end of last year is an 
anticipated outcome of the “Call to Action” activity including managers in clinical areas increasing 
their clinical input.  Managers continue to receive monthly workforce reports detailing compliance. In 
addition, workforce KPIs which include appraisal rates, are a standard agenda item for discussion at 
senior manager meetings in the Trust and are incorporated into Divisional/Directorate reports. 

 
 
 
 

8.4  Statutory and mandatory training Compliance RAG RATING: GREEN 

The Trust has set a target of 85% compliance as an average of 9 key statutory and mandatory 
training modules.  The graph below shows that the current rate is 85%, achieving that target rate.  
This performance is the same as the previous month, but a reduction is an anticipated outcome of 
the “Call to Action” activity.  Individual modules that remain below their target are detailed in the table 
below: 
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Module Target Performance 
Information Governance Training 95% or above 78% 
Conflict Resolution 85% or above 84% 
Fire Training 85% or above 81% 
Infection Control 85% or above 80% 
Manual Handling 85% or above 77% 

 
The current rate is likely to decrease further due to the “Call to Action” deferral of some face to face 
statutory and mandatory training.  If this decrease transpires it will bring the average compliance rate 
below the 85% target.   

 

 
 

8.5  Agency Spend and % of Staff Expenditure  

 
 

NHSI has set Trusts a cap for agency expenditure which is based on a percentage of the Trust’s 
workforce bill. For this Trust the cap for agency spend for the next two years is £6.58 million. At 
month 10 the cumulative agency expenditure totals £8.37 million and the financial projection for the 
end of the financial year is in the region of £10 million. 

 

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

£'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s 

15/16 
Outturn 

526 526 526 553 611 723 821 613 674 948 792 958 8,271 

16/17 Internal Plan 1,001 1,001 1,001 534 534 534 345 345 345 315 315 315 6,585 

NHS Improvement 
Ceiling 

661 644 622 590 575 555 515 503 497 484 473 467 6,586 

16/17 Actual 
Expenditure 

911 1,042 1,057 1,038 760 676 689 704 705 789 - - 8,371 

Substantive/Bank 
Expenditure 

18,321 18,048 18,224 18,014 18,160 18,067 18,330 18,387 18,137 18,440 
  

182,128 

Total Staff 
Expenditure 

19,232 19,090 19,281 19,052 18,920 18,743 19,019 19,091 18,842 19,229 
  

190,499 

% Agency 
Expenditure 

5% 5% 5% 5% 4% 4% 4% 4% 4% 4% 
  

4% 

 
8.5.1 Trust wide Agency & Temporary Staffing Taskforce 

A Trust wide Agency and Temporary Staffing Taskforce has recently been established.  The scope 
of the Taskforce is currently Medical, Nursing, AHP and Administrative/Managerial staff with the 
overall aim of reducing the amount spent on agency workers.  The terms of reference for the 
Taskforce are primarily: 
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 To develop proposals for reducing demand and cost of agency staffing. 
 Ensure that the Trust has access to high quality and timely data to inform the actions required 

to reduce agency spend. 
 Review systems and processes to ensure that there is robust governance and accountability for 

agency use. 
 

8.5.2 Nursing & HCA Bank and Agency  
 

 The Trust continues to report to Monitor on a weekly basis in respect of the number of agency 
shifts that are not compliant with Monitor framework, price cap and maximum wage cap 
requirements. 

 Of the weekly Monitor reports, nursing shifts remain the biggest component of the report which 
is primarily due to the number of registered nurse vacancies. There is minimal use of high cost 
nursing agency and then only for ‘last minute’ vacancies in specialist roles e.g. mental health or 
paediatric nursing.  Healthcare Assistant shifts are all filled through the internal bank.  The chart 
below refers:- 
 

Apr‐
16 

May‐
16 

Jun‐
16 

Jul‐
16 

Aug‐
16 

Sep‐
16 

Oct‐
16 

Nov‐
16 

Dec‐
16 

Jan‐
17 

Feb‐
17 

WTE  Requested  219  240  262  271  245  206  230  238  234  217  192 

WTE  Covered by 
Bank 

157  173  188  202  188  161  173  180  170  165  150 

WTE  Covered by 
Agency 

47  54  58  51  42  28  35  39  41  34  24 

WTE  Assigned  15  14  16  18  15  16  22  20  23  18  18 

WTE Covered   205  227  246  253  230  189  208  219  211  199  174 

 
 

9. Supporting documents 

 Appendix 1:  Month 11 Quality, Performance, Finance and Workforce Dashboard. 
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NHS I - FINANCE AND USE OF RESOURCES

Capital Service Cover (unchanged rating) n/a 1 4 4 4 4 4 4 4 4 4 4 4 4

Original PbR Plan n/a n/a n/a n/a n/a n/a n/a n/a 4 4 3 3 3 3

Liquidity (unchanged rating) n/a 4 1 1 1 1 2 2 2 2 3 3 3 3

Original PbR Plan n/a n/a n/a n/a n/a n/a n/a n/a 2 2 2 2 2 2

I&E Margin (changed calculation) n/a 1 4 4 4 4 4 4 4 4 4 4 4 4

Original PbR Plan n/a n/a n/a n/a n/a n/a n/a n/a 3 3 3 3 2 2

I&E Margin Variance From Plan (changed calculation) n/a 3 2 2 1 2 2 2 3 3 4 4 4 4

Variance from agency ceiling (new rating) n/a 2 3 3 4 4 4 4 3 3 3 3 3 3

Original PbR Plan n/a n/a n/a n/a n/a n/a n/a n/a 2 2 1 1 1 1

4 Overall Use of Resources Rating 3 n/a n/a 3 3 3 3 3 3 3 3 4 4 4 4

FINANCE INDICATORS - LOCAL

4 EBITDA - Variance from PBR  Plan - cumulative (£'000's) 86 499 -950 -823 -361 -3053 -5439 -7.639 -9934 -12.922 n/a

4 Agency - Variance to NHSI cap -2.06% -2.39% -2.00% -1.87% -1.56% -1.45% -1.38% -1.33% -1.32% -1.28% n/a

4 CIP - Variance from PBR plan  - cumulative (£'000's) -281 1010 800 2381 1685 1114 -403 -1287 -2354 -3518 n/a

4 Capital spend - Variance from PBR Plan - cumulative (£'000's) 2686 3113 3699 3104 4195 6792 9269 12002 17176 18254 n/a

4 Distance from NHSI Control total (£'000's) 1095 375 -354 320 14 -1902 -3493 -4887 -7083 -7924 n/a

4 Risk Share actual income to date cumulative (£'000's) 2180 2485 3504 4156 4505 5836 5844 7169 8389 8637 n/a

1 Safe, Quality Care and Best Experience

2 Improved wellbeing through partnership

3 Valuing our workforce

4 Well led

4

4

4

2

3

4

3

3

Performance Report - February 2017

4

4

Corporate Objective Key NOTES

* For cumulative year to date indicators, (operational performance & contract indicators) RAG rating is based on the monthly average

[STF] denotes standards included within the criteria for achieving the Sustainability and Transformation Fund
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Performance Report - February 2017

NHS I - OPERATIONAL PERFORMANCE

A&E - patients seen within 4 hours [STF] >95% 82.0% 84.9% 89.4% 87.4% 91.6% 92.3% 92.9% 92.6% 95.5% 91.6% 86.6% 86.9% 89.2% 90.7%

A&E - trajectory [STF] >92% 82.5% 82.5% 82.5% 84.8% 86.8% 89.9% 90.5% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0%

Referral to treatment - % Incomplete pathways <18 wks [STF] 91.4% 91.8% 92.1% 92.5% 92.0% 91.4% 90.5% 89.3% 89.4% 88.7% 87.3% 87.0% 87.8% 87.8%

RTT Trajectory [STF] 90.9% 90.9% 90.9% 91.2% 91.3% 92.0% 92.6% 92.9% 93.1% 93.2% 93.2% 93.1% 93.3% 93.3%

1 Cancer - 62-day wait for first treatment - 2ww referral [STF] >85% 89.9% 89.5% 88.5% 90.4% 92.4% 87.9% 88.5% 87.9% 83.1% 94.5% 88.9% 84.3% 91.9% 88.8%

Diagnostic tests longer than the 6 week standard [STF] 1.0% 1.6% 1.2% 1.1% 1.2% 1.1% 0.5% 1.3% 1.7% 1.8% 4.7% 2.9% 1.6% 1.7%

Diagnostic trajectory [STF] 1.09% 1.09% 1.09% 1.02% 1.04% 0.99% 0.97% 0.95% 0.84% 0.84% 0.84% 0.84% 0.84% 0.84%

LOCAL PERFORMANCE FRAMEWORK 1

1 Number of Clostridium Difficile cases - Lapse of care - (ICO) * <18 (year) 0 0 1 1 1 2 1 1 0 0 1 0 0 8

1 Cancer - Two week wait from referral to date 1st seen >93% 97.0% 97.1% 96.5% 96.8% 97.4% 98.1% 88.7% 69.4% 72.0% 67.8% 88.2% 96.0% 97.0% 87.7%

1 Cancer - Two week wait from referral to date 1st seen - symptomatic 
breast patients

>93% 98.0% 100.0% 97.7% 99.0% 97.2% 97.4% 97.8% 100.0% 95.8% 97.9% 95.9% 89.3% 94.6% 96.5%

1 Cancer - 31-day wait from decision to treat to first treatment >96% 98.7% 97.7% 96.8% 98.8% 95.9% 98.5% 96.7% 95.2% 98.4% 98.4% 97.5% 95.4% 98.2% 97.3%

1 Cancer - 31-day wait for second or subsequent treatment - Drug >98% 100.0% 100.0% 100.0% 100.0% 100.0% 99.0% 100.0% 98.9% 100.0% 100.0% 100.0% 100.0% 100.0% 99.8%

1 Cancer - 31-day wait for second or subsequent treatment - 
Radiotherapy

>94% 96.5% 100.0% 93.3% 98.2% 98.6% 93.9% 98.1% 94.4% 97.3% 96.9% 100.0% 94.6% 96.0% 96.5%

1 Cancer - 31-day wait for second or subsequent treatment - Surgery >94% 90.9% 96.9% 100.0% 93.2% 100.0% 94.6% 91.2% 93.2% 96.9% 96.6% 94.1% 97.7% 96.8% 95.8%

1 Cancer - 62-day wait for first treatment - screening >90% 100.0% 100.0% 90.0% 100.0% 100.0% 93.8% 90.9% 100.0% 93.8% 90.0% 85.7% 92.3% 100.0% 94.3%

1 RTT 52 week wait incomplete pathway 0 5 4 4 6 5 11 8 10 11 13 12 15 17 17

1 Mixed sex accomodation breaches of standard 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0

1 On the day cancellations for elective operations <0.8% 1.4% 0.9% 1.5% 1.4% 1.6% 0.9% 1.0% 1.0% 1.3% 1.1% 1.0% 1.1% 0.7% 1.2%

1 Cancelled patients not treated within 28 days of cancellation * 0 9 10 4 9 6 9 3 4 0 0 6 1 1 43

1 <1%

>92%1

1
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Performance Report - February 2017

LOCAL PERFORMANCE FRAMEWORK 2

Ambulance handover delays > 30 minutes 234 170 102 111 37 54 36 24 44 129 129 123 71 860

Handovers > 30 minutes trajectory * 50 50 50 40 35 25 20 20 25 25 30 30 30 330

1 Ambulance handover delays > 60 minutes 0 35 16 26 6 0 1 2 3 2 30 10 22 10 112

1 A&E - patients seen within 4 hours DGH only >95% 74.4% 77.8% 84.5% 81.2% 87.2% 88.3% 88.7% 88.6% 93.4% 87.9% 81.1% 81.4% 84.3% 86.1%

1 A&E - patients seen within 4 hours community MIU >95% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

1 Trolley waits in A+E > 12 hours from decision to admit 0 10 1 2 0 0 0 0 2 0 0 1 2 0 7

1 Number of Clostridium Difficile cases - (Acute) * <3 1 3 1 4 2 2 3 2 0 0 3 1 1 19

1 Number of Clostridium Difficile cases - (Community) 0 0 0 0 1 2 1 0 0 0 0 1 0 1 6

1 Care Planning Summaries % completed within 24 hours of discharge - 
Weekday

>77% 58.5% 54.0% 63.6% 56.2% 59.4% 51.2% 54.8% 57.0% 58.1% 57.5% 54.5% 62.8% 65.3% 58.1%

1 Care Planning Summaries % completed within 24 hours of discharge - 
Weekend

>60% 22.0% 24.6% 25.0% 22.4% 35.0% 20.4% 24.0% 22.8% 28.4% 22.4% 26.2% 30.3% 28.7% 25.8%

1 Clinic letters timeliness - % specialties within 4 working days >80% 77.3% 86.4% 81.8% 72.7% 81.8% 81.8% 81.8% 72.7% 86.4% 86.4% 81.8% 95.5% 72.7% 81.4%

01

Page 64 of 10906 - 2017.04.26_CX_Report.pdf
Overall Page 80 of 173



Co
rp

or
at

iv
e 

O
bj

ec
tiv

e

Ta
rg

et
 

20
16

/2
01

7

13 month trend

Fe
b-

16

M
ar

-1
6

Ap
r-

16

M
ay

-1
6

Ju
n-

16

Ju
l-1

6

Au
g-

16

Se
p-

16

O
ct

-1
6

N
ov

-1
6

De
c-

16

Ja
n-

17

Fe
b-

17

Ye
ar

 to
 d

at
e 

20
16

/1
7

Performance Report - February 2017

QUALITY LOCAL FRAMEWORK

1 Safety Thermometer - % New Harm Free >95% 97.1% 97.0% 96.8% 96.0% 97.0% 96.5% 96.7% 95.9% 97.8% 96.9% 97.1% 96.6% 98.0% 96.8%

1 Reported Incidents - Major + Catastrophic * <6 0 1 4 4 1 4 0 1 2 0 0 4 4 24

1
Avoidable New Pressure Ulcers - Category 3 + 4 *
(1 month in arrears)

9
(full year)

4 5 0 2 1 1 1 1 0 1 0 0 n/a 7

1 Never Events 0 0 0 0 0 0 0 0 0 1 0 0 0 0 1

1 SIRI - Reportable incidents 0 14 7 9 4 4 3 4 6 1 4 2 4 48

1
QUEST (Quality Effectiveness Safety Trigger Tool) - Red Rated Areas / 
Teams

0 2 0 2 0 0 0 0 0 0 2 0 1 1 6

1 Formal Complaints - Number Received * <60 43 32 29 42 40 24 37 36 28 38 26 29 26 355

1 VTE - Risk assessment on admission - (Acute) >95% 95.0% 94.0% 96.7% 95.0% 94.3% 92.8% 91.8% 92.0% 93.2% 94.4% 93.5% 95.3% 94.7% 93.9%

1 VTE - Risk assessment on admission - (Community) >95% 88.8% 90.4% 92.5% 92.9% 91.2% 92.2% 97.5% 97.6% 99.2% 95.0% 97.0% 95.4% n/a 94.9%

1 Medication errors resulting in moderate to catastrophic harm 0 1 0 0 0 1 0 0 2 0 0 6

1 Medication errors - Total reported incidents (trust at fault) N/A 39 47 42 46 39 62 38 27 40 57 48 52 41 492

1
Hospital standardised mortality rate (HSMR) - 3 months in arrears
(to June 16 using 14/15 benchmark. From June 16 using 15/16 
benchmark)

<100% 111.0% 98.4% 105.0% 108.0% 92.0% 98.0% 89.0% 98.0% 116.0% 90.4% 96.7%

1 Safer Staffing - ICO - Daytime (registered nurses / midwives) 90%-110% 101.1% 101.1% 101.2% 101.4% 102.8% 100.5% 95.6% 96.5% 102.9% 101.2% 101.7% 101.3% 99.5% 100.4%

1 Safer Staffing - ICO - Nightime (registered nurses / midwives) 90%-110% 100.8% 102.4% 97.3% 96.2% 97.5% 97.0% 94.6% 93.1% 97.4% 98.2% 100.5% 98.7% 97.6% 97.1%

1 Infection Control - Bed Closures - (Acute) * <100 57 38 236 56 68 28 34 6 24 98 68 116 0 734

1 Fracture Neck Of Femur - Time to Theatre <36 hours >90% 80.6% 80.9% 69.0% 89.5% 85.2% 76.3% 70.7% 94.3% 67.9% 85.3% 88.6% 76.9% 84.6% 80.5%

1 Stroke patients spending 90% of time on a stroke ward >80% 81.0% 73.0% 61.4% 79.6% 71.4% 79.5% 87.2% 85.5% 94.9% 84.6% 88.2% 82.9% 90.9% 82.4%

1 Dementia - Find - monthly report >90% 54.0% 40.7% 43.9% 29.8% 31.9% 36.8% 36.6% 36.4% 49.4% 59.2% 49.3% 57.4% 63.8% 44.7%

1 Follow ups 6 weeks past to be seen date 3500 4938 5732 6082 6073 6219 6601 6919 6533 6582 6201 7034 7028 7050 7050
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Performance Report - February 2017

COMMUNITY & SOCIAL CARE FRAMEWORK

1 Number of Delayed Discharges *
2216

(full year)
415 338 351 188 594 411 425 110 180 441 375 179 223 3477

1
Timeliness of Adult Social Care Assessment assessed within 28 days 
of referral

>70% 68.8% 68.9% 85.7% 78.7% 72.1% 72.9% 73.7% 69.5% 69.0% 68.8% 69.4% 69.8% 70.7% 70.7%

3 Clients receiving Self Directed Care >90% 92.9% 93.6% 92.5% 91.6% 91.2% 91.1% 91.7% 91.7% 92.3% 92.3% 92.0% 92.2% 92.5% 92.5%

Carers Assessments Completed year to date 42.8% 43.3% 5.9% 11.9% 18.6% 21.9% 25.2% 28.5% 30.0% 32.5% 34.9% 35.8% 37.0% 37.0%

Carers Assessment trajectory 36.7% 40.0% 3.3% 6.7% 10.0% 13.3% 16.7% 20.0% 23.3% 26.7% 30.0% 33.3% 36.7% 36.7%

Number of Permanent Care Home Placements 640 635 628 624 626 614 626 635 641 649 649 636 636 636

Number of Permanent Care Home Placements trajectory 632 630 634 632 631 629 628 626 625 623 622 620 619 619

1 Children with a Child Protection Plan (one month in arrears)
NONE

SET
147 139 131 137 131 117 126 140 156 177 191 191

3 4 Week Smoking Quitters (reported quarterly in arrears)
NONE

SET
n/a 451 n/a n/a 39 n/a n/a 105 n/a n/a 157 n/a n/a 157

3
Opiate users - % successful completions of treatment (quarterly 1 qtr 
in arrears)

NONE
SET

n/a 8.5% n/a n/a 9.2% n/a n/a 8.2% n/a n/a 7.8% n/a n/a 7.8%

1
Safeguarding Adults - % of high risk concerns where immediate action 
was taken to safeguard the individual [NEW]

100% n/a n/a 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

1 Bed Occupancy 80% - 90% 92.5% 91.9% 92.8% 89.8% 86.4% 92.7% 90.2% 92.6% 92.7% 93.4% 87.9% 88.7% 86.1% 90.3%

1 CAMHS - % of patients waiting under 18 weeks at month end >92% 84.8% 87.4% 86.7% 78.3% 85.1% 87.1% 89.1% 94.2% 100.0% 100.0% 100.0%

1 DOLS (Domestic) - Open applications at snapshot
NONE

SET
n/a n/a 586 576 578 583 590 612 610 602 579 593 609 609

1 Intermediate Care - No. urgent referrals 113 114 98 106 99 109 121 121 159 199 148 1410

1 Community Hospital - Admissions (non-stroke)
NONE

SET
268 242 237 236 249 226 267 296 310 277 2894

<=617
(Year end)

3

2 40%
(Year end)
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Performance Report - February 2017

WORKFORCE MANAGEMENT FRAMEWORK

2 Staff sickness / Absence (1 month arrears) <3.8% 4.00% 4.05% 4.11% 4.13% 4.19% 4.23% 4.25% 4.27% 4.31% 4.34% 4.39% 4.40% 4.40%

2 Appraisal Completeness >90% 85.00% 83.00% 82.00% 82.00% 82.00% 81.00% 83.91% 83.91% 83.91% 84.00% 83.00% 78.00% 79.00% 79.00%

2 Mandatory Training Compliance >85% 89.00% 88.10% 87.85% 87.85% 88.00% 87.00% 87.25% 87.25% 86.00% 88.00% 87.38% 85.00% 85.41% 85.41%

2 Turnover (exc Jnr Docs) Rolling 12 months 10% - 14% 13.09% 12.75% 12.78% 12.77% 13.21% 12.99% 12.87% 12.61% 12.61% 12.00% 11.87% 11.51% n/a n/a

CHANGE FRAMEWORK

3 Number of Emergency Admissions - (Acute) 2740 2945 2797 2974 2947 3078 2935 2997 3015 3012 3088 3035 2755 32633

3 Average Length of Stay - Emergency Admissions - (Acute) 3.3 3.4 3.7 3.3 3.2 3.0 3.4 3.3 2.9 3.1 3.2 3.3 3.2 3.2

3 Hospital Stays > 30 Days - (Acute) 28 29 35 34 26 21 26 24 15 26 16 19 18 260
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REPORT SUMMARY SHEET 
 

Meeting Date 
 

5th April 2017 

Report Title 
 

Workforce and OD Board Report 

Lead Director 
 

Director of Workforce and Organisational Development 

Corporate Objective 
 

 Safe, quality care and best experience  
 

 Improved wellbeing through partnership 
 

 Valuing our workforce 
 

 Well led 
 

Corporate Risk/ 
Theme 
 

 Failure to achieve key performance standards 
 

 Inability to recruit/retain staff in sufficient number/quality to maintain 
service provision 

 

 Failure to achieve financial plan 
 

 Delayed delivery of integrated care organisation (ICO) care model 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Trust Board 

Strategic Context 
 

 To update the Board on the activity and plans of the Workforce and 
Organisational Development (OD) Directorate as reported and 
assured by the Workforce and Organisational Development Group. 
 

 To provide the Board with assurance on workforce and organisational 
development issues. 
 

Key Issues/Risks 
 

Issues  
 

 Forecast workforce numbers as reported to NHSi in the Trusts 
Operations Plan are included in Section 2.  These numbers are 
dependent on the Trust achieving its plans including Trust Wide 
Improvement Plans (TWIP’s). 
 

 The outcomes of a vacancy review in the SDU’s is included in section 
3 of the report, including vacancies removed from the system.  
 

 The findings of the National Staff Survey 2016 have been published in 
March 2017 further information is included in a separate report. 
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 Ceasing issuing paper payslips and providing electronically from May 
2017 as part of Employee Self Service is included in section 4.  
 

Risks 
 

 Failure to achieve workforce changes in accordance with the Trusts 
Operations Plan including TWIP’s plans (see section 2). 
 

 Medical recruitment in general remains a challenge as reported in 
section 9.1. 
 

 There are 65 GP trainees transfering to the Trust on 1 April 2017. 
Along with the other three lead employers the Trust is seeking full 
indemnity around this issue. Section 9.2 refers. 

 

Recommendations 
 

The Board is asked consider and discuss the assurance provided by the 
contents of this report. 
 

Summary of ED 
Challenge/ 
Discussion 
 

 
 
 

Internal/External 
Engagement inc. 
Public, Patient & 
Governor 
Involvement 
 

Governor Observer on Workforce and Organisational Development Group 
(Workstream 4) 
 

Equality & Diversity 
Implications 
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MAIN REPORT 
 

 

 

1. Purpose and Content of the Report 

 
1.1 Report Purpose 

 To update the Board on the activity and plans of the Workforce and 
Organisational Development (OD) Directorate as reported and assured by 
the Workforce and Organisational Development Group. 

 To provide the Board with assurance on workforce and OD issues. 
 

2. Trust Operations Plan 2017/2018 

 
2.1 The table below shows the planned staff in post over the next 5 years 

included in the submission to NHSi.  This plan takes into account the effect of 
the care model, trust wide improvement programmes, reductions in the 
vacancy factor etc.   

 

In-post In-post In-post In-post In-post In-post

Registered Nursing, Midwifery and Health Visiting Staff 1201.39 1144.94 1101.94 1086.76 1081.85 1081.85

Scentific, Theraputic and Technical Staff 715.30 697.96 669.38 654.00 647.00 647.00

Ambulance Staff 4.00 4.00 4.00 4.00 4.00 4.00

Healthcare Scientists 182.99 198.30 198.30 198.30 198.30 198.30

Support to Clinical Staff 1510.64 1508.60 1490.60 1477.86 1473.86 1473.86

NHS Infrastructure Support 1119.75 1017.28 921.28 917.28 913.28 911.28

General Payments 6.80 6.80 6.80 6.80 6.80 6.80

Medical and Dental Staff 423.40 423.40 423.40 423.40 423.40 423.40

Total 5164.27 5001.28 4815.70 4768.40 4748.49 4746.49

21/2218/1916/17 17/18 19/20 20/21

 
 

As detailed above the plan includes that there would be a total of 5164 WTE 
staff in post at the end of 2016/2017.  With the implementation of the Call to 
Action this should now be achieved.  The tables below show the WTE in post 
figure by staff group for each month from September 2015, the month before 
the Integrated Care Organisation (ICO) commenced, up to February 2017.  
The total of 5,224 WTE at the end of February 2017 is forecast to reduce to 
the planned level of 5164 WTE by the end of March 2017.   
 

Report to Board of Directors 

Date 5th April 2017 

Lead Director Director of Workforce and Organisational Development 

Report Title Workforce and Organisatonal Development Board Report 
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It should be noted that there are some variances in the staff groups in the 
table above compared to those below.  These variances are due to NHSi 
requiring reporting for operations plans in different categories to those 
reported nationally via the Employee Staff Record.  Work to use occupation 
codes for all reporting will correct this in the new year.  
 
Table 1 below shows current whole time equivalent staff in-post by staff group 
from September 2015 (prior to the ICO commencing) to February 2017.  
Table 2 shows the number of staff by pay bands.  Those staff in band 8 are 
predominantly in management roles.  Table 3 shows the same pay bands by 
ratio.  Tables 4 and 5 show the number of Non-Executive Directors over the 
same period.   
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Staff Group WTE 2015 / 09 2015 / 10 2015 / 11 2015 / 12 2016 / 01 2016 / 02 2016 / 03 2016 / 04 2016 / 05 2016 / 06 2016 / 07 2016 / 08 2016 / 09 2016 / 10 2016 / 11 2016 / 12 2017 / 01 2017 / 02

Add Prof Scientific and Technic 274.87 278.06 275.37 271.26 270.39 269.40 270.11 271.91 269.82 269.99 272.51 276.33 282.27 281.14 286.91 285.36 291.77 297.41

Additional Clinical Services 1,016.24 1,007.25 1,033.17 1,028.82 1,028.39 1,030.39 1,039.05 1,040.18 1,042.61 1,035.41 1,041.09 1,048.29 1,058.88 1,065.89 1,063.65 1,071.48 1,083.40 1,073.65

Administrative and Clerical 1,345.55 1,349.40 1,350.86 1,340.31 1,343.24 1,343.04 1,342.79 1,341.35 1,348.83 1,347.28 1,337.05 1,331.75 1,340.26 1,341.11 1,340.90 1,343.18 1,340.63 1,320.80

Allied Health Professionals 403.03 410.43 410.43 405.49 400.89 400.93 398.12 389.07 391.16 395.43 392.53 392.79 397.08 400.53 402.82 404.03 405.83 406.37

Estates and Ancillary 389.95 385.49 393.13 392.72 393.23 393.86 389.27 388.77 399.33 403.99 401.63 394.72 399.86 403.44 402.93 402.69 401.83 399.59

Healthcare Scientists 92.69 92.64 91.54 89.80 90.49 92.59 91.59 91.59 90.89 89.89 91.99 91.99 93.75 92.39 93.39 92.39 91.25 90.25

Medical and Dental 425.99 425.52 425.67 418.77 413.57 415.72 414.22 412.97 408.82 408.00 445.46 429.91 437.41 442.79 439.14 434.01 433.81 436.12

Nursing and Midwifery Registered 1,182.09 1,196.23 1,190.01 1,187.12 1,184.78 1,196.58 1,197.97 1,186.98 1,180.04 1,178.16 1,172.66 1,172.62 1,192.73 1,199.27 1,206.68 1,207.26 1,208.62 1,200.36

Students 5.69 5.69 5.69 5.69 5.69 5.09 5.09 5.09 5.09 5.09 5.09 1.90 3.90 3.90 3.90 2.90 1.50 1.50

Grand Total 5,136.11 5,150.71 5,175.87 5,139.99 5,130.68 5,147.59 5,148.21 5,127.92 5,136.61 5,133.23 5,160.01 5,140.29 5,206.14 5,230.45 5,240.33 5,243.31 5,258.65 5,226.05

Table 2
Staff Band WTE 2015 / 09 2015 / 10 2015 / 11 2015 / 12 2016 / 01 2016 / 02 2016 / 03 2016 / 04 2016 / 05 2016 / 06 2016 / 07 2016 / 08 2016 / 09 2016 / 10 2016 / 11 2016 / 12 2017 / 01 2017 / 02

Bands 1 - 7 4461.09 4478.85 4504.21 4478.25 4479.41 4491.16 4492.38 4475.33 4489.72 4487.66 4474.84 4471.45 4531.51 4551.23 4564.00 4570.31 4590.64 4557.26

Band 8 and Above 249.02 246.34 246.00 242.97 237.70 240.71 241.61 239.62 238.06 237.57 239.72 238.93 237.22 236.43 237.19 238.99 234.20 232.67

Medical and Dental 425.99 425.52 425.67 418.77 413.57 415.72 414.22 412.97 408.82 408.00 445.46 429.91 437.41 442.79 439.14 434.01 433.81 436.12

Grand Total 5136.11 5150.71 5175.87 5139.99 5130.68 5147.59 5148.21 5127.92 5136.61 5133.23 5160.01 5140.29 5206.14 5230.45 5240.33 5243.31 5258.65 5226.05

Table 3
Staff Band Ratio 2015 / 09 2015 / 10 2015 / 11 2015 / 12 2016 / 01 2016 / 02 2016 / 03 2016 / 04 2016 / 05 2016 / 06 2016 / 07 2016 / 08 2016 / 09 2016 / 10 2016 / 11 2016 / 12 2017 / 01 2017 / 02

Bands 1 - 7 86.86% 86.96% 87.02% 87.13% 87.31% 87.25% 87.26% 87.27% 87.41% 87.42% 86.72% 86.99% 87.04% 87.01% 87.09% 87.16% 87.30% 87.20%

Band 8 and Above 4.85% 4.78% 4.75% 4.73% 4.63% 4.68% 4.69% 4.67% 4.63% 4.63% 4.65% 4.65% 4.56% 4.52% 4.53% 4.56% 4.45% 4.45%

Medical and Dental 8.29% 8.26% 8.22% 8.15% 8.06% 8.08% 8.05% 8.05% 7.96% 7.95% 8.63% 8.36% 8.40% 8.47% 8.38% 8.28% 8.25% 8.35%

Grand Total 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Table 4
Staff Group 2015 / 09 2015 / 10 2015 / 11 2015 / 12 2016 / 01 2016 / 02 2016 / 03 2016 / 04 2016 / 05 2016 / 06 2016 / 07 2016 / 08 2016 / 09 2016 / 10 2016 / 11 2016 / 12 2017 / 01 2017 / 02

Non-Executive Directors 14.00 7.00 7.00 7.00 7.00 6.00 6.00 6.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00

Grand Total 14.00 7.00 7.00 7.00 7.00 6.00 6.00 6.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00

Table 5
Executive Directors WTE 2015 / 09 2015 / 10 2015 / 11 2015 / 12 2016 / 01 2016 / 02 2016 / 03 2016 / 04 2016 / 05 2016 / 06 2016 / 07 2016 / 08 2016 / 09 2016 / 10 2016 / 11 2016 / 12 2017 / 01 2017 / 02

Chief Executive 2.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Clinical Director - Medical 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Director of Nursing 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Finance Director 2.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Other Directors 3.00 3.00 3.00 3.00 3.00 4.50 4.50 4.50 4.50 4.61 4.61 5.00 4.00 4.00 4.00 4.00 4.00 4.00

Grand Total 9.00 7.00 7.00 7.00 7.00 8.50 8.50 8.50 8.50 8.61 8.61 9.00 8.00 8.00 8.00 8.00 8.00 8.00

Notes:  In addition to the 9.00 WTE Executive Directors shown above in 2015/09 there were  2 further Senior Managers at TSDHCT acting in ExecutiveDirector Roles and remunerated accordingly.     

               A further 2 Directors from SDHFT at 2015/09 were also covering Director Roles at TSDHCT 

               At 2015/09 the role of Medical Director at TSDHCT was vacant

               In total across SDHFT and TSDHCT there would normally have been a compliment of 14.00 WTE Executive Directors

Table 1
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3. Management and Administration Trust Wide Transformation 

Programme 

 
3.1 This scheme is a key part of the planned WTE reductions in the workforce 

part of the Operations Plan as detailed in section 2 above.  A project definition 
and associated documentation has been developed and a steering group is 
meeting to plan and monitor delivery.  The scheme identifies planned 
efficiencies in respect of management and administrative workforce for both 
back office functions and those working in service delivery units.   

 
Based on initial calculations the Trust will need to reduce its management and 
administrative workforce by 100WTE (20%) in both SDU’s and Corporate 
Support Services.  The Steering Group are finalising its plans.  In the 
meantime the vacancy freeze as detailed in the call to action section 5 below 
will be maintained for non-clinical staff until the Management and 
Administration Trust Wide Transformation Programme starts to deliver its 
outcomes.  
 

4. Implementation of Electronic Pay Slips and Employee Self 

Service 

 
4.1 The plan to move to electronic payslips for all staff will now commence in May 

2017.  This is a change of date to coincide with planned updates to the 
Electronic Staff Record.  These national changes will provide much improved 
employee self-service visibility and functionality with an easy to understand 
landing page with key information for staff all in one location.  

 
Employee Self-Service will provide staff with access to their Payslip and 
historical payslips, personal information, absence history such as sickness 
and holiday as well as holiday entitlement, appraisal dates, pension 
statements, P60 information, training compliance and training history.  This 
will also be accessible via any mobile device with remote access and there 
will be a mobile app to make remote access even easier in the near future. 

 

5. Vacancy Review 

 
5.1 A comprehensive vacancy review is being undertaken with a view to removing 

as many current vacancies as possible.  The process has included: 
 

 Providing details of all vacancies for each SDU and Corporate area. 

 Each of the vacancies have been verified and each area has identified 
those they believe they can remove based on the potential risk. 

 Challenge meetings have taken place with each SDU to see if further 
reductions can be achieved including identifying service areas for review 
whilst posts are held. 

 The table below confirmes the final position for the SDU’s.   
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SDU 

Vacancies 

WTE

SDU 

Vacancies 

Budget           

£

SDU 

Vacancies 

Removed 

WTE

SDU 

Vacancies 

Removed 

Budget        

£

SDU 

Vacancies 

Removed 

Run Rate 

Saving         

£

SDU 

Vacancies 

Held      

WTE

SDU 

Vacancies 

Held 

Budget        

£

SDU 

Vacancies 

Retained 

WTE

SDU 

Vacancies 

Retained 

Budget        

£

Community Services 112.57 4,343,733 25.76 994,000 198,800 10.00 385,869 76.81 2,963,864

Medical Services 107.52 3,021,404 12.79 359,410 36,096 10.64 298,993 84.09 2,363,001

Surgical Services 106.83 4,387,172 18.47 904,702 48,643 32.83 1,097,816 55.53 2,384,654

WCDT Services 42.97 1,928,380 11.73 381,690 30,713 31.24 1,546,690

Total 369.89 13,680,689 68.75 2,639,802 314,252 53.47 1,782,678 247.67 9,258,209  
 

 All other services in the Trust including Corporate will be subject to similar 
challenge meetings to determine how many of the C150 WTE vacancies 
can be removed.  

 

6. Staff Survey 2016 

 
6.1 The National NHS Staff Survey 2016 was issued to all staff in September 

2016 to seek their views about their jobs and working for the Trust.  The 
findings from the questionnaire have been summarised and presented in the 
form of 32 key findings with an overall indicator of staff engagement.   

 
 The Trust had a response rate of 45% with 2683 staff taking part in the survey 

which is average for combined acute and community trusts in England and 
comparable to last year’s response rate. 

 
 Further information is included in separate report to be presented to the 

Board. 
 

7. Recruitment 

 
7.1 The Strategic Recruitment & Retention Group and the various sub groups 

have been disbanded.  In its place three programme boards are being 
established, which will report into the Workforce and OD Group. 
The three Programme Boards will be: 
 

 Medical 

 Nursing & AHP 

 Non Clinical 

The Terms of Reference for each of the Boards are being developed, but 
primarily the Boards will be responsible for: 
 

 Providing  strategic direction and leadership for the review of the specific 
workforce 

 Provide oversight of all workforce related projects 

 Develop a workforce strategy  

 Support SDU’s in workforce planning and development 
 Work with the other programme boards to ensure workforce plans are 

aligned and meet the overall ICO workforce strategy. 
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8. Temporary Staff 

 
8.1  HMRC - IR 35 
 

New HMRC rules coming into effect in April 2017 will treat all public sector 
‘self-employed’ contractors using a Personal Services Contract (PSC) as 
falling under IR35 and therefore treated for tax purposes as an employee.  As 
a result of these new rules, the Trust will need to ensure all locum, agency 
and bank staff are subject to PAYE and on payroll from 1 April 2017.  
 
HMRC are launching a tool which will help to determine whether a new 
engagement with a PSC, Partnership and other corporate entity is caught by 
the new legislation. Further to this, Trusts engaging PSCs etc. via an 
employment business or intermediary will still be required to determine 
whether the new rules will apply, it is not possible to shift this responsibility to 
an intermediary or employment business. Where a Trust does not confirm the 
position within a set time period, the Trust will become liable for any PAYE 
and NIC that should have been withheld.  
 
We are currently working with LIAISON to understand the implication of the 
new legislation and identify the necessary actions.  
 

8.2 NHSI Workforce Supply 
 

NHSI have recently written to Trusts advising that they are aware that Trusts 
have been using agencies to employ individuals who are substantively 
employed at another NHS Trust, and are often paying significantly higher 
rates for these additional hours. This is counterproductive for the NHS and 
cannot continue.  

 
From 1 April 2017 Trusts should not be using agencies to employ individuals 
who are substantively employed elsewhere in the NHS. Trusts subject to the 
agency rules will only be able to engage substantive NHS staff working 
additional hours through staff banks, and / or overtime, and deduct PAYE as 
appropriate.  

 
The implications and practicalities of this are being worked through locally and 
at the Regional Nursing and Medical Consortium Groups. 

 

9. Medical Workforce 

 
9.1 The difficulty the Trust has experienced in recruiting to consultant posts has 

been well documented.  Despite these difficulties the Trust has successful 
appointed two Consultant Radiologists recently and we look forward to 
welcoming these individuals later in the year.  Current Permanent Medical 
Vacancies (as at 23 February 2017) are shown in the table below: 
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Grade Specialty Status 
 
Consultant (2 posts –  
1 x replacement and 
1 x new) 

 
Histopathology 

 
Currently re-advertising with a closing date of  
26 March 2017. 

 
Consultant (2 posts –  
1 x replacement and 
1x new) 

 
Stroke Physician 

 
Post has now closed – 2 candidates applied, both 
shortlisted – interviews being held on 16 March 2017 

 
Consultant 
(new) 

 
Gastro / Acute 
Medicine 

 
Currently being advertised – closes 24 February 
2017 – one candidate applied so far – interviews 
being held on 3 March 2017 

 
Consultant 
(replacement) 

 
Clinical Oncology 

 
Re-advertised – closes 19 March – no candidates to 
date 

 
Consultant 
(replacement) 

 
Haematology 

 
Currently being advertised – closes 26 March 2017 

 
Consultant 
(new) 

 
Dermatology 

 
Advert closed – no candidates – awaiting 
confirmation from department as to next steps. 

 
Consultant 
(2 x replacement) 

 
Neurology 

 
Advert closed – no candidates – awaiting 
confirmation from department as to next steps. 

 
Current Locum Medical Vacancies as at 23 February 2017 
 
 
Locum Consultant 

 
Histopathology 

 
Currently re-advertising – closes 26 March 2017. 

 
Locum Consultant 

 
Clinical Oncologist 

 
Re-advertised – closes 19 March – no candidates 
to date 

 
Locum Consultant 

 
Haematology 

 
Currently being advertised – closes 26 March 
2017 

 
9.2 TUPE Transfer of GP Trainees 
 

The Trust has reached agreement with Health Education England (HEE) to 
become the Lead Employer for approximately 65 GP Specialist Trainees 
across the South Devon Footprint as from 1st April 2017.  Discussions have 
involved HEE as several major concerns exist around the contractual 
arrangements for the trainnees which have been issued by Devon Doctors, 
including individuals being placed on incorrect contracts and receiving 
incorrect pay. The following are the conditions we have set to enable the 
transfer to take place: 

 

 HEE provide their written response to the concerns raised in the joint letter 

dated 10 February 2017 

 HEE confirm the funding position of GP trainees together with a revised 

administration funding figure 

 Devon Doctors provide a full written indemnity against any claim arising 

from their lead employer obligations whilst employing the GP Trainees 

 A revised contract between HEE and the Lead Employers to account for 

the above. 
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10. Organisational Development 

 

10.1 The first leadership development module was successfully delivered in 
December to 36 managers from the operational team’s.  Module 2 is 
scheduled for the 20th and 21st March. This module has been designed on the 
basis of themes identified in module 1 and will be delivered to a joint group of 
executive directors and senior managers. 

 
10.2 OD STP  

 
The OD and strategy group were requested by the STP CEO to undertake a 
diagnostic piece of work to identify the OD work previously undertaken and 
currently planned by organisations together with identification of the current 
OD challenges being faced.  A submission was coordinated with Torbay 
Council and Torbay CCG and the overall document has now been presented 
to the STP CEO group.  Feedback is awaited and until such time the STP OD 
group has been suspended.  
 

10.3 Staff Engagement 
 
A staff engagement strategy and plan will be developed during April that will 
set out an organisational approach to engagement together with a plan of 
interventions. 
 

10.4 Quality Improvement Programme for Outpatient Redesign 
 
OD are supporting this programme that commences during April in helping 
teams to think innovatively about how they will be designing and delivering 
their future outpatient pathways.  

 
10.5 Coaching   
       

The coaching website is now live together with a refreshed process for a 
request for coaching which is open to all staff and our partner organisations 
including the voluntary sector. Coaching is increasingly being used as an 
invaluable preventative intervention particularly during the current climate of 
high levels of change and is useful in helping staff to help themselves 
particularly when: 

 

 feeling overwhelmed 

 want to improve your own wellbeing 

 want help with a work relationship that is not functioning as well as it could 

 you are trying to influence or create change and feel ‘stuck’ 

 you want to create space to enable you to be more present 
 

The 15 coaches are embedding the coaching approach in their own work 
areas that are across the organisation invaluably contributing to the require 
shift in culture. An internal evaluation is underway to order to measure the 
true realisation of benefits of coaching across the organisation. 

 
The service and webpage have been launched through the staff bulletin and 
on-going in engaging with staff groups, attending staff meetings, linking in with 
key services egg HR and Occupational Health. 
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10.6 Organisational Effectiveness 
 

It is recognised that the scale and pace of change is significant and that staff 
will need support at individual, team and organisational level, therefore a 
programme of positive interventions are being implemented: 
 

 Open access to coaching support  

 Piloting Mindfulness - time for me sessions. These lunchtime sessions will 
provide the space to dissolve some of the mental crowdedness of 
everyday life, and this short session will include a brief talk followed by 
practical techniques and exercises.  

 OD at every opportunity through one to one conversation, training 
programmes, team meetings, blogs, corridor conversations are helping 
managers to free up their normal way of thinking and can respond to 
situations from a new perspective.  

 Provide opportunity through open access sessions and existing 
interactions and forums for staff to think and ask themselves what is 
working well, that they could do more of and what would benefit from a 
change. 

 Understanding change and how I feel - Creating short videos with the 
purpose of helping staff to make sense of why they are feeling the way 
they are and how they can help themselves. 

 Liaising with Communications to establish a plan and approach that 
provides supportive acknowledgement of the current change, be clear that 
is the new norm and provides supportive guidance to help staff become 
unstuck from their current mind set to increase motivation.  

 OD providing short burst training to supporting functions so that any 
opportunity they can help staff to help themselves to reduce the feeling of 
helplessness. 
 

11.0 Equality and Diversity 

 
11.1 Equality Business Forum 
 

The Equality Business Forum is responsible for monitoring, developing, 
extending and improving the Trust’s work on the workforce equalities and 
inclusion agenda. The primary function of this group has been the 
development of an integrated action plan to ensure a consistent and robust 
approach to delivery equality objectives. 

 
11.2 Policy and Reporting 
 

The Equality and Diversity Policy has been updated and rebranded as the 
Diversity and Inclusion Policy. This is in accordance with national guidance 
from NHS Employers and the Employers Network for Equality and Inclusion 
(ENEI). This policy is pending ratification.  

 
The Annual Workforce Diversity Report is due for publication. Similarly to 
previous years, the Trust continues to experience high levels of non-
disclosure across a range of characteristics. A response to the primary 
findings has been incorporated into the Diversity and Inclusion Action Plan. 
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REPORT SUMMARY SHEET 

Meeting Date 
 

5th  April 2017 

Report Title 
 

National NHS Staff Survey 

Lead Director 
 

Director of Workforce and Organisational Development 

Corporate Objective 
 

Safe, quality care and best experience  
 
Valuing our workforce 
 
Well led 
 

Corporate Risk/ 
Theme 
 

If priorities are not progressed there is a risk that the Trust will not fully realise 
the benefits of a highly engaged workforce. 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Trust Board 
Strategic Context 
 

The Staff Survey is one of the most widely used methods for measuring staff 
engagement.  Using the results of the Staff Survey and other performance data, 
researchers have established a clear link between levels of staff engagement 
and patient experience.  Where staff engagements scores are high, scores are 
also significantly higher for patient satisfaction and lower for standardised 
hospital mortality rates.  Higher staff engagement scores have also shown 
significantly higher scores for staff health and wellbeing and lower staff 
absenteeism, and as such have a positive impact on financial performance 
 
The findings from the 2016 Staff Survey demonstrate that the Trust has made 
significant statistical progress in all but one of the priorities identified from the 
2015 Staff Survey.  However, continued focus is required. 
 
Compared with all combined community and acute trusts nationally, the Trust is 
rated as average or better than average in 27 out of 32 key findings.  The Trust 
compares most favourably in the following five areas: 
 
- Staff recommendation of the organisation as a place to work or receive 

treatment 
- Staff satisfaction with resourcing and support 
- % of staff attending work in last 3 months despite feeling unwell  
- % of staff experiencing discrimination 
-     % of staff experiencing physical violence from staff 
 
Despite a financially challenging year with significant organisational and service 
change, the Trust has maintained its overall staff engagement score which 
continues to be better than the national average. 
 

Key Issues/Risks 
 

If priorities are not progressed there is a risk that the Trust will not fully realise 
the benefits of a highly engaged workforce. 
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Recommendations 
 

1. It is important that we celebrate those areas in which the Trust performs well 
and that we maintain efforts in these areas.  It is equally important to learn 
and develop organisational responses to those areas in which the Trust 
performs less well, either by comparison to the national average or its 
previous year’s performance.  These include: 
 
- Improving the quality and number of appraisals completed. 
- Improving the percentage of staff reporting errors, near misses or 

incidents, including violence. 
- Improving the perceived fairness and effectiveness of procedures for 

reporting errors 
- Improving the perceived usage of patient/service user feedback  
- Addressing the percentage of BME staff experiencing HBA from patients, 

relatives, public  
 
2. Given the Trust’s financial challenges and requirement for significant 

transformation, maintaining an engaged workforce is more important than 
ever.   As such staff engagement needs to continue to be an overarching 
priority for the Trust. 

 
Summary of ED 
Challenge/Discussion 
 

 
 
 

Internal/External 
Engagement inc. 
Public, Patient & 
Governor 
Involvement 
 

The survey was issued to all staff and a 45% response rate was achieved. 
 
The formulation of the action plan will include engagement with; Staff Side, 
Freedom to Speak up Guardians, Diversity forums and key management leads 
 

Equality & Diversity 
Implications 
 

Incorporated into the recommendations. 
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MAIN REPORT 

 

1.0 Purpose 

1.1 To provide the Board with an update on: 

- The progress made against the priorities identified within the 2015 Staff Survey 
- The actions taken to realise the improvements 
- The Trusts local and national position in respect of 2016 Staff Survey findings 
- Priorities for 2017 

 
2.0 Context 

2.1 The Staff Survey is one of the most widely used methods for measuring staff engagement.  Using 
the results of the Staff Survey and other performance data, researchers have established a clear 
link between levels of staff engagement and patient experience.  Where staff engagements scores 
are high, scores are also significantly higher for patient satisfaction and lower for standardised 
hospital mortality rates.  Higher staff engagement scores have also shown significantly higher 
scores for staff health and wellbeing and lower staff absenteeism, and as such have a positive 
impact on financial performance. 

 
2.2 The fieldwork for the 2015 Staff Survey commenced on 1st October 2015, enabling the organisation 

for the first time, to seek the views of the workforce as an Integrated Care Organisation.  The 
survey was issued to all staff and a 46% response rate was achieved.  The fieldwork for 2016 Staff 
Survey was between September and November 2016.  Again a census was completed and a 
comparable response rate of 45% was achieved. 

3.0 Trust Priorities 2015-16 

3.1 The Trust priorities identified from the 2015 Staff Survey were to specifically: 

-  address the percentage of staff feeling pressure to attend work when feeling unwell 
-  reduce the percentage of staff witnessing harmful errors, near misses or incidents 
-  improve the perceived fairness and effectiveness of procedures for reporting errors, near 

misses and incidents 
-  improve staff confidence and security in reporting unsafe clinical practice 
-  develop bespoke actions to ensure BME staff have equal access to career opportunities 

and receive fair treatment in the workplace (WRES) 
-  focus on sustaining staff engagement 

3.2 A specific action plan was developed to progress the Trust priorities as seen in Appendix A. 
 
 

Report to Board of Directors 

Date 5th  April 2017 

Lead Director Director of Workforce and Organisational Development 

Report Title National NHS Staff Survey 
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4.0 Progress/Achievements 
 
4.1 The findings from the 2016 Staff Survey demonstrate that significant statistical progress has been 

made in all but one of the Trust priorities for 2015 and are as detailed below. 
 
4.2 Pressure to attend work when feeling unwell 
 

In 2015, 65% of respondents reported feeling pressure to attend work when feeling unwell.  A 
number of actions were implemented to address this focusing on both preventative and 
management measures.  Examples include the expansion and promotion of wellbeing initiatives to 
maintain health and wellbeing, together with the provision of ‘sickness surgeries’ to support 
managers in the tools and techniques available to staff upon returning to work.  In 2016, this figure 
has reduced to 50% against a national average of 55% for combined community acute trusts.  This 
constitutes one of the Trust’s biggest local improvements.  Whilst acknowledging this improvement, 
there is ambition to go further and this will continue to be addressed through the initiatives 
developed to improve staff wellbeing and attendance. 
 

4.3 Witnessing harmful errors, near misses or incidents 
 

In 2015, 30% of respondents stated that they had witnessed harmful errors, near misses or 
incidents in the last month.  It was felt that improved education may have contributed to this 
response, as staff were more able to identify when they had identified such incidents.  The 
reporting of incidents was above the national average with 91% of staff reporting incidents.  
Through better reporting the Trust has been able to take specific actions.  For example, in 
response to the increased COSHH incidents a bespoke working party was established, from which 
there has been a review and subsequent reduction in the number of COSHH items available for 
use.  In 2016, the response to this question has fallen to 28% against a national average of 29% 
for combined community acute trusts. 
 

4.4 Fairness and effectiveness of procedures for reporting errors 
 

The survey measures the perceived fairness and effectiveness of procedures for reporting errors, 
near misses and incidents, through a scale summary score from one to five, with five being the 
most fair and effective.  In 2015, the Trust achieved a score of 3.65.  Despite actions being taken 
there has been no statistically significant change, with the 2016 score being 3.68.  This compares 
to a national average of 3.73 for combined community acute trusts.  This is expected to improve 
following the implementation of a single incident reporting system towards the end of last year, but 
will continue to be an area of priority for 2017. 
 

4.5 Staff confidence in reporting concerns 
 

The survey also measures staff confidence in reporting unsafe clinical practice through the five 
scale summary score.  In 2015, the Trust achieved a score of 3.59.  In response, the Trust 
introduced the ‘See Something, Say Something’ initiative, sponsored by the Trust Chairman, which 
was designed to encourage and support staff in raising genuine concerns at the earliest 
opportunity.  As phase two of the initiative, the Trust appointed and launched the Freedom to 
Speak Up Guardians, sponsored by the Chief Executive, who work in a genuinely independent 
capacity to support staff in raising concerns.  The F2SUG network has been further enhanced by 
the appointment of two Equality and Diversity Guardians.  The 2016 survey findings indicate a 
greater staff confidence and security in raising concerns, with the Trust achieving a scale summary 
score of 3.70 against a national average of 3.68 for combined community acute trusts.  This 
represents one of the Trust’s most significant local improvements.  Whilst recognising this position 
is improving, the Trust needs to maintain its efforts in this area and continued promotion of ‘See 
Something, Say Something’ and embedding of the role of the Guardians will be essential. 
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4.6 Workforce Race Equality Standard (WRES) 
 

There are four measures within the Staff Survey that contribute to the WRES.  As can be seen 
from table 1 improvements have been made in a number of areas.  This has been achieved 
through a combination of actions including; the appointment of Equality and Diversity guardians to 
support staff in raising concerns of  inequality or discrimination, re-modelling the recruitment and 
selection training to be founded on an unconscious bias platform and the creation of an Equality 
Business Forum with Executive leadership.  The reduction in BME staff responses in relation to 
experiencing harassment, bullying or abuse (HBA) from staff (from 34% to 17% v’s national 
average of 26%), the increase in the percentage of BME staff who believe the Trust provides equal 
opportunities for career progression (from 70% to 85% against a national average of 75%) and 
staff experiencing discrimination by manager/colleague (from 21% to 12% against a national 
average of 14%) have been some of the most significant local improvements.  However, continued 
effort is required, specifically around the percentage of BME staff experiencing HBA from patients, 
relatives and the public, which will continue to be a priority this year. 
 
 

  TSDFT 
2015 
(White) 

TSDFT 
2015 
 (BME) 

TSDFT 
2016 
(White) 

TSDFT 
2016 
(BME) 

National 
Average 
2016 
(White) 

National 
Average 
2016 (BME) 

% staff experiencing 
HBA from patients, 
relatives, public 

26% 26% 22% 28% 27% 27% 

% staff experiencing 
HBA from staff 

25% 34% 22% 17% 22% 26% 

% staff believe the 
Trust provides equal 
opportunities for 
career progression 

89% 70% 88% 85% 88% 75% 

% staff experienced 
discrimination by 
manager/colleague 

6% 21% 5% 12% 6% 14% 

           Table 1  
 

5.0  Engagement 
 
5.1    Despite a financially challenging year with significant organisational and service change, the Trust 

has maintained its overall staff engagement score which continues to be better than the national 
average. 

 

 TSDFT 
2015 

TSDFT 
2016 

National 
Average 2016 

Overall Staff Engagement 3.87* 3.87* 3.80* 

KF 1 - Staff recommendation of the Trust as a place 
to work or receive treatment 

3.92* 3.90* 3.71* 

KF 4 - Staff motivation 3.94* 3.95* 3.94* 

KF 7 - Ability to contribute to improvements at work 72% 74% 71% 

Table 2 
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5.2 Management engagement is critical to the engagement of the workforce.  A recent article from HSJ 
reported that NHS staff feel senior managers do not involve them enough in decision making, with 
only a third of NHS staff agreeing that managers involve them in important decisions.  The article 
continued to report significantly better management visibility with 82% of NHS Staff knowing who 
their senior managers are.  Nationally, 39% of NHS staff agreed that ‘communication between 
senior management and staff is effective’ with 32% agreeing that senior managers act on staff 
feedback.   

 
5.3 The Trust’s performance against each of the four management engagement measures has 

improved since 2015, and is higher than the national findings in all but one area which relates to 
senior managers acting on staff feedback.  The Trust findings are largely favourable when 
compared to trusts locally, ranking first or second in most areas, again with the exception of senior 
managers acting on staff feedback (see table 3).  Whilst acknowledging the Trusts favourable 
comparable position, there is recognition that the findings are generally low.  Therefore this will 
remain a priority, together with staff engagement for 2017. 

 
% agreeing or 
strongly agreeing  

TSDFT 
2015 

TSDFT 
2016 

Nationally 
2016 

Northern 
Devon  

Royal 
Devon 
and 
Exeter 

Plymouth 
Hospitals 
NHS 
Trust 

Taunton & 
Somerset 
NHS 
Foundation 
Trust 

Royal 
Cornwall 
Hospitals 
NHS 
Trust 

Q8a ‘I know who 
senior managers 
are here’ 

82 
  

83 82 81 81 84 78 73 

Q8b 
‘Communication 
between senior 
management and 
staff is effective’ 

37 40 39 36 40 38 40 28 

Q8c ‘Senior 
managers here try 
to involve staff in 
important 
decisions’ 

31 34 33 35 35 31 33 25 

Q8d ‘Senior 
managers act on 
staff feedback’ 

27 30 32 29 31 30 32 21 

Table 3 

 
6.0 Staff Survey 2016 – local and national position 
 
6.1 Compared with all combined community and acute trusts nationally, this trust is rated as average 

or better than average in 27 out of 32 key findings.  The Trust compares most favourably in the 
following five areas; 

KF1 – Staff recommendation of the organisation as a place to work or receive treatment 
KF 14 – Staff satisfaction with resourcing and support 
KF18 - % of staff attending work in last 3 months despite feeling unwell  
KF20 - % of staff experiencing discrimination 
KF 23 - % of staff experiencing physical violence from staff 
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6.2 The Trust’s performance compared to local trusts can be seen in table 4. 
 

  Staff 
Engagement 
score  

Number of Key findings 

Above average  Average Below 
Average 

TSDFT 3.87 14 13 5 
Northern Devon 3.88 24 7 1 

Royal Devon and Exeter 
NHS Foundation Trust 

3.91 26 4 2 

Plymouth Hospitals NHS 
Trust 

3.74 10 5 17 

Taunton & Somerset NHS 
Foundation Trust 

3.89 17 12 3 

Royal Cornwall Hospitals 
NHS Trust 

3.58 3 3 26 

Table 4 
 
 
7.0 Trust Priorities 2016-17 
 
7.1 It is important that we celebrate those areas in which the Trust performs well and that we maintain 

efforts in these areas.  It is equally important to learn and develop organisational responses to 
those areas in which the Trust performs less well, either by comparison to the national average or 
its previous year’s performance.  These are detailed in Table 5. 

 
7.2 Given the Trust’s financial challenges and requirement for significant transformation, maintaining 

an   engaged workforce is more important than ever.   As such staff engagement needs to continue 
to be an organisational and leadership priority for the Trust and is therefore included in Table 5. 

 

STAFF ENGAGEMENT 2015 – 3.87  2016 – 3.87  NA – 
3.80 

KF11 - % staff appraised in last 12 months  2015- 88%  2016 – 86%  NA – 
86% 

KF12 – Quality of appraisals 2015- 3.01   2016 – 3.05   NA – 
3.11 

KF29 - % staff reporting errors, near misses or 
incidents 

2015 – 91%  2016 – 89% NA – 
91% 

KF30 – Fairness and effectiveness of procedures for 
reporting errors 

2015 – 3.65  2016 – 3.68  NA – 
3.73 

KF32 – Effective use of patient/service user feedback 2015 – 3.64  2016 - 3.65   NA – 
3.68 

KF24 - % reporting most recent experience of 
violence 

2015 – 63%  2016 – 53%  NA – 
67% 

WRES - % staff experiencing HBA from patients, 
relatives, public  

   2015 – 26%  2016 – 28%  NA –
27%            

Table 5 
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8.0      Next Steps 
 
8.1 Following engagement with key stakeholders, a comprehensive action plan will be developed to 

address those areas highlighted for development. Actions already complete include; the 
development of a datex e-learning tool to supplement the face to face training for the single 
incident reporting system, the development of a tackling Discrimination Together policy,  the 
development and launch of the coaching network.  Plans are also in place to redesign the appraisal 
paperwork to incorporate a strength based methodology focusing on an ‘Achievement review.   The 
implementation of the action plan will be monitored through the Workforce and Organisational 
Development Group. 

 
8.2 Where available, directorates will be provided with local findings from the survey.  Directorates will 

then be asked to engage with their teams and develop local action plans to address those areas 
identified for development.  Compliance against these plans will be monitored through the 
SDU/Corporate performance reviews.  
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STAFF SURVEY ACTION PLAN: 2015-16 

 
 
Scope of Action plan  
 
Previous reports have detailed the outcomes of the NHS Staff Survey 2015.  The action plan detailed below seeks to improve those 
areas in which the Trust has performed below the national average when compared with our comparator organisations. 
 

Act 
No 

Action   Action 
Assigned To 

Deadline  Progress 

For the key findings detailed below the data will be interrogated to identify whether there are any key areas where the issues are 
particularly prevalent.  In such circumstance, a small task and finish group will be established within the area to consider additional 
actions. 
 
KF 18 Percentage of staff feeling pressure in the last 3 months to attend work when feeling unwell. 
 
1.1 Review of Sickness Absence Management policy and toolkit Mike 

Mogford 
31/08/16 Scoping meeting held with Trade Unions to 

seek their input on proposed changes. 
1.2 Ensure weekly drop in sessions are available for managers to 

discuss sickness absence cases and the tools and techniques 
available to staff in returning to work. 

Human 
Resource 
Advisors 

01/03/16 Complete  

1.3 To further develop and launch guidance on proactively 
managing long term sickness. 

Mike 
Mogford/ 
Jenny 
Shepherd 

30/06/16 Draft process complete.  To be incorporated 
within revised policy. 

1.4 To expand and promote the wellbeing initiatives available to 
staff in maintaining health and wellbeing. 

Penny 
Gates 

Ongoing Staff Welfare and Well-being is now an 
identified sub-group of the Workstream 
Committee alongside Recruitment and HR, 
Workforce Planning and Organisational 
Development.  The sub-group will provide 
direction and oversight for the health and 
wellbeing activities across the health 
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community. Key Staff Welfare and Well-being 
Workstream areas include: 
Employee appreciation and recognition 

 Blue Shield Awards 
 WOW Awards 
 Long Service Awards 
 Retirement 
 Thank you acknowledgements 

 
Mental Health and Wellbeing in the 
Workplace  

 Stress (in and outside work) 
 Feeling anxious 
 Mental Health First Aiders 

 
Physical Health and Wellbeing in the 
Workplace 

 Diet 
 Smoking 
 Exercise 
 Alcohol 
 Back pain 

 
Staff disability awareness and well-being 
 

 
 
KF 28 Percentage of staff witnessing harmful errors, near misses or incidents in last month. 
 
Improved education has improved the level of understanding of what constitutes an incident/near miss and as such staff can better identify when 
they have witnessed a harmful incident.  It is heartening to see that 91% of staff report incidents once witnessed (above the national average).  
Through better reporting the Trust is able to take appropriate actions as identified through the example below; 
2.1 There had been an increase in the number of COSHH incidents 

as such a COSHH working party was established.  The group is 
COSHH 
Working 

01/07/16 Due to the ease which managers can obtain 
material safety data sheets via NHS 
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improving the management of COSHH within the Trust by; 
-  reducing the number of COSHH items available to 

order,  
- developing a single location for the material safety data 

sheets (MSDS) for all COSHH substances to be held 
and accessed 

Party supplies or a search engine on the WWW 
the requirement for a single location has 
been removed. 
The safety team have provided a Safety file 
to all departments which includes a section 
for the COSSH assessments to be held and 
therefore easily accessed by staff.  The 
team will be monitoring the use of these 
folders. 
The facilities department continue to work 
towards reducing the number of different 
cleaning chemicals available and are 
currently carrying out trials. 

2.2 Ensure all incidents continue to be closely monitored by the 
Health and Safety team, including the identification of annual 
key performance indicators. 

Health and 
Safety 
Team 

monthly All incidents continue to be reported to 
CIEG monthly as part of the H&S report and 
discussed at the H&S committees. KPI’s 
have been set for 2016/2017 with a reduced 
target for harm incidents.    

 
 
KF 30 Fairness and effectiveness of procedures for reporting errors, near misses and incidents 
 
3.1 Commission and implement single incident reporting system 

(Datex), supported by appropriate staff training. 
Implementat
ion team 

01/06/16 Complete 

3.2 Health and Safety Audit to be completed within each department 
in Estates and Facilities Management  

Lesley 
Darke 

01/05/16 Requested from all departments and some 
action plans already in place 

3.3 Review and amend Induction and mandatory training for Health 
and Safety to incorporate the importance of feedback. 

Maurice 
Lidster 

01/04/16 This has been completed as part of the H&S 
topic during management training and is 
highlighted during mandatory H&S training for 
all staff 

3.4 Amend ‘Workplace Health and Safety Audit’ checklist to include 
evidence that feedback has been provided to the individual 
reporting the incident/near miss. 

Maurice 
Lidster 

01/04/16 This has been incorporated as a question in 
the checklist 

3.5 To explore the potential of Incident Reporting being incorporated Maurice 01/06/16 This will be delivered as part of the current 

Page 89 of 10906 - 2017.04.26_CX_Report.pdf
Overall Page 105 of 173



4 Staff Action Plan 2016 

 

into the Line Managers Induction programme Lidster H&S topic during management training   
3.6 On a monthly basis, utilise the staff bulletin, to publicise incident 

data, themes and actions. 
Steve Carr 30/04/16 Complete 

3.7 On a quarterly basis utilise ‘You said, we did’ to communicate 
the actions taken as a result of incident reporting, via a 
corporate newsletter. 

Steve Carr/ 
Maurice 
Lidster 

30/06/16 Updates placed in the Trust Bulletin when 
changes are made to improve safety.  An 
example being information on office chairs  

3.8 Create a divisional newsletter that will message the divisional 
incidents and themes.  

Steve Carr 30/04/16 Complete 

3.9 To explore the potential for incident data to be displayed in back 
of house areas and communicated via local forums 

Steve Carr 30/06/16 This will be cascaded via Divisional Boards, 
Governance Meetings and as above 

3.10 To review how drug errors are investigated Cathy 
Bessent 

30/06/16 The current policy is due for review in the 
autumn 2016. Further discussion will be 
required as part of that review since 
awareness of this policy does not appear to 
be uniform. 

 
KF 31 Staff confidence and security in reporting unsafe clinical practice 
 
4.1 Launch of Freedom to Speak Up Guardians Guardians Spring 

2016 
A network of Guardians were appointed 28th 
Jan 2016.  This has been further supported 
by the appointment of two Equality and 
Diversity Guardians in August 2016. 

4.2 Continued promotion of  ‘See something, say something 
campaign’ 

Jenny 
Shepherd 

Ongoing An Executive Director Blog was completed by 
CEO on 27th May to provide an update on 
developments within the initiative. 
 
The ‘See something, say something ‘logo 
continues to utilised in the Freedom to Speak 
Up Guardian publicity materials i.e. posters. 
 
The ‘see something, say something’ website 
has been enhanced to incorporate; HEE 
training videos; Raising Concerns policy and 
process. 
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4.3 Develop and implement training for staff on raising concerns Chris 
Edworthy/ 
Jenny 
Shepherd 

30/06/16 Health Education England videos have been 
adopted by the Trust to provide advice to 
staff on raising concerns.  The Freedom to 
Speak Up Guardian continue to publicise the 
network and actively support staff who raise 
concerns. 

4.4 Develop and implement management training in managing 
concerns 

Chris 
Edworthy/ 
Jenny 
Shepherd 

30/06/16 Health Education England videos have been 
adopted by the Trust to provide advice to 
managers on how to respond to concerns.  
Plans continue to develop to incorporate this 
topic into the management principles of the 
Trust for which a training programme is being 
developed. 

 
5.0 Demographic findings – Percentage of BME staff reporting experiences of discrimination at work 
 
5.1 A Workforce Race Equality Standard (WRES) action plan has 

been developed to address issues identified within specific 
demographic groups. 

Emma 
McCluskey  

30/6/16 Complete.  See WRES Action Plan 

5.2 Design a bespoke Leadership and Management programme to 
address specific issues, framed in a wider context of 
conversation, assumptions and bias.  

Chris 
Edworthy 

30/09/16 Being taken forward by the new Equality and 
Inclusion Forum 

5.3 Design a bespoke programme focused on personal resilience 
and perceptions 

 

Chris 
Edworthy 

30/09/16 Programme in development – revised date 
May 2017 

A number of additional actions will be taken forward to improve and sustain performance in those areas where the Trust performs 
well.  Of key importance is the need to sustain the level of staff engagement.  This will be achieved through a combination of 
actions including the adoption of a strength based methodology. 
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REPORT SUMMARY SHEET 

Meeting Date 
 

5th April 2017 

Report Title 
 

Care Model Implementation – Inpatient changes 

Lead Director 
 

Chief Operating Officer 

Corporate Objective 
 

Safe, quality care and best experience  
 
Improved wellbeing through partnership 
 
Valuing our workforce 
 
Well led 
 

Corporate Risk 
Theme 
 

Available capital resources are insufficient to fund high risk/high priority 
infrastructure/equipment requirements/IT Infrastructure and IT systems 
 
Inability to recruit/retain staff in sufficient number/quality to maintain service 
provision 
 
Failure to achieve key performance standards 
 
Failure to achieve financial plan 
 
Delayed delivery of integrated care organisation (ICO) care model 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Trust Board 

Strategic Context 
 

The report details progress in implementing the Care Model changes with 
particular focus on inpatient bed configuration. The changes have been enabled 
by the changes to community services and action taken to improve efficiency in 
bed utilisation. 
 

Key Issues/Risks 
 

The Care Model Delivery Group maintains a risk register detailing all aspects of 
delivery of the care model. The specific issues that relate to this programme of 
work include: 
 

 The delivery of the plan requires the benefits associated with the enabling 
programmes to be optimised - there is more to be done if this is to be 
achieved. Under-delivery could result in significant capacity issues and 
poor performance against the 4-hour wait standard. 
 

 There are a number of vacancies including nursing vacancies across the 
Trust, which provide redeployment opportunities for staff displaced 
through inpatient changes. There will be a need for staff to be flexible in 
considering these options and staff should be given appropriate 
opportunity to develop new skills to enable transition. 
 

Page 92 of 10906 - 2017.04.26_CX_Report.pdf
Overall Page 108 of 173



Public 

 
 

 Small-scale estates changes will be needed to ensure that ward 
environments are fit for purpose/reconfiguration needs. This has not been 
factored into the current estates plan. Source of funding is a risk. 

  

Recommendations To note the content of the report 
 

Summary of ED 
Challenge/Discussion 
 

The Executive Team has considered the plans to implement the service 
changes agreed following a period of consultation. The Executive Team has 
considered the implementation plans and has required the following actions are 
taken: 
 

 Quality impact assessments to be completed on all changes including 
securing views of staff involved in the changes. These will be reported 
through the Quality Improvement Group. 
 

 Optimisation of the activities associated with the improvement 
management of hospital flow including actions detailed in the A&E 
improvement plan. Standards are to be monitored through the monthly 
quality and performance meetings 
 

 Engagement with staff through Clinical Management Group and with staff 
representatives. 
 

Internal/External 
Engagement inc. 
Public, Patient & 
Governor 
Involvement 
 

The plans were included in the community consultation and have been 
discussion with senior clinicians through the Clinical Management Group. 
 

Equality & Diversity 
Implications 
 

A quality and equality impact assessment was completed and no concerns 
identified. 
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MAIN REPORT 

 

1 Purpose 
To provide the Board of Directors with an update on care model changes within the 
Acute Hospital with specific reference to inpatient bed reductions. 

 

2 Provenance  

The report is informed by the following:  

 Minutes and action log from the Care Model Delivery Group  

 Minutes and action log from Senior Business Management Team 

 Minutes and action log from Clinical Management Group 

 Presentation to Finance and Performance Committee 

 Minutes of the Executive Team 

 Media briefings to the public and press 
 

3       Care Model Delivery- inpatient beds changes 
The Care Model plan included a reduction in acute hospital inpatient beds enabled by 
the changes in community services and improvement in efficiency in acute hospital 
bed utilisation allowing a reduction in escalation capacity.  The plan was to reduce by 
32 beds from 1 April 2017 with the potential for further reductions linked to the 
development of alternative pathways for the frail elderly 

Although this was set out in the ICO business case and the CCG’s public 
consultation document, it is apparent from feedback and reaction that the plan to 
make this change was not fully understood by staff or the public. 

4       Implementation plans and programme governance 
The Care Model Delivery Group, chaired by the Chief Operating Officer, oversees the 
delivery of the Inpatient bed changes. A sub group of this meeting, the disinvestment 
group, monitors progress against the plan and addresses any barriers to progress. 
 
The design of the service delivery model that supports the inpatient bed changes is 
led by Deputy Medical Director Andy Griffiths and operationally supported by Lesley 
Wade. They have worked with clinicians and managers across the Trust in bringing 
proposals together. 
 
The Clinical Management Group led by Rob Dyer Medical Director and attended by 
senior clinicians receives proposals and makes recommendations on the service 
configuration and the model of bed reductions. 
 
The requirement to deliver the savings programme associated with bed reductions 
was communicated to clinical staff in February with an agreement that the 

Report to Board of Directors 

Date 5
th

 April 2017 

Lead Director Chief Operating Officer 

Report Title Care Model Implementation – Inpatient Changes 
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programme can be implemented in a phased manner starting in April and completed 
in June 2017. They have come forward with the initial proposals and criteria for 
implementation for phase 1 which will be implemented on 3 April 2017.  The Clinical 
Management Group is due to consider the plans for phase 2 and 3, which will be 
implemented by the end of June 2017. 

 
5       Supporting work programmes 

To ensure that we can manage the reduction in inpatient capacity it is important that 
we are able to model demand and the impact of length of stay and delays to 
discharge on capacity within the hospital. The performance team has developed a 
model that has helped us understand what we need to achieve to be confident that 
we can accommodate demand. This information is being used to set standards 
across services which will be monitored through the control room with managers and 
clinicians held to account for delivery of the standards. The Trust escalation 
framework will be used to manage risks. 
 
The Trust has implemented a number of work programmes aimed at reducing the 
number of people who are conveyed to hospital and improving efficient use of beds 
within the Trust. These initiatives include: 
 

 Enhanced Intermediate Care (IC) 

 SWAST specialist paramedic working with IC team to direct 999 response 
calls to community alternatives 

 Frailty team based in Emergency Department  

 Conversion to admissions audit  

 Ambulatory Care development in surgery, medicine, gynaecology and 
Paediatrics 

 SAFER bundle – increasing number of discharges before 11 am  

 Discharge to Assess 

 Complex discharge management 
 

6       Progress to date 
The first phase of the inpatient bed changes will be implemented on 3 April 2017. 
This will involve the re-siting of inpatient gynaecology and breast surgery to a shared 
specialist surgical ward along with the Gynaecology Assessment Unit. This will 
enable the closure of McCullum ward with a reduction of 14 beds.  

The Clinical Management Group is due to consider 3 options for delivering the 
remaining changes at its meeting on 6 April 2017. These proposals will enable the 
additional bed reductions to be achieved.  

7        Workforce  
The Clinical leads for the areas impacted by the changes to bed configuration have 
been working with the HR Team to manage the change process for staff. Staff side 
colleagues have also been actively supporting staff.  
 
In making the first phase of the change process, clinicians expressed particular 
concerns about ensuring that the skilled staff delivering care to women transferred 
with the service. The team have worked to achieve this objective with the intent of 
supporting the development of staff to increase flexibility in the future. 

 

8       Finance 
The cost improvement target associated with the acute bed reduction in the Trust is 
£1.9 million in 2017/18. The closure of McCullum ward will deliver a full year effect of 
£778.7K and a projected in year saving of £579K plus an additional cost saving 
associated with a reduction in bank and agency usage of £99.5K. There is a need for 
the balance of the savings to be delivered in the next phase by the end of June. 
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9       Risks and issues 

The Care Model Delivery Group maintains a risk register. The key risks associated 
with this programme of work include: 

 The delivery of the plan requires the benefits associated with the enabling 
programmes to be optimised -there is more to be done if this is to be 
achieved. Non-delivery risks significant capacity issues and poor performance 
against the 4 hour wait standard. 

 There are a number of vacancies including nursing vacancies across the 
Trust, which provide redeployment opportunities for staff. There will be a need 
for staff to be flexible in considering these options and staff should be given 
appropriate opportunity to develop new skills to enable transition. 

 Small-scale estates changes will ne needed to ensure that ward 
environments are fit for purpose. This has not been factored into the current 
estates plan. 

 

Recommendation 

To note the content of the report. 
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REPORT SUMMARY SHEET 

Meeting Date 
 

5th April 2017 

Report Title 
 

Care Model Implementation – Community Services change programme 

Lead Director 
 

Chief Operating Officer 

Corporate Objective 
 

Safe, quality care and best experience  
 
Improved wellbeing through partnership 
 
Valuing our workforce 
 
Well led 
 

Corporate Risks/ 
Themes 
 

Available capital resources are insufficient to fund high risk/high priority 
infrastructure/equipment requirements/IT Infrastructure and IT systems 
 
Inability to recruit/retain staff in sufficient number/quality to maintain service 
provision 
 
Failure to achieve financial plan 
 
Delayed delivery of integrated care organisation (ICO) care model 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Trust Board 

Strategic Context 
 

The report details progress in implementing the Care Model changes in the 
community following the CCG decision to implement the proposals for change 
finalised following a period of consultation with the public. 
 

Key Issues/Risks 
 

The Care Model Delivery Group maintains a risk register detailing all aspects of 
delivery of the care model. The specific issues that relate to this programme of 
work include: 

 

 Delays in disposal of Hospital sites will impact on delivery of revenue 
savings  

 Re-deployment of staffing from community settings for a small group of 
staff with unique needs 

 Ability to recruit radiographers to meet the workforce requirements for the 
new configuration of community MIUs. 

 Estates and infrastructure costs not in plan associated with interim 
changes 1 

 

Recommendations To consider and discuss the assurance provided through this report 
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Summary of ED 
Challenge/Discussion 
 

The Executive Team has considered the plans to implement the service 
changes agreed following a period of consultation. The Executive Team has 
considered the implementation plans and has required the following actions are 
taken: 

 Implementation groups to include local Governor representatives and 
local stakeholders 

 Ensure adequate support for staff in transition into new roles  

 The care pathways for patients in existing inpatient units should not be 
compromised 

 To maintain a focus on long term solutions for health and wellbeing 
centres 

 Changes to MIUs cannot be implemented until staffing solutions are 
identified 

 Quality Impact Assessments to be completed on a monthly basis  
 

Internal/External 
Engagement inc. 
Public, Patient & 
Governor 
Involvement 
 

 
The plans have been subject to a formal period of consultation with the public. 
 

Equality & Diversity 
Implications 
 

A quality and equality impact assessment was completed and no concerns 
identified. 
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MAIN REPORT 

 

1 Purpose 
To provide the Board of Directors with an update on progress in implementing care 
model changes in the community following the decision made by the CCG Governing 
Body on 26 January 2017. 

 

2 Provenance  

The report is informed by the following:  

 Minutes and action log from the Care Model Delivery Group  

 Minutes and action log from Senior Business Management Team 

 Minutes of the Executive Team 

 Minutes and action log of the Community Services Transformation Group  

 Minutes and action log Quality Assurance Committee 

 Minutes from Devon Health Overview and Scrutiny Committee 

 Minutes from Torbay Health Overview and Scrutiny Committee 
  

3       Community Services Consultation- outcome 
South Devon and Torbay Clinical Commissioning Group (CCG) in partnership with 
the Trust held a 12-week formal consultation with the public on proposed changes to 
the configuration of community services in 4 of the 5 localities in the Torbay and 
South Devon area. A consultation on services in Coastal had been undertaken in 
2015. 
 
The Consultation commenced in September and concluded in November 2016 and 
was overseen by Healthwatch who provided an independent report to the CCG in 
December 2016. Their report detailed a number of alternative suggestions and ideas 
from the public. These ideas were subject to a multi- agency evaluation process 
concluding in a set of recommendations that were presented to a meeting of the 
CCG’s Governing Body held in public on 26 January 2017. 
 
The Governing Body voted to support the recommendations set out in the document 
subject to a number of criteria being met by the Trust. It was agreed that 
implementation of the model could not be progressed until evidence had been 
supplied to the CCG. 
 
The approval gives a mandate for the Trust to establish Clinical Hubs in localities 
supported by Health and Wellbeing Centres in main towns and the consolidation f the 
Minor Injuries Units in a smaller number of places but with extended opening hours 7 
days a week.  
 

Report to Board of Directors 

Date 5th April 2017 

Lead Director Chief Operating Officer 

Report Title Care Model Implementation – Community Services Change Programme 
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To enable delivery of this model the following changes will be made: 
 

 Establishing a clinical hub at Newton Abbott increasing beds to 45, plus 15 
stroke beds 

 Establishing Brixham as a Clinical Hub increasing beds to 16, plus 4 
Intermediate Care beds 

 Closure of Bovey Tracey Hospital and relocation of community teams to 
Health and Wellbeing Centres in Bovey and Chudleigh 

 Closure of Dartmouth Hospital and re-location of health and wellbeing 
services to an interim centre at Dartmouth Clinic 

 Closure of inpatient beds at Ashburton Hospital with the Hospital becoming 
the interim Health and Wellbeing Centre for Ashburton and Buckfastleigh 

 Closure of Paignton Hospital, Midvale Clinic and Church Street in Paignton 
with the Hospital becoming the interim Health and Wellbeing Centre for 
Paignton 
 

The CCG has presented the outcome of the consultation to the Health Overview and 
Scrutiny Committees in Devon and Torbay both of which have supported the 
implementation of the care model.  Torbay Council has asked for a 6 month review of 
progress so they can be assured that the expected benefits have been delivered and 
that there has been no negative impact on access to services for the Torbay 
Community. 
 

4       Criteria for implementation – review of the evidence 
      The CCG required the Trust to provide evidence that the following criteria were met: 
 

 Contracts are in place for intermediate care placements in care homes 
within the localities 

 Medical Leadership is in place within the localities 

 Medical contracts are in place to support medical input into intermediate 
care in the localities 

 Remaining community hospital inpatient services meet the requirements for 
safe staffing standards for sub- acute bed based care 

 Intermediate care operating with sufficient workforce that can safely deliver 
the service specification for the locality 

 Daily Multi- disciplinary team meetings in each health and wellbeing team in 
the locality 

 Referral systems are in place for intermediate care and wellbeing 
coordinators 

 Suitable capacity within short term intervention services 

 Community Clinics appropriate to need are being delivered in alternative 
local venues temporarily or until permanently provided in the local health 
and wellbeing centre 

 Newton Abbott and Totnes to be open 8 am – 8 pm 7 days a week 

 Newton Abbott and Totness to have radiology at least 4 hours a day 7 days 
a week 

 
The Trust submitted an initial report to the CCG Finance and Contracting Committee 
on 16 February 2017. At this meeting the evidence was reviewed and further 
information was requested in 2 of the areas. This information was submitted on the 3 
March 2017 and following consideration by the CCG Senior Leadership Team 
approval was given for all changes other than changes to MIUs. The delay in 
securing approval for MIUs relates to staffing rotas for radiology. 
 
 
 

Page 100 of 10906 - 2017.04.26_CX_Report.pdf
Overall Page 116 of 173



 
 

Public 

 

5       Implementation process 
In each of the localities task and finish groups have been set up to direct the change 
process. These groups are chaired by the Senior Manger for the locality and are 
supported by change management capacity from within the transformation team. At 
the request of the CCG, a wider implementation group involving local stakeholders 
and Trust Governors will support these operational groups. These meetings are in 
the process of being established. 
 
The Task and Finish Groups report to the Care Model Delivery Group chaired by the 
Chief Operating Officer. 
 
It was our intention to take a phased approach to implementation starting with 
services in Ashburton, Bovey Tracey and Dartmouth with the first phase of changes 
completed in Paignton by the end of June 2017. It should be noted that this brings 
forward the changes planned in Paignton by a number of months, which was 
assessed as necessary given on-going challenges with the retention of workforce 
within this service. 
 

6       Monitoring 
Quality impact assessment 

The Quality Assurance Committee received a presentation setting out the proposed 
approach to monitoring of the impact of changes on quality. The approach mandated 
by the Chief Nurse and Medical Director was supported with a monthly review of 
quality impact being presented to the Quality Improvement Group (QIG) with a 
regular deep dive into individual service change as required. 

Research and evaluation 

The Trust and CCG has commissioned an evaluation of the care model changes 
against a pre-determined set of criteria. This evaluation is being completed by 
Plymouth University. The first report is due to be published at the end of April with a 
full report in September 2017. This work programme will be supported by a longer-
term research project.  

In addition to the above monitoring of delivery against key performance metrics will 
be maintained. 

7       Workforce 
It is a priority for the Trust to ensure that we retain the skills and experience of staff 
working within our community services. They are highly valued by the Trust, their 
local communities and the patients and families they have served.  To support this 
objective the HR Team have been working with the Local Task and Finish Groups to 
ensure that staff are appropriately communicated with and support given in line with 
the HR Organisational change policy. This has involved staff meetings, individual 
meetings with the staff affected by change and regular briefings to staff side. 

It is our intention to support the redeployment of staff to funded vacancies across the 
service. This work is underway. 

There is also an intention to use the opportunity afforded by the change to look at 
alternative approaches to developing the workforce in the health and social care 
sector in our communities. The workforce development team is taking a pilot 
programme forward in Dartmouth with a plan to roll out to other localities if 
successful. The programme will look at how we can capitalise on existing education 
opportunities including apprenticeships. 
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8       Progress to date 
      Progress to date can be summarised as: 

 Planning process for change commenced in Ashburton, Bovey Tracey and 
Dartmouth 1 February 2017  

 CCG approval given on 6 March 2017 

 Bovey Tracey was formally closed to inpatients on 6 March 2017 

 Ashburton was closed to admissions from 7 March 2017 

 Dartmouth was closed to admissions from 13 March 2017 

 Ashburton Hospital inpatient unit closed on 17 March 2017 

 Dartmouth Hospital inpatient unit was closed on 24 March 2017 
 

The next stage of changes are expected to be delivered to the following timeline: 

 Dartmouth outpatients activity will be transferred to the Dartmouth Clinic by 
31 March 2017 enabling closure of the Dartmouth Hospital Building 

 Bovey Tracey staff will be relocated to Health and Wellbeing centres by 31 
March 2017 allowing for closure of Bovey Tracey Hospital building 

 Paignton will close to admission from 3 April 2017 

 Transfer of outpatients services to Paignton is expected to be completed by 
30 June 2017 subject to safe closure of the inpatient beds at Paignton 
Hospital. This will allow for the closure and disposal of Midvale Clinic. 
 

In addition to the above the following changes are being planned: 

 Additional bed capacity in Brixham and Newton Abbott will come in line with 
the bed closures in Paignton 

 MIU radiographer rota will be finalised allowing for a decision on remaining 
MIUs 
 

9. Finance 
The Care Model Trust Wide Savings plan (TWIP) as applies to community services 
has a planned saving of £4.3 million in 17/18. The plan as set out gives a £5.1 million 
saving due to the earlier than planned changes at Paignton.  However for 18/19 there 
is a forecast gap of £1.4m against plan due to retention of Paignton and Ashburton 
Hospitals and slippage in accruing PDC due to delay in site sales and redeployment 
of staff part year effect. Any change in the assessment of these variables will change 
the forecast gap.  The financial schedule is attached as Appendix 1. 

10.  Risks and issues 
The Care Model Delivery Group maintains a risk register detailing all aspects of 
delivery of the care model. The specific issues that relate to this programme of work 
include: 
 

 Delays in disposal of Hospital sites will impact on delivery of revenue savings  

 Re- deployment of staffing from community settings for a small group of staff 
with unique needs 

 Ability to recruit radiographers to meet the workforce requirements for the 
new configuration of community MIUs. 

 Estates and infrastructure costs not in plan associated with interim changes 
including IT. 
 

Recommendation 

To consider and discuss the assurance provided through this report.  
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Community Based TWIP Savings - Care Model 
     

 
 

        

          

 

Community 
SDU EFM 

PDC & 
Depreciation In patients Total Plan 

Estimated 
Delivery 1718 

Estimated 
Delivery 
1819 Total GAP 

2017/18 
         

Ashburton Hospital Closure 663,000  165,000  77,000  105,000  1,010,000  741,000  77,000  818,000  -192,000  

Bovey Tracey Hospital Closure 715,000  114,000  55,000  
 

884,000  827,000  0  827,000  -57,000  

Dartmouth Hospital Closure 1,063,000  149,000  100,000  
 

1,312,000  1,131,000  50,000  1,181,000  -131,000  

MIU 448,000  
   

448,000  336,000  0  336,000  -112,000  

Totnes Hospital 38,000  
   

38,000  38,000  0  38,000  0  

Teignmouth Reconfiguration 926,000  
   

926,000  926,000  0  926,000  0  

Medical Cover -273,000  
   

-273,000  -273,000  0  -273,000  0  

2017/18 Total 3,580,000  428,000  232,000  105,000  4,345,000  3,726,000  127,000  3,853,000  -492,000  

          
2018/19 

         
Paignton Hospital Closure 1,520,000  474,000  247,000  

 
2,241,000  1,393,000  0  1,393,000  -848,000  

Midvale & Church Street Closure 105,000  
 

64,000  
 

169,000  32,000  32,000  64,000  -105,000  

2018/19 1,625,000  474,000  311,000  0  2,410,000  1,425,000  32,000  1,457,000  -953,000  

          Overall TWIP Community Based 
Total 5,205,000  902,000  543,000  105,000  6,755,000  5,151,000  159,000  5,310,000  -1,445,000  
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BOARD SUMMARY SHEET 

Meeting Date 
 

5th April 2017 

Report Title 
 

Financial Recovery Plan 2016/17: Update at Month 11 

Lead Director 
 

Director of Strategy & Improvement  
Director of Finance/Deputy Chief Executive 

Corporate Objective 
 

Well led 
 

Corporate Risk/ 
Theme 
 

Failure to achieve financial plan 
 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Committee 

Strategic Context 
 

At its meetings in November to February, the Board and Finance Committee 
discussed pressures in financial performance and concluded that the original 
2016/17 forecast deficit of £8.6m was unlikely to be achieved.  A movement in 
the forecast financial result to a £11.6m deficit was agreed. 

 
The pressure in the national position, the forecast deterioration in the Trust’s 
financial forecast has significantly increased the attention of NHSI; not only in 
terms of the deterioration but also the ‘validity’ of the £8.6m initial forecast.  We 
are left in no doubt that the Control Total will not be changed. 
 

Key Issues/Risks 
 

The position at Month 11 measured against the overall £4m recovery target is as 
follows: 

 £3.74m is forecast to be delivered against the £3.82m identified in the initial 
financial recovery plan presented to Finance and Investment Committee and 
Trust Board last month. In addition there has been an improvement in 
divisional forecasts of a further £0.75m. The original year-end financial 
recovery target of £4m will therefore be exceeded. 

 The pressures identified last month totalling £1.19m arising from the MARS 
scheme £0.767m and an unexpected adjustment to Treasury rules affecting 
the level of provisions. All Trusts will have to charge to their accounts the 
impact on this Trust is £0.425m. There is also a reduction in risk share 
agreement income £0.06m based on latest calculations. 

 To achieve the forecast deficit position for 2016/17 (revised at month 9) and 
accommodate the above cost pressures which emerged in Month 10, the 
Finance, Performance and Investment Committee considered a remaining 
gap is £579k, reducing from £932k last month. 

 The Committee received updates on the further options identified to address 
the position as set out in the table below, confirming that two items – TP 
forecast and the Specialist Commissioning contract settlement – had been 
secured, totalling some £485k. 

. 

Page 104 of 10906 - 2017.04.26_CX_Report.pdf
Overall Page 120 of 173



 

Public 
 

 
 
On that basis, the Trust continues to report delivery of the forecast as revised at 
Month 9. 
 

Recommendations 
 

The Board note the delivery of the original £4m target and agreed further 
actions to address the balance of new pressures.  
 

Summary of ED 
Challenge/Discussion 
 

Appendix 1 shows the executive challenge on a scheme by scheme basis 
against the original schemes and the actions being taken to rectify any 
shortfall. 
 

Internal/External 
Engagement inc. 
Public, Patient & 
Governor 
Involvement 
 

 
Shared position with Risk Share Oversight Group. 
 

Equality & Diversity 
Implications 
 

N/A – car parking charges for disabled badge holders will not be 
implemented in 2016/17 
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REPORT SUMMARY SHEET 

Meeting Date 
 

5th April 2017 

Report Title 
 

Estates and Facilities Management and Health and Safety: Issues and exception 
report 

 

Lead Director 
 

Director of Estates and Commercial Development 

Corporate Objective 
 

Safe, quality care and best experience  
 
Valuing our workforce 
 
Well led 
 

Corporate Risk/ 
Theme 
 

Available capital resources are insufficient to fund high risk/high priority 
infrastructure/equipment requirements/IT Infrastructure and IT systems 
 
Failure to achieve key performance standards 
 
Inability to recruit/retain staff in sufficient number/quality to maintain service 
provision 
 
Care Quality Commission requirement notice sets out significant concerns 
regarding safe quality care and best experience 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Trust Board 

Strategic Context 
 

To provide assurance to the Board on compliance with legislation, standards 
and regulatory requirements, and to provide information on the assessed level of 
risk and management of same for Board consideration.   
 

Key Issues/Risks 
 

 Critical Estate Failure: No estates failures were reported in January 
however there were four in February. Two clinical areas were affected and 
had beds closed due to water leaks from a loss of structural integrity in two 
roofs.  The second old Hospital lift failed which meant for a short period the 
old hospital was without lift access. The first lift replacement has now been 
completed and a new one is now in operation. This allows the second lift to 
be taken out for replacement in April 2017. Two elements of plant failed due 
to age, a boiler economiser and a battery failure in the tower block ventilation. 
Neither directly affects patient safety but could have cost and comfort 
implications until such time that they are replaced.  This plant is part of the 
backlog risk. 
 

 Maintenance performance: The performance of both planned preventative 
maintenance and responsive maintenance continues to be a concern and a 
risk. This is a result of a continued high number of emergency works requests 
and reduced resources related to the re-structure of the estates workforce. 
The consultation process has now been concluded. A number of new 
appointments have been made and are in train. The new rota’s start on the 
2nd May  when the team will move from a 5 day to a 7 day a week service so 
that they can respond efficiently and effectively to the organisations needs. 

Page 106 of 10906 - 2017.04.26_CX_Report.pdf
Overall Page 122 of 173



Public 

 

Assurance has been received by the Head of Estates at the Infrastructure 
and environment group that that the organisation is not exposed to significant 
risk of non-compliance. The risk of planned maintenance non-compliance will 
remain on the risk register until the new structure is in place and performance 
improves.  

 

 Health and Safety : February saw the lowest number of monthly reported 
Trust incidents over a twelve month period. There was also a pleasing 
reduction in incidents across all every reported category. No RIDDORS were 
reported.  

 

Recommendations 
 

The Trust Board is asked to consider the risks and assurance provided within 
this report and to advise if further action is required  
 

Summary of ED 
Challenge/Discussion 
 

 A discussion and  understanding of the increasing risk of critical estates 
failure and the urgent need commit capital to essential and urgent critical 
maintenance early in the 2017/18 Financial year. The Executive are currently 
undertaking a prioritisation process to clarify the immediate requirement for 
consideration and approval at the May 2017 Trust Board.  
 

 The Executive noted the drop in incidents across all categories and the 
maintenance of the improved performance in the number of sharps incidents.  
 

 Recognition of the continued risk of non-delivery of statutory maintenance 
and the assurance provided by the Director and the Head of Estates that 
activity has been risk assessed, a plan is in place and critical/high risk 
compliance activity is being prioritised. The Executive have agreed the 
appropriate vacancies to support the estates operations structure and ensure 
that the Trust’s mandatory statutory testing and maintenance is completed, 
and safety maintained. The performance trajectory is set for June 2017 
following the implementation of the new structure and 7 day a week working 
practices that start in early May 2017.  

 

Internal/External 
Engagement inc. 
Public, Patient & 
Governor 
Involvement 
 

 
Governor sits on the Capital Infrastructure and Environment Group (CIEG) – 
(previously workstream 5).   
 
 

Equality & Diversity 
Implications 
 

The Disability Awareness Action Group (DAAG) considers and is involved in all 
EFM development proposals. 
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REPORT SUMMARY SHEET 

Meeting Date 
 

5th April 2017 

Report Title 
 

Chief Nurse Portfolio Report 

Lead Director 
 

Chief Nurse 

Corporate Objective 
 

Safe, quality care and best experience 
  
Well led 
 

Corporate Risk/ 
Theme 
 

Failure to achieve key performance standards 
 
Inability to recruit/retain staff in sufficient number/quality to maintain service 
provision 
 
Failure to achieve financial plan 
 
Care Quality Commission requirement notice sets out significant concerns 
regarding safe quality care and best experience 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Committee 

Strategic Context 
 

The safe staffing report provides information and assurance that the standards 
set out by the National Quality Board (2014 & 16), NICE (2014), NHSI (2016) 
and Lord Carter’s report (2016) are being met.  
 
Significant streams of work continue under the Nursing Workforce Programme to 
ensure safety, quality and experience are delivered whilst driving forward 
efficiency. The three key focus areas have been: 
 

 Ensuring safe staffing levels 

 Staffing is well managed 

 Reduction in agency usage and spend 
 
The report details the streams of work above along with key messages from 
each section 
 

Key Issues/Risks 
 

 Recruitment challenges 

 Increasing patient acuity and dependency 

 Retirement of experienced workforce over the following 5 years 

 Delivering more for less 

 External drivers of change at pace 

 Reduction in agency usage 
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Recommendations 
 

Support the continued work of the Nursing Workforce Programme Group to 
ensure that mechanisms are in place to monitor and manage the delivery of 
safe, effective and efficient nurse staffing.   
 
Support the continued focus on actions to fill vacancies and reduce the reliance 
on high cost agency and temporary staffing to meet the NHSI agency cap and 
reduce the pay run rate. 
 

Summary of ED 
Challenge/Discussion 
 

The overseas nurses have started to arrive and it is important that they are 
welcomed and embedded as quickly as possible. 
 

Internal/External 
Engagement inc. 
Public, Patient & 
Governor 
Involvement 
 

CCG and Governor representation at the Quality Improvement Group 

Equality & Diversity 
Implications 
 

None 
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Council of Governors  
 

Wednesday 14 December 2016 
 

Agenda Item: 7 

Report Title: Lead Governor’s Report 

Report By: Lead Governor 

Open or Closed: Open under the Freedom of Information Act 

 

1.  Summary of Report 
 

1.1 Topical areas of interest presented by the Lead Governor arising since the last Council of 
Governors meeting on 14 December 2016. 

 

2.  Main Report 
 

2.1 I have come to the end of my two year term of office as Lead Governor. I should like to 
take the occasion to thank everyone for the support I have received during that time. 

 
2.2 It has certainly been an interesting and instructive time and one that I hope has laid the 

foundations for the proposed strategy for governors. This has been worked on with 
representatives from the three elected constituencies and will give guidance to governors 
for the way forward. 

 

2.3 Barrie Behenna was our first Lead Governor, followed by Anne Harvey. I should like to 
thank them both for the time and effort they put into their terms of office. 

 

2.4 I am pleased that the constituency meetings have become embedded in our structure, as 
it has brought us all closer together.  Attachment one refers to the latest reports. 
Unfortunately, Teignbridge has not met recently but has visited a community hospital. 

 

2.5 I am pleased too that we have a good compliment of staff Governors. 
 

2.6 I wish everyone good health and good luck for the future. 
 

3.  Recommendations  
 

3.1  Council of Governors accept the report. 
 

4.  Decisions Needed to be Taken 

 
4.1 Note and comment on the information outlined above/attached. 
 

5.  Attached to this Report 
 

Attachment one - Constituency reports from South Hams and Plymouth and Torbay. 
 

 

Page 1 of 707 - 2017.04.26_Lead_Governors_Report.pdf
Overall Page 127 of 173



 

CONSTITUENCY SUMMARY SHEET 

Meeting Date: 16TH January 2017 
 

Governors present: Christina Carpenter Simon Wright Mary Lewis 
 

Apologies:  
Craig Davidson 

Author of the report:  
Christina Carpenter and Mary Lewis 

Summary of key issues: 
 
1.Healthwatch Report- probable/possible outcomes affecting South Hams, especially Dartmouth. 
 
 
2. South Hams Governors meeting with Head of Strategy and Development.  Community Care 
and reduced hospital beds. 
 
 
3.  National press reporting on Care Agency recruitment from Spain; shortage of English 
applicants. 
 
4.  Waiting times for routine OPD appointments. 
 
Risks 

1.  Continued concern for care in the Community. 
 

2. Poor communication with Dartmouth and general uncertainty with residents. 
 
 

3. Performance of Mears agency care in Torbay, 
 
 

 

Recommendations: (if any) 
 

1.  Each Constituency has an appointed NED for improved communication.  NED to be able 
to attend some constituency meetings/ or communicate with constituency lead governor 

 
 
 
 

Topics of interest/agenda items for next constituency meeting 
 

1.  Dartmouth Caring (Invitation) 
 

2. Input of social workers (in progress) 
 

3. Result of CCG report and impact on the Community especially South Hams. 
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Agenda Items for next Council of Governor (CoG)/Board to Council (B2C) Meetings: 
 

1.  Discuss NED for each constituency. 
 

2. Each constituency has an allocate time, e.g. 10 minutes to present Governors highest 
priority topic. 
 

3. Update on RTT (referral to treatment) and delayed surgery. 
 

4. Bed blocking  - social workers, care packages (delays), care beds available 
 

5. Benefit of nurses from abroad? 
 
  

 

 
 

PUBLIC / PRIVATE (delete as appropriate – if PRIVATE, please use NHS to NHS email addresses) 
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CONSTITUENCY SUMMARY SHEET 

Meeting Date: 08 Feb 2017 

Governors present: AP, PW, WM, LH 

Apologies: None 

Author of the report: AP 

Summary of key issues: 
 

1. Noted that no response received on items 1 & 2 agenda items from previous minutes and 
AP will follow up with lead governor and RS. Also the absence of Julian Parrott again was 
disappointing. 
  

2. Response from item 3 of previous minutes regarding Horizon centre still leaves a lot of 
concern  about revenue generation and usage of the Horizon centre. In particular from the 
League of Friends perspective who are also concerned about the lack of information 
availability. LoF will take an action to request information. 
  

3. Self-Assessment discussion. Key points of commonality are CoG prioritisation and strategy 
(or lack thereof) and the NED interaction. These will be explored more at the SA meeting. 
Also discussed that the SA day is the same day as the CCU opening visit and the QAC 
meeting. Disappointment expressed that Governors who are League of Friends members 
are not able to attend the self-assessment day due to the CCU visit, this will reduce the 
effectiveness of the self-assessment. 
 

4. Discussed that we have had no feedback from lead governor about the priority items from 
the last minutes, but the secondary items are considered addressed. The visit to Paignton 
hospital has been postponed at the request of the Trust due to the politics (small p) of the 
current situation. Discussed possible dates for a Dawlish visit: 
1. 8th March (pm) 
2. 22nd March (pm) 
3. 29th March (pm) 
Also discussed dates for Newton Abbot visit: 
1. 3rd April (am) 
2. 7th April 
 

5. A concern was raised in the meeting about the lack of information about the plans for care 
services post any reorganisation under the CCG re-organisation. Detail about how the 
new model of care will be delivered needs to released. 
 

6.  CCG consultation. A lot of discussion about the CCG consultation. Key points are:  
 

 Constituency does not agree with the Healthwatch report conclusions and consider it 
does not reflect the views of the meetings attended by governors 

 Constituency believes the consultation was poorly conducted and was extremely 
short-termist in approach. 

 NAO report indicates that the care at home model is more expensive long term 

 The concession for the Torbay based unit would seem to be on the 4th floor which 
does not seem to be a workable approach (combining with acute facilities). Other 
hospitals have tried this and it does not work. (bristol/bath) 

 Overall the outcome is not something the Torbay governors agree with in the 
strongest terms. 
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Risks: (repeat of previous) 
 

1. Torbay members believe that the CCG consultation failed to address public 
concerns adequately 

2. Torbay members are concerned that there has been no opinion from the NEDS on 
the CCG consultation 

 
 

Recommendations: (if any) 
 
Priority Items for Lead Governor attention and strategic input  

1. Torbay recommend the provision of assurance that the Trust is being pro-active in 
managing the MEARS contract. For example, that staff & contractors that provide care in 
community are appropriately qualified, trained and monitored. 

 

Topics of interest/agenda items for next constituency meeting 
 
Date of next meeting 11 April 2017, 5pm 
 

1. Review of recommendations/actions from previous minutes to assess progress 

2. Review/reports of committee meetings 

3. Julian Parrott to present on his role 

4. Constituency/Consultation feedback 

 
 

Agenda Items for next Council of Governor (CoG)/Board to Council (B2C) Meetings: 
 

1. Request to receive a presentation on the Food & Hygiene strategy being developed (CoG) 
– Action RS 

2. Presentation/Discussion to clarify plans regarding formal NED→Governor meetings to 
allow Governors to engage to inform performance assessments. (B2C) – Action RS 

 

 

PUBLIC 
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CONSTITUENCY SUMMARY SHEET 

Meeting Date: 11 Apr 17 

Governors present: AP, WM, PW, LH, BB (Welcome BB, new Governor) 

Apologies: None 

Author of the report: AP 

Summary of key issues: 
 

1. Presentation by Cllr Julian Parrott about his role as the Exec Lead for Adult & Child Care in 
Torbay. Excellent discussion about role, challenges and future. Budgets £40m (adult) 
£30m (children's). Key factor in the success of care services will be communication of the 
New Model of Care (NMC). Also that 3% of council tax rise is ring-fenced for adult social 
care. Challenge may be faced in the future that NEWDevon area pays more for care to the 
private sector than Torbay, so this perhaps needs to be monitored.  

2. Discussion about the service provision in Torbay under the NMC. Concerns expressed to 
Cllr Parrott about the Healthwatch report and lack of Trust response to the Torbay 
Governors letter. Strong concern over the lack of detail about the CCG plan for delivery of 
services in Torbay under NMC when closures are already taking place with no 
replacement. 

3. Concern that the STP consultation process is being run in the same way as the public 
consultation process for the NMC and facility consultation. Discussion that so far it is 
looking to be similar and this is not good. The Healthwatch facilitation was poor and given 
track record, confidence low in representing the output. More feelings of its a box ticking 
process and that decisions are made and final. Strong concern over the possible loss of 
the Torbay & SD CCG. 

4. Support for the recent session with the NEDS at the CoG meeting. This was useful, and 
valuable. Governors support doing more of this. 

 

Risks: (if any) 
 
1. Torbay members believe that the CCG consultation failed to address public concerns 
adequately and there is a risk this is the same for the STP consultation. 
 

Recommendations: (if any) 
 
Priority Items for Lead Governor attention and strategic input  

1. Torbay recommend the provision of assurance that the Trust is being pro-active in 
managing the MEARS contract. For example, that staff & contractors that provide care in 
community are appropriately qualified, trained and monitored. 

2. Support for the CoG team looking at the strategy and priorities, recommend that this work 
continue.  

 

Topics of interest/agenda items for next constituency meeting 
 

1. Determine if WM has received a response from her questions at the Safeguarding 
committee meeting about the number of children on care plans v’s health visitor case loads 
and how they are balanced; also the number of teenage mothers who have children on the 
child protection register. Julian Parrott will also look at this. 
 

2. QIG changes: Update from Andy Proctor 
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Agenda Items for next Council of Governor (CoG)/Board to Council (B2C) Meetings: 
 

1. Request to receive a presentation on the Food & Hygiene strategy being developed (CoG) 

 
 

PUBLIC / PRIVATE (delete as appropriate – if PRIVATE, please use NHS to NHS email addresses) 
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Council of Governors 
 

Wednesday 26 April 2017 
 

Agenda Item: 9 

Report Title: Secretary’s Report 

Report By: Company/Corporate Secretary 

Open or Closed: Open under the Freedom of Information Act 
 

1.  Summary of Report 

 
1.1 Topical areas of interest presented by the Company Secretary following the 

last Council of Governors meeting on 14 December 2016. 
 

2.  Main Report 

 
2.1 Governor attendance: Please see the report as at attachment one. 
 
2.2 Joint meeting between Council of Governors and Board of Directors: 

The next Board-to-Council meetings will be as follows: 
 

 16 August 2017, 3pm in the Anna Dart Lecture Theatre, Horizon Centre. 

 25 October 2017, 3pm in the Anna Dart Lecture Theatre, Horizon Centre. 
 
2.3 2017 meeting dates for governor observers:  The Foundation Trust Office 

is in the process of updating the meetings diary and will distribute 
electronically (unless stated otherwise) to all governors. 

 
2.4 Staff governor elections: A new process will shortly commence to find a 

new staff governor following the departure of Carol Gray who has left the 
Trust to start her new job in another organisation. 

 
2.5 Constituency Reports: Thank you to all the governors who submitted their 

feedback forms.   The forms have been attached to the Lead Governor’s 
report as at item 7. 

 
2.6 Board of Directors meetings: Formal public meetings are outlined below.  

Governors, members and members of the public are welcome to attend these 
meetings as observers if they wish.  The meetings are usually on a 
Wednesday at 9am in the Anna Dart Lecture Theatre, Horizon Centre, Torbay 
Hospital. Dates for 2017 are:  

 3 May; 

 24 May (1pm to 3pm) 

 5 July; 

 2 August; 

 4 October; 

 1 November; 

 6 December. 
 

*There is no meeting held in public in June 2017 because there is an extra 
private and public meeting of the Board on 24 May 2017 to approve the 
annual report and annual accounts in line with national submission dates. 
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2.7 Proposal for Constitutional changes – following feedback from the Mutual 
Development Group a proposal to change the Constitution was put forward to 
the Board of Directors public meeting in April.  The Board of Directors agreed 
the changes outlined below and is now submitting these changes to the 
Council of Governors for approval. 

 
Proposed Constitutional Changes 

 

From 
(as per the Constitution dated October 

2015) 
 

To 
 

6.4  Disqualification for Membership 
  
6.4.1  A person may not be a member of 
the Trust if they do not meet the eligibility 
criteria under 6.2 and 6.3, or if under 
sixteen years of age or in the 
circumstances set out in paragraph 
6.5.1(c) (vii). 
 

6.4  Disqualification for Membership 
  
6.4.1  A person may not be a member of 
the Trust if they do not meet the eligibility 
criteria under 6.2 and 6.3, or if under 
fourteen years of age or in the 
circumstances set out in paragraph 6.5.1(c) 
(vii). 
 

18 Council of Governors - Committees 
and Sub-Committees 
 
18.1 The Council of Governors will 
appoint four standing committees: 
 
(a) A Non-Executive Directors’ 
Remuneration Committee.  
 
(b) A Nominations Committee.  
 
(c) A Quality and Compliance Committee.  
 
(d) A Mutual Development Group. 

18 Council of Governors - Committees 
and Sub-Committees 
 
18.1 The Council of Governors will appoint 
four standing committees: 
 
(a) A Non-Executive Directors’ 
Remuneration Committee.  
 
(b) A Nominations Committee.  
 
(c) A Quality and Compliance Committee.  
 
(d) A Membership Group. 
 

18.5 The Chair of the Mutual 
Development Group (MDG) will be 
elected by and from the members of the 
Mutual Development Group on an 
annual basis or in their absence, one of 
the publicly-elected members. 
 

18.5 The Chair of the Membership Group 
will be elected by and from the members of 
the Membership Group on an annual 
basis or in their absence, one of the 
publicly-elected members. 

 
 

3.  Recommendation 

 
3.1 Council of Governors agrees to amend the Constitution in accordance with 

the changes outlined in section 2.7 above. 
 

4.  Decisions Needed to be Taken 

 
4.1 Note and comment on the information outlined above/attached. 
4.2 Approve the above recommendation. 
 

5.  Attached to this Report 

 
 Attachment one - Governor attendance record for 2016/17 
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Governors 20/04/2016 20/07/2016

(B2CoG) 

17/08/2016 23/09/2016

(B2CoG) 

19/10/2016 14/12/2016

Self-

Assessment

22/02/2017

(B2CoG)

15/03/2017

Lesley Archer 1 1 1 1 1 1

Terry Bannon (term ended 28 February 2017) 1 1 1 1 1 n/a

Nicola Barker 1 1 1 1 1 1 1 1

Bob Bryant (started 1 March 2017) n/a n/a n/a n/a n/a n/a n/a 1

Christina Carpenter (term ended 28 February 2017) 1 1 1 1 1 1 1 n/a

Peter Coates (started 1 March 2017) n/a n/a n/a n/a n/a n/a n/a 1

Adrian Cunningham (resigned 19 September 2016) 1 n/a n/a n/a n/a n/a

Craig Davidson 1 1 1 1 1

Carol Day 1 1 1 1 1

Cathy French 1 1 1 1 1 1 1 1

Sylvia Gardner-Jones (term ended 28 February 2017) 1 1 1 1 1 n/a

Diane Gater 1 1 1 1 1

April Gradwell 1 1 1 1 1

Carol Gray 1 1 1 1 1

Annie Hall 1 1 1 1 1 1 1 1

Lynne Hookings 1 1 1 1 1 (part) 1

Barbara Inger 1 1 1 1 1 1 1

Mary Lewis 1 1 1 1 1 1 1

Paul Lilley (started 1 March 2017) n/a n/a n/a n/a n/a n/a n/a 1

Wendy Marshfield 1 1 1 1 1 1 1 1

Catherine Micklethwaite 1 1 1 1 1

Julien Parrott

David Parsons 1 1 1 1 1 1 1 1

Mark Procter 1

Andy Proctor 1 1 1 1 1

Rosemary Rowe 1 1 1 1

Sylvia Russell 1 1 1 1 1 1 (part) 1

Simon Slade 1 1

John Smith 1 1 1 1 1 1 1

Peter Welch 1 1 1 1 1 1 1 (part) 1

Sue Whitehead (started 1 March 2017) n/a n/a n/a n/a n/a n/a n/a 1

Simon Wright 1 1 1 1 1 1 1

Number of governors who attended 20 19 20 19 19 22 18 19

Percentage Attendance 71% 68% 71% 73% 70% 81% 67% 68%

Meeting Attendance 2016/17
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Council of Governors  
 

Wednesday 26 April 2017 
 

Agenda Item: 11 

Report Title: Quality and Compliance Committee Report 

Report By: Wendy Marshfield 

Open or Closed: Open under the Freedom of Information Act 

 

1.  Summary of Report 
 

1.1 Update report of the Quality and Compliance Committee (Q&CC) following 
their most recent meeting on 29 March 2017. 

 
1.2 A verbal update will be provided at the Council of Governors meeting on 

progress and/or any areas of concern that Q&CC may wish to highlight. 
  

2. Recommendations  
 

2.1 Council of Governors receives the draft notes as at attachment one and 
supports the current work of the Quality and Compliance Committee. 

 

3. Decisions Needed to be Taken 
 

3.1 Note and comment on the information above/attached. 
3.2  Approve the recommendation as at section two. 
 

4. Attached to this report 
 

 Attachment one - Draft notes of the March Q&CC meeting. 
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NOTES OF THE QUALITY AND COMPLIANCE COMMITTEE MEETING 
 

HELD IN THE BOARDROOM, TORBAY HOSPITAL 
 

AT 10AM ON WEDNESDAY 29 MARCH 2017 
 
 

 
 *Denotes member present 
 

 

 Cathy French (CF) * Lynne Hookings (LH) 
* Wendy Marshfield (WM) - Chair  David Parsons (DP) 
* Andy Proctor (AP) * John Smith (JS) 
* Peter Welch (PW)   

In attendance   
Governance Lead (GL) 
Note taker (JB)  
Company Secretary (CS) 
Corporate Governance Manager (CGM)  

  Action 
1 Apologies 

 
Apologies received from Cathy French, David Parsons and Quality Lead. 
 

 

2 Minutes of the last meeting 
 
The minutes of the last meeting dated 11 November 2016 were agreed as accurate. 
 
Matters arising 
 
WM asked if there were any matters arising. 
 
JS said he would like to discuss governor observer reports in more detail.  WM 
advised this was on today’s agenda. 
 
WM informed the group that Sylvia Gardner-Jones has stepped down as governor.  
Sylvia was governor observer for Infection Control and therefore Carol Day and WM 
have attended the last couple of meetings – report included in meeting pack. 
 
There were no speakers for today’s meeting. 
 

 

3 CQC update 
 
GL circulated a short report to the group titled ‘Information for Board Report 
February 2017’.  The report is detailed below: 
 
CQC Assurance and Preparation – March 2017 
 
A fully integrated CQC Assurance group meets monthly.  It is generally well 
attended and provides an opportunity to look at areas of concern and themes 
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coming through from completed self-assessments, quality assessments and 
feedback from the members.  We are keen not to focus on preparation for a visit, 
but ongoing compliance and improvement.   Logistical plans are in place for an 
expected CQC Announced.  This group now reports to the Quality Assurance 
Committee.  
 
CQC Action Plans are reviewed monthly, with a full discussion on progress with the 
actions at the CQC Assurance Group.  Any concerns in meeting these actions are 
reported to the Quality Assurance Committee.   
 
Action plans are broken down as follows: 
 

Area: Total 
Actions: 

Actions  
Met: 

Actions 
Outstanding: 

Community Inpatients 2 2 0 
Critical Care 6 6 0 
CYP 15 14 0 
EOL 7 7 0 
Medical Care 8 7 1 
Outpatients 
(Dermatology) 

7 7 0 

SCBU 6 6 0 
Substance Misuse 1 1 0 

 
A considerable amount of work has been undertaken to achieve compliance with all 
the requirements set by CQC.  The only action outstanding relates to the completion 
of medical weekend plans.  We are achieving on average 85% of patients in at 
weekends with a plan in place, but our action is set at 90% compliance.  Further 
work is underway to achieve this.   
 
Emergency Department (ED) has a separate action plan that is monitored through 
the Urgent Care Improvement & Assurance Group.  Most actions are now complete 
or are in the process of being addressed.  ED performance and compliance has 
significantly improved since February 2016.  Medical Care actions are monitored 
through the Medical Service Delivery Board. 
 
We now have 109 services on CQC Assure all of which have completed self-
assessments against the five domains of Safe, Effective, Caring, Effective and Well 
Led.  A total of 180 members of staff have been trained on the use of CQC Assure, 
with an additional 57 booked on for the remainder of this year.  Reports and 
dashboards are now available to service delivery units and teams, and for some 
these are embedded into their respective governance meetings for discussion and 
review, although this is not as yet embedded in all. 
 
Quality Assessments/Mock CQC Inspections, have been re-instated and will be 
undertaken over the next three months to areas that received a rating of Requires 
Improvement at the CQC inspection. Teams will comprise of a NED or Governor, 
CCG and clinical staff to match the environment being assessed.  Immediate 
feedback will be left with the area visited, be collated onto CQC Assure, as well as 
the report feeding into the CQC Assurance Group for review. 
 
Ongoing bi monthly meetings are being held with our lead CQC inspector.  These 
meetings are to review actions identified at inspection and to discuss ongoing 
requirements and information received, such as recent incident reports or 
complaints.  Our most recent meeting was on 9th February 2017. 
 
There were no issues of significant concern raised.  Our inspection will form part of 

Page 3 of 811 - 2017.04.26_QCC_Report.pdf
Overall Page 141 of 173



 

3 
 

the new methodology post April 2017 according to the current consultation if agreed.  
This will be a mixture of unannounced visits to a selection of core services (some 
according to the last rating, some to check on ongoing compliance).  An announced 
inspection will be undertaken to assess “Well Led” at an organisational level.  As yet 
there is no date planned for these visits. 
 
CQC Assurance Report for January 2017           

 
January 2017 October 2016 

  
 
 
 

 
WM asked if the format for the forthcoming CQC visit is going to be the same as 
before.  GL said there will be smaller teams who will visit over a number of days and 
possibly weeks and that from now on the visits will be unannounced.  During the last 
visit there were 19 people who went around various areas of the hospital.  
 
WM noted that GL had given the governors assurance that a very robust system is 
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being developed that will support the Trust through CQC visits. 
 
GL stated that the Emergency Department (ED) need to inform the assessors of 
their achievements.  WM said that LH and herself did an assessment in ED before 
Christmas and found it very uplifting and very positive. 
 
GL pointed out that the live dashboard is in operation now so that the Symphony 
system can be accessed to allow staff to see the detail of why patients are waiting. 
 
WM thanked GL on behalf of the Committee. 
 

4. Quality update 
 
QL had given her apologies but had circulated before the meeting the short report 
below asking members to agree the indicator that would be reviewed by external 
audit. 
 
Report from QL regarding the indicators: 
 
Both are relevant in relation to the integrated care organisation and care model work 
and this is primarily why they have been chosen – below is an explanation of why 
they have been chosen.    
 
1. Delayed transfers of care. 

 
Patients can be delayed in being discharged for many reasons including 
assessments not being completed, inability to get a bed in another part of the health 
and care system etc.  As part of this we capture the reasons why people are 
delayed with a view to improving services and reducing delays. Therefore it is 
critical that the information we record is accurate. With fewer beds in our community 
it is critical we continue to reduce the number of delays. 
 
2. Readmission in 28 days. 
 
This is a useful national measure as it can indicate when we are not getting our 
systems right e.g. discharging patients too early etc. with the changes in the care 
model and delivering more community based care it’s important that our 
readmission rates don’t increase. Therefore it is important that our information is 
accurate as we will be using this as a balancing measure in our improvement work. 

 
AP felt that Quality Improvement Group (QIG) covers readmissions. 
 
The Committee then took a decision on which of the above indicators they would 
recommended to the Council of Governors as the local governor indicator of choice.  
The local indicator would be assessed by the external auditors as part of the quality 
report auditing process. 
 
The Committee unanimously agreed to recommend the ‘delayed transfers of care’ 
indicator to the Council of Governors. 
 
Last year governors looked at stroke and will get feedback on Friday as to whether 
that standard has been achieved.  WM stated that external audit had not audited 
delayed transfers of care before and felt that should be the one to focus on. 
 
It was agreed that AP would ask QIG for data for emergency readmissions over a 
period of time and if he had concerns to bring this back to this Committee. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CS 
 
 
 

AP 
 
 

Page 5 of 811 - 2017.04.26_QCC_Report.pdf
Overall Page 143 of 173



 

5 
 

It was agreed that GL would do a presentation at the next Quality and Compliance 
Committee meeting on readmission rates over the last 12 months. 
 

 
GL/JB 

5. Discuss governor(s) draft statement against the quality accounts 
 
Suggestions were as follows: 
 

 Readiness for next CQC visit 
 Financial position of the Trust 
 CCU (one sentence) 
 National STP plans (one sentence) 

 
WM agreed to draft her report and circulate to members for comments. 
 

 
 
 
 
 
 
 
 
 

WM 

6. Stakeholders meeting 31 March 2017 to shortlist and recommend indicators 
 
WM informed the group that the Quality Account Stakeholder meeting will be taking 
place this Friday and that WM and Carol Day will be in attendance.   
 

 

7. Feedback from governor observers 
 
7.1 Safeguarding/Inclusion Group 
 
WM reported that members were having quoracy issues partly because of workload 
and partly due to staff vacancies and were in the process of reviewing membership.  
The Deprivation of Liberty standard brought in by the government two years ago has 
been revisited and the current process will be changed to reflect the new format. 
 
7.2 Quality Improvement Group 
 
AP reported that attendance is good, it is chaired well and has external 
presentations.  AP likes the ongoing development of the performance dashboard 
and commented that representatives from Service Delivery Unit’s will be attending 
future meetings. 
 
7.3 Workforce and Organisation Development Group 
 
DP had given apologies and it was noted that there was no report for the meeting 
held on 17 November 2016.  JB informed members that the meetings to be held on 
12 January and 16 March had been cancelled. 
 
WM reminded everyone to let the Foundation Trust office know if anyone was 
unable to attend a meeting so that the office could arrange for another governor to 
attend in their place.   
 
WM suggested having governor deputies and new governors perhaps shadowing 
for their first year.  CS advised putting something about this in the governor strategy 
if appropriate. 
 
WM explained that as an action from the Council of Governors Self-Assessment 
session in February she had volunteered to write  a new Governor Strategy, along 
with Carol Day, Craig Davidson, Mary Lewis and Nicola Barker (representing each 
constituency and staff), demonstrating the role of governors in the Trust.  The draft 
report will be circulated for comments before the next Council of Governors (CoG) 
meeting in April. 
 
A short discussion took place on attendance and CS reminded members that the 
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Constitution as approved in October 2015 may need to be revisited if a majority of 
governors would like changes.  The Constitution currently states that governors 
should attend a minimum of two out of four CoG meetings per year.  WM felt that 
governors should be expected to attend committees/groups.  WM also suggested 
doing away with the three Board to CoG meetings and replacing these with two 
more CoG meetings thereby having six CoG meetings in total – two of these having 
half the meeting as a development session with round table discussions with Non-
Executive Directors (NEDs). 
 
7.4 Capital Infrastructure and Environment Group 
 
PW reported that this group covers a broad spectrum and is concerned about the 
finance ‘firefighting’.   
 
CS commented that he was aware the Director of Estates and Commercial 
Development was writing a capital paper to go to April’s Finance, Performance and 
Investment Committee and then the May Board of Directors. CS agreed to take a 
paper to a future Council of Governors meeting, but was dependent on the paper 
referred to above going to the Board of Directors in May.   
 
7.5 IM&IT Group 
 
There were no reports for this group as Terry Bannon, Governor Observer, was not 
re-elected as governor and the office had been unable to cover the vacant seat.  
WM felt there were some concerns over IT reinvestment.  CGM stated that a new 
ICT Strategy will be going to the Board in April.  WM suggested that Gary Hotine, 
HIS Director, could give an update at this Committee. 
 
7.6 Finance, Performance and Investment Committee 
 
JS informed the group that the meetings are intensive and he is always presented 
with 250-300 pages of facts and figures for the meetings.  The last four to five 
meetings have been very much the same format, the position is really well managed 
and that he was assured on progress. 
 
7.7 Quality Assurance Committee 
 
WM reported that the chair will be changing to Jacqui Lyttle as David Allen will be 
chairing Torbay Pharmaceuticals Board meetings.  These are well led, well 
managed and there is total engagement by the Executive Team at these meetings.  
They are doing deep dives regarding long waits and the Chief Operating Officer has 
been speaking with patients who have 52 week waits. 
 
7.8 Audit and Assurance Committee 
 
CF not present – reports enclosed with the meeting pack. 
 
CS reported that for the first time ever the Board Assurance Framework went to 
public Board meeting in February and that following in-depth discussions at the  
Audit and Assurance Committee meeting the HIS Director has been asked to write a 
report on cyber security. 
 

8. Review of Observer feedback forms 
 
It was agreed that the Foundation Trust Office would circulate after future meetings 
all feedback forms to all governors for their information. 
 

 
 

JB/CGM 
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WM advised that the yes/no boxes need to stay on the form as this can be audited. 
 
WM said when seeking assurance, this should be recorded when completing the 
form. 
 
AP suggested a new question be added: ‘Are there any points that need to be 
raised/escalated?’  It was agreed CS would add an extra box titled ‘Key issues to be 
escalated’ and then circulate new forms to observers. 
 

 
 
 
 
 

CS/JB 

9. Reports from non-members 
 
WM fed back regarding the Infection Control report and felt concerned that there 
was no Legionella Lead for the Trust.  WM reported that the Chief Nurse had agreed 
to look at job descriptions to include this. 
 

 

10. Prepare/discuss report to Council of Governors on 26 April 2017 
 
Suggestions were as follows: 
 

 Governors to put their names forward for the committee/group refresh 
 Governor Strategy 
 Capital/ongoing financial challenges 
 Attendance at meetings and completion of governor observer forms 

 

 

11. Update on development of Council of Governors Strategy 
 
Covered in agenda item 7. 
 

 

12. Decide whether to invite speaker(s) to the next meeting 
 
It was agreed to have no speaker at the next meeting due to the Committee/Group 
refresh taking place in April. 
 
JB to invite Director of Workforce and Organisational Development to the November 
meeting. 
 

 
 
 
 
 

JB 

 Details of future meetings 
 
Friday 23 June 2017, 10am – 12pm, Boardroom, Hengrave House, Torbay Hospital 
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Council of Governors  

 

Wednesday 26 March 2017 
 

Agenda Item: 12 

Report Title: Membership Development Report 

Report By: Lynne Hookings (Chair of MDG) 

Open or Closed: Open under the Freedom of Information Act 

 

1.  Summary of Report 
 
1.1 Current update on the work of the Mutual Development Group (MDG) 

 

2.  Background Information 
 

Mutual Development Group (MDG) 
 
2.1 The MDG now meets on a quarterly basis (February, May, July and 

November) to consider and take forward the requirements placed on it by the 
Council of Governors. 

 
2.2 Attachment one refers to the draft notes of March’s meeting for your reference 

and information. 
 
2.3  Attachment two has been attached for ease of reference and refers to the 

‘Membership Development Update and Constitutional Changes’ paper that 
went to April’s Board of Directors meeting.  Constitutional changes has been 
included within the Secretary’s Report (item 9 on the agenda). 

 
2.4 A verbal update on progress and outstanding items will be given by the Chair 

of MDG at the Council of Governors meeting. 

 

3.  Recommendations 
 

3.1 Council of Governors support the current work of the Mutual Development 
 Group. 
 

4.  Decisions Needed to be Taken 
 
4.1 Comment and receive the report/attached information. 
4.2 Approve the recommendation outlined above. 

 

5.  Attached to this Report 
 
Attachment one  -  Draft notes of March’s MDG meeting.  
Attachment two  -  April’s Board paper, ‘Membership Development Update 
    and Constitutional Changes’. 
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NOTES OF THE MUTUAL DEVELOPMENT GROUP (MDG) MEETING 
 

HELD IN THE EXECUTIVE MEETING ROOM, HENGRAVE HOUSE 
 

AT 2PM ON TUESDAY 14 MARCH 2017 
 
 

 
* Denotes member present 
 

 

* Cathy French (CF)   
* Lynne Hookings (LH) – Chair   
* Mary Lewis (ML)   
* Staff Governor – Catherine Micklethwaite (CM)   

 In attendance   
 Monica Trist (MT)   
 Comms Team – Claire Rowe (CR)   
 Jenness Barber (JB) – Note taker   

  ACTION 
1 Apologies 

 
Apologies were received from Ann Wagner, Director of Strategy and Improvement, JB 
to invite Ann to the next meeting. 
 
It was noted that this meeting was only just quorate due to both Christina Carpenter 
and Sylvia Gardner-Jones standing down as governors. 
 

 
 
 

JB 

2 Notes of the Last Meeting 
 
The notes of the last meeting held on 25 November 2016 were confirmed as accurate. 
 
Matters arising: 
 

1. MT reported it is unknown why the sentence regarding becoming a member 
was removed from new appointment letters.  CF thought it was because it went 
‘over the page’.  It has been agreed that a sentence can be added and 
therefore all to consider wording of message and send ideas to MT. 

2. MT informed the group that Richard Scott has been looking into rolling screens 
throughout the hospital.  CR said Guy Boosey is working on one whole system.  
CM said she would find out if slide is up and running in Horizon Centre. 

3. MT pointed out that the purpose of the questionnaire is to be anonymous and 
the Feedback and Engagement Team therefore have concerns if wanting to 
personalise the form with question regarding becoming a member. 

4. CF informed the group that the first ‘Meet the Governors’ session is on 3 April 
and will continue to run on the first Monday each month.  CR agreed to include 
in the all staff news and will ask SPOT in Torquay to also advertise these 
sessions. 

 
 
 

 
 
 
 
 
 
 
 
 

ALL 
 
 

CM 
 
 
 
 
 

CR 
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3 Consider name change of MDG 
 
Members discussed changing the name of this group.  All agreed on the name 
‘Membership Group’ and this proposal will be taken to the next Council of Governors 
meeting in April for approval. 
 

 
 
 

Company 
Secretary 

 
 
9 

Agenda item 9 was discussed next. 
 
Membership recruitment 
 
It was discussed that the minimum age for becoming a Foundation Trust member be 
reduced from 16 to 14 and all agreed to this suggestion.  This proposal will be taken to 
Council of Governors in April for approval. 
 
LH stated that both the Chairman and the Chief Executive were questioning the 
importance of membership recruitment. 
 
LH updated CR on how far the group had got with publicity: 
 

 Anna Pryor who was previously a dedicated membership officer at another 
Trust gave a presentation to the Council of Governors on 23 September last 
year to inform how she had handled membership recruitment.  MDG members 
had agreed they would like to meet with her at Castle Circus to examine a way 
forward. 

 LH met with the Chief Executive who agreed a dedicated staff governor be 
appointed to attend MDG and also for regular attendance from Comms. 

 Development of a script by MDG members for a short video by Hiblio to support 
the promotion of membership. 

 LH met with Debbie Lannon (DL), member of the Comms Team, and discussed 
the need to build up email addresses, and to produce a membership brochure 
and banners to target GP surgeries, pharmacies, NHS dentists, care homes, 
schools, maternity liaison services, carers, volunteers and youth groups.  Also 
discussed social media activity together with new members’ page on the public 
website. 

 The Chairman wrote to local schools but only one reply was received.  MT 
visited South Devon College and recruited 10 new members.  LH advised that 
the Chief Executive would like the area of young members to be developed.  
The lowering of membership age to 14 years would help with targeting schools 
and volunteers. 

 NHS Staff Discounts for members – comparing other NHS Trusts all offer 
discounts as membership benefit.   LH has had confirmation from DL that staff 
discounts (including Bayview) can be applied – possible use of ‘top-up cards’ in 
Bayview. 

 Carers presentation to governors in January – LH spoke to Katy Heard and 
also to a young carer Annabelle Gillard, they would be very willing to get 
involved and to get other youth carers on board.  CF mentioned that Katy 
Heard will be coming along to the Meet your Governors session on 3 April in 
Bayview Restaurant.   

 LH met with Andrew Nadolski (designer) and DL to discuss ideas produced by 
DL after her research of other NHS Trusts’ membership offers.  He will start 
design in accordance with the limits of £1,000 hopefully to include membership 
forms and cards plus the banners. 

 

 
 
 
 
 

Company 
Secretary 
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MT reported that she has made contact with Phillippa Lovell regarding young 
volunteers – Phillippa is involved in work experience placements. 
 
CR informed the group that she has a broad knowledge of social media and that 
advertising via social media is very powerful and inexpensive.  She showed the group 
the screen savers that this Trust is now using and suggested she could do an 
additional screen saver to say something along the lines of “As a staff member you are 
also a Foundation Trust member” and will discuss the wording, imagery and design 
with Richard Scott.  
 
CR offered to look at advertising through the Torbay and South Devon NHS 
Foundation Trust Facebook page and development of the website for the next 
meeting.   ML suggested targeting one area on Facebook eg South Hams.  MT pointed 
out that the membership form would have our website address on it.  CM suggested 
that as soon as the website is done CR could try Facebook aiming at South Hams – 
CR agreed to take this forward. 
 
LH put forward DL’s suggestion of a prize for the winner of recruiting the most new 
members in ‘recruit a friend’.  The group thought this might be a good idea. 
 
CR said she would look at how far DL had progressed with things and keep the group 
informed. 
 
LH felt that there is still a need for paper membership forms and stressed that the 
budget of £1,000 may not be enough to cover everything. 
 
ML asked if there was a better time to include a paragraph on membership rather than 
in the initial appointment letter.  LH felt the message could go into the discharge pack.  
CM suggested that membership forms could be given out at reception areas. 
 

 
 
 
 
 
 
 

CR 
 
 
 

CR 
 
 
 

CR 
 
 
 
 

CR 

4 Review MDG Terms of Reference 
 
Members were happy with the Terms of Reference but added that the name will have 
to be changed throughout the document to reflect the new name Membership Group.  
It was agreed there should be four two-hour meetings per year. 
 

 

5 Agree annual work plan 
 
The annual work plan was agreed. 
 

 

6 Feedback from Governors self-assessment day 
 
ML reported that she had attended a meeting in Newton Abbot Hospital chaired by 
Wendy Marshfield regarding the Governor Strategy and that Wendy and Carol Day will 
be meeting again on 28 March.  The next meeting for this strategy group is in April. 
 

 

7 Feedback and Engagement Team 
 
The group would like JB to thank Hayley Warrilow for compiling this report and to say 
they found it very interesting. 
 
 
 

 
 

JB 
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8 Update from the Working With Us Panel 
 
The group would like JB to thank Maureen Quartermaine for the update. 
 

 
 

JB 

10 Membership newsletter to be issued July 2017 
 
Suggestions for the forthcoming newsletter: 
 

 Push about Membership Group 
 Meet the Governors meetings – the first Monday of each month in Bayview 
 Participation as Trust member “You said, we did” – give examples 
 A year in the life of a governor – ML has agreed to write this 
 Diary dates 
 Reiterate benefits of being a member 
 Intermediate care 

 
All to let MT know if any more ideas. 
 

 
 
 
 
 
 
 

ML 
 
 
 
 

ALL 

11 Annual Members Survey 
 
The group thought the survey should be about the process of the ICO and intermediate 
care saying at the top of the survey ‘The Trust became an Integrated Care 
Organisation (ICO) in October 2015’. 
 
Questions: 
 

 Do you know what the ICO is? 
 Do you know what this means for your care? 
 What difference has this made to your care? 
 Have you received intermediate care? 
 How did this benefit you? 
 If you have a long-term condition is your care being managed more efficiently 

now?  Please explain your answer 
 Following any outpatient appointment how soon did you receive your follow-up 

letter? 
 

 

12 Healthwatch 
 
It was noted that the group had received four reports in with their meeting papers. 
 

 

13 Any Other Business 
 
None. 
 

 

 Details of next meeting 
 
Tuesday 13 June 2017, 2pm-4pm, Executive Meeting Room, Hengrave House, Torbay Hospital 
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REPORT SUMMARY SHEET 

Meeting Date 5 April 2017 
 

Report Title Membership Development Update and Constitutional Changes 
 

Lead Director Chairman/Chief Executive.   
Paper written by the Company Secretary and approved by the Chair of MDG. 
 

Corporate Objective 
 

Well led 

Corporate Risk/ 
Theme 

None identified. 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Trust Board 

Strategic Context 
 

To inform the Board of Directors of membership development work and to seek 
approval for two minor changes to the Trust’s Constitution. 
 
Any changes to the Trust’s Constitution will require approval by the Council of 
Governors. 
 

Key Issues/Risks 
 

Foundation Trust’s must always be legally constituted.  Failure to have in place 
the ‘governance’ requirements i.e. not legally constituted could lead to more 
stringent monitoring or enforcement powers. 
 

Recommendations 
 

1.  Board of Directors to consider approval of the changes to the Trust’s 
Constitution as at section 3 and submits these changes to the Council of 
Governors for their approval. 

 
2 Mutual Development Group (to be renamed ‘Membership Group’ subject 

to ratification) creates the new wording for promoting Trust membership 
and submits this to the Council of Governors for approval. 

 

Summary of ED 
Challenge/Discussion 
 

Recognition that implementation of some this work is dependent on availability 
of Communications Team resources. 
 

Internal/External 
Engagement inc. 
Public, Patient & 
Governor 
Involvement 
 

The Council of Governors will be asked to approve the latest amendments at 
their meeting in April after the Board of Directors meeting on 5 April 2017. The 
relevant changes will be taken to the Annual Members Meeting on 22 
September 2017. 
 
 

Equality & Diversity 
Implications 
 

None identified. 
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MAIN REPORT 

 
1.0 Background 
 
1.1 On 10 January 2017 the Chair of the Mutual Development Group (MDG) met with the Chairman, 

 Chief Executive, Company Secretary and Corporate Governance Manager to discuss membership 

 development.  The Lead Governor was invited but was unable to attend. 

1.2 At the meeting the Chairman and Chief Executive stated that membership development was a 

priority and confirmed the Trust would review the information provided to encourage and attract 

members with an action to update where appropriate to do so.  Any changes identified would feed 

into the future promotion of governors and any publications that sought to attract new members to 

the Trust. 

1.3 The Company Secretary was asked to research other Foundation Trusts and report back on how 

 they promote Trust membership with a view to reviewing the Trust’s information. 

1.4 Following feedback from governors and the Chair of MDG the Company Secretary confirmed that 

in April he would be submitting two constitutional changes to the Board of Directors and then 

Council of Governors for approval: 

 i) Recommendation that the age limit for members be reduced from 16 to 14.  The age limit for 

being a governor needed to remain at 16 years of age. 

 The reduction in age limit for members means the Trust will be better positioned to engage with a 

younger voice from across the community e.g. local schools/colleges, Hiblio Youth Channel, Devon 

Youth Service, Young Carers Groups. 

 ii) Recommendations that the Mutual Development Group would be renamed following a meeting 

of this Group on 14 March 2017. 

 It was felt that the current name of the Group was confusing and needed to be changed. 

1.5 In parallel to the above, the Chair of MDG has been in discussion with a member of the 

Communications Team and external designer on how best to take new branding ideas forward. 

 

 

 

Report to Board of Directors 

Date 5 April 2017 

Lead Director Chairman/Chief Executive 

Report Title Membership Development and Constitutional Changes 
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2.0 Positional Update 

2.1 23 Foundation Trust websites promoting membership were reviewed by the Company Secretary 

 and Corporate Governance Manager.  This information was submitted to the MDG on 14 March 

 2017. 

 2.1.1 As a summary for the Board, the Company Secretary would like to give assurance that of 

all the websites visited, most Trusts are communicating exactly what South Devon Healthcare NHS 

Foundation Trust / Torbay and South Devon NHS Foundation Trust has been promoting since 1 

March 2007, but recognises that the current wording and offer/incentives should be revised to be 

more attractive to potential members.  One area the Trust could offer as incentivising/rewarding 

membership would be to offer access to discounts available to NHS staff; which can be available to 

NHS members if businesses are able to authenticate their membership in some way.  The 

Company Secretary has guided governors in the past to promote other areas rather than push 

NHS discounts, but the current climate would suggest that the Trust take every opportunity to 

attract new members. 

2.2 At the same MDG meeting above, members of the Group received a detailed update of all the work 

undertaken by the Communications Team.  Implementation of this work is dependent on the 

actions being completed swiftly by the Communications Team. 

2.3 The ‘Mutual Development Group’ on 14 March 2017 agreed to change the name of the Group to 

 ‘Membership Group’. 

2.4 Following the Council of Governors self-assessment session in February a small group of 

governors have set up a task and finish group to create a new Governor Strategy which will include 

reference to membership.  A draft of this document is expected by the Council of Governors 

meeting in April. 

3.0 Proposal for Constitutional Changes   

3.1 The Board of Directors is asked to consider approval of the following changes to the Trust’s 

 Constitution.  Any changes approved will be submitted to the Council of Governors in April for 

 ratification. 

Proposed Constitutional Changes 
 

From 
(as per the Constitution dated October 2015) 
 

To 
 

6.4  Disqualification for Membership 
  
6.4.1  A person may not be a member of the Trust 
if they do not meet the eligibility criteria under 6.2 
and 6.3, or if under sixteen years of age or in the 
circumstances set out in paragraph 6.5.1(c) (vii). 
 

6.4  Disqualification for Membership 
  
6.4.1  A person may not be a member of the Trust 
if they do not meet the eligibility criteria under 6.2 
and 6.3, or if under fourteen years of age or in the 
circumstances set out in paragraph 6.5.1(c) (vii). 
 

18 Council of Governors - Committees and Sub-
Committees 
 
18.1 The Council of Governors will appoint four 
standing committees: 
 
(a) A Non-Executive Directors’ Remuneration 
Committee.  

18 Council of Governors - Committees and Sub-
Committees 
 
18.1 The Council of Governors will appoint four 
standing committees: 
 
(a) A Non-Executive Directors’ Remuneration 
Committee.  
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(b) A Nominations Committee.  
 
(c) A Quality and Compliance Committee.  
 
(d) A Mutual Development Group. 

 
(b) A Nominations Committee.  
 
(c) A Quality and Compliance Committee.  
 
(d) A Membership Group. 
 

18.5 The Chair of the Mutual Development Group 
(MDG) will be elected by and from the members of 
the Mutual Development Group on an annual 
basis or in their absence, one of the publicly-elected 
members. 
 

18.5 The Chair of the Membership Group will be 
elected by and from the members of the 
Membership Group on an annual basis or in their 
absence, one of the publicly-elected members. 

 
4.0  Recommendations 
 
4.1  Board of Directors to consider approval of the changes to the Trust’s Constitution as at section 3 
 and submits these changes to the Council of Governors for their approval. 
 
4.2 Mutual Development Group (Membership Group subject to ratification) creates the new wording for 

promoting Trust membership and submits this to the Council of Governors for approval. 
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Council of Governors 
 

Wednesday 26 April 2017 
 

Agenda Item: 13 

Report Title: Rotation of Committees / Group Membership 

Report By: Company/Corporate Secretary  

Open or Closed: Open under the Freedom of Information Act 

 

1.  Summary of Report 
 
1.1 This report provides an overview of the process for rotating the membership 

of the Council of Governors: 
 

1. Nominations Committee 
2. Remuneration Committee 
3. Mutual Development Group 
4. Audit and Assurance Committee 
5. Quality Assurance Committee 
6. Finance, Performance and Investment Committee 
7. Safeguarding / Inclusion Group 
8. Quality Improvement Group 
9. Workforce and Organisational Development Group 
10. Capital Infrastructure and Environment Group 
11. Information Management and IT Group 
12. Quality and Compliance Committee** 
13. Joint Equalities Cooperative 
14. Disability Awareness and Action Group 
15. Infection Prevention and Control Committee 
16. Torbay Pharmaceuticals 
17. Charitable Funds Committee 

 
** Elected governor observers onto meetings numbered 4, 5, 6, 7, 8, 9, 10 or 11 will 
automatically become a member of the Quality and Compliance Committee. 
 
The meetings highlighted in bold are defined in the Trust’s Constitution. 
 

2.  Background Information 
 
2.1 Governors have been asked whether they would wish to stand on one or 

more of the Committees or Groups as at 1.1 above.  Governors have also 
been informed in more detail about the process of selection and the maximum 
number of seats they can occupy.  

 

3.  Process of Selection 
 

3.1 It is proposed that a secret ballot be used to determine which Governor 
should sit on which Committee and/or Group. 
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3.2 Completed ballot must be sent to the Company Secretary before 3pm on 
26 April 2016 in order to be counted. 

 

3.3 Please follow the instructions carefully as spoilt returns cannot be 
considered.  

 

3.4 The Term of office* on a Committee / Group will be determined by the number 
of votes / preferences cast.  The candidate with the highest number of votes / 
preferences will be offered the longest term of office available at the time. 

 

 *Terms of office will be either two years or one year. 
 

4.  Unopposed Seats 
 

4.1 Ballot selection for the following Committees or Groups have not been 
circulated because the governor listed below has already been elected 
unopposed: 

 
Committee / Group Governor Term Other 

Nominations Committee Lesley Archer  
(staff seat)  

1 year 
 

1 other seat available 
plus Lead Governor 
seat dependent on 
agenda item 5. 

Remuneration 
Committee 

Mary Lewis  
(South Hams seat) 
Carol Day 
(one other governor) 

1 year 
 
1 year 

Lead Governor seat 
dependent on agenda 
item 5. 
 

Mutual Development 
Group 

Cathy French 
Catherine Micklethwaite  

1 year 
1 year 

3 seats available. 

Finance, Performance 
and Investment 
Committee 

John Smith 1 year  

Workforce and 
Organisational 
Development Group 

Paul Lilley 1 Year  

Capital Infrastructure and 
Environment Group 

Peter Welch 1 year  

Joint Equalities 
Cooperative 

Barbara Inger 1 year  

Infection Prevention and 
Control Group 

David Parsons 1 year  

Torbay Pharmaceuticals Carol Day 1 year  

 
Congratulations to the governors listed above. 
 
4.2 The ballot for the following will not be circulated as no governor has put 

themselves forward for these meetings/additional seats: 
 

Nominations Committee  (1 other seat available plus Lead Governor 
     seat.  Latter dependent on agenda item 5. 
Mutual Development Group (3 seats available.  2 general seats and one 
     Torbay Constituency seat available.  Lynne 
     currently occupies one of the general seats) 
IM&IT Group    (1 seat available) 
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4.3 The contested seats will be those associated with the  

 Audit and Assurance Committee 

 Quality Assurance Committee 

 Safeguarding / Inclusion Group 

 Quality Improvement Group 

 Quality and Compliance Committee 

 Disability Awareness and Action Group  

 Charitable Funds Committee 
  
4.4 Brief information about governors can be found by clicking <here>.  Please 

note that the Foundation Trust Office is in the process of finalising the 
information for the new governors. 

 

5.  Action Needed to be Taken 
 

5.1 Governors to submit their votes to the Foundation Trust Office by 3pm 26 
April 2017; to be received as outlined in section 3 above. 
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